
HEALTH CARE FOR THE HOMELESS/FARMWORKER HEALTH PROGRAM (HCH/FH) 
Co-Applicant Board Meeting 

San Mateo Medical Center – San Mateo (Classroom 2)  
 February 11, 2016, 9:00 A.M - 11:00 A.M. 

AGENDA 
A. CALL TO ORDER Robert Stebbins              9:00 AM   
B. CLOSED SESSION           

1.   No Closed Session this meeting 
    

C. PUBLIC COMMENT                                                                                                                                9:02 AM 
Persons wishing to address items on and off the agenda 
 

D. CONSENT AGENDA          9:04 AM 
1.   Meeting minutes from January 14, 2016    TAB 1           
2.   Program Calendar    TAB 2 

 
E. BOARD ORIENTATION 

1.   No Board Orientation items this meeting. 
 

F. REGULAR AGENDA  
1.  Consumer Input to Board      Linda and Others  TAB 3   9:06 AM 
 
2.  Board Ad Hoc Committee Reports                    Committee Members   9:09 AM 

i. Transportation 
ii. Health Navigation 

iii. Board Composition 
 

3.  HCH/FH Program QI Report Frank Trinh  TAB 4  9:15 AM 
 

4.  HCH/FH Program Director’s Report Jim Beaumont  TAB 5  9:20 AM 
 
5.  HCH/FH Program Budget/Finance Report Jim Beaumont  TAB 6  9:25 AM  
      

      6.    Strategic Plan –Discussion and Presentation Rachel/Pat            TAB 7   9:30 AM     
 
      7.  Proposals summary/report Linda/Jim TAB 8   10:20 AM  
    
      8.   Contracts/MOUs to approve Jim Beaumont TAB 9   10:30 AM 

i. Action Item- Request to Approve contracts and MOUs 
 
      9.  Grant Conditions Plans Jim Beaumont  TAB 10 10:40 AM 
     i. Action Item- Request to Approve Plans submitted in response to HRSA Grant conditions    
    
    10.  UDS activities discussion                                                                  Jim Beaumont                TAB 11 10:45 AM                                     
 
    11.  CLOSED SESSION                   Board members                10:50 AM 
           Discussion of the Program Director’s continued leadership  
           and input regarding employee performance       
  
G. OTHER ITEMS 

1. Future meetings –  every 2nd Thursday of the month (unless otherwise stated) 
ii. Next Regular Meeting – March 10, 2016; 9:00 A.M. – 11:00 A.M.  

          at Fair Oaks Clinic- Redwood City  
 

H.  ADJOURNMENT Robert Stebbins  11:15 AM 

Meetings are accessible to people with disabilities.  Individuals who need special assistance or a disability-related modification or accommodation 
(including auxiliary aids or services) to participate in this meeting, or who have a disability and wish to request an alternate format for the agenda, 
meeting notice, or other documents that may be distributed at the meeting, should contact the HCH/FH Program Coordinator at least five working days 
before the meeting at (650) 573-2966 in order to make reasonable arrangements to ensure accessibility to this meeting and the materials related to it.  
The HCH/FH Co-Applicant Board regular meeting documents are posted at least 72 hours prior to the meeting and are accessible online at:  
http://www.sanmateomedicalcenter.org/content/Co-ApplicantBoard.htm. 
 

http://www.sanmateomedicalcenter.org/content/Co-ApplicantBoard.htm


Parking Lot 

 

 

 

 

 

Bylaws Review        

(as needed) 

Annual Tactical Plan     

  (no current deadline) 

Scope Discussion

(no deadline set) 

Transportation     

(no deadline set) 

Program Website

(no deadline set)

How to engage our 
populations

 

Respite Care 



TAB 1 
January 14, 2016 
Meeting Minutes 

(Consent Agenda) 



Healthcare for the Homeless/Farmworker Health Program (Program) 
Co-Applicant Board Meeting Minutes 

January 14, 2016  
San Mateo Medical Center- Classroom 1 San Mateo  

 
Co-Applicant Board Members Present       County Staff Present      Members of the Public 
Robert Stebbins, Chair      Frank Trinh, HCH/FH  Medical Director   Pat Fairchild, JSI  
Daniel Brown       Glenn Levy, County Counsel    Julia Parmer, Samaritan House 
Brian Greenberg      Elli, Lo, HCH/FH Management Analyst  
Tayischa Deldridge (arrived 9:16 a.m.)   Rebecca Ashe, SMMC Coastside Clinic 
Julia Wilson      Brian Eggers, HSA –  SMC- Center on Homelessness 
Kathryn Barrientos     Alexander Gutierrez, SMMC – Coastside Clinic 
Molly Wolfes      Jennifer Rainwater, SMC -Department of Housing  
Steve Carey      Anita Booker, SMC- PHPP Mobile Clinic  
Paul Tunison      Linda Nguyen, HCH/FH Program Coordinator  
Jim Beaumont, HCH/FH Program Director (Ex-Officio)  
 
Absent: Eric Brown 

ITEM DISCUSSION/RECOMMENDATION ACTION 
Call To Order   

Robert Stebbins called the meeting to order at   9:04   A.M.  Everyone present introduced 
themselves.  
 

 

Public Comment No Public Comment at this meeting. 
• Glenn Levy announced as Programs new County Counsel staff. 
• InnVision Shelter Network name change event on January 13th  

 

 

Consent Agenda All items on Consent Agenda (meeting minutes from November 12th and December 10, 2015 
meetings and the Program Calendar) were approved.  
 
 
 Please refer to TAB 1, 2 
 

Consent Agenda was  
MOVED by Kat  
 SECONDED by Dan  ,   
and APPROVED by all Board 
members present.  
  

Board 
Orientation: 

No Board Orientation for this meeting. 
 

 

Consumer Input 
 

Discussion on TB article regarding Administration’s new policy on TB  
 
 
 
Please refer to TAB 3 
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Transportation 
Sub-committee 
reports 
 
(Steve, Eric) 
 

 
Update next meeting 
 

 
 
 
  

Board orientation 
Sub-committee 
reports  
 
(Brian, Paul, Dan, 
Molly) 
 

Discussion on the expertise that the Board needs: 
-Finance, Farmworker-consumer/advocate, law enforcement, HR, PR, Communications, 
Business, Government  
 
 

 
 
 
 
  

Patient Navigator 
Sub-committee 
reports  
 
(Tay, Kat, Julia) 
 

 
No report 

 

 QI Committee 
oral report  

No report 
 
 

 

Regular Agenda: 
HCH/FH Program  
Directors report 

Director reported on:  
• Grant conditions- lifted 2 final grand conditions from 2013 OSV, working on current 

from 2015 OSV 
• Strategic Plan- working with consultants to plan interviews and compile data, draft will 

be ready at February meeting and retreat scheduled for March 
• RFP proposals- staff continues to convene evaluation committees to evaluate all 

proposals received.  
• Director prepared report of HCH/FH activities to SMMC Board meeting (attached) 
• Staff is migrating to Outlook as email server end of January 
• Discussion on current Street Medicine team effort and the success of first week 

seeing 5 patients.  
 
 
 
Please refer to TAB 4 on the Board meeting packet.   
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 Regular Agenda: 
HCH/FH Program  
Budget & 
Financial Report 

Director report included:  
• December 31, 2015 marked end of HCH/FH Programs project period 
• There is approximately 5% of total award left unexpended.  
• Once final figures are determined and claiming completed, staff will provide a full final 

report. 
• 2016 Grant Year, the current award is over $2 million 

 
 
 
 
 
 
 
 
 
 
 
Please refer to TAB 5 on the Board meeting packet.   
 
 

 
 

  
Strategic plan 
Discussion 

 
Discussion on Board availability for March retreat.  
 

• March 15th and 17th were identified as being best dates for 4-6 hour retreat for 
Strategic Plan. 

 
 
 
Please refer to TAB 6 on the Board meeting packet.   
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Action Item: 
Request to 
Approve 
contracts/MOUs 
 
Request to 
Approve BHRS 
MOU 
 
Request to 
Approve IVSN 
contract 
 
Request to 
Approve 
Ravenswood 
contracts 
 
Request to 
Approve 
Samaritan 
House contract 
 
Request to 
Approve 
Sonrisas 
contract 
 
 

Program received preliminary RFP proposals, the MOU and contracts recommended for 
approval are a continuation of current services (5), summary and contracts are attached.  
Members employed/affiliated by organizations recused themselves from voting for contract 
approvals and left the room.  
 
 
 
Action item:  Request to Approve BHRS MOU 
 
 
 
 
Action item:  Request to Approve IVSN contract 
Steve, Paul, Robert and Brian recused themselves and left room during vote  
 
 
Action item:  Request to Approve Ravenswood contracts 
Tay recused herself and left room during vote 
 
 
Action item:  Request to Approve Samaritan House contract 
Kat recused herself and left room during vote 
 
 
 
Action item:  Request to Approve Sonrisas contract 
 
 
 
 
Please refer to TAB 7 on the Board meeting packet.   
 

 
Motion to approve BHRS MOU 
MOVED by Tay 
SECONDED by ,Paul 
Abstained - Steve 
and APPROVED by remainder 
of Board members present 
 
Motion to approve IVSN 
contract 
MOVED by Kat 
SECONDED by,Tay 
and APPROVED by all of 
Board members 
 
Motion to approve 
Ravenswood contracts 
MOVED by Dan 
SECONDED by, Julia 
and APPROVED by all of 
Board members 
 
 
Motion to approve Samaritan 
House contract 
MOVED by Brian 
SECONDED by, Paul 
and APPROVED by all of 
Board members 
 
 
Motion to approve Sonrisas 
contract 
MOVED by Molly 
SECONDED by, Julia 
and APPROVED by all of 
Board members 

RFP proposal 
review/summary 

Discussion of RFP process : 
• Staff continues to convene evaluation groups to review all new proposals (11) 
• Attached is a summary of all 11 proposals for services that include: 

enabling/coordinating services, behavioral health/recovery services and medical and 
dental services.  

 
 
Please refer to TAB 8 on the Board meeting packet.  
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Regular Agenda: 
Travel Policy 
request and 
discussion  
 
 
Action item:   
 
Request to 
Approve Julia’s 
travel request 
 
 
 
 
Request to 
Approve Molly’s 
travel request 
 

 
Discussion on travel policy included: 

• Current program policy on travel expenses and drafting future policy and setting a 
precedent on current requests 

• Sample travel policy from J. Snow Inc. to consider adding to program policy. 
 
Board considered travel request for the following: 

• Brian Greenberg for travel to regional training in Colorado (WITHDREW REQUEST) 
 

• Julia Wilson- to cover all travel expenses for Western Migrant Forum in Portland  
Action item:  Request to Approve 
 
 

• Molly Wolfes- to cover herself and 2 Puente (Promodores) staff for all travel expenses 
to Western Migrant Forum in Portland 

Action item:  Request to Approve 
 
 
 
Please refer to TAB 9   on the Board meeting packet.   

 
Staff- review/draft travel 
policy 
 
Motion to approve Julia’s 
travel request MOVED by 
Dan 
SECONDED by, Molly 
and APPROVED by all of 
Board members 
 
Motion to approve Molly’s 
travel request 
MOVED by Brian 
SECONDED by, Julia 
and APPROVED by all of 
Board members 

Staffing Plan 
discussion  
  

 
Discussion on program staffing needs: 

• Staffing Plan presented as a preliminary discussion point to inform future detailed 
discussions as the need arises 

• It has been noted that reviewers at recent Site Visits mentioned that the program is 
significantly deficient in staffing  

• Program has developed a staffing plan that is attached 
• As program requirements and work load have grown the need for 1 immediate staff 

by mid-year 2016 is critical.  
• The program has significantly more responsibilities than 5 years ago.  

 
 
 
 
 
 
 
Please refer to TAB 10 on the Board meeting packet.   
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UDS activities 
discussion 
 
 

 
Discussion included: 

• During initial analysis the program may have dropped 200 patients from previous year 
• Preliminary repo t is due mid-February and final report by end of March 

 

Action Item:  
 
Request to 
Approve 
Updated Budget  

One of the responsibilities of the Co-Applicant Board is the approval of the Program budget.  
• As part of completing the SAC grant application, program was required to submit 

updated budget documents.  
• The request is for the Board to approve the Form and Budget justification and 

narrative as the current program budget.  
 
Action Item:  
Request to Approve Updated Budget 
 
Please refer to TAB 11 on the Board meeting packet.   
 

MOVED by Julia 
 
SECONDED by, Kat 
 
and APPROVED by all 
Board members present 
 

Adjournment   
Time _10:51 a.m._________ 
 

Robert Stebbins 
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TAB 2 
Program Calendar 
(Consent Agenda) 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Health Care for the Homeless & Farmworker Health (HCH/FH) Program 
2016 Calendar (Revised February 2016) 

 
  

• Board Meeting (February 11, 2016 from 9:00 a.m. to 11:00 a.m.) 
• UDS report  
• Strategic Plan Draft  
• 2016 Western Forum for Migrant & Community Health Feb 23-25 Portland 

February  Board meeting at SMMC 

• Board Meeting (March 10, 2016 from 9:00 a.m. to 11:00 a.m.) 
• Contractors quarterly (4th) report update 
• Strategic Plan retreat, March 17, 2016 at San Mateo Medical Center 
• UDS report final submission 
• Regional NHCHC training  in Denver, CO March 31- April 1 2016 

March  Board meeting at Fair Oaks Clinic- 
RWC 

• Board Meeting (April 14, 2016 from 9:00 a.m. to 11:00 a.m.) 
•  

April  Board meeting at Human Services 
Agency- Belmont 

• Board Meeting (May 12, 2016 from 9:00 a.m. to 11:00 a.m.) 
• NHCHC Conference in Portland, OR May 31- June 3 2016 

May   
• Board Meeting (June 9, 2016 from 9:00 a.m. to 11:00 a.m.) 
•  

June  
• Board Meeting (July 12, 2016 from 9:00 a.m. to 11:00 a.m.) 
•  

July  
• TBD- HRSA Operational Site Visit   Likely late spring/early summer 

 
 
 

EVENT DATE NOTES 



 
 
 
 

 
 

 
 
 
 
 

 
 

 
 
 
 

TAB 3 
Consumer Input 

 
 
 
 
 
 
 

 



Redwood City opens food pharmacy for low-income diabetes patients 

 

Updated:Jan 28 2016 12:39AM PST 

REDWOOD CITY, Calif. (KTVU) - A very different kind of pharmacy opened in Redwood City on Wednesday. It's 
called a food pharmacy and is designed to encourage low-income people suffering with diabetes, to eat a healthy diet. 

It's the first of its kind ever to open in California. One woman was seen filling a medical prescription with groceries. 
 
She has type II diabetes, often linked to diet. She spoke to us through an interpreter. 
 
"Before I used to do a lot of fried food, [a] lot of pizza and hamburgers. I don't do that anymore," said Rose Amezcua. 

Now at the food pharmacy, she can get healthier groceries. 
 
With a doctor's prescription, low-income diabetes patients can get food at this special pantry inside the Samaritan House 
Health Clinic, for free. 
 
The food is donated by the Second Harvest Food Bank, which says diabetes and other diseases run rampant among low-
income people who often can't afford to eat healthier, or don't know how. 
 
"At Second Harvest, our clients have told us that one out of every three adults that we serve are suffering from diabetes. 
That's more than three times the national average. So it is a big problem among low-income communities," said Kathy 
Jackson, director of the food bank. 
 
"The only one who works is my husband. We pretty much live day by day with his salary," said Amezcua. 
 
The food pharmacy officially opened on Wednesday as a pilot program expecting to provide 100 diabetes patients with a 
ticket to healthier eating habits. The pharmacy is located in the same building as the medical clinic. 
 
"If they are running out of food at the end of the week they can get some food that is healthy for them rather than pick up 
something that is cheap and filling, but not that healthy," said Dr. Jason Wong. 

 
 
 

http://www.ktvu.com/news/82930730-story  

http://samaritanhousesanmateo.org/
http://samaritanhousesanmateo.org/
https://www.shfb.org/
http://www.ktvu.com/news/82930730-story


TAB 4 
Director's Report 



 HEALTH SYSTEM 
SAN MATEO COUNTY 

 
DATE:  February 11, 2016 
 
TO: Co-Applicant Board, San Mateo County Health Care for the  

Homeless/Farmworker Health (HCH/FH) Program 
 
FROM: Jim Beaumont, Director  

HCH/FH Program 
 

SUBJECT: DIRECTOR’S REPORT 
 
Program activity update since the December 10, 2015 Co-Applicant Board meeting: 
 

1. Grant Conditions 
 
At present we have ten (10) outstanding grant conditions which resulted from the March 
Operational Site Visit (OSV).  We have submitted plans to come into compliance for eight of those 
conditions, which are on today’s agenda for Board review and approval.  We have submitted the 
Board approved budget in response to that grant condition, and the current scope documents, 
Forms 5A & 5B, in response to that condition. 

 
2. Strategic Plan 

 
The Strategic Plan project has continued forward and we have a current report & discussion on 
todays’ agenda. 
 

 
3. Request for Proposals 

 
All proposals received to date have completed the review process and a full report is on today’s 
agenda.  This includes proposals for which it was determined that additional information was 
desired. 
 

 
4. Dr. Susan Ehrlich, CEO, SMMC 
 

On January 28, 2016, Dr. Ehrlich announced that she would be leaving San Mateo Medical 
Center.  She will be assuming the position of CEO of Zuckerberg San Francisco General Hospital 
and Trauma Center in late April.  Her last day at SMMC will be March 31, 2016. 
 
Dr. C. J. Kunnappilly current Chief Medical Officer, will be assuming the duties as Interim CEO. 

 
5. Seven Day Update 

 

Board of Supervisors: Carole Groom • Don Horsley • Dave Pine • Warren Slocum • Adrienne Tissier  
Health System Chief: Jean S. Fraser • San Mateo Medical Center CEO: Susan Ehrlich, MD, MPP 

222 W. 39th Avenue • San Mateo, CA 94403 • PHONE 650.573.2222 • CA RELAY 711 • FAX 650.573.2030 
www.sanmateomedicalcenter.org 

 



TAB 5 
Program Budget/

Finance Report



 HEALTH SYSTEM 
SAN MATEO COUNTY 

 
DATE:  February 11, 2016 
 
TO: Co-Applicant Board, San Mateo County Health Care for the Homeless/Farmworker 

Health (HCH/FH) Program 
 
FROM:  Jim Beaumont, Director  

HCH/FH Program 
 
SUBJECT: HCH/FH PROGRAM BUDGET and FINANCIAL REPORT  
 
 
As of January 31, 2016, only $83,000 has been expended for the program.  However, as this is the 
first month of the grant year and the last month of the contract year, this is not a telling number.  
We will need to wait until we are further into the grant year to be able to more appropriately discuss 
the expenditure trends. 
 
We are initiating an effort with Fiscal/Accounting to develop a more user-friendly intuitive monthly 
expenditure report.  We will keep the Board advised of our progress in this area. 
 
For the current 2016 Grant Year, the current award is $2,373,376.  We would nominally expect – at 
current staffing levels – that program operation would account for between $600,000 and 
$700,000.  Contract services and any staffing additions would be expected to account for the 
remainder of expenditures. 

 

Board of Supervisors: Carole Groom • Don Horsley • Dave Pine • Warren Slocum • Adrienne Tissier  
Health System Chief: Jean S. Fraser • San Mateo Medical Center CEO: Susan Ehrlich, MD, MPP 

222 W. 39th Avenue • San Mateo, CA 94403 • PHONE 650.573.2222 • CA RELAY 711 • FAX 650.573.2030 
www.sanmateomedicalcenter.org 

 



TAB 6 
Strategic Plan 
Discussion/
Presentation



 HEALTH SYSTEM 
SAN MATEO COUNTY 

 
 
DATE:  February 11, 2016 
 
TO: Co-Applicant Board, San Mateo County Health Care for the Homeless/Farmworker Health 

Program 
 
FROM: Linda Nguyen, Program Coordinator  

Health Care for the Homeless/Farmworker Health Program 
 

SUBJECT:    Strategic Plan discussion/presentation  
 
 
One of the responsibilities of the Co-Applicant Board is the approval of a Strategic Plan. The program has 
been working with consultants Rachel Metz and Pat Fairchild (John Snow Inc.) to help us in the Strategic Plan 
effort to conduct research and interviews. Rachel Metz will go over her initial findings from interviews 
conducted. 
 
A Strategic Plan retreat is scheduled for: 

• Thursday, March 17th   at SMMC (classroom 2) from 8:30- 2:30 p.m. 
 
Attached documents include initial draft of Strategic Plan, Draft Needs Assessments and Provider survey 
summaries, as well as all the service delivery documents that John Snow Inc. have prepared. 
 
Attachments: 

• Strategic Plan Draft from Rachel Metz 
• Data on SMC population 
• Definitions of homeless and farmworkers 
• Draft Needs Assessment Summary 
• Provider Survey summary 
• Definitions of Enabling Services 
• Nutrition research 
• Companion Animal paper 

 

Board of Supervisors: Carole Groom • Don Horsley • Dave Pine • Warren Slocum • Adrienne Tissier  
Health System Chief: Jean S. Fraser • San Mateo Medical Center CEO: Susan Ehrlich, MD, MPP 

222 W. 39th Avenue • San Mateo, CA 94403 • PHONE 650.573.2222 • CA RELAY 711 • FAX 650.573.2030 
www.sanmateomedicalcenter.org 

 



 

San Mateo County  
Health Care for the Homeless/Farmworker Health Program 

Three Year Vision Project: Initial Findings 
February 11, 2016 Board Meeting 

 
Prepared by: Rachel Metz 

 
Introduction 
 
San Mateo County Health Care for the Homeless/Farmworker Health (HCH/FH) program started as a 
HCH program in 1991. Farmworker health was added in 2010.  The mission of the program is to “provide 
our target communities of vulnerable individuals and families with access to and delivery of quality 
health care services directed to address their unique and comprehensive health needs.” The program 
has struggled over the last several years under intense scrutiny of the U.S. Department of Health and 
Human Services Health Resources and Services Administration (HRSA). The staff and the board entered 
into this visioning process with the intent of moving beyond the grant conditions and into developing a 
strategic vision for program development.  
 
The HCH/FH program brings over $2 million into the county directly as grant funding. In addition, the 
Section 330 designation allows the San Mateo Medical Center (SMMC), which is the primary provider of 
health care services to the homeless and farmworker population, to bill Federally Qualified Health 
Center (FQHC) rates across the non-homeless/farmworker portions of its safety-net population, 
accounting for a significant portion of the SMMC budget. The program is not big enough to directly 
address some of the outside barriers for the population like lack of affordable housing or shelter beds; 
however many of those interviewed felt that the program could do more coordination, advocacy and 
strategic contracting to improve services for the homeless and farmworkers in San Mateo County.   
 
The key findings from the data review and interviews of internal and external stakeholders are 
presented in this paper, including: 

• A brief summary of the number of homeless and farmworkers in San Mateo County and current 
services funded. 

• A SWOT (Strengths, Weaknesses, Opportunities, and Threats) analysis, which summarizes the 
internal and external factors impacting the county.  

• A description of the perceived primary gaps described in the interviews. In some cases 
statements that were made are perceptions and actual policy or practice may differ. In these 
cases, it may be indicative that more communication or information sharing is needed. The list is 
divided into two categories: 1) service gaps, and 2) program and planning gaps. These gaps are 
based on qualitative data and in some cases may need further data analysis to substantiate the 
need. 

• Finally, there are brief findings from a few out-of-county organizations that highlight some best 
practices. 
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Below is the timeline for the visioning project. This document highlights potential areas of focus.  
 
Next steps will include: 

• More research and collecting more data in the areas that the Board want to pursue. 
• Prioritize goals and develop an action plan (to be done at the HCH/FH retreat in March). 

 
Date Action 

Nov 15- Nov 30, 2015 Review existing data and information 
Nov 30- Dec 15, 2015 Schedule interviews with stakeholders 
Dec 9, 2015- January 29, 2016 Conduct interviews with internal and external stakeholders 
February 11, 2016 Present draft findings at Board meeting 
February 11- February 29, 2016 Conduct additional research as needed 
February 29, 2016 Complete draft three year vision document 
March 10, 2016- TBD if needed Discuss draft document at Board meeting 
March 17  Board Retreat- Review draft, prioritize, and develop next steps to 

operationalize 
April 29, 2016 Final vision document complete 
 
Background  
 
Data on Numbers of Homeless and Farmworkers in San Mateo County 
 
Pat Fairchild of John Snow Inc (JSI) has prepared reports on the homeless and farmworker populations in 
San Mateo County. The full documents are available. Very briefly, the reports find that data on the 
number of homeless, farmworkers and their families is limited and does not directly correspond with 
HRSA definitions. Estimates drawn from several data sources and using the HRSA definition are:  
 

• Approximately 4,000-6,000 people are homeless in San Mateo County in a given year.  
• Approximately 1,700-2,000 individuals currently employed in the agricultural/farmworker 

industry in the County each year. Including family members, who are also eligible for grant 
support, the total farmworker is at a minimum 3,740-4,400.  

 
Current HCH/FH Contracts and Services 

The grid on the following page provides a summary of the current HCH/FH contractors and services 
provided. The SMMC services are not provided by contract. While many contracts have been on-going, 
this year the program has focused on increasing intensive care coordination developing a street 
medicine program, and expanding services to the Farmworker population in Pescadero. 
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Contractor
One Year 

Contract Amount
Target 

Population Patient/visit target Geographic Area Services Objectives/Outcomes

Behavioral Health 
and Recovery 
Services 90,000$                 

 Homeless: 
Street, shelter, 
transitional, 
Doubling up  

300 unduplicated 
clients/ 900 visits County-wide Care Coordination

Behavioral health 
assessment, case 
management, establish a 
medical home

LifeMoves 
(formerly IVSN) 169,000$               

 Homeless: 
Street, shelter, 
transitional, 
Doubling up  

550 unduplicated 
clients/ 1500 visits County-wide

Care Coordination, 
Intensive Care 
Coordination, eligibility 
assistance, health 
insurance enrollment

Initial assessments, 
establish medical home, 
SSI/SSDI enrollment, 
health insurance 
enrollment, transportation

Public Health- 
Moble Health Van 277,500$               

 Homeless: 
Street, shelter, 
transitional, 
Doubling up  

1,250 unduplicated 
patients/ 2,500 visits

County-wide. Sites are in 
Redwood City, South San 
Francisco, San Mateo, and 
San Bruno. Primary care services

Provide health screening 
for chronic disease and 
other health conditions, 
and referrals for other 
health and social services 
as needed. 

Public Health- 
Mobile Health Van- 
Expanded Service 
Contract 178,500$               

 Homeless and 
formerly 
incarcerated  

626 unduplicated 
clients/ 782 visits

Service Connect and Maple 
Street Shelter, San Carlos 
and Redwood City Primary health services

Primary Care to formerly 
incarcerated homeless, 
serve patients with 
chronic/complex health 
issues

Puente de la Costa 
Sur 113,000$                Farmworkers 330 clients/ 350 visits  

Coastside South- 
Pescadero

Care Coordination, 
Intensive Care 
Coordination, health 
insurance enrollment

Health insurance 
enrollment, 
Transportation, 
translation, education

Samaritan House 63,500$                 
 Shelter 
Homeless 

175 Unduplicated 
clients/ 300 visits

Safe Harbor Shelter. South 
San Francisco

Care Cooridnation, 
Intensive Care 
Coordination

Assessment, establish 
medical home, health 
education, transportation

Sonrisas 
Community Dental 
Center 25,625$                  Farmworkers 

50 Unduplicated 
patients/ 150 visits

Coordinate with Puente to 
outreach to farmworkers in 
Pescadero area Dental Services

Major restorative servies 
that include dental exam, 
cleaning and dental 
treatment plan and 
dentures as needed

Ravenswood 
Family Health 
Center 50,000$                 

 Homeless: 
Street, shelter, 
transitional, 
Doubling up  

200 Unduplicated 
Patients/ 600 visits East Palo Alto Dental Services

Major restorative servies 
that include dental exam, 
cleaning and dental 
treatment plan and 
dentures as needed

Ravenswood 
Family Health 
Center 90,000$                 

 Homeless: 
Street, shelter, 
transitional, 
Doubling up  

600 Unduplicated 
patients/ 1,900 visits East Palo Alto Primary health services

Health Screening for 
chronic diseases, 
behavioral health 
screening, pap test and 
prenatal care

Public Health- 
Street Medicine 218,750$               

 Street homeless 
and farmworkers 120 Unduplicated Countywide and Pescadero Primary care services

Provide medical 
assessments, health 
sceenings and education, 
as well as appopriate 
referrals.

Ravenswood 
Family Health 
Center 80,895$                 

 Homeless: 
Street, shelter, 
transitional, 
Doubling up  

400 Unduplicated 
clients/1,200 visits East Palo Alto Care Coordination 

Outreach, assessment, 
health navigation, 
education, expediated 
registration/intake, 
transportation, translation 
and discharge  
care/housing transitions 
coordination

LifeMoves 
(formerly IVSN) 75,000$                  Street homeless 

150 unduplicated 
clients/ 300 visits County-wide Care Coordination

In partnership with H.O.T. 
team act as liaison 
between the Street 
Medicine Team and  
homeless, and provide 
transportation, 
translation, scheduling 
appointments.   

San Mateo Medical 
Center

Homeless and 
Farmworkers 

5,932 Unduplicated 
patients with 31,242 
visits (2015 data) County-wide

Primary care, Dental 
Services, OBGYN, Pediatric 
and other speciality 
services 

New services- pending approval 
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SWOT (Strengths, Weaknesses, Opportunities, and Threats) Analysis 

A SWOT analysis can be used as the first step in strategic planning. It examines a organization’s internal 
strengths and weaknesses, the opportunities for improvement and potential external threats. It can be 
used to: 1) look at areas that could be improved (weaknesses that could be turned into strengths), and 
2) as a tool to evaluate alternatives during the strategic planning process to assess the potential for 
success. 

 
 Helpful to Objective Harmful to Objective 

In
te

rn
al

 

Strengths 
• Strong system of medical care with 

extensive services available 
• Great outreach teams 
• Good success reaching target 

populations 
• Mobile van and street medicine 
• History of service provision without 

regard to immigration status 
• Service expansion for farmworkers in 

Half Moon Bay and Pescadero 
• Passionate board and staff 
• Strong collaboration among partners 
• Number of homeless in County 

decreasing 

Weaknesses 
• Lack of coordination of services 

throughout the County 
• Medical services are not tailored to 

needs of homeless or farmworker 
population 

• HCH/FH Program doesn’t have clinical 
or service coordination staff 

• HCH/FH Program is in a silo 
• Strained communication between 

HCH/FH staff and HCH/FH board 
• Minimal communication about 

available services available to 
community partners and health 
providers 

• Limited understanding about 
farmworker population 
location/demographics 

• Board composition 
• Limited program staff. 

Ex
te

rn
al

 

Opportunities 
• Affluent county with financial and 

service resources 
• Strong program for low-income 

population not eligible for Medi-Cal 
(ACE) 

• More people are covered by Medi-Cal 
under the Affordable Care Act 

• Homeless redesign is a priority of the 
County 

• HRSA funding has been increasing and 
allows for program flexibility 

Threats 
• Very high cost of housing 
• Income disparity 
• County departments are siloed 
• HRSA requirements are burdensome 

and hard to understand- bureaucracy 
is difficult to navigate 

• Geography of San Mateo- spread out 
and separated by mountain range 
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Top Homeless and Farmworker Health Service Gaps (from interviews) 
 
These reported gaps are based on interviews (some interviewees may have had based their opinions on 
data that they have seen and others may be more anecdotal). As priorities are developed, the first step 
in planning would be to assess the scope of the need. 
 

• Respite Care. Respite care was the most frequently named gap in service. Respite care provides 
a  warm, safe environment that fosters rest and recuperation during the day and night to 
patients who are being discharged from the hospital. Programs vary in terms of the exact 
services provided (often access to medications, care coordination and medical follow-up) and 
the duration of care. This is a service that does not need to be provided directly through the 
HCH/FH program, but HCH/FH could play a role in advocating for the service and helping to 
coordinate the service. While a collaboration with an existing shelter is an alternative, the 
shelter would need to adjust policies to allow patients to stay during the day and allow medical 
staff to come in for follow-up.  
 

• Medical Case Management. Medical case managers are responsible for developing, 
implementing and coordinating a care plan in conjunction with the clinical providers. A specific 
need for social workers and case managers to be part of the mobile service team to coordinate 
follow-up services was mentioned. Several interviewees mentioned that it is hard to get the 
population into an established medical home and getting people in for needed services, like 
labs, can be challenging.  

 
• Dedicated slots for homeless/farmworkers. The homeless need to have access to immediate 

care because if they have to wait there is a risk of being lost to care. Several respondents who 
work with the homeless population requested that this issue be solved through dedicated slots 
for the homeless population emphasizing that the homeless should not be in the same line as 
everyone else. SMMC has created express care with same day appointments available for 
established patients. If a patient is not established, they need to go through patient services, but 
the patient can generally be seen. There may be some miscommunication about what is 
available, how to access it, and how to ensure an individual is eligible. To understand the root of 
the problem and recommend solutions, the following should be determined: 
 

o Do service providers know how to help clients access the express care? 
o What happens when all of the express care slots have been filled? 
o Do service providers know about express care, but still find it too difficult for homeless 

patients to navigate? 
o Is the challenge getting established patients in or new patients? 
o When a client is seen on the mobile van, their information goes into the electronic 

health record, but they are not considered an “established” patient in primary care 
recognized by the medical center and are not eligible for express care. Is there a way to 
help these patient become established patients?  

o Are there alternatives  that would serve the patients better? 
 

• Transportation. San Mateo is geographically dispersed. A key theme among providers was the 
need for transportation for clients. This was mentioned in particular for clients who live on the 
Coast and also for patients who are in East Palo Alto and can’t get to specialty appointments. 
People would like to think about shuttles, vans, more vouchers, increased case management, 
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etc.  Puente currently uses MV transit for transportation with a 24 hour reservation required. 
Safe Harbor and LifeMoves (formerly InnVision Shelter Network) use taxi vouchers for their 
clients. 

 
• Dental. There is a HCH mobile dental van, which was reported to be a good service, but limited 

in capacity. SMMC also provides dental services, although it is not a covered benefit of the ACE 
program.  The HCH/FH contracts with Sonrisas to provide some dental to farmworkers in 
Pescadero and with Ravenswood to provide services to homeless in East Palo Alto; however 
there were people who said that there are currently long wait times for appointments.  In 
addition, some claimed that homeless that engage tend to go because of acute pain and are not 
getting preventive, long-term care.  

 
• Substance abuse/drug treatment. Both the homeless and farmworker populations experience 

substance abuse. There needs to be more coordination and case management to help people 
get into needed services. Currently the outreach to farmworkers does not include AOD services. 
 

• Geographic gaps. The geographic needs that were called out as needing special attention were 
East Palo Alto (all services could be expanded) and Pescadero (where there is a clinic running 
one night a week, but a need for more). 

 
Top Healthcare for the Homeless-Farmworker Health Program and Planning Gaps (from interviews) 
 

• Collecting data on homeless/farmworkers. While there is some debate about whether the 
homeless/farmworker population should be treated like the general population, there are 
strong feelings among most of the board that it can help a provider to know that a patient is 
homeless or a farmworker so that services can be tailored and an appropriate care plan can be 
developed.  Several clinic managers said that it is impossible to know who is homeless and that 
this makes knowing the needs of the population difficult. Another manager said that finding out 
whether someone is homeless is part of the initial registration process and that it gets placed in 
the electronic health record and reports can come from CORE. Additional program work needs 
to be done to establish whether: 1) the data is there and people need to be trained on how to 
access it, or 2) whether data collection needs to improve.  
 

• Measuring outcomes.  It is necessary to be able to pull system-wide health data on homeless 
and farmworkers. Clear outcome measures need to be developed that are aligned with the 
medical center goals around access, continuity, and quality. Data needs to be tracked regularly 
and used to establish quality improvement efforts. In addition, there were comments that the 
HCH/FH funding distribution and the RFP process should follow the needs more systematically. 
RFPs could be more targeted and driven from QI/QA findings as well as from the needs 
assessment and should include a comparison of the location and numbers of homeless and 
farmworkers to where resources are allocated.  

 
• Coordination, Advocacy, and Policy Work. Many interviewees don’t see HCH/FH doing desired 

policy work. There were some interviewees who thought that staff was trying to do some 
coordination work but that it is primarily with the grantees and not engaging the larger 
community. HCH/FH is a small program relative to the County, but could play an important 
advocacy role if done strategically, in partnership with other agencies, and if the funding were 
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used to effectively leverage other resources. Some examples of potential areas to start with are 
the San Mateo Medical Center, the homeless redesign initiative and the farmworker 
community, but being more involved in county-wide planning efforts in general with strategic 
partnerships in mind could help to further the mission of providing quality health services to the 
homeless and farmworkers in San Mateo County. However, taking on these additional roles and 
efforts could require additional program staff. Some examples of places where additional 
coordinating, advocacy, and/or policy work could benefit the homeless are: 
 

o San Mateo Medical Center.  The SMMC is the primary provider of health care services 
to the homeless but is not closely aligned with the program. Having tighter coordination 
with Medical Center management would improve services for the homeless and 
farmworkers and help to improve communication with HRSA.  SMMC benefits financially 
from the FQHC status of the HCH/FH program. Closer coordination and alignment of 
goals could be used to: 1) direct a portion of the funding that SMMC leverages from the 
FQHC status towards the needs of the homeless/farmworker population, and 2) help to 
create a more united group when presenting to HRSA, which could result in fewer grant 
conditions. Potential ways to improve coordination are: 
 HCH/FH staff and or board could meet regularly with management staff within 

SMMC. 
 The Deputy Director of Ambulatory at the Medical Center meets with clinic 

directors monthly to look at outcome measures. HCH/FH could attend these 
meetings regularly and encourage regular review of the homeless and 
farmworker populations. 

 A homeless coordination council (see Alameda County) could be created at 
SMMC. 

o Homeless Redesign. Homeless redesign is a major initiative of the County and there 
could be increased coordination with this effort including potentially having a staff 
member from the Center on Homelessness be on the HCH/FH board.  

o Farmworker Health Community. Additional coordination with the farmworker 
community could be accomplished through developing relationships with farm worker 
organizations, growers, businesses, and service organizations serving farmworkers.  

 
• Board and Staff Roles and Responsibilities. There is a significant amount of tension between 

the HCH/FH staff and board. While there was not consensus, several members of the board feel 
frustrated that they do not receive documents in a timely manner and they are being asked to 
“rubber stamp” documents. They feel like there is not enough time for policy discussion and too 
little action. They know that staff is spending time dealing with HRSA requirements but they do 
not really understand what the staff is doing. The staff feels like they do not have the capacity to 
meet all of the demands from HRSA and the board and also work on programs. Both the board 
and the staff feel like they are dealing with a lot of bureaucracy. While County Counsel attends 
board meetings, members of the staff and the board feel that counsel could be more proactive 
in helping the program meet its goals. Recent changes in County Counsel assignment may help 
with this objective. In addition, the board and the staff have been working together to improve 
communication and are in agreement about the desire to move forward with a strategic vision. 
Recommendations: 

o Board Growth. The program would benefit with more board members with expertise in 
finance, IT, communication and ties with other programs and initiatives in the County. 
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o Board Training. The Board should have a clear job description and orientation on their 
roles and responsibilities. 

o Increase Staff. Staff is busy administering the program and has not had the time to do 
needed policy and advocacy work to help address the service gaps. For example, the 
program could benefit from the addition of a service coordinator and/or a liaison who 
closely coordinates with the SMMC.  

 
• Cultural Competence. The San Mateo Medical Center provides extensive and high quality 

primary and specialty care services, but there is a feeling that many of the staff don’t 
understand the needs of the homeless and farmworker populations.  In addition, there are 
reports that homeless feel unwelcome and uncomfortable when they have tried to access 
services. Several interviewees felt that SMMC staff needs to be more sensitive to the needs of 
the homeless/farmworker patients. Recommendations include: 

o Staff training on the needs of the homeless and farmworker population and 
development of standard protocols for treating the homeless.  

o Navigators within the medical center could be hired to help the homeless and 
farmworkers get the care that they need and coordinate with community providers (this 
would also help with communication and coordination).  

o More Spanish-speaking providers and translation services, keeping in mind that 
translation will not be enough for people who cannot read.  

 
• Communication. There was a general sense that more communication was needed. This was 

both about describing and communicating about what the HCH/FH program is and also about 
ensuring that people, including health providers, know how to access services for the homeless 
and farmworkers. In order to provide whole-person care, providers need to know how to access 
services in other areas. Primary care providers need know how to connect a client to housing 
assistance, substance –abuse program, or other wrap-around services.   

 
• Farmworker engagement.  While some stakeholders felt that there should be stronger 

farmworker participation on the board, many others felt that this was not necessary. The key is 
to get farmworker needs and issues understood and addressed by the board. This could be done 
through focus groups, surveys, community meetings, or information from community providers 
serving the farmworker population. 

 
Summary of Findings from outside agencies: 
 

• Alameda Homeless Coordinating Office. Alameda County’s Health Care for the Homeless 
program is separate from the public hospital, but also provides the FQHC status for the hospital 
through a “sub-recipient” arrangement. The County originally encountered challenges from 
HRSA, which did not understand the model.  The public hospital created the Homeless 
Coordination Office Advisory Committee, which meets monthly and focuses on homeless issues 
including timely service analysis, design, project planning, and other needs as they come up. 
Since the creation of the body, the County has been able to come together in a more 
coordinated way, which has eased the tension with HRSA. The hospital is now also directly 
paying for respite care and is planning to take over mobile services because through the 
planning body they realized these were important needs for the homeless population. 
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• Santa Clara Grant Administration. The grant administration was recently moved from Health 
Care to the Homeless to the hospital. A health center manager within the hospital structure was 
hired to deal with all of the HRSA reporting. 

 
• Santa Clara Farmworkers. Although Santa Clara does not have 330g (farmworker) funding, they 

do serve farmworkers. They focus on patient health education and they have a psychologist. All 
of their staff is bilingual and they have driver who has been part of the community for years and 
is a community health worker. They are mostly serving men and are focusing on patient health 
education around proper foods and exercise. They also have a psychologist who helps people 
with the impacts of isolation and depression. Based on a site visit done by Dr. Robert Stebbins in 
November 2015, Valley Homeless Healthcare Program operates a Medical Mobile Unit to 
provide medical care, social work and psychology services. Referrals are made to Santa Clara 
Valley Medical Center for specialty follow-up. Appointments are made on a drop-in basis. The 
following clinics are run out of the Medical Mobile Unit. The mobile unit (Saludos) serves 
migrant farmworkers in South County. The Saludos clinic is open from April through November, 
Monday evenings from 5-9pm. They had eight staff members with the van and all were 
bilingual. 
 

• Salud Para La Gente, serving Santa Cruz and Monterey Counties, with clinics in Watsonville, 
Santa Cruz and Seaside, is a Federally Qualified Health Center that provides care to 
farmworkers. They have found that most of the care is for chronic pain management, 
immunizations for children, and diabetes management. They have felt that the relationships 
that they have developed with the farm businesses have been very critical including working 
with the human resources teams at the farms. The care coordination work is substantial and 
shouldn’t be underestimated. 
 

• Communicare. Communicare, serving Yolo County, with clinics in Davis, Woodland, and West 
Sacramento, is a Federally Qualified Health Center and has a certified migrant farmworker grant. 
They serve both seasonal farmworkers and migrant workers. They provide chronic disease 
prevention classes, basic health screenings, and mammogram clinics through mobiles services 
and full primary care services at their brick and mortar sites. They have found that when they 
are collecting information to determine whether someone is a farmworker, it is critical to ask 
the question in the right way or you may not capture everyone who meets the federal 
definition. 
 

• Clinica de Salud Del Valle de Salinas (based on October 9, 2012 site visit by Dr. Robert Stebbins).  
Clinica de Salud is a Federally Qualified Health center providing health care to residents of 
Monterey County with a focus on families working in the agriculture industry. There are nine 
clinic locations including one mobile clinic which operated three days a week providing medical 
and dental services primarily to homeless individuals. They have found that it is critical to have 
broad collaboration with institutions and agencies in the service area. They collaborate with 
farm worker organizations, growers, businesses, schools, and non-profit organizations, to 
enhance care delivery and education for patients. Migrant Education meetings at schools have 
been a good opportunity for outreach staff to inform families about services and to provide 
education. The best outreach is the patients themselves. If you treat them well, they will spread 
the word. 
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Emerging Questions for Consideration to establish top 5 Strategic Goals 
 

• Are there additional stakeholders that should be contacted? 
o Potential people named were Joan Spicer, Director of Nursing, Julia Mckeon, Hector 

Moncada 
• Do you think there is a major priority that is missing? 
• We can prioritize at the retreat- how many priorities do you want to focus on?  
• What additional information do you need before the retreat to prioritize? 
• What would good coordination with the Medical Center look like? 
• Are there suggestions on how the SMMC analyzes services for the homeless and farmworker 

population from the time someone is identified as homeless or a farmworker until the time that 
they are established in a medical home with on-going care? 

• Has planning around respite care or other service areas started? 
• How do the existing white papers fit in (patient navigation/care management, companion 

animals, and nutrition)? 
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List of Key Stakeholders Interviewed 

Healthcare for the Homeless- Farmworker Health Staff and Support 
• Jim Beaumont 
• Nirit Ericksson 
• Elli Lo 
• Linda Nguyen 
• Frank Trinh 

 
Healthcare for the Homeless-Farmworker Health Board Members 

• Kathryn Barrientos 
• Daniel Brown 
• Steve Carey 
• Tayischa Deldridge 
• Brian Greenberg 
• Robert Stebbins 
• Paul Tunison 
• Julia Wilson 
• Molly Wolfes 

 
External San Mateo Stakeholders 

• Dirk Alvarado, Sonrisas 
• Rebeca Ashe, Coastside Clinic 
• Jeannette Aviles, San Mateo Medical Center, Primary Care Medical Director 
• Laura Bent, Anje Rodriguez, Julia Parmer, Samaritan House 
• Luisa Buada, Ravenswood 
• Anita Booker, Clinical Services Director for Mobile Clinic 
• Tosan Boyo, San Mateo Medical Center, Ambulatory Deputy Director 
• Teri Chin, Fair Oaks Community Center 
• Eric Debode, Catholic Worker 
• Susan Ehrlich, San Mateo Medical Center, CEO 
• Patrick Grisham, Mid Region Health Center 
• Pernille Gutschick, San Mateo Behavioral Health and Recovery Services 
• Kerry Lobel, Puente 
• Jonathon Mesinger, Coastal Region Health Center 
• Jessica Silverberg and Brian Eggers, Center on Homelessness 
• Fatima Soares, Coastside Hope 
• Srija Srinivasan, Family Health Services 

 
Out of County Research 

• Damon Francis and Suzanne Warner, Alameda County Healthcare for the Homeless 
• Sara Doorley, Santa Clara County Healthcare for the Homeless 
• Julia Still, Salud Para La Gente, Watsonville 
• Sandra Johnson, Sacramento Healthcare for the Homeless 
• Allison Ulrich, Consultant to Veteran’s Affairs Palo Alto Health Care System 
• Genevieve Hansen, Communicare 
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SAN MATEO COUNTY HEALTH CARE FOR THE HOMELESS/FARMWORKER HEALTH PROGRAM 

Planning Data 
12/9/15 

Prepared by: Pat Fairchild John Snow Inc. (JSI) 
 
Data on Homeless Population 
Data on the San Mateo County homeless population is limited. Almost every source/publication, including the most 
recent Community Health Needs Assessment and the Analysis of Homeless System Performance Assessment uses the 
data from the San Mateo County Homeless Census and Survey (a point-in-time count).  However, because definitions 
and methodologies differ, this data significantly understates the number of people who are homeless at some time 
during the year as well as the number of people who are eligible for Healthcare for the Homeless services.  
 
Estimates from other parts of the country are that the number of people who are homeless at some point during the 
year is between 3-5 times the number counted in the point-in-time census.  This would mean that there could be 
between 5,316 and 8,860 people in San Mateo County who are homeless at some point in the year. Another calculation 
(see methodology for counting homeless from the National Coalition for the Homeless) is that between 6.2-10% of the 
population living in poverty or 1% of the total population nationally is homeless. For San Mateo, because the proportion 
of people living in poverty is relatively low, this methodology yields a huge range – from 3,574 (6.2% of those living in 
poverty) 5,765 (10% of those living in poverty)  to 7,585 (1% of the population). 
 
Given all sources, for planning purposes it is reasonable to estimate that there are 4,000-6,000 people who are homeless 
in SMC according to the Health Resources and Services Administration (HRSA) definition in a given year. 
 
Following is a summary of the data available. 
 
San Mateo County Homeless Census and Survey1  

 
Description: Point-in-time count of homeless in San Mateo County (SMC) - a count on a single night of persons 
living on the streets, in vehicles, homeless shelters, transitional housing and institutional settings (jails, hospitals, 
substance abuse treatment programs). 
Definition of Homelessness:  

o Federal McKinney-Vento Homeless Assistance Act definition:  
1. An individual who lacks a fixed, regular and adequate nighttime residence, and  
2. An individual who has a primary nighttime residence that is:  

a. A supervised publicly or privately operated shelter designed to provide temporary living 
accommodations (including welfare hotels, congregate shelters, and transitional housing for 
the mentally ill); or 

b. An institution that provides a temporary residence for individuals intended to be 
institutionalized; or  

c. A public or private place not designated for, or ordinarily used as, a regular sleeping 
accommodation for human beings. 

This definition does not include people who are at risk of homelessness (i.e. living in unstable 
housing situations) including those who are “doubling up”.  

- Data:  
o 2015 Census: (most recent count) 

 1772 homeless people in San Mateo County on the night of Jan 22, 2015.  
• 775 unsheltered, 997 sheltered.  

1 https://hsa.smcgov.org/sites/hsa.smcgov.org/files/2015%20SMC%20Homeless%20Count%20%20Final%20Report.pdf  
1 | P a g e  
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• The 1772 homeless people comprised 1387 households: 1240 adult only households, 
147 family households with children.  

o 2013 Census: 2281 individuals 
o 2011 Census: 2149 individuals 
o 2009 Census: 1796  individuals  

Analysis: The 2015 data shows a significant drop in unsheltered homeless: 40% since 2013. Overall the drop was 
24% compared to 2013. The data does not count "hidden" homeless – people not found during the search, 
either because they were staying in vehicles or non-accessible places, or staying with families and friends.  

Location of Homeless in SMC 2015 Homeless Census 

  
 

Analysis of Homeless System Performance (uses Homeless Management Information System 
Data (HMIS))2 
 

Description: Analysis of Homeless System performance with data from SMC’s Homeless Management 
information System (HMIS) from July 2012-June 2014. HMIS data shows the number of people who use 
Homeless Services (not the number of actual homeless individuals).  
Data:  

o HMIS data shows that 5,207 unduplicated people were served over a two year period (2012-2014) by 
HMIS participating services  
 3716 adults and 1491 individuals under age 18 

o Over a two year period in SMC:  
 3516 people used Emergency Shelters 

2.https://hsa.smcgov.org/sites/hsa.smcgov.org/files/SMC%20Homeless%20System%20Performance%20Report%20-
%20June%202015.pdf  
2 | P a g e  
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 2348 people used Transitional Housing 
 623 people used Rapid Re-Housing services  
 520 people used Permanent Supportive Housing 
 205 people used Support Services Only (includes homelessness prevention services)  

All the above numbers are unduplicated – people may have used more than one service. 

Data quality: Data from HMIS is “excellent” as evaluated by the consulting group authoring the report 
Analysis: Though this report also used the point-in-time Census data to measure the size of the homeless 
population, the numbers showing that 5207 individuals used homeless service over a 2 year period indicate that 
there are individuals not captured in the point-in-time count that are using homeless services  

Analysis of SMC Homeless UDS Data 
 
Description: Data on patients who are homeless and who utilize the Homeless and Farmworker Healthcare 
Program services during a calendar year. Patient data is an unduplicated count. 
Definition: Uses the Health Resources and Services (HRSA) definition. The definition includes the following 
categories of living situations. Numbers are from the 2014 UDS report: 

 Homeless shelter: 1,562 
 Transitional Housing: 1,083 
 Doubling up: 1,867 
 Street: 488 
 Other (includes permanent supportive housing): 596  

Total:  5596 
 
Analysis: The data supports the assessment that, using the HRSA definition, there are significantly more people who are 
homeless in the County in a given year than are reported in the point-in time census. People listed in the “doubling up” 
and “other” categories (the categories of homelessness not included in the point-in-time count) make up 44% of the 
patients served by the Homeless and Farmworker Healthcare Program. 
 
Data on Farmworkers  
HRSA uses several NAICS codes to define who is classified as a migrant or season agricultural worker for purposes of 
eligibility for HRSA support. However, most of the available data sources do not use the NAICS codes, but rather grouped 
all agricultural work as part of the “farm industry” or merge farming with hunting, mining, and fishing. Given the type of 
agricultural work in SMC, using the farm industry classification accounts for the vast majority of farmworkers in the 
County including workers in floral and nursery industries, which is the largest agricultural industry in the County.  
 
Most sources state there are about 1,700-2,000 individuals currently employed in the agricultural/farmwork industry in 
SMC. Only the 2012 USDA Census of Agriculture had specific numbers on migrant farmworkers, defined as farmworkers 
whose employment requires travel that prevents the worker from returning to his or her permanent place of residence 
the same day. There were estimated to be 88 migrant farmworkers according to that Census, meaning most 
farmworkers in SMC live in the area and work in the industry on a seasonal or full-time basis. There was no data 
available broken down geographically within San Mateo County. 
 
Farmworker family members are also eligible for HRSA-supported services. No data could be located on the average size 
of farmworker families in SMC.  The US Department of Agriculture estimates that nationally that there are 1.2 family 
members for every farmworker. Using that number, the total population eligible for SMC’s Homeless and Farmworker 
Healthcare program living in the County would be at a minimum 2,040 – 2,400. However, the demographics of SMC 
farmworkers are not comparable to national statistics. Most farmworkers are settled in the County and many have 
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families living with them.  An analysis of the 2005 National Agricultural Worker Survey (NAWS)3 found that 54% of 
farmworkers in California had children and that 76% of those lived with their children. The median number of children 
was two. Using that data and assuming a majority of farmworkers with children live with a spouse or partner, produces 
an estimate of 4370-5670 farmworkers and family members living in the County. The fact that the 
Homeless/Farmworker Health Program is already serving 2265 farmworkers and their families on an annual basis, 
indicates the higher numbers are probably closer to reality. However, getting a better estimate of farmworkers and their 
families in the County should be priority for the program. 
 
Following is a summary of data on agricultural/farm workers. 
 
USDA Census of Agriculture 2012 – Issued May 20144 

- Description: USDA Census of Agriculture is conducted every 5 years. Survey of farmers and ranchers.  
- Definition of farmworker: None. Contains count of number of workers hired. Migrant workers and unpaid 

workers are defined below.  
- Numbers:  

o 2012 Farmworker data from San Mateo County: 
 1722 hired farm workers  
 Total Migrant workers: 88 (on 15 farms):  

• Definition: Data are for total migrant farm workers whose employment requires travel 
that prevents the worker from returning to his or her permanent place of residence the 
same day. 

 Unpaid workers: 325: 
• Definition: Includes agricultural workers not on the payroll who performed activities or 

work on a farm or ranch. 
- Limitations: Data is self-reported from farmers and ranchers, who may not know where their workers are 

commuting to/from, and who may be hesitant to report unpaid or underpaid workers.  

State of California Employment Development Department5 
- Description: County data on people in farm industry available for every month up until December 2014. After 

December 2014, the only data available groups San Mateo County with San Francisco County data  
- Definition of farmworker: None given. Numbers are for “Farm” industry.  
- 2014 data: Average of 1716.67 individuals in the labor force in farm industry in 2014. Data per month is below:  

Month Jan-
14 

Feb-
14 

Mar-
14 

Apr-
14 

May-
14 

Jun-
14 Jul-14 

Aug-
14 

Sep-
14 

Oct-
14 

Nov-
14 

Dec-
14 

Total 
# 
labor 
force 
in 
Farm 1,600 1,600 1,600 1,700 1,700 1,700 1,700 1,800 1,800 1,800 1,800 1,800 

 

Data from SMC RFP for an Agricultural Workforce Housing Needs Assessment – March 20156  
Description: Data below is pulled from an RFP from the County of San Mateo Department of Housing for an 
Agricultural Workforce Housing Needs Assessment.  

3 http://agcenter.ucdavis.edu/documents/CalifFarmLaborForceNAWS.pdf 
4http://www.agcensus.usda.gov/Publications/2012/Full_Report/Volume_1,_Chapter_2_County_Level/California/st06_2_007_007.p
df  
5 http://www.labormarketinfo.edd.ca.gov/LMID/Employment_by_Industry_Data.html  
6 http://housing.smcgov.org/sites/housing.smcgov.org/files/Revised%20RFP%20020615-FINAL.pdf  
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Data:  
o The Federal Bureau of Labor Statistics (BLS) estimates that 1,737 employees were engaged in all 

occupations related to agriculture, forestry, fishing and hunting in 2009, in the county.7 Excluding 
fishing, hunting, and trapping occupations, the remaining estimate is 1,692 employees. These totals 
include all farm-related occupations, including management, post-farm production activities, and other 
related work.  

American Community Survey Data (US Census Data) 
Description: American Community Survey Data available from United States Census Bureau 
Definition of Farmworker: Total employed for Agriculture, forestry, fishing and hunting, and mining. Though the 
ACS uses NCAIS codes, there was no option to search for total individuals employed by code at a county level.  
Data:  

o Total employed in Agriculture, forestry, fishing and hunting, and mining in San Mateo County, aged 16 
years and older:  
 2014: 2459 individuals (margin of error +/- 990)  
 2013: 1485 individuals (margin of error +/- 791) 
 2012: 1767 individuals (margin of error +/- 713) 
 2011: 3209 individuals (margin of error +/- 1056) 

Limitations: Margin of error is very high for each year. Data is very different from year to year.  

Analysis of SMC Homeless UDS Data 
   Description: Data on patients who are homeless and who utilize the Homeless and Farmworker Healthcare 

Program services during a calendar year. Patient data is an unduplicated count. 
Definition: Uses HRSA definition. Definition includes family members. Two categories of farmworkers are 
reported. Numbers are from the 2014 UDS report: 

 Migratory: 329 
 Seasonal: 1936 

Total: 2265 
 

7 Note – could not find this data anywhere on the Bureau of Labor Statistics site  
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San Mateo County Homeless and Farmworker Data Analysis 

Definitions of Farm Workers/Agricultural Workers and Homelessness 

12/9/15 

 

DEFINITIONS OF MIGRATORY AND SEASONAL AGRICULTURAL WORKERS – HRSA 
  
MIGRATORY AGRICULTURAL WORKERS – Defined by Section 330(g) of the Public Health Service Act, a migratory agricultural 
worker is an individual whose principal employment is in agriculture on a seasonal basis (as opposed to year-round 
employment) and who establishes a temporary home for the purposes of such employment. Migratory agricultural 
workers are usually hired laborers who are paid piecework, hourly or daily wages. The definition includes those 
individuals who have had such work as their principle source of income within 24 months of their last visit as well as their 
dependent family members who have also used the center. The dependent family members may or may not move with 
the worker or establish a temporary home. Note that agricultural workers who leave a community to work elsewhere 
are just as eligible to be classified as migratory workers in their home community as are those who migrate to a 
community to work there.  
 
SEASONAL AGRICULTURAL WORKERS – Seasonal agricultural workers are individuals whose principal employment is in 
agriculture on a seasonal basis (as opposed to year-round employment) and who do not establish a temporary home for 
purposes of employment. Seasonal agricultural workers are usually hired laborers who are paid piecework, hourly, or 
daily wages. The definition includes those individuals who have been so employed within 24 months of their last visit 
and their dependent family members who have also used the center.  
 

For both categories of workers, the term agriculture means farming in all its branches as defined by the OMB-developed 
North American Industry Classification System (NAICS), and includes seasonal workers included in the following codes 
and all sub-codes within: 111, 112, 1151, and 1152.  

Note: Most of data sources do not use the NAICS codes used by HRSA, but rather group all farm work as part of the 
“farm industry” or merged farming with hunting, mining, and fishing.  

DEFINITIONS OF HOMELESSNESS – HRSA and HUD  
 
From the National Health Care for the Homeless Council – HHS and HUD definition 

There is more than one “official” definition of homelessness. Health centers funded by the U.S.  

Department of Health and Human Services (HHS) uses the following: 

A homeless individual is defined in section 330(h)(5)(A) as "an individual who lacks housing (without regard to whether 

the individual is a member of a family), including an individual whose primary residence during the night is a supervised 

public or private facility (e.g., shelters) that provides temporary living accommodations, and an individual who is a 

resident in transitional housing." A homeless person is an individual without permanent housing who may live on the 

streets; stay in a shelter, mission, single room occupancy facilities, abandoned building or vehicle; or in any other 

unstable or non-permanent situation. [Section 330 of the Public Health Service Act (42 U.S.C., 254b)] 

An individual may be considered to be homeless if that person is "doubled up," a term that refers to a situation where 

individuals are unable to maintain their housing situation and are forced to stay with a series of friends and/or extended 



family members. In addition, previously homeless individuals who are to be released from a prison or a hospital may be 

considered homeless if they do not have a stable housing situation to which they can return. A recognition of the 

instability of an individual's living arrangements is critical to the definition of homelessness. (HRSA/Bureau of Primary 

Health Care, Program Assistance Letter 99-12, Health Care for the Homeless Principles of Practice). 



The UDS Manual includes the following categories of Homelessness – all of which are included in the definition. 
• Shelter. Patients who are living in an organized shelter for homeless persons at the time of their first visit. Shelters 
generally provide for meals as well as a place to sleep, are seen as temporary and often have a limit on the number of 
days or the hours of the day that a resident may stay at the shelter.  
• Transitional Housing. Transitional housing units are generally small units (six persons is common) where persons who 
leave a shelter are provided extended housing stays – generally between six months and two years – in a service rich 
environment. Transitional housing provides for a greater level of independence than traditional shelters, and may 
require that the resident pay rent, participate in the maintenance of the facility and/or cook their own meals. Count only 
those persons who are “transitioning” from a homeless environment. Do not include those who are transitioning from 
jail, an institutional treatment program, the military, schools or other institutions.  
• Doubled Up. Patients who are living with others. The arrangement is generally considered to be temporary and 
unstable, though a patient may live in a succession of such arrangements over a protracted period of time.  
• Street. This category includes patients who are living outdoors, in a car, in an encampment, in makeshift 
housing/shelter or in other places generally not deemed safe or fit for human occupancy.  
• Other. This category may be used to report previously homeless patients who were housed when first seen but who 
were still eligible for the program. (HCH rules permit a patient to continue to be seen for 12 months after their last visit 
as a homeless person regardless of their current housing status.) Patients residing in SRO (single room occupancy 
hotels) or motels or other day-to-day paid for housing should also be classified as “other,” Line 21. People living in 
permanent supportive housing are also counted under “other”. 
  
Programs funded by the U.S. Department of Housing and Urban Development (HUD) use a different, more limited 

definition of homelessness [found in the Homeless Emergency Assistance and Rapid Transition to Housing Act of 2009 

(P.L. 111-22, Section 1003)]. 

• An individual who lacks a fixed, regular, and adequate nighttime residence; 

• An individual who has a primary nighttime residence that is a public or private place not designed for or 

ordinarily used as a regular sleeping accommodation for human beings, including a car, park, abandoned building, 

bus or train station, airport, or camping ground; 

• An individual or family living in a supervised publicly or privately operated shelter designated to provide 

temporary living arrangements (including hotels and motels paid for by Federal, State or local government programs 

for low-income individuals or by charitable organizations, congregate shelters, and transitional housing); 

• An individual who resided in a shelter or place not meant for human habitation and who is exiting an institution 

where he or she temporarily resided; 

• An individual or family who will imminently lose their housing [as evidenced by a court order resulting from an 

eviction action that notifies the individual or family that they must leave within 14 days, having a primary nighttime 

residence that is a room in a hotel or motel and where they lack the resources necessary to reside there for more 

than 14 days, or credible evidence indicating that the owner or renter of the housing will not allow the individual or 

family to stay for more than 14 days, and any oral statement from an individual or family seeking homeless 

assistance that is found to be credible shall be considered credible evidence for purposes of this clause]; has no 

subsequent residence identified; and lacks the resources or support networks needed to obtain other permanent 

housing; and 

• Unaccompanied youth and homeless families with children and youth defined as homeless under other Federal 

statutes who have experienced a long-term period without living independently in permanent housing, have 



experienced persistent instability as measured by frequent moves over such period, and can be expected to continue 

in such status for an extended period of time because of chronic disabilities, chronic physical health or mental health 

conditions, substance addiction, histories of domestic violence or childhood abuse, the presence of a child or youth 

with a disability, or multiple barriers to employment. 
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Introduction 

The San Mateo Medical Center provides health services for San Mateo County’s 758,581 

residents.1 Almost half of the county’s residents (46%) speak a language other than English at 

home, and 4.6% of the population under 65 years of age lives with a disability.1 Although per 

capita yearly income is close to $50,000, 7.5% of the county’s residents live in poverty.1  

The San Mateo Medical Center’s Health Care for the Homeless and Farmworker Health 

Program provides care for two of the county’s vulnerable and underserved populations. As part 

of an effort to improve access to and quality of health care for these populations, they have 

conducted a health needs and health utilization survey among homeless and farmworker 

residents. The aim of the survey is to gather information on how these populations access care 

and the kind of care and services they need. Results will inform decisions on health care 

planning and delivery. This survey is an update to a similar needs assessment completed with 

the same target populations in San Mateo County in 2013. 

Methods 

Structured surveys were delivered to 9  service sites in San Mateo County. Surveys were 

administered from June through August 2015, with a small number of additional surveys 

conducted at Ravenswood in the following month. A total of 425 English language and 117 

Spanish language surveys were distributed, and were completed with assistance from service 

providers of homeless patients and farmworkers. Responses from 429 surveys conducted at 

nine health centers were ultimately collected and recorded. Table 1 below identifies which 

health centers contributed recorded surveys. 

Table 1: Participating service sites and recorded surveys 

Health Center Number Percent 

Ravenswood Family Health Center 135 31% 

Samaritan House/Safe Harbor 86 20% 

InnVision Shelter Network 61 14% 

Puente de la Costa Sur 41 10% 

Mental Health Association (Spring Street Shelter) 30 7% 

Saint Vincent De Paul 27 6% 

Public Health Mobile Clinic 17 4% 

Coastside Hope 17 4% 

Coastside Mental Health 15 4% 

Total 429 100% 

Self-reported survey data was entered into Microsoft Excel and analyzed with the same 

program, using the survey questions and previous findings as a guide for analysis. 

1
"San Mateo County, California." QuickFacts. United States Census Bureau, 2015. 

<http://www.census.gov/quickfacts/table/PST045215/06081>.
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Findings 

Demographics 

Survey respondents ranged in age from four to 83 years old. The median age of respondents was 

49; half fell between age 33 and 57. The majority of participants were male, non-Veteran English 

speakers. Over one-third were White/Caucasian and a quarter were Latino/Hispanic. Complete 

participant demographic data can be found in Table 2. 

Table 2: Respondent demographics 

Number 

n=429 

Percent 

Gender 

     Male 266 62% 

     Female 158 37% 

     Decline to answer 5 1% 

Ethnicity/Race* 

     White/Caucasian 174 37% 

     Latino/Hispanic 117 25% 

     African American 77 17% 

     Asian/Pacific Islander 49 11% 

     Native American 28 6% 

     Other 21 5% 

Language Spoken* 

     English 343 75% 

     Spanish 84 18% 

     Tongan 15 3% 

     Tagalog 10 2% 

     Other 5 1% 

Number of people in household/family 

     1 person 280 68% 

     2 people 33 8% 

     3 people 27 7% 

     4 people 19 5% 

     5 people 21 5% 

     6 or more people 34 8% 

Veteran 

     Yes 41 10% 

     No 381 89% 

     Don’t know 2 0.5% 

     No answer 5 1% 

*Some participants reported multiple answers.
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Housing, Work, and Income 

Participants were asked where they sleep, and specifically where they stayed “last night”. Almost 

half (49%) of respondents listed a homeless shelter as the place they live, followed by an 

apartment or house (12%) and treatment programs (11%). Eighteen percent of respondents sleep 

outside, in a vehicle, or in a structure not meant for residence (bus or train station, garage or 

shed without running water and sewer). The aggregated responses across all health centers are 

displayed in Table 3 below. 

Table 3: Current housing* 

Number 

n=429 

Percent 

Homeless shelter 210 49% 

Apartment/house (rent/own/on lease) 53 12% 

Treatment program 49 11% 

Car/truck/van 29 7% 

Outside 28 7% 

Couch surfing/shared housing (paying no/little rent) 22 5% 

Farmworker housing 18 4% 

Transitional housing 18 4% 

Hotel/motel 14 3% 

Place not meant for living (bus or train station) 10 2% 

Structure without running water and sewer (garage, 

shed, basement, etc) 

8 2% 

*Some participants reported multiple answers.

All Puente de la Costa Sur respondents reported living either in farmworker housing (15) or an 

apartment or house (25), and 44% of them live with five or more people. At Ravenswood Family 

Health Center, 34% of participants reported living in a treatment program, which is significantly 

higher than the 11% average for respondents across the county. Similarly, Samaritan House and 

Mental Health Association respondents have a disproportionately high rate of living in a shelter, 

at 85% and 67% respectively. Over half (59%) of Coastside participants, at both Coastside Hope 

and Coastside Mental Health, reported living in a vehicle, outside, or in a structure not meant 

for residence. 

Eight of nine reporting health centers had all or most of their participants report monthly 

incomes below $1,350 (see Table 4 for complete income data). Puente de la Costa Sur, which has 

a large proportion of farmworkers, was the exception, with 61% of participants reporting a 

monthly income over $1,350. In contrast, at Ravenswood Family Health Center, 61% of people 

reported incomes in the lowest bracket (less than $500 per month). Only three respondents 

reported a monthly income of $4,000 or more, which is equivalent to the county per capita 

income. 

Nearly one-third of respondents (29%) reported receiving income from a job. However, 88% of 

participants at Puente de la Costa Sur received income from a job, likely primarily farm work. 

Over one-fifth (22%) of respondents had no income at all; this figure more than tripled for 
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clients participating at the Public Health Mobile Clinic (71%). Forty-six percent of respondents 

received some form of government assistance (social security, disability, or general assistance). 

Among respondents from the Mental Health Association, 77% identified a form of government 

assistance as a source of income. 

Table 4: Income 

Number 

n=429 

Percent 

Monthly Income (last month) 

     $0-$500 196 48% 

     $500-$1349 139 34% 

     $1350-$2000 55 14% 

     $2000-$4000 12 3% 

     >$4000  3 0.7% 

     No Answer  24 6% 

Source of Income* 

     Job 125 29% 

     No income 93 22% 

     General Assistance 81 19% 

     Social Security 72 17% 

     Disability 41 10% 

     Other 32 7% 

*Some participants reported multiple answers.

Fourteen percent (59) of respondents reported that they or a family member had worked as a 

farmworker in the past two years; 85% (363) reported that they had not, and 2% (7) declined to 

answer. Farmworkers and their families were concentrated among two health centers; 83% of 

participants at Puente de la Costa Sur and 50% of Coastside participants (from both Coastside 

Hope and Coastside Mental Health) reported being farmworkers or their family members. Other 

health centers had few or no reported farmworkers. 

Health Care and Insurance 

Participants were asked to identify the type of insurance coverage they have, if any. Fifteen 

percent were uninsured, and no respondents identified Healthy Kids as their source of 

insurance. During the previous needs assessment conducted in 2013, 22% of respondents were 

receiving insurance through Medi-Cal, and 28% were covered through the Medicaid Coverage 

Expansion (the latter was not an option in this year’s survey). This year, 63% of respondents 

reported being covered by Medi-Cal, a 13 percentage point increase over the combined Medicaid 

coverage in 2013.   

Several health centers had participants that reported a higher level of Medi-Cal coverage than 

the average across all reporting health centers. Seventy-four percent of Saint Vincent De Paul 

participants were covered by Medi-Cal, as were 88% of Public Health Mobile Clinic participants 

and 90% of Mental Health Association respondents. Participants from InnVision Shelter 

Network reported lower rates of Medi-Cal coverage (52%) and higher than average rates of being 
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uninsured (26%). Of the 66 participants county-wide that reported having no insurance, 23% 

are Spanish speakers. 

Table 5: Source of health care and insurance 

Number 

n=429 

Percent 

Health Insurance* 

     Medi-Cal 271 63% 

     No insurance 66 15% 

     Medicare 55 13% 

     ACE  33 8% 

     Private insurance 33 8% 

     Healthy Kids 0 0% 

Source of Health Care* 

     SMMC clinics 116 27% 

     SMMC emergency department 72 17% 

     Public Health Mobile Van 61 14% 

     Ravenswood Family Health Center 60 14% 

     Elsewhere 51 12% 

     Private clinic/other clinic 48 11% 

     SMMC Mobile Dental 47 11% 

     Veterans Administration Hospital/facility 33 8% 

     Other emergency department 31 7% 

     Pescadero Clinic/Puente Coast Clinic 14 3% 

*Some participants reported multiple answers.

The most commonly reported sources of health care for participants were San Mateo Medical 

Center (SMMC) clinics (27%), the San Mateo Medical Center emergency department (17%), the 

Public Health Mobile Van (14%), and Ravenswood Family Health Center (14%). SMMC clinic 

use was particularly common among Mental Health Association clients, half of whom reported 

receiving care from them. Although only 8% of respondents county-wide reported using the 

Veterans Administration Hospital and facilities, 39% of InnVision Shelter Network participants 

identified it as a source of care.  

Participants were also asked if they are satisfied with their current health care provider. Sixty-

nine percent of respondents agreed or strongly agreed that they are satisfied, and only 8% 

disagreed or strongly disagreed (meaning they are not satisfied with their current provider). 

Participants at the Public Health Mobile Clinic and Coastside Hope reported less satisfaction 

than the county-wide  average (47% and 41% respectively), while Mental Health Association 

respondents were more satisfied than average (83%). 



6 | HCH/FH 2015 

Table 6: Satisfaction with current provider 

Number 

n=415 

Percent 

Strongly Agree 125 30% 

Agree 161 39% 

Neither Agree nor Disagree 42 10% 

Disagree 26 6% 

Strongly Disagree 10 2% 

Not Applicable 51 12% 

Knowledge and Awareness 

Survey participants were asked about their knowledge of where to get different types of care 

(medical, dental, mental health and substance abuse, and accurate and confidential health 

information). More than half of respondents agreed or strongly agreed that they knew where to 

find each type of care. Table 7 below contains the full results. 

Participants felt most confident about finding medical care; 80% agreed or strongly agreed that 

they knew where to find it. This figure is even higher among participants at Mental Health 

Association (90%). However, only 47% of respondents from the Public Health Mobile Clinic 

agreed or strongly agreed. 

Sixty-one percent of respondents felt that they knew where to find dental care, including 76% of 

participants at Puente de la Costa Sur. Coastside Mental Health (33%) and the Public Health 

Mobile Clinic (35%) had the lowest reported levels of knowledge. 

A similar proportion of participants (66%) felt that they knew how to find mental health and 

substance abuse services. Interestingly, participants at the two mental health-specific health 

centers had differing levels of reported awareness about where to access mental health and 

substance abuse services. At Mental Health Association, 83% of respondents agreed or strongly 

agreed that they knew where to find mental health services; at Coastside Mental Health, only 

60% agreed or strongly agreed. This range of responses persisted at other health centers as well; 

respondents at the Public Health Mobile Clinic (24%), Coastside Hope (47%), Puente de la Costa 

Sur (49%), and InnVision Shelter Network (80%) all reported levels of knowledge that varied 

significantly from the county-wide average. Additionally, 43% of those across the county who 

disagreed or strongly disagreed that they knew where to find mental health care speak a 

language other than English. 

Finally, when asked if they knew where to find accurate and confidential health information, 

61% of respondents reported that they did (agreed or strongly agreed). The service sites with 

the highest rate of reported knowledge on these services was Mental Health Association 

(73%), while the Public Health Mobile Clinic (24%) and Saint Vincent De Paul (41%) 

respondents had the lowest. 
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Table 7: Knowledge of where to find services 

Number 

n=418 

Percent 

Medical Care 

     Strongly Agree 145 35% 

     Agree 190 45% 

     Neither Agree nor Disagree 35 8% 

     Disagree 18 4% 

     Strongly Disagree 14 3% 

     Not Applicable 16 4% 

Dental Care 

     Strongly Agree 100 24% 

     Agree 157 37% 

     Neither Agree nor Disagree 47 11% 

     Disagree 55 13% 

     Strongly Disagree 41 10% 

     Not Applicable 19 5% 

Mental Health & Substance Abuse Services 

     Strongly Agree 98 24% 

     Agree 175 42% 

     Neither Agree nor Disagree 43 10% 

     Disagree 30 7% 

     Strongly Disagree 23 6% 

     Not Applicable 48 12% 

Accurate and Confidential Health Information 

     Strongly Agree 80 19% 

     Agree 175 42% 

     Neither Agree nor Disagree 64 15% 

     Disagree 37 9% 

     Strongly Disagree 27 6% 

     Not Applicable 34 8% 

Health Care Needs and Priorities 

To identify which health care needs are most important to homeless and farmworker 

populations in San Mateo County, participants were asked to rank their top five health care 

needs from a list of eight potential priorities. However, this process was not consistently 

completed, and in many cases respondents either checked the boxes of their selections (without 

putting them in rank order), or applied a ranking multiple times (for example, listing two 

priorities as number one). As a result, Table 8 displays the frequency with which each item was 

identified as a need (but not its weighted ranking).  

The most frequently identified priority was basic medical care (82%), followed by dental care 

(70%) and mental health care (43%). A modified analysis of the weighted rankings was also 

completed, to identify a rank order among those respondents who completed the answer as 

instructed. In this analysis, the top three priorities match the frequency-only analysis.  
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Table 8: Patient-identified health care needs 

Number 

n=429 

Percent 

Basic medical/health care 353 82% 

Dental care 300 70% 

Mental health care 185 43% 

Substance abuse care 127 30% 

Help getting to medical appointment/doctor 127 30% 

Help to obtain health insurance 122 28% 

Accurate and confidential health information and education 121 28% 

Help to manage health/medical care 116 27% 

The fourth and fifth priorities in the frequency-only analysis were substance abuse care and 

transit to health care services, with 30% of respondents identifying each. These were ranked 

fifth (substance abuse) and sixth (transit) in the weighted analysis, following the need for help in 

obtaining health insurance. In both analyses, health information and education, and help 

managing medical care were least important (seventh and eighth respectively). 

Participants from several health clinics reported priorities that varied from the county-wide 

rankings. Among respondents from Puente de la Costa Sur, transit was identified as being more 

important than mental health, and respondents from Saint Vincent De Paul identified transit as 

being more important than both mental health and substance abuse services. Mental Health 

Associates participants prioritized mental health, substance abuse services, and health 

education above dental care and help obtaining health insurance.   

Barriers to Care 

Survey participants were asked about potential barriers that make accessing health care 

problematic. The first category of barriers could be described as “infrastructural” barriers which 

make it difficult to set appointments or get to a health center. These include the time it takes to 

make an appointment, the need for transit to get to an appointment, and the ability to take time 

off from work and find child care in order to attend an appointment. Table 9 outlines the full set 

of responses. 

Thirty-one percent of respondents agreed or strongly agreed that it takes too long to get an 

appointment, and another 31% agreed or strongly agreed that finding transportation to get to an 

appointment is problematic. Sixty percent of participants from Coastside Mental Health agreed 

or strongly agreed that they have problems accessing health care because it takes too long to get 

an appointment, but only 18% of Public Health Mobile Clinic respondents felt the same way. 

Similarly, only 18% of Coastside Hope participants felt that transportation was a barrier to care, 

while 44% of Saint Vincent De Paul respondents identified it as problematic. 

Being unable to take time off from work was identified as a barrier to care by 14% of 

respondents; this figure doubles (28%) among those who report getting income from a job 

(which can be considered a proxy for being employed). Twenty-nine percent of respondents 

from Samaritan House agreed or strongly agreed that they had problems getting health care 
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because they were unable to take time off work, as did 20% of Coastside Mental Health 

participants. However, only 6% of participants from both Coastside Hope and Ravenswood 

Family Health Center, and zero participants from the Public Health Mobile Clinic, identified 

needing to take time off from work as problematic in accessing care. 

Table 9: Infrastructural barriers to care 

Number 

n=417 

Percent 

Takes Too Long to Get an Appointment 

     Strongly Agree 36 9% 

     Agree 92 22% 

     Neither Agree nor Disagree 71 17% 

     Disagree 79 19% 

     Strongly Disagree 91 22% 

     Not Applicable 45 11% 

Can’t Find Transportation to Doctor 

     Strongly Agree 46 11% 

     Agree 84 20% 

     Neither Agree nor Disagree 80 19% 

     Disagree 88 21% 

     Strongly Disagree 83 20% 

     Not Applicable 36 9% 

Unable to Take Time Off from Work 

     Strongly Agree 12 3% 

     Agree 47 11% 

     Neither Agree nor Disagree 63 15% 

     Disagree 106 25% 

     Strongly Disagree 90 22% 

     Not Applicable 99 24% 

Do Not Have Child Care 

     Strongly Agree 15 4% 

     Agree 29 7% 

     Neither Agree nor Disagree 45 11% 

     Disagree 92 22% 

     Strongly Disagree 96 23% 

     Not Applicable 134 33% 

A lack of child care was identified as a barrier to accessing health services by 11% of respondents. 

This figure was similar (10%) among female respondents. Among InnVision Shelter Network 

respondents, 2% agreed or strongly agreed that a lack of child care made accessing health care 

problematic; zero participants from Coastside Hope felt the same. 

Participants were asked about four additional potential financial and emotional barriers to care, 

including the cost of care, being treated disrespectfully, fear of arrest or deportation, and 
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concerns about privacy. The data on whether or not these barriers impact access to health care 

for the survey populations is outlined in Table 10. 

Table 10: Financial and emotional barriers to care 

Number 

n=416 

Percent 

Can’t Afford the Bills 

     Strongly Agree 50 12% 

     Agree 94 23% 

     Neither Agree nor Disagree 67 16% 

     Disagree 84 20% 

     Strongly Disagree 76 18% 

     Not Applicable 45 11% 

Not Treated with Respect 

     Strongly Agree 17 4% 

     Agree 26 6% 

     Neither Agree nor Disagree 61 15% 

     Disagree 126 30% 

     Strongly Disagree 119 29% 

     Not Applicable 68 16% 

Fear Deportation or Arrest2 

     Strongly Agree 16 4% 

     Agree 37 9% 

     Neither Agree nor Disagree 4 11% 

     Disagree 78 19% 

     Strongly Disagree 150 36% 

     Not Applicable 86 21% 

Worried about Privacy of Health Care 

     Strongly Agree 51 12% 

     Agree 103 25% 

     Neither Agree nor Disagree 89 21% 

     Disagree 78 19% 

     Strongly Disagree 64 15% 

     Not Applicable 31 7% 

Thirty-five percent of respondents agreed or strongly agreed that they have problems getting 

health care because they cannot afford the bills. This number is as high as 47% among 

respondents at Coastside Mental Health, and as low as 18% among participants at the Public 

Health Mobile Clinic. 

One-tenth (10%) of all respondents agreed or strongly agreed that they have problems receiving 

health care because they are not treated with respect. However, zero participants at the Public 

Health Mobile Clinic agreed with this notion, as did only 2% from Puente de la Costa Sur and 3% 

2 n=371 
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from InnVision Shelter Network. Twenty-two percent of respondents from Saint Vincent De 

Paul identified not being treated with respect as a barrier to care. Among county-wide 

respondents who agree or strongly agree that they have problems receiving health care because 

they are not treated with respect, 19% speak a language other than English, and 67% are non-

White. 

 

The identification of fear of arrest or deportation as a barrier to accessing health care varied 

widely across clinics and subpopulations. County-wide, 13% of respondents agreed or strongly 

agreed that they had problems getting health care because they are afraid of being deported or 

arrested. Of those who agree or strongly agree, 66% are non-White. Coastside Mental Health 

and Saint Vincent De Paul respondents had significantly higher levels of agreement with this 

barrier (27% and 30% respectively), while only 2% of InnVision Shelter Network respondents 

and none from the Public Health Mobile Clinic agreed or strongly agreed. 

 

Over one-third of patients (37%) reported that they are worried about the privacy of their health 

care. This is nearly double the level of concern reported in the previous survey in 2013, at which 

time 19% of respondents expressed concerns about privacy. Participants from clinics like 

Coastside Hope (18%) and InnVision Shelter Network (26%) were on average less worried about 

privacy, while respondents from Saint Vincent De Paul (48%), Puente de la Costa Sur (49%), 

and Coastside Mental Health (60%) reported greater levels of concern.  
 

Conclusions 
 

Survey participants were more heavily male than the county population (63% male respondents, 

compared to 50% male population within the county), but White and Hispanic/Latino 

participant proportions (37% and 25%) were similar to the population of the county. African 

Americans and Native Americans were disproportionately represented in the survey, and Asian 

American and Pacific Islanders were underrepresented. 

 

Poverty, employment, and housing are challenges for the study population. Almost all (99.3%) 

of the survey participants earn less than the county per capita income, and half live on less than 

$500 per month. Twenty-two percent had no income at all in the last month, and 71% are likely 

unemployed (reported no income from a job in the last month). Only 12% of participants live in 

a house or apartment that they own or rent. 

 

Medi-Cal coverage within these populations is increasing, but 15% remain uninsured. One 

quarter of respondents receive medical care from emergency departments in the county. The 

level of knowledge about where to find basic medical care is high (80%), but fewer respondents 

knew how to find other types of care and health information.  

 

The amount of time it takes to get an appointment, finding transportation to appointments, the 

cost of care, and concerns about privacy are the largest reported barriers to accessing care 

among these populations. Privacy concerns in particular are on the rise within these groups. 

Two-thirds of participants who reported fear of arrest or deportation or not being treated with 

respect as barriers to care were non-White, highlighting the need for culturally competent 

solutions. 



Health Care for Homeless & Migrant Health Program 
 Provider Survey, June- July 2015 

n = 39 responses 
 
 

More Access is Needed (top 5) 
Percent of Affirmative 
Responses 

Substance Abuse Services 86% 
Dental Care 83% 
Case Management/health  Care Navigator 83% 
Primary Medical Care  82% 
Mental Health Services 81% 

  Note: In general, more access was needed for all services.  

  
  Top Areas (3) Number of Respondents 
#1 Priority – Provide or increase health care services 
via mobile/portable clinics or alternative sites 11 
#2 Priority – Transportation assistance  9 
#3 Priority- More weekend and/or evening hours at 
local, fixed clinic sites  8 

  
  
  Barriers to care (Top 5) Number of Respondents 
Mental Health related issues  27 
Transportation 26 
Takes too long to get an appointment  25 
Inadequate/no health insurance coverage 23 
Patient not know where to go to get health care 22 

 



APPENDIX C 
 

Case Management Enabling Services 
 
Because the terms “Case Management” and “Case Manager” have become used for sometimes very 
different aspects of enabling services care, we are redefining them for this RFP.  Instead of this 
singular reference, we have selected a broader set of terms/descriptions which we believe will be 
more explicit in describing the services provided.  These descriptions can generally be seen as on a 
continuum involving more complex patient and health system/care team interaction as you move 
along the continuum.   
 
 
Community Health Worker/Promotora  
 
Community Health Worker (CHW) - lay (non-clinical) members of the communities who usually 
share ethnicity, language, socioeconomic status, and life experiences with the community members 
they serve.  Typical services provided by CHWs include: 
 
• interpretation and translation services,  
• providing culturally appropriate health education and information,  
• assisting people in receiving the care they need, 
• giving informal counseling and guidance on health behaviors,  
• advocating for individual and community health needs 
 
CHWs may also be referred to as:  community health advisors, lay health advocates, outreach 
educators, community health representatives, peer health promoters, and peer health educators. 
 
Promotora - lay Hispanic/Latino community member who receives specialized training to provide 
basic health education in the community without being a professional health care worker.  
Promotores(as) are members of the target population and trusted members of their community. 
Promotores(as) provide culturally appropriate services and serve as a patient advocate, educator, 
mentor, outreach worker, and translator. This approach is widely used in rural communities to 
improve the health of migrant and seasonal farm workers and their families, particularly where 
transportation is limited and travel to the target population is difficult. 
 
 
Health Navigator/Patient Navigator 
 
Health Navigator/Patient Navigator - very generally defined as “someone who helps assist patients 
overcome barriers to care.”  More specifically, health/patient navigation refers to the assistance 
offered to patients in “navigating” through the complex health-care system to overcome barriers in 
accessing quality care and timely treatment (e.g., 
arranging financial support, coordinating among providers and setting, arranging for translation 
services, etc.). 
 
The role of the Health/Patient Navigator varies widely depending on the organization. Health 
Navigators sometimes act more as a Care Coordinator/Manager and coordinate appointments or 



accompany clients to tests and consultations, while Patient Navigators often draw upon considerable 
clinical skills and operate more like a disease specific case manager.  Many Patient Navigators focus 
on one type of disease such as cancer, heart disease or diabetes.  Discussions of Health/Patient 
Navigators note that many navigators are not health care professionals; i.e. patient navigators are 
healthcare representatives, not healthcare providers.  If a health care professional fills the role of 
Health/Patient Navigator, he/she does not provide direct care to patients or offer opinions about 
medical care unless he/she is also part of the healthcare team. In this way, Health/Patient Navigators 
are similar to Community Health Workers. 
 
Typical functions of a Health/Patient Navigator would include: 
 
Facilitate patient healthcare: 

 
Health/Patient Navigators facilitate and coordinate patient care to ensure that patients receive 
timely diagnoses and treatment. 

 Maintain communication with patients and possibly the healthcare team 
 Making appointments 
 May contact patients who are “at risk” for missing appointments 
 Coordinating transportation 
 Provide health information, coordinate screening services 
 Help connect patients to other supportive services 

 
Support patients while they learn to self-navigate: 
 

Empowering patients to navigate the healthcare system on their own is one goal of 
health/patient navigation. 

 Coach patients to become advocates for their own care 
 Empower patients to self-navigate the healthcare system 
 Model behaviors for patients such as checking on appointments or arranging assistance 

 
Build awareness of patient navigator services 
 

Actively building awareness of health/patient navigator services among the health care team is 
important because they will assist you in coordinating patient care and locate “at-risk” patients 
that need health/patient navigation services. 

 Build professional relationships with health care team members 
 Provide information about health/patient navigator services 
 Maintain communication to locate patients who are “at risk” for barriers to treatment. 

 
 
NOTE:  There are now two very distinct usages of the term “Navigator” related to healthcare.  With 
the implementation of the Affordable Care Act (ACA), “Patient Navigator” now frequently refers to 
individuals who assist patients in accessing, acquiring and enrolling in healthcare 
coverage/insurance.   
 
Since Eligibility Assistance is also a defined Enabling Services, please be very specific in the 
utilization of the term “Navigator” in your proposal.  Our preference is for use of “Health/Healthcare 
Navigator” for those who are helping patients with getting around the healthcare system and 

http://www.patientnavigatortraining.org/course1/module3/roles_more.htm
http://www.patientnavigatortraining.org/course1/module3/roles_more.htm
http://www.patientnavigatortraining.org/course1/module3/roles_more.htm


“Eligibility Assistor” for those who help patients with finding and enrolling in health 
coverage/insurance.  
 
 
Care Coordinator/ Manager  
 
Care Coordinator/Manager - acts as a liaison between the target population patient and health care 
organizations.  They offer support by providing some or all of the following:  
 

 information on health and community resources,  
 coordinating transportation, 
 making appointments,  
 delivering appointment reminders, 
 tracking whether appointments are kept, and  
 accompanying people at appointments.  
 help clients and providers develop a care management plan and  
 assist clients to adhere to the plan.  

 
Care Coordinators/Managers providing care for clients with chronic conditions and/or clients who 
need help navigating the health care system, must have a strong understanding of the local health 
care system and resources available in their community, including emergency services.  Although not 
trained health providers,  
Care Coordinators/Managers frequently have disease-specific or target population-specific education 
and training, and they are generally paired with a medical professional or team who coordinates with 
them and who they can call with questions.  Care Coordinators/Managers perform some but not all of 
the functions of professional Case Managers (see below). An important distinction is these Care 
Coordinators/Managers are lay health workers who may have some special training while the Case 
Managers described below have related healthcare professional degrees.   
 
The functions performed by CHWs under this title are very similar to the Health/Patient Navigator 
functions defined above. 
 
 
Case Manager/Medical Case Management 
 
Case Managers - The Case Management Society of America (Society) defines case management 
as a “collaborative process of assessment, planning, facilitation, care coordination, evaluation, and 
advocacy for options and services to meet an individual's and family's comprehensive health needs 
through communication and available resources to promote quality, cost-effective outcomes.” The 
Society defines case managers as “healthcare professionals (Registered Nurses, Social Workers, 
Physical Therapists for example) who help provide an array of services to assist individuals and 
families cope with complicated health or medical situations in the most effective way possible, 
thereby achieving a better quality of life.”  The Certified Case Manager (CCM) credential is available 
to health care providers licensed to practice independently in the American health care system.  
 
The definition cited by the Society is widely quoted in the literature and clearly requires that Case 
Managers in a healthcare program be professionals who are able to exercise judgment about a 
patient’s care needs and the best way to meet them. Using this definition, the title of Case Manager 



requires some type of professional credential. However, some Case Management functions may be 
carried out by non-health care professionals.   
 
Professional Case Managers are also known as Medical Case Managers. 
 
In most health care settings, the Case Manager’s responsibilities include the following functions: 

 Advocacy & Education – ensuring the patient has an advocate for needed services and 
any needed education 

 Clinical Care Coordination/Facilitation – coordinating multiple aspects of care to ensure the 
patient progresses 

 Continuity/Transition Management – transitioning of the patient to the appropriate level of 
care needed, making, coordinating and tracking referrals 

 Utilization/Financial Management – managing resource utilization and reimbursement for 
services 

 Performance & Outcomes Management – monitoring, and if needed, intervening to achieve 
desired goals and outcomes for both the patient and the health care provider 

 Psychosocial Management – assessing and addressing psychosocial needs including 
individual, familial, environmental, etc 

 Research & Practice Development – Identifying practice improvements and using evidence 
based data to influence needed practice changes  

 
While some of these functions sound similar to those listed for Care Coordinators above, there is a 
clear distinction that Case Managers who are professionals have significantly more responsibility for 
independent decision-making, the ability to provide  direct care/counseling and authority to make 
changes in care delivery/systems to improve patient care and/or cost-effectiveness. 
 
 



 

 
 

 
 

 

San Mateo County Health Care for Homeless/Farmworker Health Program 

Summary of Enabling Staff Key Functions for “Case Management” 

Key Functions Community 
Health 
Worker/ 
Promotora 

Health(care) 
Navigator/ 
Patient 
Navigator 

Care 
Coordinator/ 
Care 
Manager 

Case Manager/ 
Medical Case 
Manager 

Comments 

Community Health 
Education 

X    
 

Outreach to engage 
patients in care 

X X X  
 

Advocate for 
Individual/ 
population health needs 

X X X X 

 

Provide culturally 
and language 
appropriate health 
education 

X X X X** 

**Case Managers may provide 
individual/group health 
education or counseling. Lay 
workers may provide material 
and “informal” education.  
 

Provide Interpretation  
Services 

X X X  
 

Make and track 
appointments 

X X X X** 

**Case Managers may have 
discretion on when and for 
what services appointments are 
made. They also often provide 
clinical information for the 
appointment. Lay workers 
manage appointments under 
the direction of providers. 
 

Accompany patients 
to appointments 

X X X X 
 

Educate on how to 
use the health system 

 X   
 

Develop and implement 
Care Plan 

 X X X** 

**Case Managers are part of 
the care team developing the 
plan and may have autonomy 
/authority in implementing/ 
modifying the plan.  Lay 
workers may contribute to the 
plan and recommend changes 
but responsibility for the plan is 
with the providers or care team. 
Both types of staff support 
patients in adhering to the plan. 
 

Support Care Transitions X X X  
**Case Managers both plan and 



Plan and implement 
care transitions    X** 

facilitate care transitions (e.g. 
hospital discharge). Lay 
workers support patients during 
transitions. 

Determine/ 
Implement most cost-
effective way to deliver 
care for desired 
outcomes 

   X 

 

Assess outcomes and 
manage/revise care 

   X 
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San Mateo County Health Care for Homeless/Farmworker Health Program 

Support and Companion Animal Programs 

Prepared by John Snow Inc. (JSI) 
January 2016 

 
This paper explores how homeless shelters can work with clients to accommodate service and 

companion animals. Nationally, an estimated 5-10% of homeless individuals have pets, although this 

rate is as high as 24% in some areas.1 Among homeless populations, those who are more likely to have 

animal companions include chronically homeless individuals and women experiencing homelessness as a 

result of domestic violence.  

 

Pet ownership among homeless individuals has been shown to provide companionship, emotional 

support and comfort, a sense of responsibility, a source of motivation, protection or safety, and 

decreased loneliness and social isolation. Pets may also provide health benefits including reduced stress, 

anxiety, and depression among their owners.2 They can also serve as “social facilitators” for homeless 

individuals, making it easier for them to interact with others, and engender “a sense of home” for 

transient individuals.3 In these ways, pet ownership may improve one’s overall quality of life. Like all pet 

owners, homeless individuals experience a profound sense of grief when an animal is lost.  

 

Pets can provide both physical and psychological health benefits, including reduced anxiety and 

depression. In a study of homeless youth in Los Angeles, pet owners reported significantly fewer 

symptoms of loneliness and depression than their non-pet-owning peers.4 Other research suggests that 

pet ownership may also reduce blood pressure, improve cardiovascular health, and encourage physical 

activity among owners. Particularly among homeless individuals, pet ownership can help alleviate social 

isolation by providing a mutual relationship built on emotional support, comfort, unconditional love, and 

acceptance.5 The study of homeless youth in LA found that the majority of pet-owners reported that 

                                                
1 Pets of the Homeless. Available at: http://www.petsofthehomeless.org/about-us/faqs/ 
2 Labrecque J and Walsch CA. Homeless Women’s Voices on Incorporating Companion Animals into Shelter Voices. Anthrozoös, 
2011;24(1):79-95.  
3 Labrecque J and Walsch CA, 2011. 
4 Rhoades H, Winetrobe H, Rice E. Pet Ownership among Homeless Youth: Associations with Mental Health, Service Utilization, 
and Housing Status. Child Psychiatry Human Dev, 2015;46:237-244. 
5 Labrecque J and Walsch CA, 2011. 
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their pets keep them company, and made them feel loved and safe. Along with this companionship, 

research suggests that pet ownership can give individuals “a sense of responsibility, instilling self-worth 

by providing care for the pet and feeling needed,” even when providing this care proved challenging.6 

 

An additional benefit of pet companionship reported by homeless individuals is that of “social 

facilitation.” Research suggests that pets can facilitate and mediate social interactions between people 

that may otherwise be potentially awkward or uncomfortable. For example, “Pet ownership can be 

understood as a way to connect with the social environment (peers, service providers, the general 

public, and the housed) for homeless individuals who typically have limited social networks and low 

levels of social support.”7 In addition, homeless pet-owners in one study reported that “other people 

treated homeless pet-owners better than they treated homeless people without pets” and that “pets 

facilitated conversation or communication between people.”8 Pet owners in the same study “reported 

that the presence of a pet made other people more friendly” towards them. In this role, pets may help 

homeless individuals connect with other people in a variety of contexts by introducing a common 

interest or reducing barriers to interaction. 

 

Despite these health and social benefits, pet ownership can also serve as a barrier for service utilization 

for this population, including both health services and housing/shelter, as many facilities do not allow 

animals and homeless individuals are unlikely to have a safe place to leave the pet or are unwilling to 

leave a pet alone. Research shows, not surprisingly, that homeless individuals would rather not be 

housed if they cannot stay with their pet.9 Homeless pet owners may also face challenges in providing 

their pets with adequate food; however, research consistently shows that pet owners feed their animals 

first, even if it means sacrificing their own food.10 In addition, access to veterinary care can be 

problematic due to the cost of medical care and a perceived fear that an animal may be confiscated if 

unlicensed or unvaccinated.11 Homeless pet owners may also encounter stigma in public based on the 

perception that they do not have the capacity to care for an animal. 12 

 

                                                
6 Labrecque J and Walsch CA, 2011. 
7 Kidd AGH and Kidd RM. Benefits and Liabilities of Pets for the Homeless. Psychological Reports, 1994; 74:715-722. 
8 Kidd AGH and Kidd RM, 1994. 
9 Rhoades H, Winetrobe H, Rice E. Pet Ownership among Homeless Youth: Associations with Mental Health, Service Utilization, 
and Housing Status. Child Psychiatry Human Dev, 2015;46:237-244. 
10 Kim CH and Newton EK. My Dog Is My Home: Increasing Awareness of Inter-Species Homelessness in Theory and Practice.  
11 Kidd AGH and Kidd RM, 1994.  
12 Kim CH and Newton EK. My Dog Is My Home: Increasing Awareness of Inter-Species Homelessness in Theory and Practice.  
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Providing pet-friendly shelters and transitional housing facilities reduces barriers to entry and allows 

homeless individuals to maintain the benefits of pet ownership and facilitate their utilization of 

necessary health and other services. Currently, few shelters and service facilities in the U.S. make 

accommodations for pets; however, it appears that pet-friendly accommodations are becoming more 

common. In the next sections, we describe: 1) rules and regulations regarding service and companion 

animals, and 2) existing practices in place to support homeless clients with pets and companion animals.  

 

Defining the Rules and Regulations Regarding Service and Companion Animals 

Per the Federal Americans with Disabilities Act (ADA), special accommodations are required for service 

and companion animals.13 Per ADA regulations, service animals are typically allowed wherever their 

owners are allowed, including all public buildings and spaces. Support/companion animals may share 

some of the same privileges, depending on local regulations. 

 

Under the ADA, a service animal is a “dog [or miniature horse] that has been individually trained to do 

work or perform tasks for an individual with a disability. The task(s) performed by the dog must be 

directly related to the person's disability.” Qualifying tasks themselves are not defined by the ADA, but 

examples include alerting owners with hearing loss, reminding individuals with medical conditions to 

take medications, or assisting individuals with physical disabilities to complete basic activities of daily 

living. The following rules apply to service animals: 

● Service animals do not need to be professionally trained; the ADA allows for owners to train 

their animals.  

● Business owners, landlords, etc. may only ask individuals two questions: 1) if a dog/miniature 

horse is a service animal trained to assist with a disability, and 2) what task he/she is trained to 

perform. They may not ask individuals to specify their disability. 

 

Support animals (also known as companion or therapy animals) are animals that provide 

companionship to owners and are not trained to perform specific tasks. The ADA does not consider 

animals that solely provide emotional support or comfort to be service dogs.14 For this reason, 

individuals with support animals may not have the same privileges as those with service animals. In 

                                                
13 Service Animals and Frequently Asked Questions about Service Animals and the ADA. US Department of Justice. Available at: 
http://www.ada.gov/regs2010/service_animal_qa.html and http://www.ada.gov/service_animals_2010.htm  
14 ADA Service Animal Q&A: http://www.ada.gov/regs2010/service_animal_qa.html 

http://www.ada.gov/regs2010/service_animal_qa.html
http://www.ada.gov/service_animals_2010.htm
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addition, San Mateo County does not recognize or certify support animals. However, other California 

counties may recognize support animals – for example, San Francisco allows support animals in most 

housing situations with a certification letter from a health care provider. 

 

The state of California does not require service and support animals to be registered, however, San 

Mateo County requires Service Dog Registration.15 Service dogs are also not required to wear vests, 

harnesses, or service tags to identify them as such, however, this is often recommended as a way for 

landlords, business owners, and others in public places to recognize them.  

 

All dogs in San Mateo County (including cities, towns, and unincorporated areas) are required to be 

registered annually with the County Department of Animal Licensing for an annual fee of $8-50.16 

Owners are required to register dogs “by 4 months of age or within 60 days of acquiring the animal. New 

residents of the county must license their dog or cat within 60 days.” Registration requires proof of the 

animal’s age, rabies vaccination, and proof of spay/neuter if applicable. Animals with certain medical 

conditions may be exempt from vaccinations. 

 

  

                                                
15 http://www.smchealth.org/sites/default/files/docs/PHS/Animal/Form%20-
%20ACL%20service%20dog%20application%20111615.pdf 
16 http://www.smchealth.org/AnimalLicensing 
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Accommodations for Homeless Clients with Pets, Companion or Service Animals 
According to the director of Pets for the Homeless, the majority of homeless shelters and other 

transitional housing facilities do not provide accommodations for homeless clients and their pets. The 

majority of shelters allowing pets are available to women and families experiencing domestic violence; 

even so, these shelters are still uncommon in California. Because the State of California does not license 

or certify homeless shelters, any regulations regarding pets in shelters would be made at the county or 

city level; currently, San Mateo does not have any regulations prohibiting pets in shelters. A perceived 

barrier to accommodating pets among shelters is the desire to ensure the safety of other clients and be 

sensitive to those with allergies or fear of animals. 

 

However, within the past 10 years, a small number of shelters have created pet-friendly facilities, 

recognizing the importance of supporting pet ownership among homeless individuals. These facilities 

range from having dedicated rooms for clients with pets, to separate kennels or outdoor spaces for 

animals, to allowing clients to share a bed with their pet. In many cases, shelters also help clients get 

veterinary care, food, and registration for their pets. A key benefit that pet-friendly shelters can also 

provide is a space for clients to leave their animal while they attend appointments at facilities that are 

not pet-friendly – for example, to enroll in social services or seek housing. 

 

Below, we discuss specific examples of how homeless shelters have made accommodations for clients 

with pets. Table 1 on page 9 summarizes the pet-friendly features of these shelters.  

 

California Examples 

The recently opened Mission Street Navigation Center Pilot Program in San Francisco (run by Episcopal 

Community Services) provides accommodations for clients with pets (which have included dogs, cats, 

and rabbits thus far).17 Owners are required to be with their pet at all times, although they can also ask 

friends to watch their pet for them. Pets often sleep in the beds with their owners, but the shelter can 

also provide a crate if needed. In terms of sleeping arrangements, a case manager at the Center stated 

that “people ended up getting dormed depending on how their pets are interacting or tolerating each 

other. We didn’t realize that the chemistry between the dogs would be so important but it’s a big thing 

in the dorm assignments.” The facility also has a dog run with a drainage system, used mostly to let 

animals relieve themselves. In addition, they have an internal courtyard where animals can run around. 

                                                
17 Available at: http://www.ecs-sf.org/programs/navcenter.html and http://navigationcenter.org/ 

http://www.ecs-sf.org/programs/navcenter.html
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It is expected that pets staying at the shelters are well-behaved and clients are responsible for ensuring 

this. In specific cases where dogs have been aggressive, the Center has required that owners keep their 

dogs on a leash or muzzled while on campus.  

Through a community partnership, the Navigation Center also helps clients obtain any required 

vaccinations, licenses, or registration paperwork for their pets. For example, the agency pays for 

vaccinations and will escort the client to Animal Care & Control to make an appointment for pet 

vaccinations. They also have donated dog food that is distributed to those with pets and connect clients 

to a program that provides free food through the city’s Animal Care & Control Department. 

 

The Navigation Center also helps homeless clients get pet documentation as part of the housing 

assistance process. For most clients, this includes getting a letter of certification for an animal to be 

considered a companion animal (allowed in most housing types in the City of San Francisco); clients 

work with a case manager to get a mental health assessment from a licensed clinician (usually a MSW). 

Part of the assessment asks what symptoms the companion animal helps them to reduce. According to 

Julie Leadbetter, Director of the Navigation Center, most clients have a qualifying condition (such as 

depression or anxiety) that would be eligible for a companion animal. According to a case manager at 

the Center, certification letters “are written liberally unless we see the caretaker is having issues with 

the animal (for example, neglect or abuse).” The City of San Francisco allows clients with companion 

animals to utilize services for up to 10 days without paperwork; clients have a 10 day window to obtain 

it, during which time their animals are considered pets.  

 

In addition to the Navigation Center, three other shelters in San Francisco have pet-friendly facilities: 

● Multi-Service Center South, San Francisco (run by St. Vincent de Paul Society) 

● The Sanctuary, San Francisco (run by Episcopal Community Services) 

● Next Door, San Francisco (run by Episcopal Community Services) – Accepts companion animals 

with a certification letter and provides a separate kennel area for dogs. 

 

The Innvision Shelter Network, based in San Mateo County, currently works to accommodate a limited 

number of clients with pets (mostly small dogs) at the Maple Street Inn. While they do not have a formal 

pet policy in place, they take pets on a case-by-case basis. Generally, pets must be non-aggressive and 

well-behaved, housetrained, able to be under voice control, up-to-date on vaccinations, and cannot 

bother other clients.  The current director also noted that they typically see more service or companion 

http://svdp-sf.org/what-we-do/msc-shelter/
http://ecs-sf.org/programs/sanctuary.html
http://www.ecs-sf.org/programs/nextdoor.html
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dogs than pets among their clients. Innvision will be renovating the Maple Street Inn in Spring 2016 to 

include 140 beds and, in response to client interest, a large pet kennel. The kennel will be outdoors 

(separated from client beds) and will include both individual kennels and a large group space.   

 

Through a grant from PetCo, the PetCo Place at the PATH Shelter in Hollywood, CA is able to 

accommodate homeless clients with pets.18,19 The shelter was designed to encourage LA’s homeless 

population to utilize emergency shelters without having to leave pets behind. The shelter is structured 

as a “’a shelter within a shelter’ – a place where the homeless can stay and still visit their dogs and cats 

in a nearby enclosed kennel.” The shelter can only accommodate 5-6 pets at once. Staff from the Pets 

Are Wonderful Support/Los Angeles20 organization provide donated food and veterinary care. 

 

The Homeless Campus Pet Kennel at the City of Riverside Access Center, CA provides kennel and animal 

services to local shelter residents as well as to unsheltered homeless.21 The 400-square-foot shelter was 

built in 2011 with the goal of meeting the needs of homeless clients with pets. While the kennel is not 

attached to a shelter, it is adjacent to Path of Life Ministries and the Riverside Access Center, which both 

provide services to homeless clients; clients are able to leave pets at the kennel while they seek 

services.22 The kennel is staffed by the City of Riverside Access Center staff, and is run in collaboration 

with the County Animal Control and a local animal shelter. The shelter can accommodate up to 18 total 

dogs and cats and provides access to pet bathing areas, a dog park, food, and veterinary care. Clients 

using the kennel must follow kennel policies, which differ for shelter residents versus unsheltered 

homeless. 

 

Examples from Outside California 

The PetSmart Promise program offered by PetSmart (a national pet supply chain) has provided grants to 

build pet care facilities in a number of places. One notable example is the PetSmart Promise facility at 

the Salem Interfaith Hospitality Network (SIHN) in Salem, Oregon. The facility opened in October 2015 

and will allow the shelter network to accommodate up to six dogs and two cats (with potential space for 

more in the future) for homeless families.23 The pet facility is located the network’s Day Center and has 

                                                
18 http://www.sfgate.com/bayarea/article/Shelter-welcomes-homeless-their-pets-3274379.php 
19 http://www.epath.org/site/IfYouAreHomeless/hours.html 
20 http://www.pawsla.org/ 
21http://www.sbcounty.gov/Uploads/DBH/SBCHP/LinkDocuments/Homeless_Summits/2012/AttachmentA2.pdf 
22 http://losangeles.cbslocal.com/2011/05/06/riverside-homeless-shelter-opens-pet-kennel/ 
23 http://www.statesmanjournal.com/story/news/2015/10/27/salem-gets-homeless-shelter-takes-pets/74475540/ 

http://www.sfgate.com/bayarea/article/Shelter-welcomes-homeless-their-pets-3274379.php
http://www.statesmanjournal.com/story/news/2015/10/27/salem-gets-homeless-shelter-takes-pets/74475540/
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outdoor space for pets to roam and provides food, beds, leashes, and toys. The facility is separate from 

where homeless families are housed (in local churches); owners care for the pets during the day but 

facility volunteers care for the pets when their owners are temporarily sheltered. Pet services are 

available as long the family remains within the shelter network. Through the same program, SIHN was 

also able to install a fish tank for families to use.  

 

PetSmart has also provided funding for 24 PetsHotels across the country, including three in California – 

in Folsom, Northridge, and Tustin. According to the PetSmart website, “these locations provide dogs and 

cats in transition a safe place to call home while their families get back on the road to independent 

housing” and provide free boarding to pets. As part of the program, families can also access free 

veterinary consultations and services, treats, baths, and Doggie Day Camp. 

 

The recently opened Hale Mauliola transitional housing shelter with 90 beds in Sand Island, Oahu, 

Hawaii allows pets in client rooms (which are made from shipping containers), working with the local 

humane society to do so.24 Allowing pets is one of a number of measures the new shelter has taken to 

reduce barriers to entry for homeless individuals and was one of the suggestions from the public during 

the development of the shelter. During their stay (up to 60 days), clients are connected with housing 

resources.  

 

Barry House in Halifax, Canada has housed pets for homeless clients since 2006 in order to encourage 

homeless youth and women to use their facility.25 The shelter provides outdoor kennels to 

accommodate dogs (although cats have also been housed in the past) and to separate animals from 

potential clients with allergies or fears. Pets are required to be cared for by their owners, and are not 

the responsibility of shelter staff.  

 

The New Fountain Shelter (part of the Lookout Shelter Network) in Vancouver, Canada allows pets to 

stay in homeless clients’ rooms.26 Pets are also allowed to freely roam one floor of the shelter, allowing 

them to interact with other residents who may not own pets themselves. Another floor of the shelter is 

pet-free for those with allergies or fears. Most pets, except for large dogs, are allowed; the majority of 

                                                
24 http://khon2.com/2015/11/18/hale-mauliola-transitional-housing-services-center-opens-on-sand-island/ 
25 Available at: http://www.shelternovascotia.com/facilities-and-services/barry-house 
26 http://www.canada.com/theprovince/news/story.html?id=e988e6a5-b349-46d8-8d1b-300c2abb63ed 
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pets they house are cats. The shelter also works with local nonprofit organizations to secure pet food 

donations and veterinary care for clients.  

 

A group of housing programs run by St. Mungo’s Broadway in London, UK allows residents up to three 

pets (typically dogs) in their hostels.27 Residents also have access to free veterinary care as needed and 

regular animal welfare checks through the center’s partnerships with local animal organizations. 

Residents must sign a “dog contract” upon getting placed in housing, which “ensures the animal is fed 

and walked regularly and that another resident is nominated to take care of the dog should its owner be 

unable to.” 

 

Shelters for Victims of Domestic Violence 

There are also a number of examples of shelters for victims of domestic violence that allow pets, 

including:  

Noah’s Animal House in Las Vegas, NV provides on-site shelter and care services for the pets of the 

victims of domestic violence. The animal shelter is on the grounds of The Shade Tree shelter for 

domestic violence victims. The shelter’s website also lists domestic violence shelters allowing pets on 

their website at http://noahsanimalhouse.org/directory/.  

 

Safe Embrace, a women’s shelter in Reno, Nevada, recently built a facility to house up to a dozen dogs 

and cats.28 There are three indoor/outdoor enclosures for small and large dogs (with a doggy door 

providing outdoor access) and a climate-controlled area for cats. Funding was provided by Sacramento-

based Red Rover, which has helped fund similar facilities, and local partners.29  

 

Similarly to Safe Embrace, the Sojourner Center in Phoenix, Arizona recently built a pilot Pet Companion 

Shelter with indoor space and an outdoor dog run area.30 The space can accommodate eight cats and 

eight dogs, as well as a small number of birds and fish. According to the Center’s website, individuals 

“staying at the shelter will be responsible for feeding, exercising and socializing with their pet at least 

twice a day.”31 

                                                
27 http://www.mungosbroadway.org.uk/contact/faqs/does_st_mungos_take_homeless_people_and_their_pets 
28 http://www.ktvn.com/story/28493278/new-pet-facility-at-womens-shelter 
29 https://redrover.org/domestic-violence-safe-housing-grants 
30 http://www.huffingtonpost.com/2015/05/22/domestic-violence-center-pets_n_7421378.html 
31 http://www.sojournercenter.org/about-us/our-programs/sojourner-pet-companion-shelter/ 

http://noahsanimalhouse.org/directory/
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Table 1. Pet-Friendly Shelter Practices 
 Maple 

Street Inn 
(Innvision 
Shelter 
Network) 

Mission 
Street 
Navigation 
Center 

Barry 
House 

New 
Fountain 
Shelter 

St. 
Mungo’s 
Broadway 

PetCo 
Place 

Homeless 
Campus Pet 
Kennel* 

PetSmart 
Promise* 

Location San Mateo San 
Francisco 

Halifax, 
Canada 

Vancouver, 
Canada 

London, UK Hollywoo
d, CA 

Riverside, 
CA 

Eugene, 
OR 

Allows pets in rooms/beds X X  X X    
Separate area for pets (e.g., kennels, crates, 
or other space) 

 
 X X  X X X 

Separate rooms for pet owners         
Outdoor area for pets  X X    X X 
Can leave pet at shelter during the day        X 
Provides assistance with pet care 
(veterinary care, vaccinations, pet food) 

 
X  X X X X X 

Provides assistance with pet 
documentation and registration 

 
X       

Residents must sign a “dog contract” or 
adhere to other policies regarding their pet 

X – Pets 
must be 

well-
behaved 
and non-

aggressive 

   X  

X – Policies 
differ 

depending 
on whether 

client is 
sheltered or 
unsheltered 

 

*Kennel is a separate facility, not attached to housing.
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Providing Services for Pets 
Based on a review of existing pet policies in homeless shelters and transitional housing facilities, the 

following best practices emerged as recommendations: 

• When possible, shelters and drop-in centers should provide access to free or low-cost pet food 

for animals. Shelters and other safety-net facilities should explore local opportunities for free 

pet food; many national pet suppliers have food donation programs.  

• Shelters should provide access or referrals to free or low-cost routine or emergency veterinary 

care for clients with pets by partnering with local organizations such as the Humane Society. 

• If possible, pet-friendly shelters and facilities should ensure designated spaces for pets so as to 

accommodate other individuals who are allergic to or fearful of animals. Making kennels or 

crates available to clients with pets may assist in making other clients more comfortable. 

Providing outdoor kennel space can also reduce the risk of flea infestation.  

 

Available Resources for Homeless Pet Owners in San Mateo County 
The following organizations in or nearby San Mateo County provide free or low-cost services for clients 

who need assistance obtaining food, veterinary care, and other basic needs for their pets. 

 

Peninsula Humane Society/SPCA offers low-cost vaccination and microchipping clinics for pets once a 

month. Homeless individuals may not otherwise be able afford necessary vaccinations, 

spaying/neutering, or emergency care for pets. Some vaccinations – including rabies – are typically 

required for pets to be registered with the city. More information is available at 

http://www.peninsulahumanesociety.org/services/community.html and 

http://www.peninsulahumanesociety.org/services/vaccination.html.  

 

The Palo Alto Humane Society website lists free or low-cost resources to aid clients in accessing pet 

care. The list is available at http://www.paloaltohumane.org/programs/intervention/resources.html. 

Resources specific to San Mateo are attached in Appendix B. 

 

The Humane Society of Silicon Valley has a Pet Pantry Program to provide free pet food to homeless 

animals and others in need. Individuals must apply to the program. More information is available at: 

http://www.hssv.org/what-we-do/pet-care-services/pet-pantry.html#landingpage.  

http://www.peninsulahumanesociety.org/services/community.html
http://www.peninsulahumanesociety.org/services/vaccination.html
http://www.paloaltohumane.org/programs/intervention/resources.html
http://www.hssv.org/what-we-do/pet-care-services/pet-pantry.html#landingpage
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Pets in Need in Redwood City, CA offers free spaying and neutering for any California resident through 

their mobile clinic, with an appointment. Pets must have a current rabies vaccination and no known 

health problems. More information is available at: 

http://www.petsinneed.org/services/veterinary_services/.  

 

Pets of the Homeless, a national non-profit, works with food pantries and homeless shelters across the 

country to help provide care for homeless pets through a number of services. The organization helps 

food pantries, soup kitchens, and homeless shelters to serve as pet food distribution sites. The 

organization also runs The Crate Project, which provides collapsible and reusable pet sleeping crates to 

homeless shelters that accommodate pets. For more information about these programs, visit 

https://www.petsofthehomeless.org/help-us/other-ways-to-help/. Individuals can search for pet-

friendly shelters, food and supplies, and other resources by location at 

https://www.petsofthehomeless.org/get-help/.  

 

The Safe Place for Pets website helps locate temporary boarding for pets of domestic violence victims. 

Clients can search for boarding by location, available at: http://safeplaceforpets.org/.

http://www.petsinneed.org/services/veterinary_services/
https://www.petsofthehomeless.org/help-us/other-ways-to-help/
https://www.petsofthehomeless.org/get-help/
http://safeplaceforpets.org/
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Appendix A – Pet-Friendly Shelters 

 
American Red Cross 
Imago Dei Community Church 
1302 SE Ankeny St. 
Portland, Oregon 
 
Austin Resource Center for the Homeless 
500 East 7th St. 
Austin, Texas 78701 
512-305-4100 
 
Boulder Shelter for the Homeless and 
Emergency Warming Center 
Boulder, Colorado  
303-442-4646 
 
Community Partnership for Homeless 
South Miami-Dade Center 
28205 SW 125 Ave 
Homestead, Florida 33033 
877-994-4357 
http://www.cphi.org/ 
 
Doorways for Woman & Families of Domestic 
Violence 
Arlington, Virginia  
703-237-0881 
 
Family Promise 
7221 E. Belleview St. 
Scottsdale, Arizona 85257 
480-659-5227 
http://familypromiseaz.org/ 
 
Family Promise 
429 E. Story Street 
Bozeman, Montana 59715 
406-582-7388 
http://www.familypromisegv.org/ 
 
Fred Victor Bethlehem United Shelter 
1161 Caledonia Road 
North York, Ontario, Canada M6A 2W9 
416-644-1734 
http://www.fredvictor.org 
 

Good Samaritan Rescue Mission 
210 S. Alameda St. 
Corpus Christi, Texas  
361-883-6195 
 
Haven for Hope 
1 Haven for Hope Way 
San Antonio, Texas 78207 
210-220-2100 
http://www.havenforhope.org 
 
Homeless Campus Pet Kennel  
(adjacent to Path of Life Ministries) 
2880 Hulen Place 
Riverside, California 
 
King's Harvest Foster Care for Pets 
824 W. 3rd St. 
Davenport, Iowa 52802 
563-570-4536 call for information 
 
L.A. Family Housing 
7843 Lankershim Blvd. 
North Hollywood, California 91605 
211 
http://www.lafh.org 
 
Lost Our Home Pet Foundation 
16211 N. Scottsdale Rd Suite A6A#274 
Scottsdale, Arizona 85254 
602-230-4357 
http://lostourhome.org 
 
Noah's Animal House @ The Shade Tree 
Las Vegas, Nevada 89125 
702-385-0072 
 
Path of Life Ministries - Year Round Riverside 
Emergency Homeless 
2840 Hulen Place 
Riverside, California 92507 
951-683-4101 
 
 
 

http://l.facebook.com/l.php?u=http%3A%2F%2Fwww.cphi.org%2F&h=AAQFZFz0cAQH4pfs-rmOwv0ZoUTDe8C7GWMhz6ypqtaH0Dg&enc=AZMI6zhYYhPm0QormT9zt7WBYiA4gALaqyD1jKZeAxLF-f1NvIduBeLJgGx3QR3mwWY-4ffTMvLow_U1G2KNmXjmMJ6cGkb9LpTr8_KTqhxNuEnI068xVM91v9GstNfAdUKYWivxRX819aRjje-BLZmrFKNiNJHvLItlcAzbLP8aRNIEmbrruvh7x4y2AAOiyCaHdy59ZRxJarUHVRtQf1JS&s=1
http://familypromiseaz.org/
http://www.familypromisegv.org/
http://l.facebook.com/l.php?u=http%3A%2F%2Fwww.fredvictor.org%2F&h=UAQE94il-AQERkMdZ9cdA60rOgdRkEBeIh7NsWDKcIfi8lA&enc=AZN8kRgzy-DcQnd7R9nIZCDXk_SClhvXlQiOjQhZ4CD_nimBVmbSTMZbf_MamJFSyioVznO_zvHtwumFzaRzpuslOo8-DwS2rkGLe9imNJjxVdZdDL40D8h25MtCCr7780q9cxKTogf6IPb-6p17L6m063p8ZmAITwjwNAhePAimdp56r_1D3qqqXrszWlo0lZ6Rp7kV_7n82GdBCTMtRVO5&s=1
http://l.facebook.com/l.php?u=http%3A%2F%2Fwww.havenforhope.org%2F&h=sAQG3vaI-AQG11B4U3E5pYqGLhDCU3rxg84QYm41YUnzawQ&enc=AZOO2wxvshoD0EByu0-XwGbfxPVUKsG9WiWPrN5xaoU8GQkxNW5XzzCzzFxQ_rQJX9hfcqGiyWcugqeAW5DyXXoTAKsBjJbqzr27g1BzFPxeOr_ZxPC22n40RcDEJVmomeL5tEAAmuplW-UOCKUHxOj_Hmiwvj_tICmRXh9NoWxq3_qrkTGFxr3k6Hj89W0W3pFIHg_O6MNnLlbQW0n0qgmj&s=1
http://www.lafh.org/
http://lostourhome.org/
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PAWS Chicago 
1997 N. Clybourn Ave. 
Chicago, Illinois 60614 
773-475-9426 
http://www.pawschicago.org/about-paws-
chicago/ 
 
Petco Place at PATH Hollywood 
5627 Fernwood Ave. 
Los Angeles, California 90028 
323-644-2200 
 
Rockin' AA Sanctuary 
Mena, Arkansas 71953 
479-234-0417 
http://rockinaa.com/index.php 

Safe Place for Youth 
685 Westminster Avenue 
Los Angeles, California 90291 
http://safeplaceforyouth.org/ 
 
St. Vincent de Paul's Eugene Service St. 
485 Highway 99 
Eugene, Oregon 97402 
541-461-8688 DAY CENTER 
 
The Shade Tree Shelter for Women, Children 
and their Pets 
1 West Owens 
N. Las Vegas, Nevada  
702-385-0072 

  

http://l.facebook.com/l.php?u=http%3A%2F%2Fwww.pawschicago.org%2Fabout-paws-chicago%2F&h=pAQF82CrLAQGyr26fz71k49c2PT5OeBTvvngiW9KivR-h5g&enc=AZNyCF0_kOwqJfkEeip8dD1ao2b5rNFruKOEZGvO1E1btJVS0cMtRqAFZbbF27BczNvfS6gZRGv1QOlQt_4RZPejoHFGSkquJUWDyKzN4PB8KxQrND1ONckcBJp5RaQsDF4oNt4y4tFijNimYdiKr5IILZmepUWJkjavYRR8uU8rPmQsYoRy9EuQET35G3VPQ8t48REb72mhu8HuBYsRY3eW&s=1
http://l.facebook.com/l.php?u=http%3A%2F%2Fwww.pawschicago.org%2Fabout-paws-chicago%2F&h=pAQF82CrLAQGyr26fz71k49c2PT5OeBTvvngiW9KivR-h5g&enc=AZNyCF0_kOwqJfkEeip8dD1ao2b5rNFruKOEZGvO1E1btJVS0cMtRqAFZbbF27BczNvfS6gZRGv1QOlQt_4RZPejoHFGSkquJUWDyKzN4PB8KxQrND1ONckcBJp5RaQsDF4oNt4y4tFijNimYdiKr5IILZmepUWJkjavYRR8uU8rPmQsYoRy9EuQET35G3VPQ8t48REb72mhu8HuBYsRY3eW&s=1
http://l.facebook.com/l.php?u=http%3A%2F%2Frockinaa.com%2Findex.php&h=QAQFLoYUZAQF8jNUX2vYvQjp3WINYjxpKZ63QC84BYIV6Fg&enc=AZM6O5bI2jSHeRNJMer00GSWnNik5N8plAfvkNlM2Wt-5_MA5awaBYXFXKbiYiC3gzoLFRcMmPLwLy_7pKTpYnDFSnbwmhIuNDrzGJEeSum_q_WcedGJoH1at2EaaZ2_AO5pFUoeeoeXrjpEYCg9IGAiB2YfsyQjZsxQzwbhQH8-K6r_Op_jD7--VFfoS-pjL4mWOSCIKfMyjsQZyxC0SPLD&s=1
http://l.facebook.com/l.php?u=http%3A%2F%2Fsafeplaceforyouth.org%2F&h=NAQGXHxA2AQG-ytb6c-kEMBuzLKO0cQdze_WtJmJxq3ik0Q&enc=AZPuWXqmItXh7MPxKCB8tvYZpbMDAVHD_PQOXlKDko2sSqFcCmkmPdvMtohMP0fwH3W8jYi95vfHsTQjp_pSGFkBIy4tg01L56qYuFhJYuFhJ0pU4oJNFH3T08HiCUemGMcXQkiNNT67UoSjArfGE1m8kO2yISAmgrSctAeNhqeH0dsAqRI8JCUY1GuKir6PTua7VtaRQY07f537_iaXheFF&s=1
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Appendix B – Nearby Resources for Pet Owners in San Mateo County 
From: http://www.paloaltohumane.org/programs/intervention/resources.html 
 
Palo Alto 24-hour Emergency Animal Clinic 
South Peninsula Veterinary Emergency Clinic 
3045 Middlefield Road 
Palo Alto, CA 
(650) 494-1461 
Get Map 
 
Other local 24-hour Emergency Animal 
Clinics 
Adobe Animal Hospital 
396 1st Street 
Los Altos, CA 
(650) 948-9661 
Get Map 
 
Emergency Animal Clinic of San Jose 
5440 Thornwood Drive 
San Jose, CA 
(408) 578-5622 
Get Map 
 
United Emergency Animal Clinic 
905 Dell Avenue 
Campbell, CA 
(408) 371-6252 
Get Map 
 
Vaccinations and Microchipping: low cost 
local options 
Palo Alto Animal Services 
3281 E. Bayshore Road 
Palo Alto, CA 94303 
(650) 496-5971 
http://www.cityofpaloalto.org/depts/pol/animal_
services.asp 
Peninsula Humane Society & SPCA 
12 Airport Blvd. 
San Mateo, CA 94401 
(650) 340-8200 
http://www.phs-spca.org 
 

VIP Pet Care Services 
Offers canine and feline vaccinations, 
microchipping, blood and fecal testing, flea and 
tick control, ear mite treatment, deworming, and 
heartworm prevention at mobile clinic locations. 
Services are provided by a state licensed 
veterinarian without an examination fee. 
http://happypet.com/mobile.php 
 
Spay and Neuter Surgeries: low cost local 
options 
Palo Alto Animal Services 
3281 E. Bayshore Road  
Palo Alto, CA 94303 
(650) 496-5971 
http://www.cityofpaloalto.org/depts/pol/animal_
services.asp 
 
Peninsula Humane Society & SPCA 
12 Airport Boulevard 
San Mateo, CA 94401 
(650) 340-8200 
http://www.phs-spca.org 
 
Financial Assistance Programs for 
Veterinary Care 
In Memory of Magic 
www.imom.org 
 
AAHA Helping Pets Fund 
www.aahahelpingpets.org 
 
Cats in Crisis - For cats only. 
www.catsincrisis.org - For cats only. 
 
Help-A-Pet – Focuses on helping the disabled and 
seniors with pet help. 
www.help-a-pet.org – Focuses on helping the 
disabled and seniors with pet help. 
 
Shakespeare Animal Fund Options – Provides the 
public with various funding assistance options and 

http://www.paloaltohumane.org/programs/intervention/resources.html
http://www.mapquest.com/maps?city=Palo+Alto&state=CA&address=3045+Middlefield+Rd&zipcode=94306-2529&country=US&latitude=37.43069&longitude=-122.12502&geocode=ADDRESS
http://maps.google.com/maps?hl=en&um=1&ie=UTF-8&cid=0,0,15646363535992421901&fb=1&hq=adobe+animal+clinic&hnear=los+altos&gl=us&daddr=396+1st+St,+Los+Altos,+CA+94022&geocode=2891874770313516536,37.375201,-122.115942&ei=OAG9S4vWH5HcsgObm5TcBA&sa=X&oi=local_result&ct=directions-to&resnum=1&ved=0CBEQngIwAA
http://www.mapquest.com/maps?city=San+Jose&state=CA&address=5440+Thornwood+Dr&zipcode=95123-1217&country=US&latitude=37.25342&longitude=-121.86095&geocode=ADDRESS
http://www.mapquest.com/maps?city=Campbell&state=CA&address=905+Dell+Ave&zipcode=95008-4120&country=US&latitude=37.27389&longitude=-121.952072&geocode=ADDRESS
http://www.cityofpaloalto.org/depts/pol/animal_services.asp
http://www.cityofpaloalto.org/depts/pol/animal_services.asp
http://www.phs-spca.org/
http://happypet.com/mobile.php
http://www.cityofpaloalto.org/depts/pol/animal_services.asp
http://www.cityofpaloalto.org/depts/pol/animal_services.asp
http://www.phs-spca.org/
http://www.imom.org/
http://www.aahahelpingpets.org/
http://www.catsincrisis.org/
http://www.help-a-pet.org/
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links. 
www.shakespeareanimalfund.org 
 
United Animal Nations – Lifeline Grants, Crisis 
Relief Grants, and more 
www.uan.org 
 
The Pet Fund 
www.thepetfund.com 
 
Financial Assistance Programs for 
Veterinary Care: California-specific 
PALS: Pets Are Loving Support - For seniors, 
disabled or ill pet owners. 
www.sonic.net/~pals/index.html 
 
PAWS San Francisco - For seniors, disabled or ill 
pet owners. 
www.pawssf.org 
 
SF SPCA Animal Hospital - For seniors, disabled or 
ill pet owners. 
www.sfspca.org/veterinary-hospital/financing-
options 
 
 
Spay/Neuter, Food, and Other 
Bad Rap: San Francisco - Pit bull-specific assistance 
for finding rental housing and insurance. 
www.badrap.org 
 
VET SOS: San Francisco - Free veterinary care and 
supplies for pets of the homeless. 
www.vetsos.org 
 
Shelters in San Mateo, Santa Clara, and 
San Francisco Counties 
Santa Clara County 
Palo Alto Animal Services 
3281 E. Bayshore Road 
Palo Alto, CA 94303 
(650) 496-5971 
http://www.cityofpaloalto.org/depts/pol/animal_
services.asp 
 

Humane Society of Silicon Valley 
901 Ames Avenue 
Milpitas, CA 95035 
(408) 262-2133 
http://www.hssv.org 
 
San Martin Animal Shelter 
12370 Murphy Avenue 
San Martin, CA 95046 
(408) 683-4186 
http://www.fosmas.org 
 
San Mateo County 
Pets In Need 
873 Fifth Avenue 
Redwood City, CA 94063  
(650) 367-1405 
http://www.petsinneed.org 
Peninsula Humane Society & SPCA 
12 Airport Blvd.  
San Mateo, CA 94401 
(650) 340-8200 
http://www.phs-spca.org 
 
San Francisco County 
The San Francisco SPCA 
2500-16th Street 
San Francisco, CA 94103-6589 
(415) 554-3000 
http://www.sfspca.org/ 
Animal Care and Control 
1200 15th Street (at Harrison) 
San Francisco, CA 94103 
(415) 554-6364 
 
Pet Insurance 
Pet Plan - Insurance for dogs and cats. 
www.gopetplan.com 
 
Pet-friendly Hotels 
AAA offers a great list AAA-rated pet-friendly 
hotels. 
http://www.aaa.com/PetBook/ 
 
Paw Nation provides their choices for best hotels 
for pets. 
Link here 

http://www.shakespeareanimalfund.org/
http://www.uan.org/
http://www.thepetfund.com/
http://www.sonic.net/~pals/index.html
http://www.pawssf.org/
http://www.sfspca.org/veterinary-hospital/financing-options
http://www.sfspca.org/veterinary-hospital/financing-options
http://www.badrap.org/
http://www.vetsos.org/
http://www.cityofpaloalto.org/depts/pol/animal_services.asp
http://www.cityofpaloalto.org/depts/pol/animal_services.asp
http://www.hssv.org/
http://www.fosmas.org/
http://www.petsinneed.org/
http://www.phs-spca.org/
http://www.sfspca.org/
http://www.gopetplan.com/
http://www.aaa.com/PetBook/
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This paper examines approaches to improving nutritional status among homeless, farmworker, and 

other low-income clients. Individuals at risk of poor nutrition may require a comprehensive approach 

that includes a combination of clinical nutrition services, nutrition education, and assistance enrolling in 

food assistance programs. We also offer general recommendations and considerations for providing 

nutritional advice to these clients.  

 

Background 
For homeless, farmworker, and other low-income populations, good nutritional status largely depends 

upon having an adequate and healthy food supply. In general, these populations may encounter 

challenges to food security that supersede their ability—or desire to—achieve nutritional goals. Food 

security is a state when all people, at all times, have physical, social and economic access to sufficient, 

safe and nutritious food that meets their dietary needs and food preferences for an active and healthy 

life. In 2012, 32% of low-income households in San Mateo County were food insecure.1 

 

Food insecure individuals may rely on a number of different sources of food assistance, including federal 

or state programs like the Supplemental Nutrition Assistance Program (SNAP, or CalFresh in California) 

and the Women, Infants, and Children (WIC) Program, and may also receive food from a large network 

of safety-net providers including congregate meal programs, soup kitchens, food pantries, brown bag 

programs, and homeless shelters (see Appendix A for a description of these programs). Reliance on 

these programs may also depend on one’s employment status, particularly among migrant and seasonal 

farmworkers.2 Among California counties, San Mateo has one of the lowest CalFresh participation rates 

among those who are income-eligible.3 According to the most recent San Mateo County Homeless 

Census (July 2015), among the 1,772 homeless individuals surveyed, 79% reported currently accessing 

free meals and 59% used a food pantry.4  
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Barriers to adequate nutrition for homeless, farmworker, and 

low-income clients  

First, it is important to understand the barriers that homeless, 

farmworker, and other low-income clients may face in accessing 

food—particularly healthy food—and  maintaining good nutritional 

status. Food access, and therefore nutritional status, is shaped by both 

individual-level and community-level factors including socioeconomic 

factors, food assistance, transportation, retail food environment, 

crime and safety, and health conditions (Figure 1).5 Barriers specific to 

homeless, farmworker, and low-income clients are described below. 

• Homeless shelters have varying rules about food storage. For 

those staying in homeless shelters, meals are generally provided but they must adhere to 

restrictions that prohibit residents from bringing in or storing perishable food. Usually, food 

must be consumed outside the shelter. If allowed in the shelter, food must be nonperishable 

and must be stored in clients’ rooms or lockers. 

● Availability of cooking and food storage facilities vary across homeless shelters and other 

temporary housing. These range from a kitchen in a common area, to in-room kitchenettes, to 

those with no kitchen facilities available for resident use. Local shelters typically prepare meals 

for the residents.6  

● The nutritional quality and content of meals provided at homeless shelters or through other 

sources of food assistance (such as meal programs, food pantries, brown bag programs, and 

emergency food programs) varies depending on organizations’ funding and donations. Shelters 

rely primarily on donations or a local food bank (e.g., Second Harvest Food Bank serves San 

Mateo and Santa Clara Counties) for the majority of the food they prepare and provide to 

residents. They may have limited funds to purchase additional meals or snacks for residents. 

● For shelter residents, most homeless shelters provide an average of 1.4 meals per day, forcing 

individuals to seek other sources of food throughout the day.7  

● Food availability and dietary patterns are often cyclical for those who receive food assistance or 

other benefits. Meaning, individuals may have adequate food supply early in the month but rely 

more heavily on shelters and free meals for food once benefits have run out.8 Benefits for an 

individual receiving SNAP/CalFresh are approximately $190/month.  

Figure 1. Factors Influencing Food Access 
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● In general, clients’ ability to purchase foods from retail food stores, such as convenience or 

grocery stores, may be limited due to lack of availability, geographic proximity, lack of 

transportation, and/or being turned away by business owners.  

● Among farmworkers, food access and eating patterns are likely to be limited by work schedules, 

transportation, and income fluctuations (particularly among migrant and seasonal 

farmworkers).9 For farmworkers, a typical day consists of a quick breakfast (with an emphasis on 

foods that need minimal preparation such as cereal, breads, and packaged foods) and dinner. 

They may go without a midday meal given the limited break times during the day, no food 

storage or reheating opportunity in the field, and often no portable water. Some may bring 

packaged foods that do not need be refrigerated. Some may also eat the crop they are 

harvesting. Many may be reliant on their crew leader or other workers for transportation to 

grocery shopping.  

● Statewide, the vast majority of farmworkers are of Hispanic/Latino descent; based on anecdotal 

evidence, it is likely that San Mateo County follows this trend.10 As such, their eating patterns 

are likely to be shaped by cultural food preferences, their country of origin, and their degree of 

acculturation. In the U.S., they may lack access to ethnic and culturally preferred foods. Dietary 

habits often change while living in the U.S., with immigrants reporting dining out more 

frequently, eating more fast food, eating more processed (such as sodas and meats) and less 

fresh foods (vegetables, dairy), and having less time to cook meals due to demanding work 

schedules.  

● Farmworkers may experience additional challenges accessing food assistance, including public 

benefit programs as well as other community assistance that require documentation of legal 

immigration status.11 Farmworkers may be hesitant or fearful of using these programs in case 

they “jeopardize their ability to work and make a living.” 

● Individuals of Hispanic/Latino descent are at greater risk of food insecurity, obesity, and 

diabetes compared to the general population.12,13 Farmworkers represent a particularly 

vulnerable population; the California Agricultural Workers Health Survey indicated a high 

prevalence of risk factors and indicators of chronic diseases, including obesity and diabetes but 

low utilization of healthcare.14 
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Public Food Assistance Services in San Mateo County 
A crucial component for improved nutritional status is ensuring that clients have access to an adequate 

food supply. As such, many community health centers and other safety-net providers offer on-site 

eligibility and/or enrollment assistance or provide referrals for clients to CalFresh/SNAP and WIC 

programs. Enrollment for both SNAP and WIC can be completed in person at a Human Services Agency 

office, online, or through the Second Harvest Food Bank Food Connection Hotline. The hotline provides 

information about other available food assistance programs in the area (see Appendix B for Food 

Connection Hotline information). Public food assistance programs and their eligibility criteria are 

described in the table below and in Appendix A.  

Program Program Description and Eligibility 
CalFresh/Supplemental Nutrition 
Assistance Program (SNAP) 
 
http://hsa.smcgov.org/food-
assistance 

Financial assistance provided to individuals and families with 
household incomes at or below 200% of the Federal Poverty Level. 
In California, individuals receiving Supplemental Security Income 
(SSI) benefits are not eligible for CalFresh. Benefits can only be 
redeemed at SNAP-authorized retail outlets. Non-US citizens must 
provide a resident alien card or other proof of legal immigration 
status.* 
 
The state of California also offers SNAP-Education (SNAP-Ed), which 
provides funding and resources for local providers to provide 
nutrition education to SNAP participants.15   

 Women, Infants, & Children 
(WIC) Program 
 
http://smchealth.org/wic 

  

Food vouchers provided to pregnant women and women with 
children under the age of 5 with household incomes at or below 
185% of the Federal Poverty Level. Food vouchers can only be 
redeemed for certain food items and at WIC-authorized retail 
outlets. WIC also provides breastfeeding support and nutrition 
education classes. Individuals must provide a form of identification 
and proof of residency (e.g., addressed mail or bills), but are not 
required to provide documentation of legal immigration status. 

Senior Nutrition Program 
 
http://smchealth.org/node/1031 

Daily congregate meal program provided to seniors over the age of 
60 and the spouse of an eligible participant regardless of age. Meal 
sites that receive funding from the Older Americans Act are 
required to follow dietary guidelines for meals. “The menus at the 
OAA sites are approved by Registered Dietitians to meet the U.S. 
Dietary Reference Intakes and are low in fat, sodium and 
cholesterol.” 

*For more information about immigration status requirements, see: 
http://www.fns.usda.gov/snap/eligibility#Immigrant Eligibility 
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Promising Practices for Improving Nutritional Status among At-Risk Clients 
For health centers and other safety-net providers serving homeless individuals, farmworkers, and other 

low-income clients, there are a range of services recommended to improve nutritional status. Services 

fall broadly into the following categories: 1) clinical nutrition services, 2) nutrition education, and 3) 

community food assistance services. The appropriate services for a given individual may vary based on 

their health status and living situation and may fluctuate over time. For example, a homeless individual 

with diabetes may require clinical nutrition services to manage diabetes symptoms and develop a 

diabetes-friendly meal plan. 

 

Clinical nutrition services provided in a healthcare or community setting typically include a range of 

services that are considered medical nutrition therapy (and may be covered by health insurance). This 

includes nutrition screening and assessment, intervention, and counseling for clients on a variety of 

topics, including diabetes, cardiovascular disease, digestive health, pregnancy, weight management, and 

others. Some of these services, such as nutrition screenings and assessments, may be provided by a 

primary care doctor instead of a registered dietician. Clinical services are often offered in conjunction 

with nutrition education classes. Both can be beneficial for homeless, farmworker, and low-income 

clients, but clinicians and educators should consider tailoring nutrition advice to clients’ particular 

circumstances. Some of these considerations are described below and it is recommended that 

“pharmacists and other health care providers should be willing to modify recommendations based upon 

the patient’s ability to adhere.”16 For specific recommendations from the National Healthcare for the 

Homeless, see Appendix C.17 

● Affordability and availability of nutritious foods. Homeless and low-income clients likely have 

limited and variable food budgets. Therefore, foods recommended by clinical staff should be 

affordable and easy to find in their community. 

● Eligibility for or enrollment in SNAP or WIC. If clients utilize SNAP or WIC benefits, they may be 

limited to shopping at certain stores that accept these benefits.  For women using WIC 

vouchers, only certain food items are eligible for purchases. Note that per California laws, 

individuals receiving Supplemental Security Income (SSI) are not eligible to receive SNAP 

benefits.  

● Time constraints. Depending on their employment status and child care needs, clients may not 

be able to attend regular counseling appointments or classes. If possible, these services should 
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be offered on evenings and weekends. In addition, transportation needs and challenges may 

affect clients’ ability to attend services or shop for food.  

● Existing health conditions. Existing health conditions may impact clients’ ability to eat nutritious 

foods, particularly among homeless individuals. For example, poor dental health can impair 

one’s ability to eat certain foods (e.g., hard or chewy foods) while mental health conditions may 

lower one’s cognitive ability to obtain and prepare foods. Management of chronic diseases such 

as diabetes and cardiovascular disease may also be challenging if clients rely on charitable food 

assistance, since they will likely have a limited selection of foods. 

● Access to healthcare. Low-income clients may lack health insurance as well as access to regular 

healthcare. Particularly among farmworkers, demanding work schedules can make “continuity 

of care difficult and highlights the need for disease prevention and early detection.”18 

● Cultural food preferences and traditions. Considering the ethnic and cultural food preferences 

of Hispanic/Latino clients is critical to ensuring that diet advice and materials are well-received 

and encourage adherence. These preferences will likely depend on one’s country of origin. 

 

Nutrition education can be provided in a variety of formats including one-on-one counseling, classes, 

online learning, distributed materials, and in-person demonstrations.a A recent study conducted in San 

Mateo County indicated that use of community resources providing nutrition and physical activity 

education were associated with better diets among a low-income Hispanic/Latino immigrant population; 

however, these resources are currently underutilized.19 Based on research among homeless, low-income 

Hispanic/Latino and other populations in different clinical settings, there are several recommendations 

that have emerged for providing nutrition education to this and other low-income populations:  

● Nutrition counseling should utilize motivational interviewing (MI) techniques and provide 

support for self-management of dietary concerns. MI and “MI-consistent” techniques include 

the following elements: empathy, “affirmation, emphasis of control, providing support, and 

asking permission.”20 

● Nutrition counseling should include identifying barriers to good nutrition and working with 

patients to problem solve ways to overcome these barriers.21 Barriers to consider include not 

only a client’s food preferences and purchasing habits, but should also include social and 

                                                
a Some nutrition counseling and education services may be reimbursable by public and commercial health insurance plans as 
preventive visits under 2016 ICD-10-CM Diagnosis Code Z71.3 Dietary counseling and surveillance. More information at: 
http://www.icd10data.com/ICD10CM/Codes/Z00-Z99/Z69-Z76/Z71-/Z71.3 
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environmental barriers (e.g., housing situation, high density of fast food restaurants, lack of full-

service grocery stores, lack of transportation, etc.). 

● Nutrition counseling should address self-management approaches to chronic diseases that are 

common among homeless populations, including diabetes, hypertension, and cholesterol. 

Screening for these chronic diseases can be included as part of nutrition counseling or primary 

care visits. 

● Educational materials should be developed in a low-literacy format and at a 6th grade reading 

level to increase understanding. Materials should be visually engaging and available in multiple 

languages (English and Spanish, at a minimum).  

● Nutrition education programs should include hands-on, interactive lessons using experiential 

learning techniques such as demonstrations, cooking, and taste tests.22,23 

● Individual classes should be able to stand alone as a comprehensive nutrition lesson, given that 

clients may not be able to attend multiple or sequential classes due to other demands on their 

time.24  

● In addition to providing clinical nutrition services, service organizations can also provide 

enabling services to support nutrition needs, such an enrollment and eligibility assistance for 

SNAP and WIC, food pantry programs, etc. Ideally, staff can provide eligibility determination for 

public benefits, have services onsite, or provide a referral to another community resource to 

assist with enrollment.   

● The SNAP-Education (SNAP-Ed) Program may provide a potential funding source for general 

nutrition education provided to low-income populations (the target audience for 

SNAP/CalFresh); however, funding restricts use of SNAP-Ed dollars for medical nutrition 

therapy.25,26 

● Find opportunities to integrate general nutrition education into existing interactions with 

patients and “make use of ancillary staff for general nutrition patient education,” such as staff 

assisting with patient intake, waiting room, insurance enrollment, and existing counseling and 

group sessions.27 For example, educational materials on nutrition topics could be distributed 

when clients check in for appointments.  

● Utilize existing curriculum materials tailored to low-income populations. The California 

Department of Public Health’s Nutrition Education and Obesity Prevention Branch offers a range 

of curriculum materials for the SNAP-Ed program.28 The New Leaf, Choices for Healthy Living 

manual is “a theory-based diet and physical activity assessment and tailored counseling program 
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designed for use in clinical settings serving lower-income populations” (see Appendix D).29 The 

USDA’s SNAP-Ed Connection portal offers meal planning, shopping, and budgeting tools 

designed for SNAP participants (see Appendix E).30 

 

The table below lists several recommended topics for nutrition classes tailored to low-income clients. 

Suggested Nutrition Education Curriculum Topics  
for Homeless & Farmworker Populations 

● How to choose nutrition foods and beverages in a shelter or temporary housing environment 

● Shopping and meal planning on a limited budget 

● Eligibility and enrollment in SNAP/CalFresh or WIC programs 

● Meal planning, food storage, and food safety without refrigeration or cooking facilities 

● Understanding food labels 

● MyPlate meal planning concepts 

● Meal planning to reduce symptoms of diabetes, hypertension, and heart disease 

● Food safety precautions (especially for those without refrigeration) 

● Nutrition for pregnant and lactating women 

● Adapting ethnic/cultural recipes to meet nutritional guidelines and/or utilize seasonally or 

locally available foods 

 

 

Innovative Practices to Improve Nutritional Status among Homeless, Farmworker, 

and Low-income Clients  

There have been a limited number of clinical nutrition and education programs tailored specifically to 

homeless and farmworker populations; however, there are a handful of innovative practices that could 

provide insights into promising practices for improving nutritional status among at-risk clients.  

 

The Northpoint Health & Wellness Center (a Federally Qualified Health Center (FQHC)) in Minneapolis 

provides a Community Food Shelf to health center clients in addition to the health and dental services 

they provide on a daily basis.31 The food shelf is available to clients on a monthly (every 30 days) and 

emergency basis. Registered clients can obtain a 3-4 day supply of food once per month while new 

clients or those who are from outside the service area can receive an emergency package (meant to last 



 
9 

 

1 day). Clients are able to “shop” the food shelf, which consists of donated and purchased foods and 

may also request additional nonfood items (such as diapers). During the summer, the food shelf also 

distributes free fresh produce to the public once per week. The clinic receives funding from the State of 

Minnesota, as well as donations from local partners and individuals. Notably, the health center also has 

an on-site WIC program in collaboration with the Hennepin County Human Services Department. The 

WIC program provides eligibility and enrollment assistance, health and nutrition assessment, referrals to 

health and social services, breastfeeding support, as well as WIC food vouchers. 

 

The Central Valley Health Network (representing FQHCs across the Central Valley region of California) 

has implemented a SNAP-Ed program for clients and identified key insights and recommendations for 

providers.32 Although these recommendations applied specifically to SNAP-Ed funded activities, they are 

applicable to any nutrition counseling provided to low-income clients. Three key recommendations from 

the SNAP-Ed program include: 1) offering practical options for nutrition, 2) taking a client-centered 

approach, 3) helping clients build self-esteem and social support, and 4) developing culturally and 

language-appropriate materials. These recommendations are described in detail below.  

● Offering practical options: CVHN providers work with clients to provide practical nutrition 

advice that takes into account the social and environmental context of individual behavior 

change. For example, recommended recipes should include foods that are affordable and likely 

to be accessible for the client.  

● Client-centered approach: The SNAP-Ed program aims to provide care that is “respectful of and 

responsive to individual patient preferences, needs, and values and ensuring that patient values 

guide all clinical decisions.” Therefore, clinical nutrition services should encourage small, 

incremental changes in nutrition-related behaviors and emphasize setting personal goals. This 

type of “collaborative goal-setting” has been previously shown to be effective in engaging 

individuals in their care plans.33  

● Self-esteem and social support: SNAP-Ed providers help clients build self-esteem, provide 

opportunities for social support (e.g., by including family members in counseling or providing 

group counseling sessions), and maintain a non-judgmental tone. 

● Developing culturally and language-appropriate materials: CVHN providers have developed or 

sourced culturally and language-appropriate materials to meet the needs of their clients and to 

support the rest of their counseling methods. 
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The Codman Square Health Center in Dorchester, MA has a number of services aimed at improving 

nutritional status for clients, including clinical nutrition services, group nutrition education, cooking 

classes, SNAP referrals, an on-site WIC program, and nearby food pantry and farmers’ market.34 

Nutrition education includes diabetes and weight management and is offered through group sessions. 

The health center also offers a monthly cooking class for seniors (ages 50+). In 2008, the health center 

jointly founded a farmers’ market with the Neighborhood Development Council in Dorchester. The 

farmers’ market was moved from its original location in the health center parking lot to a larger, more 

visible space across the street. In addition, there is a food pantry located down the street that is open 

one day per week. The health center provides referrals and information for both the market and pantry 

to its clients.  

 

The New York Children’s Health Project (NYCHP) provides healthcare in an FQHC setting to homeless 

children and families, including a nutrition education program targeted at children called the Cooking, 

Health Eating, Fitness and Fun (CHEFFs) program.35 The 15-week program is aimed at homeless children 

6 to 14 years old and is designed to increase knowledge and skills around healthy eating and physical 

activity through a curriculum entailing core nutritional concepts, taste-tests, and meal preparation. 

Evaluation of the program has shown that children who participated in the program increased their 

knowledge of nutrition concepts but that their dietary intake and quality was still heavily influenced by 

homeless shelters’ meal policies. 

 

Programs and recommendations tailored to farmworkers 

The Yakima Valley Farm Workers’ Clinic (a network of health clinics in Washington and Oregon) offers 

nutrition services that are integrated into primary care services.36 Services are provided by Registered 

Dietitian Nutritionists (RDNs) to patients “with nutrition-related conditions (diabetes, cardiovascular 

disease, weight management, digestive issues, food allergies, etc.), as well as for preventative education 

(Well Child Checks, prenatal counseling, healthy families) and for general nutrition questions and 

concerns.” RDNs utilize a motivational interviewing approach and work with clients to tailor counseling 

to their needs. Clients may receive same-day counseling from an RDN via a warm handoff from their 

primary care provider.  

 

The Maine Migrant Health Program (MHHP) provides mobile health outreach to farmworkers across 

the state of Maine.37 The MHHP provides medical and nursing services through mobile units at 

http://www.mainemigrant.org/
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farmworker camps, serving over 1200 patients annually. In addition, “MMHP maintains over 50 voucher 

contract sites to complement the mobile care, and offers transportation, interpretation, and care 

coordination services to link a patient from the mobile unit to a community provider. To maximize 

access, our mobile units and outreach workers travel throughout the blueberry, apple, eggs, Christmas 

trees/wreath, tree-planting, and broccoli harvests.” The program also coordinates a resource center 

during the blueberry harvest season (a major crop in Maine and source of work for many farmworkers) 

that includes educational services, social services, a food pantry, and legal aid. 

Community Health Service, Inc. (CHSI, formerly known as Migrant Health Services, Inc.) provides health 

services to migrant and seasonal agricultural workers in Minnesota and North Dakota.38 Within their 

health center network, CHSI provides health assessments, health and nutrition education (including 

bilingual materials), and interpreter services free of charge to all patients. They have also implemented a 

successful program to provide diabetes care to a Hispanic migrant farmworker population.39 Diabetic 

patients can attend “cluster clinics”—temporary clinics with various diabetic-specific services—that 

allow patients to get a variety of healthcare needs taken care of at once, including a basic dental exam, 

retinopathy eye exam, pharmacist consult and diet/exercise education by a diabetic educator and/or 

nutritionist. Clinics are staffed by a multidisciplinary team consisting of PCPs, Hispanic bilingual health 

outreach workers (BHOs) and diabetes lay educators (DLEs) to provide culturally and linguistically 

appropriate care. To reduce barriers to attendance, clinics are held in the evening, after workers are 

finished with fieldwork. Clinics are typically provided at non-healthcare settings such as a school, church, 

or social service agency. Patients also receive healthy food while attending, which reinforces nutrition 

education and provides a meal and incentive to attend since many patients may come directly from the 

fields. The effectiveness of the program stems from “the barriers of cultural relevance, cultural 

appropriateness, and language differences are being addressed in this program through education of 

MHSI staff, the work of the DLEs, the timing and location of services, and the inclusion of family 

members in all program activities.”40 The organization also provides training and education on diabetes 

and Hispanic farmworker culture to a regional network of providers as well as the nurses and bilingual 

health outreach workers (BHOs) that staff the health centers.  

A pilot study of the Community Diabetes Education (CoDE) program was conducted in Dallas to 

determine the feasibility of a culturally appropriate diabetes management care intervention.41 The CoDE 

program relies on “a single specially trained community health worker [CHW] to provide primary 

diabetes education classes and nutritional counseling, as well as quarterly care-management 
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sessions….designed to be an abbreviated low-cost, one-to-one educational intervention directly 

integrated into an existing urban community clinic.” The model consists of three individual education 

visits with diabetics (all uninsured) addressing diabetes knowledge and self-assessment followed by a 

quarterly assessment and case management visits, all conducted by a bilingual CHW. The pilot study 

showed that implementation of the model resulted in improved HbA1C levels among participants. 

Research suggests that nontraditional health workers—including bilingual promotoras and CHWs—may 

be particularly well-suited to provide culturally and linguistically appropriate health interventions and 

care to Hispanic/Latino farmworker populations.42,43 For example, a recent pilot study indicated that 

community health workers could provide non-invasive risk assessment for diabetes and cardiovascular 

disease among a sample of migrant farmworkers in rural Virginia.44 A review of diabetes self-

management educational programs targeted to racial/ethnic minorities (41% of studies included were 

targeted to Latinos) suggested that future programs should: 

• Be delivered face to face (rather than using telecommunication techniques); 

• Be delivered on an individual basis so as to improve patient engagement; 

• Employ cognitive reframing techniques in counseling; and 

• Involve peer providers/educators to deliver education.45 

In general, the following promising practices regarding providing culturally and linguistically appropriate 

nutrition counseling and related care to Hispanic/Latino farmworker populations have emerged: 

• Utilize staff such as diabetes lay educators, promotoras, community health workers, peer 

patient educators, and bilingual health outreach workers.  

• If possible, provide mobile services and extended service hours at health centers, other 

service organizations, and/or non-traditional health settings. Availability of evening and 

weekend appointments can reduce barriers for farmworkers working during the day or 

those needing childcare.  

• Provide materials and classes in both English and Spanish. When demonstrations (e.g., 

cooking classes) are utilized, food items included should be relevant to Hispanic/Latino 

preferences.  

• When possible, include other family members in patient care (e.g., cluster clinic example) to 

encourage social support as well as improve adherence to self-management and dietary 

advice.  
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Appendix: 

 Appendix A. Types of Food Assistance Programs 

 Appendix B. Second Harvest Food Bank Food Connection Hotline  

 Appendix C. National Healthcare for the Homeless Recommendations 

 Appendix D. Community Nutrition Education (CNE) Logic Model Overview (USDA) 

 Appendix E. Homeless Nutrition Education Toolkit: A Resource for Nutrition Educators and Emergency Food Providers 

 Appendix F. Diabetes Compendium: A Compilation of Educational Resources for Spanish speaking Patients with Diabetes (National 

Center for Farmworker Health, Inc., 2012) 
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Appendix A – Types of Food Assistance Programsb 

Program Type Description Settings Eligibility Requirements Cost 
Primary 
population 
served 

CalFresh 
(Supplemental 
Nutrition 
Assistance 
Program/SNAP)c 

Clients receive financial 
assistance monthly to 
purchase food at eligible 
retailers. 

Food retail outlets 

• Households with gross income <200% Federal 
Poverty Level. 

• May need to meet resource limit of $2250. 
• May need to meet work requirements, including 

“certain employment and training activities such 
as searching for work, performing community 
service, or going to school or training.”d 

• Non-U.S. citizens must be lawfully present and 
may be subject to residency requirements.e 
Undocumented individuals are not eligible. 

• Both homeless and migrant workers may be 
subject to reporting any changes in income on a 
regular basis.  

Free of cost Low-income 
individuals 

Women, Infants, 
& Children 
(WIC)f 

Clients receive financial 
assistance monthly to 
purchase food at eligible 
retailers. 

Food retail outlets Households with gross income <185% Federal Poverty 
Level Free of cost 

Low-income 
pregnant 
women or 
women with 
children 
under 5 

Meal Programs 

Provide prepared meals or 
snacks on-site to clients in 
need who may or may not 
reside on the agency’s 
premises. 

• Soup Kitchens 
• Churches 
• Homeless 

Shelters 

Depends on the program. May need to be a resident 
to receive meals at homeless shelters. 

Generally 
provided 
free of cost 

Homeless 

                                                
b Table adapted from: San Jose Food Access Assessment. Prepared by JSI and Brian Fulfrost & Associates for The Health Trust. September 2015. 
c More information at: http://www.calfresh.ca.gov/Pg841.htm 
d Work requires vary by county and depend on whether individuals are receiving other benefits, disability status, and other factors. More information at: 
http://www.calfresh.ca.gov/Pg841.htm 
e More information in the SNAP Non-Citizen Guidance document: http://www.fns.usda.gov/sites/default/files/Non-Citizen_Guidance_063011.pdf 
f More information at: http://smchealth.org/wic 
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Program Type Description Settings Eligibility Requirements Cost 
Primary 
population 
served 

Brown bags, 
grocery, or 
pantry programs 

Distribute non-prepared 
foods, groceries, and other 
household supplies for off-
site use, usually for 
preparation in the client’s 
home. Bags may be 
prepared for clients or 
clients may be able to 
choose foods from a 
pantry. 

• Food Pantries 
• Soup Kitchens 
• Churches 
• Homeless 

shelters 

Depends on the program. Some are for families only. 
Generally 
provided 
free of cost 

Homeless 

Informal feeding 
groups 

Distribute prepared meals 
at parks or other outdoor 
venues. 

• Parks 
• Popular 

intersections 
None Free of cost Homeless 

Senior Nutrition 
Programg 

County- and City-
sponsored program 
providing congregate hot 
meals to seniors. 

• Senior centers 
• Community 

centers 
• Community-

based 
organizations 

Seniors over the age of 60 with some exceptions. No 
income requirement. 

Suggested 
$3 
donation 
per meal 

Seniors 

San Mateo 
County Meals on 
Wheels Program 

Distribute hot and frozen 
meals delivered to 
homebound individuals in 
their homes. 

Home delivery 

• Over the age of 60 
• Resident of San Mateo County 
• Must be homebound and have difficulty preparing 

meals 

Suggested 
$4.75 
donation 
per meal 

Homebound 
seniors 
and/or 
disabled 

Second Harvest 
Food Bank 
Brown Bag 
Programs 
(Family Harvest 
& Seniors)  

Distribute non-prepared 
foods and groceries for off-
site use, usually for 
preparation in the client’s 
home. 

• Senior centers 
• Community 

centers 
• Community-

based 
organizations 

• Family Harvest: Low-income families <200% 
Federal Poverty Level. 

• Seniors: Seniors (age 60+) or disabled individuals 
(age 55+) registered for program with Second 
Harvest Food Bank 

Free of cost Seniors 

 

 

                                                
g More information at: http://smchealth.org/node/1031 



TAB 7
 Proposal  
summary/
report



 HEALTH SYSTEM 
SAN MATEO COUNTY 

 
DATE:  February 11, 2016 
 
TO: Co-Applicant Board, San Mateo County Health Care for the Homeless/Farmworker Health 

Program 
 
FROM: Linda Nguyen, Program Coordinator  

Health Care for the Homeless/Farmworker Health Program 
 

SUBJECT: RFP summary/report 
 
 
As part of the Request for Proposal evaluation process and policy that was approved at the December 10, 
2015 Co-Applicant Board meeting staff has convened all evaluation meetings and reviewed all 11 new 
proposals. The report includes funding recommendations for two proposals as well as recommendations to 
follow up with the other proposals for further information and clarification.  
 
Please find the report attached that includes full concerns from review committee members as well as funding 
recommendations.  
 
Proposals reviewed with funding recommendations that are partial/full: 

• Ravenswood Family Health Center for Enabling Services-  Full funding 
• LifeMoves (formerly IVSN) for Enabling services (CHOW)- Partial funding 

 
Proposals still under consideration, with request for further information:  

• CORA – Behavioral health and enabling service proposals (2) 
• Legal Aid- enabling services 

 
Proposals with funding not recommended, request for additional information:   

• Puente de la Costa Sur – coordinating services 
• Health Mobile – medical/dental proposals for farmworkers/homeless (4) 
• Samaritan House- medical proposal  

 
 
 
Attached- RFP summary/report  
 
 

 

Board of Supervisors: Carole Groom • Don Horsley • Dave Pine • Warren Slocum • Adrienne Tissier  
Health System Chief: Jean S. Fraser • San Mateo Medical Center CEO: Susan Ehrlich, MD, MPP 

222 W. 39th Avenue • San Mateo, CA 94403 • PHONE 650.573.2222 • CA RELAY 711 • FAX 650.573.2030 
www.sanmateomedicalcenter.org 

 



RFP Evaluation Report 2015-2016 

As part of the RFP process, each proposal was evaluated by subject-matter specific teams (Evaluation Team) by 
service category (Primary Medical Care/Dental Care, Enabling Health Services, Coordinating Services and 
Behavioral health/recovery services).  Evaluation Team members used a rating sheet to evaluate each proposal. Each 
Evaluation Team then made recommendations to the RFP Selection Committee on whether to fund, partially fund, 
not fund, or require more information for each proposal.  The RFP Selection Committee was charged with analyzing 
the Evaluation Team recommendations and assessing the best utilization of Program funds to provide services to the 
homeless and farmworker populations. 

Evaluation teams: 

Medical/Dental Services:  
Robert Stebbins (LifeMoves contractor)  
Julia Wilson (retired Public Health Nurse) 
Candace Kugel (Clinical Consultant)  

Enabling/Coordinating Services:  
Brian Eggers (Human Services Agency – Center on 
Homelessness)  
Allison Ulrich (Housing Policy & Development 
Consultant) 
David Modersbach (HCH Program Director – 
Alameda County)  
Cristina Ugaitaga (SMC Health - Aging and Adult 
Services) 

Behavioral Health and Recovery Services  
Brian Greenberg (LifeMoves VP) 
Frank Trinh (Medical Director, Mobile Van) 
Robert Stebbins (LifeMoves contractor)  

Ø Selection Committee- reviewed all proposals 
Robert Stebbins (LifeMoves contractor)  
Julia Wilson (retired Public Health Nurse)  
Frank Trinh (Medical Director, Mobile Van) 
Dan Brown (Consumer) 
Jim Beaumont (Program Director) 

New Proposals Received (11): 
Primary Care (homeless) 

· Health Mobile
· Samaritan House

Primary Care (farmworker) 
· Health Mobile

Dental Care (homeless) 
· Health Mobile

Dental Care (farmworker) 
· Health Mobile

Enabling Services (homeless) 
· Ravenswood Family Health Center
· LifeMoves (formerly IVSN)
· CORA

Enabling Services (farmworker) 
· Legal Aid

Coordinating Services (farmworker) 
· Puente de la Costa Sur

Behavioral Health/Recovery Services (farmworkers) 
· CORA



Process and Protocol for Invoicing and Reporting 

HCH/FH Program contracts are typically paid on an unduplicated  per-head basis.  The average service rate 
by service type from previous and current contractors are listed below:   

Service type Rate/patient
Primary Care $130-$192
Dental Care $376
Enabling Services
     - Care Coordination $250-$314
     - Intensive Care Coordination $500
     - Eligibility Assistance: SSI/SSDI $300
     - Eligibility Assistance: Health Insurance $100-$300

Contractors send an invoice on a monthly basis (along with a data spreadsheet), and are paid based on the number of 
new unduplicated patients/clients served the previous month.  Contractors also send a quarterly report on their 
progress in meeting contract goals and outcome measures.  If a contractor does not meet their goals and do not use 
up all their allocated money at the end of the grant year, the unused funds will go back to the HCH/FH Program 
general fund and can be redirected for other Program expenses/services as determined by the Co-Applicant Board.  
Contractors who use up all their grant money before the end of the grant year, are not paid beyond their agreed upon 
amount for the grant year.  These contractors would still have to serve our target population and report additional 
patients served in the monthly data spreadsheets. 

HCH/FH Program grant funds are meant to supplement programs and services to homeless and farmworker 
individuals and families.  Program funds are not meant to supplant existing funding or to fully fund a program.  
Some matching funds are expected to be included in the proposal.  Below are the feedback and recommendations 
from the Evaluation Teams and the RFP Selection Committee: 

ENABLING SERVICES 

Ravenswood ($80,958 for 400 unduplicated homeless patients through 1,200 visits per grant year) 
Evaluation Team recommendation – fully fund as requested 

· A solid proposal overall, important to provide support services for the homeless clients that they serve in
this effort. 
· More discussion on coordination for access to homeless dental and optometry services
· Additional detail regarding scheduling, site access, case selection etc.

Ø Selection Committee recommendation- fully fund requested  amount at $80,958 
· High number of transitional homeless (200); concerned that they are using drug treatment programs as

transitional status ; make sure that they categorize correctly , when they are literally homeless 
· They must have a set service schedule- our Board has authority to change the service sites/times
· Objective 5 (page 9)- clarify for 14% (is that what is current?) to 50% for patients with hbA1c levels <9
· Clarify about working with Santa Clara County clients; should not recruit people in Palo Alto
· Coordinating entities- does not list SMMC; what do they do for referrals?

LifeMoves (formerly IVSN)-  ($96,080 for 150 unduplicated homeless patients through 300 visits) 
Evaluation Team recommendation- fully fund as requested 

· Strong proposal with services that are needed , seems to have lots of links and collaborations
· How do we ensure that this is something different than what is currently happening?
· Staffing for a 1 FTE appears to be high for serving the number of patients proposed.



Ø Selection Committee recommendation-  partial funding  $75,000 (to cover staff and not all of overhead) 
· Program cannot pay for client incentives (can be included as their matching funds)
· Service intent is fine; their budget is an issue of paying for all administration/overhead costs
· No matching funds included in proposal

CORA ($154,435 for 80 unduplicated homeless patients through 1300 hours of visits) 
Evaluation Team recommendation – the group did not come to a consensus on funding, partial and full funding 
were both recommended. 

· Budget seems high
· Question what the funding is actually doing for the clients
· Proposal does not seem like a health centered operation, feels like it is supporting a Domestic Shelter, not

public health oriented enough. 
· Proposal needs to elaborate more on the needs, how many homeless actually serving, and to identity the need

for services along the Coastside. 
· Lacking information on demographics of clients as well as psychological, social and physical needs of

clients. 
· Program proposal seems a little bit too well funded, with so many staff time dedicated for program (LCSW,

child care and mgmt.) 
· Also noted that this proposal is for actual “Case management” services from a LCSW, instead of the care

coordination that the program is already funding, so it would justify higher costs. 
· The ramp up time and deliverables being lower for the first year are a concern, is this sustainable?

Ø Selection Committee recommendation- funding consideration pending, awaiting response for additional 
information. 

· In Audit- Is their corrective action taken care of?
· Concerns on  confidentially of data
· What do they do with this population now?

Is this continuation of current services? The person is not hired, seems like it’s something new. But how is
this being delivered now?

· What are the current services? What is missing? What is the gap we are trying to fill here?
· Concerns regarding  3 months ramp up time and request for a quarter of funds up front

Legal Aid ($89,909 for 62 unduplicated clients through 18 visits) 
Evaluation Team recommendation- Full funding was recommended, but also the option of partially funding some of 
the services that were proposed such as the Needs Assessment or the Technical Assistance. 

· Not a lot of services being proposed, services seem low (TA and outreach) for the staff
· Is the Needs Assessment going to inform the services they will provide?

Ø Selection Committee recommendation- funding consideration pending, awaiting response for additional 
information. 

· More explanation of the EXPERIENCE STUDY- is this the right group to study Medi-Cal patients? As Medi-
Cal patients should have more access than those that are not eligible for Medi-Cal.

· Maybe looking at those having access issues to health care makes more sense?
· Is it more beneficial to look at people that are priced out of the market?
· Only serve 12?
· Do all these services need to be supplied by Attorneys?
· How much does each effort cost? 4 services proposed
· Needs Assessment should not be conducted by Attorneys, what would it add?
· Low level of clients, want to ensure right people doing appropriate things



COORDINATING SERVICES: 

· Puente de la Costa Sur ($24,960)
  Evaluation Team recommendation- fully fund as requested. 

· The group liked the work being proposed as well as the quality of the work. They felt that this proposal
addresses the concern of continuity of care well.

Ø Selection Committee recommendation- funding not recommended, awaiting response for additional 
information. 

· Concern is spending efforts not on our target population (over 200% FPL)
· How do we measure success? What are we buying?
· How can we say it is improved? It is complex but doesn’t mean it is not working?
· How do we measure, to ensure that it is improving the system?
· Should they propose a specific service?
· What is the MOU about? For what services?
· $24,000 is too low for this type of coordination, realistic?
· Efforts seem too general, not sure how to measure success
· Coordination with Kaiser and other hospitals (private insurance) etc seems difficult to understand
· Unsure how this transfer into direct services
· This type of work should fall under scope of staff, not consultant

“What are the problems you trying to solve?” (define) How to solve these problems? (outcomes) 
· General question for other providers – what is the problem?

BEHAVIORAL HEALTH/RECOVERY SERVICES: 

CORA ($184,415 for 73 farmworker clients through 1300 hours of visits) 
Evaluation Team recommendation-  partial/full funding dependent on CORA’s response to follow up 
questions/responses 

· What about services for patients not along coast (inland)?
· Given their volume, does that warrant a 1 FTE position; how often do they have to follow up and how many

visits per a year.
· Too long a ramp up for implementation- 6 months with no services and wanting money up front.
· Trying to secure locations taking too long without providing services
· Many CBOs have used temporary space until permanent location secured; lack of securing office space

should not be barrier to providing services.
· What happens to patients the other 5 days a week that the Clinician is not available?
· Should ensure that all staff providing services be Spanish speaking and have experience with farmworkers

and homeless
· Salaries- how does this compare to going rate of other positions?
· Maybe instead of ½ the funding upfront, can give ¼ instead

  Data collection concerns as VAWA prohibits sharing identifying information to others: 
· How do we verify information and clients that are served?
· Concerned to ensure that they serve clients along coast. Worried about accountability.
· More concerned about serving women from FW community, would have trouble obtaining services if not

there along the coast.



        Recommendations/follow up questions request to CORA: 
· Suggest a 30-60 ramp up time instead of 6 months 
· As VAWA prevents sharing identifying information  group requests the following data using a unique 

identifier: FW/homeless status, city/location of service, and outcome measures  
· Consider a temporary location to provide services with limited services until a permanent location is secured 

to fully ramped up (such as non-profit or Second Floor of Mental Health Coastside clinic)  
 

Ø Selection Committee recommendation- funding consideration pending, awaiting response for additional 
information.  

· Clear discussion with Coastside, 6 months ramp up time is a long time 
· Unsure what the clinicians do on other days of the week, how do patients get help in between? 
· Seems like a combination of both coordination and mental health services are needed 
· Intended to serve 1300 hours on mental health, not sure how much of the coordination (day by day) services 

scheduled/inserted 
· Manager FTE/time seems high on both proposals 
· Question: what is the manager managing? 
· Infant & Child Development Specialist - .5 FTE on each proposal, 1 FTE if funded both, too high 
· Project seems more concrete, at-risk population, easily identifiable, much easier for us to fund it 
· How did they come up with 73 target number? 
· 6 month ramp up time seems unrealistic, half of funds up front (paying large amount of fixed cost) 
· Administration side – how much want to allocate with management? 
· Ask for shorter ramp up time; if not possible, would lower amount and prorate it 

 
MEDICAL SERVICES:  
 
Samaritan House ($44,678 for 60 homeless patients and 5 farmworkers through 260 visits) 
Evaluation Team recommendation - partially fund if funded. Willing to have further discussion and get more 
information on how the 65 proposed served would fit with their overall capacity 
 

· Greatest reservation was the budget/funding. Concerned about cost being so high 
· Low volume, only 60 homeless, not a great value, considering the overall costs. 
· What is their capacity and can they serve more?  
· Not make a strong case for farmworker experience, mainly homeless. 
· Need more information, on how the 65 fits in their overall capacity, and funding less. 

 
Ø  Selection Committee recommendation- funding not recommended, awaiting response for additional information. 

· Page 6-how do they access farmworker individuals and families  
· Page 7- objectives unclear on data collection  
· Concerns on what is proposed for funding in staffing  
· Concern on proximity to SMMC, comment on 3-4 month backlog is inaccurate and dated from years ago  
· How would they transport shelter clients to clinics?  
· Delivery of service- QI/ Credentialing and Privileging, difficult to include in program efforts  
· What is the need (free clinic) after the roll out of Affordable Care Act as many insured? 
· What are their current QI efforts?  
· Who they are serving and how many? 
· How does this fit in with what they are already doing? Expanded?  
· How long have they been partnering with Safe Harbor and what kind of services are being offered at shelter? 
· Understanding of their volunteer and funded staff and how that works? Costing of personnel hard to 

understand.  
· Cost per patient is very high, much higher than we program has funded 



 
Health Mobile ($288,028 for 1,410 homeless and $288,028 for 1,410 farmworkers clients through 4,230 visits each) 
Evaluation Team recommendation- included partial funding and not fund at this time, because of too many 
unanswered questions in proposal. 
The proposal included services for homeless and farmworkers for both medical and dental services (4 services in 
one proposal) with no clear distinction between the experience and service level for the separate services. 

· Vague and inaccurate information on the populations they propose to serve in San Mateo County (homeless 
and farmworkers. 

· Poorly written and non-factual information on demographics of population 
· Concerns with primary care medical home, description seems vague and more like episodic care than 

primary care. 
· Budget discusses applying for FQHC status and Medi-Cal reimbursements towards matching funds 
· 2 vans being used 5 days a week with 1 dentist and 1 doctor seems inadequate/inconsistent 
· Collaborative relationships seem very week, no specific information about SMC 
· Don’t see a plan for the homeless and contacts, only mention shelters in general  
· Lack of Health Mobile's past presence in San Mateo County 
· Volume of clients seems widely inflated with data that was inconsistent with local reports on homeless and 

farmworker populations in San Mateo County 
 
Ø Selection Committee recommendation- funding not recommended, awaiting response for additional information. 

· 2 Vans- 1 doctor and 1 dentist; staffing inconsistent and unrealistic  
· Asking 1.2 million for proposal is more than their current budget 
· Presence/work in SMC is not apparent 
· Need to be vetted, no clear objectives, inaccurate facts, very unclear, inflated numbers 
· Proposed to see 1400 , not sure where they would find clients, as the Mobile Van and Clinics already see 

most of the homeless clients 
· Hard to understand their numbers are accurate as they are exactly the same (homeless/farmwokers) 
· Oversight issues on how to fold into program efforts on QI, Credentialing & Privileging etc. 
· No Spanish speaking staff mentioned for our client needs  

 
DENTAL SERVICES: 
 
Health Mobile ($400,938 for homeless and $380,938 for farmworker patients through 3,800 and 4,761 visits 
respectively) 
Evaluation Team recommendation- included partial funding and not funding them at this time. 
Overall the group felt that the proposal for dental services was still very vague, unclear, and inaccurate as the 
medical proposal, though Health Mobile appears to have more experience with dental services as compared to 
primary care. Concerns were the same listed in medical service proposal. 
 

· Vague and inaccurate information on the populations they propose to serve in San Mateo County (homeless 
and farmworkers. 

· Poorly written and non-factual information on demographics of population 
· Concerns with primary care medical home, description seems vague and more like episodic care than 

primary care. 
· Budget discusses applying for FQHC status and Medi-Cal reimbursements towards matching funds 
· 2 vans being used 5 days a week with 1 dentist and 1 doctor seems inadequate/inconsistent 
· Collaborative relationships seem very week, no specific information about SMC 
· Don’t see a plan for the homeless and contacts, only mention shelters in general  
· Lack of Health Mobile's past presence in San Mateo County 
· Volume of clients seems widely inflated with data that was inconsistent with local reports on homeless and 

farmworker populations in San Mateo County 
 



Ø Selection Committee recommendation- funding not recommended, awaiting response for additional information 

· 2 Vans- 1 doctor and 1 dentist; staffing inconsistent and unrealistic
· Asking 1.2 million for proposal is more than their current budget
· Presence/work in SMC is not apparent
· Need to be vetted, no clear objectives, inaccurate facts, very unclear, inflated numbers
· Proposed to see 1400 , not sure where they would find clients, as the Mobile Van and Clinics already see

most of the homeless clients
· Hard to understand their numbers are accurate as they are exactly the same (homeless/farmwokers)
· Oversight issues on how to fold into program efforts on QI, Credentialing and Privileging etc.
· No Spanish speaking staff mentioned for our client needs



2016 GRANT* - Contracts Budget Category 1,163,199$               
2015 Expanded Servcies Award 264,942$  
Anticipated Carry-Over (2015 Supplemental Award) 255,784$  

* Note that total grant amount is $2,373,376. 1,683,925$             

2016 Contracts Summary

Current Approved
Population Contract Period Amount Amount for 2016 Amount for 2017

Primary Care Services
Ravenswood Family Health Center Homeless 2 years 186,000$  90,000$                     96,000$                 
PHPP - 2014 Expanded Servcies - Servcie Connect, etc. Homeless 1 year 178,500$  178,500$  

Dental Care Services
Ravenswood Family Health Center Homeless 2 years 102,000$  50,000$  52,000$                 
Sonrisas - 2014 Expanded Servcies Farmworkers 2 years (2015&2016) 31,250$  25,625$  /

Enabling Services
Behavioral Health and Recovery Services Homeless 2 years 187,500$  90,000$  97,500$                 
LifeMoves (formerly known as IVSN) Homeless 2 years 348,150$  169,000$  179,150$               
Puente de la Costa Sur Farmworkers 2 years 231,050$  113,000$  118,050$               
Samaritan House Homeless 1 year 63,500$  63,500$  /

CURRENTLY APPROVED - SUBTOTAL 779,625$  542,700$               

Recommended for Approval
Population Contract Period Amount Amount for 2016 Amount for 2017

Primary Care Services
PHPP Mobile Health Clinic Homeless 2 years 589,500$  277,500$                   297,000$               

*+ 15,000 lump sum for equipment

PHPP Mobile Health Clinic Street Medicine
Homeless & 
Farmworker 1 years 218,750$  218,750$  /

*Expanded Services

Enabling Services
(New) Ravenswoord Family Health Center Homeless 1 year 80,895$  80,895$  
(New) LifeMoves (CHOW) Homeless 1 year 75,000$  75,000$  

PENDING APPROVAL - SUBTOTAL 667,145$  297,000$               

NEW SERVICE PROPOSALS - UNDER CONSIDERATION
Population Period Requested Amount

Working Through Specific Questions

Enabling Services
Community Overcoming Relationship Abuse (CORA) Homeless 1 year 154,435$  
Legal Aid Society of San Mateo County Farmworkers 1 year 89,909$  

Behavioral Health (Mental Health & Substance Abuse)
Community Overcoming Relationship Abuse (CORA) Farmworkers 1 year 184,415$  

Concerns and Issues Still Outstanding

Coordinating Services
Puente de la Costa Sur Farmworkers 1 year 24,960$  

Primary Care Services
Health Mobile Homeless 1 year 288,028$  
Health Mobile Farmworkers 1 year 288,028$  

Samaritan House
Homeless & 
Farmworker 1 year 44,678$  

Dental Care Services
Health Mobile Homeless 1 year 400,938$  
Health Mobile Farmworkers 1 year 380,938$  

ATTACHMENT 1



ATTACHMENT 2 
HCH/FH Program RFP Rating Sheet - 2015
Organization: _________________________
Target population: _____________________ Service type: ______________________ 

RATING SHEET 
Instructions: Please evaluate the proposal's description of its 
approach for providing the following services: (0 = lowest 5 = 
excellent)  Score Comments 
1. Program Service Description
 Experience providing services to target population
 Need for proposed services in area/target population
2. Program Service Delivery
 Services proposed are clearly explained (who, what, where, and
how) 
 Proposed services are flexible, accessible, and meet needs of
target population 
 Proposed services contain plan for continuity of care
3. Program Objectives
 Objectives are measurable and relevant to target population
 Includes clear plan to accomplish objectives
4. Program Community Collaboration
 Great collaboration/linkage to other agencies that provide
services to target population 
5. Program Management
 Staff are qualified and have clear job responsibilities
 Efficient use of staff to provide proposed services
6. Outcome Reporting and Data Collection
 Clear plan for data collection and reporting (who, what, how)
7. Budget
 Budget clearly states program income that may be generated in
provision of services (e.g. third-party reimbursements) 
 Administrative costs are 10% or less of total budget
 At least 10% matching funds, is reasonable
 Are proposed rates sufficiently justified in narrative?
 Efficient use of money to provide services to target population

TOTAL (80 points possible) 
Comments: 

Reviewer Signature:   Date: 



LIFEMOVES PROPOSAL FOR ENABLING SERVICES (CHOW) 

Proposal Target population: 150 Street homeless  
What is being proposed:  Care Coordination, Community health Outreach worker will be part of the Street Medicine 
team. 

To function as the primary liaison between the Street Medicine Team and homeless individuals.  The CHOW, in 
partnership with LifeMoves HOT team, will identify the locations of homeless individuals. The other range of services the 
CHOW will provide include: follow up with client, medical appointment scheduling, transportation, translation etc.  

Total Proposal Request:  $96,080 
Matching funds :   none specified in proposal 
Objectives include: 150 unduplicated clients 300 visits and medical needs assessments 
Budget requested: $96,080 

Concerns from review committee: 

• How do we ensure that this is something different than what is currently happening?
• Staffing for a 1 FTE appears to be high for serving the number of patients proposed.

Concerns/recommendation from Selection committee: 

Funding Recommendation $75,000 (to cover staff and not all of overhead) 

• Program cannot pay for client incentives (can be included as their matching funds) –
RESPONSE- We have removed the client incentive line and moved $1,000 into health and hygiene supplies that are

critical to meet the needs of the homeless individuals that the Street Medicine Team and the CHOW provides 
services to. These items provide homeless individuals with items that can greatly improve their quality of life 
and build rapport with the CHOW.  

• Service intent is fine; their budget is an issue of paying for all admin/overhead –
RESPONSE- Administrative overhead is 24% agency-wide. This proposal is requesting 10% in admin costs to provide 

for executive time, insurance, accounting, HR, and other administrative functions. 
• No matching funds included in proposal –

RESPONSE-  On page 20, item D of our initial proposal we did outline a cash match. However, we expanded on our 
original response to include cash match for our Vice President of Programs and Services’ time in addition to 
office supplies. Our cash match is actually $15,999 on a total request of $89,370 which exceeds the 10% cash 
match requirement.  
Our budget was also modified as follows:  
• Staff Travel was reduced by $1,000
• Equipment was reduced by $600
• Office supplies will be supplied as a cash match

. 



TAB 8 Request to 
Approve 

Contracts/MOUs: 

Mobile Clinic
Street Medicine 

 Ravenswood



HEALTH SYSTEM 
SAN MATEO COUNTY 

DATE:  February 11, 2016 

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

FROM: Jim Beaumont, Director  
Health Care for the Homeless/Farmworker Health Program 

SUBJECT: REQUEST FOR BOARD ACTION TO APPROVE AGREEMENT FOR FUNDING 
FOR PUBLIC HEALTH, POLICY AND HEALTH DIVISION 

Program received a proposal from Public Health, Policy and Planning Division (PHPP) in 
response to our issued RFP for the continuation of Primary Care services to homeless 
individuals through their Mobile Health Unit Team. After review and evaluation, we opened 
discussion with PHPP on the parameters of a MOU based on the proposal. 

The proposal essentially called for the continuation of the currently provided services.  Current 
services include providing comprehensive health assessments, screenings for chronic disease, 
on-going primary care to patients with hypertension and diabetes, OGBYN referral for pregnant 
women, and other health and social services referral. 

Included with this request is the draft MOU, along with a brief summary of the proposal.  The 
proposed agreement is for two (2) years.  The value of the agreement starts at $277,500 per 
year with a one-time $15,000 of complete installation of approved equipment, for a total MOU 
value of $589,500 for two years. 

This request is for the Board to approve the proposed MOU with PHPP.  It requires a majority 
vote of the Board members present to approve this action. 

Attachments: 
PHPP Memorandum of Understanding 
Summary of PHPP Proposal 

Board of Supervisors: Carole Groom • Don Horsley • Dave Pine • Warren Slocum • Adrienne Tissier 
Health System Chief: Jean S. Fraser • San Mateo Medical Center CEO: Susan Ehrlich, MD, MPP 

222 W. 39th Avenue • San Mateo, CA 94403 • PHONE 650.573.2222 • CA RELAY 711 • FAX 650.573.2030 
www.sanmateomedicalcenter.org 



MOBILE HEALTH CLINIC (PUBLIC HEALTH, POLICY AND HEALTH DIVISION) 
RFP PROPOSAL FOR PRIMARY CARE SERVICES 

Organization:  Mobile Health Clinic from Public Health, Policy and Planning Division 

Proposal Target population: 75 Street homeless; 650 Homeless shelter; 425 Transitional shelter; 
100 doubling up = total 1,250 (2,500 visits) 

What is being proposed:  Comprehensive health screenings, bridge to primary care, primary care collaboration with 
Service Connect, Immunization for Children and Adults, Health Care delivered by the Mobile Clinic and a fixed Clinic, foot 
clinic, street outreach, tuberculosis screening and treatment of Latent TB infection 

Total Proposal Request:  $392,345 

Matching funds :   $914,344 

Current Contract:  $90,000 PROPOSED CONTRACT:  $589,500 (2 years) 
[YR1 $277,500 + YR2 $297,000 
 + $15,000 equipment] 

Primary Care Services:  1,250 @ $192 Primary Care Services 1,250 @ $210 (YR1) 
  $225 (YR2) 

Additional 50 @ $300 (YR1) 
 $315 (YR2) 

On-site Equipment 
@ $15,000 

Objectives include: Comprehensive health assessments, screenings for chronic disease, on-going primary care to 
patients with hypertension and diabetes, pregnancy testing and education 

Budget requested: $392,345 + $914,344 = $1,306,689 



Memorandum of Understanding Between 
Health System, San Mateo Medical Center 

And  
Health System, Public Health, Policy and Planning Division 

 
The purpose of this Memorandum of Understanding (MOU) is to describe and make explicit the agreement 
between the San Mateo Medical Center (SMMC) and the Public Health, Policy and Planning (PHPP) Division 
of the San Mateo County Health System, regarding the provision of Primary Health Care Services through the 
Health Care for the Homeless/Farmworker Health Program funding.  These funded services will be provided by 
the Public Health, Policy and Planning Division’s Mobile Health Clinic to locations including shelters, on the 
streets, in transitional housing programs, and other places in San Mateo County where there are individuals 
who are homeless or at-risk of being homeless. 
 
I.  Background Information 
The Health Care for the Homeless/Farmworker Health (HCH/FH) Program is a program within the San Mateo 
Medical Center.  The HCH/FH Program oversees the provision of primary health care, dental health care, and 
behavioral health care services to individuals and families who are homeless or at-risk of being homeless, and 
the farmworker community in San Mateo County.  In order to ensure access to a continuum of services for 
homeless individuals, the HCH/FH Program provides federal (330(h)) funding to the Public Health, Policy and 
Planning Division for the purpose of providing Primary Health Care Services to individuals who are homeless in 
San Mateo County. 
 
II.  Goals and Objectives 
 
Goal:  To provide an array of preventive and primary medical care services throughout the County, which are 
accessible and available to homeless individuals residing in shelters, on the streets, in transitional housing 
programs, and other locations where homeless individuals are located. 
 
Objective 1:  In each contract year (January through December) to provide primary health care services to a 
minimum of 1,250 unduplicated homeless individuals residing in a shelter, on the streets, in transitional 
housing program, or at-risk of being homeless through a minimum of 2,500 visits. 
 

Outcome Measure a) In each contract year, at least 80% (1,000) of the homeless individuals seen will 
receive a comprehensive health screening for chronic diseases and other health conditions including 
hypertension, tobacco, drug and alcohol, and diabetes.  This health screening will be indicated by a 
primary diagnostic code of Z00.00, Z00.01 or Z72.1.  The screening will include, at a minimum, blood 
pressure screens, blood sugar screening (if appropriate), height, weight, and BMI. 
 

Objective 2:  At least 20% (250) of all homeless patient encounters will be related to a chronic disease, 
including asthma, COPD, diabetes, and hypertension. 
 

Outcome Measure a) At least 120 encounters during the grant year will be provided to homeless 
patients seen on the Mobile Clinic with a primary diagnosis of asthma and/or COPD.  At least 20% of 
homeless patients with a primary diagnosis of asthma and/or COPD will return for repeat medical visits.  
These visits include screenings, treatment, and/or asthma and/or COPD recorded in the visit as a 
primary diagnosis. 
 
Outcome Measure b) At least 120 encounters during the grant year will be provided to homeless 
patients seen on the Mobile Clinic with a primary diagnosis of either Type 1 or Type 2 diabetes.  At 
least 20% of the homeless patients with a primary diagnosis of Type 1 or Type 2 diabetes will return for 
repeat medical visits.  These visits include screenings, treatment, and/or Type 1 or Type 2 diabetes 
recorded as a primary diagnosis.  Of those homeless patients with a diagnosis for diabetes and who 
return for a follow-up visit, at least 90% each year will have their blood sugar tested.  Random chart 
reviews each quarter will be completed to document recent HgA1C levels of these patients.  At least 
70% of homeless patients diagnosed with Type I or Type II diabetes will have HbA1c levels less than or 
equal to 9%. 



Outcome Measure c) At least 300 encounters during the grant year will be provided to homeless 
patients seen on the Mobile Clinic with a primary diagnosis of hypertension.  At least 20% of homeless 
patients with a primary diagnosis of hypertension will return for repeat medical visits.  These visits 
include screenings, treatment, and/or hypertension recorded as a primary diagnosis.  Random chart 
reviews each quarter will be completed to document recent systolic and diastolic pressure levels of 
these patients.  At least 70% of homeless patients with diagnosed hypertension will have the most 
recent blood pressure levels less than 140/90.   

Objective 3:  100% of homeless women with a positive pregnancy test will be referred to SMMC OB-GYN 
clinic.   

Objective 4:  To ensure continuity of care and, if needed, referrals to other health and social services. 

Outcome Measure a) At least 75% of all clients seen at the foot clinic will be referred to Mobile Clinic’s 
RN or Nurse Practitioner for a medical visit. 

Outcome Measure b) At least 75% of homeless patients contacted at Service Connect will be seen at 
the Mobile Clinic for a medical visit. 

Outcome Measure c) At least 75% of homeless patients with mental health and/or AOD issues will be 
referred to Behavioral Health and Recovery Services. 

Outcome Measure d) At least 75% of homeless patients in need of case management and/or eligibility 
assistance will be referred to InnVision Shelter Network. 

III Terms of Agreement   
The Public Health, Policy and Planning Division will receive $210.00 (TWO HUNDRED THIRTY DOLLARS) for 
each unduplicated individual who meets the homeless criteria and receives primary health care services, up to 
a maximum of 1,250 homeless individuals. The rate shall increase by $15.00 per each unduplicated homeless 
individual in each subsequent contract year. 

The Public Health, Policy & Planning Division will receive $300.00 (THREE HUNDRES DOLLARS) for each 
unduplicated individual who meets the homeless criteria and receives primary care services over 1,250 
homeless individuals up to a maximum of 50 additional homeless individuals. The rate shall increase by $15.00 
per each unduplicated homeless individual in each subsequent contract year. 

The Public Health Policy & Planning Division will receive $15,000 (FIFTEEN THOUSAND DOLLARS) over the 
term of the agreement for potential development and/or equipment for on-site use on the mobile Vans (2) on 
approved of HCH/FH Program.  

The total amount payable under this agreement in no case shall exceed $589,500 (FIVE HUNDRED EIGHTY 
NINE THOUSAND FIVE HUNDRED DOLLARS). 

The Public Health, Policy and Planning Division will invoice the HCH/FH Program by the 10th of each month for 
the prior month’s efforts.  Each invoice will indicate the number of unduplicated individuals served in the prior 
month.   

Responsibilities 

The Public Health, Policy and Planning Division is responsible for the following: 

1. All demographic information will be obtained from each homeless individual receiving services on the
Mobile Clinic at the time of registration.  This may include homeless individuals who receive



services as described in this agreement, for whom the Contractor is not reimbursed. The 
contractor will also assess and report each individual’s farmworker status as defined by 
BPHC. 

2. A monthly invoice that provides the number of new unduplicated individuals served in the previous
month and the total encounters provided to all homeless individuals in this same time period will be
due the 10th of the following month.

3. Quarterly reports will be completed by Mobile Clinic staff to explain contract progress and provide an
update on the agreement’s goals, objectives, and outcome measures through random chart reviews for
each quarter, at the rate specified by Health Resources Services Administration (HRSA).  Quarterly
reports will be due on April 15, July 15 and October 15 of 2016 & 2017, and January 15, 2017 & 2018.

4. Participation in the planning and quality assurance activities related to the HCH/FH Program.

5. Participate in HCH/FH Provider Collaborative Meetings and other HCH/FH workgroups, as requested.

6. Participate in community activities that address homeless issues (i.e., Homeless One Day Count,
Homeless Project Connect).

7. Provide active involvement in the Bureau of Primary Health Care Office of Performance Review
Process.

8. Site visits will occur at a minimum of on an annual basis, to review patient records and program
operations, to verify the accuracy of invoicing and to assess the documentation of client
activities/outcome measures.  The HCH/FH Program will work with contractor to try and accommodate
scheduling for routine site visits and will provide contractor with a minimum notice of two (2) weeks for
routine site visits, regardless.  If the HCH/FH Program has identified issues, such as, but not limited to:

• Lack of timely reporting, especially repeatedly
• Multiple invoicing errors:  billings for duplicates; spreadsheet and invoice don’t match; etc.
• Ongoing difficulties in scheduling routine site visits
• Complaints or reports that raise concerning issues; etc.,

the HCH/FH Program will advise the contractor of the issue and provide notice to the contractor of the 
possibility to perform an unannounced site visit. 

The HCH/FH Program is responsible for the following: 

1. Monitor the performance of the Public Health, Policy and Planning Division to assure it is meeting its
agreement requirements with the HCH/FH Program.

2. Review, process, and monitor monthly invoices.

3. Review quarterly reports to assure that goals and objectives are being met.

4. Provide technical assistance to the Mobile Clinic related to program development, data collection, or
other HCH/FH Program related issues as needed.

This agreement will be effective January 1, 2016 – December 31, 2017. 

SIGNATURES 



___________________________________ ______________ 
Louse Rogers Date 
San Mateo County Health System  

___________________________________ ______________ 
Susan Ehrlich, Chief Executive Officer Date 
San Mateo Medical Center  

____________________________________ _______________ 
        , Director, Public Health, Policy and Planning  Date 

Health System 



HEALTH SYSTEM 
SAN MATEO COUNTY 

DATE:  February 11, 2016 

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

FROM: Jim Beaumont, Director  
Health Care for the Homeless/Farmworker Health Program 

SUBJECT: REQUEST FOR BOARD ACTION TO APPROVE AGREEMENT FOR FUNDING 
FOR PUBLIC HEALTH, POLICY AND HEALTH DIVISION FOR THE STREET 
AND FIELD MEDICINE SERVICE INITIATIVE 

Program received a proposal from Public Health, Policy and Planning Division (PHPP) for the 
Street and Field Medicine Service initiative to expand the delivery of Primary Care services to 
street homeless and farmworker individuals. After review and evaluation, we opened 
discussion with PHPP on the parameters of a MOU based on the proposal. 

The proposal essentially called for the expansion of primary care services to unsheltered street 
homeless individuals and migrant and seasonal farmworkers who are not adequately 
accessing current medical care resources. The initial goal of this service will be to start 
modestly and allow time to build trusting and lasting relationships with the street homeless and 
farmworker client communities being served. Services include providing health assessments 
and treatments, health screening and education, and Primary Care and Specialty Care 
referrals. 

Included with this request is the draft MOU, along with a brief summary of the proposal.  The 
proposed agreement is for one (1) year through December 31, 2016.  The total value of the 
agreement is $218,750. Total funding for this MOU comes from the 2015 Expanded Services 
Award from HRSA. 

This request is for the Board to approve the proposed MOU with PHPP.  It requires a majority 
vote of the Board members present to approve this action.  

Attachments: 
PHPP Memorandum of Understanding – Street Medicine 
Summary of PHPP Proposal – Street Medicine 

Board of Supervisors: Carole Groom • Don Horsley • Dave Pine • Warren Slocum • Adrienne Tissier 
Health System Chief: Jean S. Fraser • San Mateo Medical Center CEO: Susan Ehrlich, MD, MPP 

222 W. 39th Avenue • San Mateo, CA 94403 • PHONE 650.573.2222 • CA RELAY 711 • FAX 650.573.2030 
www.sanmateomedicalcenter.org 



PUBLIC HEALTH MOBILE CLINIC 
Street and Field Medicine Service Expansion 

Street and Field Medicine Service to provide medical assessments and treatments, health screenings 
and education, and appropriate Primary Care and Specialty Care referrals in San Mateo County 

Organization:   San Mateo Public Health Mobile Clinic 

Start Date: January 1, 2016 – December 31, 2016 

Proposal Target population: 120 unduplicated unsheltered street homeless individuals and migrant 
and seasonal farmworkers who are not adequately accessing current 
medical care resources in San Mateo County 

What is being proposed:  Partner with InnVision Shelter Network Homeless Outreach Team for 
medical & enabling services to street homeless, including case 
conferences; partner with Puente de la Costa Sur for medical & enabling 
services to farmworker, including case conferences; medical care to 
street homeless around Pacifica; case conference with SMMC Inpatient 
and Emergency Departments to identify recent discharge unsheltered 
homeless patients for Primary Care linkage; inpatient consultations at 
SMMC 

Staffing: Street & Field Medicine Team consists of a Nurse Practitioner and Medical Assistant 
(English/Spanish bilingual); Mobile Clinic Medical Director and one Mobile Clinic 
Registered Nurse will also be involved 

Total Proposal Request:  $210,283.83 

Matching funds :   Not specified 

PROPOSED CONTRACT:   $218,750 

Homeless & Farmworker 125 @ $1,750 

Objectives include:  Health assessment for chronic medical conditions & physical exam, depression 
screenings, intensive primary care services to individuals with chronic medical 
illnesses (Type 1 or 2 Diabetes or Hypertension), referrals to Primary Care 
services 



Memorandum of Understanding Between 
Health System, San Mateo Medical Center 

And  
Health System, Public Health, Policy and Planning Division 

The purpose of this Memorandum of Understanding (MOU) is to describe and make explicit the agreement 
between the San Mateo Medical Center (SMMC) and the Public Health, Policy and Planning (PHPP) Division 
of the San Mateo County Health System, regarding the provision of Primary Health Care Services through the 
Health Care for the Homeless/Farmworker Health Program funding.  These funded services will be provided by 
the Public Health, Policy and Planning Division’s Mobile Health Clinic to locations including shelters, on the 
streets, in transitional housing programs, and other places in San Mateo County where there are individuals 
who are homeless or at-risk of being homeless. 

I.  Background Information 
The Health Care for the Homeless/Farmworker Health (HCH/FH) Program is a program within the San Mateo 
Medical Center.  The HCH/FH Program oversees the provision of primary health care, dental health care, and 
behavioral health care services to individuals and families who are homeless or at-risk of being homeless, and 
the farmworker community in San Mateo County.  In order to ensure access to a continuum of services for 
homeless individuals, the HCH/FH Program provides federal (330(h)) funding to the Public Health, Policy and 
Planning Division for the purpose of providing Primary Health Care Services to individuals who are homeless in 
San Mateo County. 

In July 2015, the HCH/FH Program submitted a grant application for available Expanded Services funding. The 
grant application included specification for services to be delivered by the Public Health Mobile Van Team in 
the form of street services to the homeless and field services to the farmworker community.  

II. Goals and Objectives

Goal:  The Street and Field Medicine Service is a new initiative for the Public Health Mobile Clinic and San 
Mateo County Healthcare for the Homeless/Farmworker Health Program.  The initial goal of this service will be 
to start modestly and allow time to build trusting and lasting relationships with the street homeless and 
farmworker client communities being served.   The Street and Field Medicine Team will aim to provide high 
quality medical assessments and treatments, health screening and education, and appropriate Primary Care 
and Specialty Care referrals for 120 unduplicated street homeless and farmworker individuals in the field where 
they live and work throughout San Mateo County. 

Objective 1:  To provide initial Primary Care services in the field to 120 unduplicated unsheltered street 
homeless, farmworker, and farmworker family member individuals who are not accessing existing medical 
resources. 

Outcome Measure a) At least 75% (90) of unsheltered street homeless, or farmworker and farmworker 
family member individuals seen will have a health assessment for chronic medical conditions and 
physical examination performed.  The physical exam will be indicated by diagnostic code Z00.00 or 
Z00.01. 

Objective 2:  To screen unsheltered street homeless, farmworker, and farmworker family member individuals 
in the field for depression given its high prevalence in these communities. 

Outcome Measure a) At least 50% (60) of unsheltered street homeless, farmworker, and farmworker 
family member individuals seen will have a formal Depression Screen performed as part of their initial 
health assessment. 

Objective 3:  To provide more intensive Primary Care services in the field to unsheltered street homeless, 
farmworker, and farmworker family member individuals with chronic medical illnesses. 



Outcome Measure a) At least 75% of unsheltered street homeless, farmworker, and farmworker family 
member individuals with an existing diagnosis of Type 1 or Type 2 Diabetes mellitus will have their 
Diabetes addressed during their visit. 

Outcome Measure b) At least 75% of unsheltered street homeless, farmworker, and farmworker family 
member individuals with an existing diagnosis of Hypertension will have their Hypertension addressed 
during their visit. 

Objective 4:  To provide appropriate referrals to Primary Care services in the field to unsheltered street 
homeless, farmworker, and farmworker family member individuals who do not have an established Primary 
Care Provider. 

Outcome Measure a) At least 50% (60) of unsheltered street homeless, farmworker, and farmworker 
family member individuals seen will be referred to Primary Care services either within or outside the 
San Mateo County Health System. 

III Terms of Agreement 

The Public Health, Policy and Planning Division will receive $1,750.00 (ONE THOUSAND SEVEN HUNDRED 
FIFTY DOLLARS) for each unduplicated individual who meets the homeless criteria and receives primary 
health care services, up to a maximum of 125 unduplicated homeless individuals.  The total amount of 
HCH/FH funding for primary health services will not exceed $218,750 (TWO HUNDRED EIGHTEEN 
THOUSAND SEVEN HUNDRED FIFTY DOLLARS). 

The total amount of HCH/FH funding for primary health services will not exceed $218,750 (TWO HUNDRED 
EIGHTEEN THOUSAND SEVEN HUNDRED FIFTY DOLLARS). 

The Public Health, Policy and Planning Division will invoice the HCH/FH Program by the 10th of each month for 
the prior month’s efforts.  Each invoice will indicate the number of unduplicated individuals served in the prior 
month.   

Responsibilities 

The Public Health, Policy and Planning Division is responsible for the following: 

1. All demographic information will be obtained from each homeless individual receiving services on the
Mobile Clinic at the time of registration.  This may include homeless individuals who receive
services as described in this agreement, for whom the Contractor is not reimbursed.

2. A monthly invoice that provides the number of new unduplicated individuals served in the previous
month and the total encounters provided to all homeless individuals in this same time period will be
due the 10th of the following month.

3. Quarterly reports will be completed by Mobile Clinic staff to explain contract progress and provide an
update on the agreement’s goals, objectives, and outcome measures through random chart reviews for
each quarter, at the rate specified by Health Resources Services Administration (HRSA).  Quarterly
reports will be due on April 15, July 15 and October 15 of 2016, and January 15, 2017.

4. Participation in the planning and quality assurance activities related to the HCH/FH Program.

5. Participate in HCH/FH Provider Collaborative Meetings and other HCH/FH workgroups, as requested.

6. Participate in community activities that address homeless issues (i.e., Homeless One Day Count,
Homeless Project Connect).



7. Provide active involvement in the Bureau of Primary Health Care Office of Performance Review
Process.

The HCH/FH Program is responsible for the following: 

1. Monitor the performance of the Public Health, Policy and Planning Division to assure it is meeting its
agreement requirements with the HCH/FH Program.

2. Review, process, and monitor monthly invoices.

3. Review quarterly reports to assure that goals and objectives are being met.

4. Provide technical assistance to the Mobile Clinic related to program development, data collection, or
other HCH/FH Program related issues as needed.

This agreement will be effective January 1, 2016 – December 31, 2016. 

SIGNATURES 

___________________________________ ______________ 
Louise Rogers, Chief Date 
San Mateo County Health System  

___________________________________ ______________ 
Susan Ehrlich, Chief Executive Officer Date 
San Mateo Medical Center  

____________________________________ _______________ 
        , Director, Public Health, Policy and Planning  Date 

Health System 



HEALTH SYSTEM 
SAN MATEO COUNTY 

DATE:  February 11, 2016 

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

FROM: Jim Beaumont, Director  
Health Care for the Homeless/Farmworker Health Program 

SUBJECT: REQUEST FOR BOARD ACTION TO APPROVE CONTRACT FUNDING FOR 
RAVENSWOOD FAMILY HEALTH CENTER 

Program received a proposal from Ravenswood Family Health Center (RFHC) in response to 
our issued RFP for Enabling Services for the Homeless.  On completing the proposal 
evaluation process, this proposal was recommended for full funding and program has prepared 
a draft agreement representing this recommendation.  Thia request is for the Board to take 
action to approve the execution of this agreement with RFHC. 

The proposal essentially called for providing care coordination services for the homeless. 
Services include outreach, assessment and assistance of immediate needs & barriers, care 
management of health services, health navigation assistance, expedited health center 
registration and intake procedures, education on system navigation, motivational interventions, 
transportation, translation, discharge and care/housing transitions coordination. 

Included with this request is the draft Exhibit A & Exhibit B, along with a brief summary of the 
proposal. The proposed contract is for one (1) year through December 31, 2016. The total 
value of the contract is $82,000. 

This request is for the Board to approve the proposed Exhibit A & Exhibit B for the contract 
with RFHC.  It requires a majority vote of the Board members present to approve this action. 

Attachments: 
RFHC Contract for Enabling Services 
Summary of RFHC Enabling Services Proposal 

Board of Supervisors: Carole Groom • Don Horsley • Dave Pine • Warren Slocum • Adrienne Tissier 
Health System Chief: Jean S. Fraser • San Mateo Medical Center CEO: Susan Ehrlich, MD, MPP 

222 W. 39th Avenue • San Mateo, CA 94403 • PHONE 650.573.2222 • CA RELAY 711 • FAX 650.573.2030 
www.sanmateomedicalcenter.org 



RAVENSWOOD FAMILY HEALTH CENTER-Enabling Services 

Proposal Target population: 65 Street homeless; 75 Homeless shelter; 200 Transitional shelter; 60 doubling up = 
total 400 (1,200 visits) 

What is being proposed:  
Enabling services for homeless adults, children and families with complex chronic and serious health conditions, include 
outreach, assessment and assistance of immediate needs & barriers, care management/coordination of health services, 
health navigation assistance, expedited health center registration and intake procedures, education on system 
navigation, motivational interventions, transportation, translation, discharge and care/housing transitions coordination 

Total Proposal Request:  $80,958 
Matching funds :   $32,979 
Objectives include: Access to enabling services, screenings to identify access barriers and treatment plans, improve 
health outcomes of patients diagnosed with hypertension, improve health status of patients with diabetes, access to 
early prenatal care 
Total Project Budget: $80,958 + $32,979 = $113,937 
Program Projected Income: $5,762 

Review committee notes/concerns: 

• More discussion on coordination for access to homeless dental and optometry services
• Additional detail regarding scheduling, site access, case selection etc.

Selection committee notes/concerns: 

 High number of transitional homeless (200); concerned that they are using drug treatment programs as
transitional status ; make sure that they categorize correctly , when they are literally homeless 

 RESPONSE- We would like to revise our breakdown of proposed homeless status to the following: 65
Street; 75 Shelter; 160 Transitional; and 100 Doubling Up. We have seen a trend of increased homeless 
patients who are doubling up. We will conduct trainings for our staff to ensure that we record and 
categorize transitional homeless patients using drug treatment programs appropriately and that they are 
not counted for the HCH contract. Our trainings will also ensure that our staff has enhanced knowledge and 
skills in identifying our patients who are doubling up.  

 They must have a set service schedule- our Board has authority to change the service sites/times
RESPONSE  We understand that once the schedule/contract has been approved by your Board, any changes to 
our service schedule must also be approved by your Board. We cannot change our service schedule without 
your Board’s approval. Below is our schedule (one minor change): 
• Mondays, Wednesdays, and Thursdays from 8am to 7pm
• Tuesdays from 10am to 7pm, except 4th Tuesday 12:30pm to 7pm
• Fridays from 8am to 5pm
• Saturdays from 8am to 1pm

 Objective 5 (pg 9)- clarify for 14% (is that what is current?) to 50% for patients with hbA1c levels <9
 RESPONSE  14% of our homeless patients had hbA1c levels below 9 in calendar year 2014 when we
pulled the data in December 2015. When we pulled the data in Feb 2015 for the same time period we had 
72.5%. As mentioned before, our data can change even for the same reporting period because the 
homeless status of our homeless patients can change from when a report is pulled (for instance, pulling a 
report in Feb 2015 vs. Dec 2015). Also, when we pull reports on A1c for our diabetic patients, we pull the 



most recent A1c. So, if the A1c of our diabetic homeless patients changed from a report that we pulled in 
Feb 2015 to a report we pulled in Dec 2015, then the data changes as well.  

 Clarify about working with Santa Clara County clients; should not recruit people in Palo Alto
 RESPONSE  We do not recruit homeless patients from Santa Clara County. When a homeless patient
comes in for a visit during the day and indicates that he/she will be sleeping in San Mateo County that 
night, then we count them as San Mateo County.  

 Coordinating entities- does not list SMMC; what do they do for referrals?
 RESPONSE  We refer patients to SMMC for specialty care and ER. On page 7 of our proposal, we state
that we help clients prepare for specialty care appointments at San Mateo Medical Center. 

Recommended funding- full funding  



EXHIBIT A 

The project described below is supported by Grant Number H80CS00051 pursuant to 
Section 330 of the Public Health Service Act (“Section 330”), which program is 
administered by the Health Resources and Services Administration (“HRSA”) within the 
United States Department of Health and Human Services (“DHHS”). 

In consideration of the payments set forth in Exhibit B, Contractor shall provide the 
following services:  

The County of San Mateo Health Care for the Homeless (HCH) Program is contracting 
with Ravenswood Family Health Center (RFHC) to provide primary health care services 
to individuals who are homeless in San Mateo County.   

Ravenswood Family Health Center will provide a full range of enabling services, 
centered on care coordination of health care services, to a minimum of 400 
unduplicated homeless individuals for a total of at least 1,200 visits.  RFHC will 
provide care coordination, including outreach, assessment and assistance of immediate 
needs & barriers, care management of health services, health navigation assistance, 
expedited health center registration and intake procedures, education on system 
navigation, motivational interventions, transportation, translation, discharge and 
care/housing transitions coordination. At least 50% of the homeless individuals served 
each contract year will be living in shelters, transitional housing or on the street. 

The enabling health care services to be provided by Ravenswood Family Health Center 
will be implemented as measured by the following objectives and outcome measures. 

Objective 1: Provide access to enabling services for homeless individuals. RFHC will deliver 
enabling services for at least 400 homeless individual annually through 1,200 encounters.  
This includes providing care coordination, health navigation, and community health worker 
services for homeless people to assist them in utilizing primary, integrated behavioral health, 
and dental care services, and improving their health status. 

Care Coordinator/Manager definition- acts as a liaison between the target population patient 
and health care organizations. They offer support by providing some or all of the following: 
information on health and community resources, coordinating transportation, making 
appointments, delivering appointment reminders, tracking whether appointments are kept, and 
accompanying people at appointments; help clients and providers develop a care 
management plan and assist clients to adhere to the plan.  

Objective 2: Provide screenings to identify access barriers and inform treatment plans for 
70% (280) of the homeless patients served.  This includes the use of open-ended interview 
questions to identify homeless patients’ potential barriers to care and treatment plan 
compliance, and to inform health care providers of relevant barriers.  

Outcome Measure 2.A. Of those clients identified with having a health care need, at least 
95% will receive on going care coordination services and will create individualized health care 
case plans. 

Outcome Measure 2. B. Of those clients receiving ongoing care coordination services, at 
least 70% will complete their health care case plan.  

Objective 3: Improve the health outcomes of homeless patients diagnosed with hypertension 
through the provision of self-care education, reinforcement of 
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medication instructions, and connecting patients to healthy food assistance programs. 

Outcome Measure 3.A.  Increase the percentage of homeless patients with most recent 
blood pressure levels below 140/90 from 76% to 80% 

Objective 4: Improve the health status of homeless patients diagnosed with diabetes through 
the provision of self-care education; development of self-care plans tailored for their homeless 
living situations; and working with patients to attend appointments and lab tests, practice self 
care, and use and refill medications as directed. 

Outcome Measure 4.A. At least 70% of homeless diabetic patients will have hbA1c levels 
below 9. 

Objective 5: Provide access to early prenatal care for homeless women through outreach to 
homeless women of childbearing age, and providing education about the importance and 
availability of prenatal care regardless of ability to pay and immigration status, expediting 
appointments for pregnancy tests, and providing warm hand-offs to connect pregnant 
homeless women to the RFHC 
Comprehensive Perinatal Services Program. 

Outcome Measure 5.A.  At least 70% of pregnant homeless patients will have their prenatal 
care during their first trimester.  

RESPONSIBILITIES: 

The following are the contracted reporting requirements that Ravenswood Family Health 
Center must fulfill: 

All demographic information as defined by the HCH/FH Program will be obtained from 
each homeless individual receiving enabling services from RFHC during the reporting 
period.  All encounter information as defined by the HCH/FH Program shall be collected 
for each encounter.  Demographic and encounter data will be submitted to the HCH/FH 
Program with the monthly invoice.  This may include data for homeless individuals 
for whom the Contractor is not reimbursed.  The contractor will also assess and 
report each individual’s farmworker status as defined by BPHC. 

If there are charges for services provided in this contract, a sliding fee scale policy 
must be in place. 

Any revenue received from services provided under this contract must be reported on a 
quarterly basis.  

Site visits will occur at a minimum of on an annual basis, to review patient records and 
program operations, to verify the accuracy of invoicing and to assess the documentation 
of client activities/outcome measures.  The HCH/FH Program will work with contractor to 
try and accommodate scheduling for routine site visits and will provide contractor with a 
minimum notice of two (2) weeks for routine site visits, regardless.  If the HCH/FH 
Program has identified issues, such as, but not limited to: 
• Lack of timely reporting, especially repeatedly
• Multiple invoicing errors:  billings for duplicates; spreadsheet and invoice don’t
match; etc. 
• Ongoing difficulties in scheduling routine site visits
• Complaints or reports that raise concerning issues; etc.,
the HCH/FH Program will advise the contractor of the issue and provide notice to the 
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contractor of the possibility to perform an unannounced site visit. 
 
Reporting requirements- monthly and quarterly submission of invoices and reports are 
required via template supplied to contracts. If the program pursues a cloud based data 
depository (data base) for monthly and quarterly data, contractor will be required to 
upload/submit data into data base. 
 
A monthly invoice detailing the number of new unduplicated individuals served in the 
previous month and the total encounters provided to all homeless individuals in this same 
time period will be submitted to the HCH/FH Program by the 10th of the following month.  
Invoices shall be sufficiently detailed to allow for tracking an individual to their provided 
demographic data. 
 
Quarterly reports providing an update on the contractual goals, objectives, and outcome 
measures shall be submitted no later than the 15th of the month following the completion 
of each calendar quarter throughout the contract. 
 
If contractor observes routine and/or ongoing problems in accessing specialty 
services within SMMC, contractor is required to track and document problematic 
occurrences and submit this information to designated HCH/FH staff for follow up.  
 
Participate in planning and quality assurance activities related to the HCH/FH Program. 
 
Participate in HCH/FH Provider Collaborative Meetings and other workgroups. 
 
Participate in community activities that address homeless issues (i.e., Homeless One 
Day Count,  
 
Homeless Project Connect, etc.). 
 
Provide information for annual UDS report on patients to include universal data or case 
sample of 70 clients  as requested. 
 
Provide quarterly update on 330 program grant conditions issued by U.S. Department of 
Health and Human Services, Health Resources and Services Administration (HRSA). 
 
Provide a report within 60 days of the beginning of the contract on any current HRSA 
grant conditions, and to report within 30 days the issuance of any grant conditions by 
HRSA. 
 
Provide active involvement in the Bureau of Primary Health Care Office of Performance 
Review Process.   
 

  
  
  
  
 The following are the contracted reporting requirements that the HCH/FH Program must 
fulfill: 
  
1. Monitor Ravenswood Family Health Center’s progress to assure it is meeting its 

contractual requirements with the HCH/FH Program 
  
2. Review, process and monitor monthly invoices. 
  

 3 



3. Review quarterly reports to assure that goals and objectives are being met.

4. Provide technical assistance to Ravenswood Family Health Center on the HCH/FH 
Program as needed.

EXHIBIT B 

In consideration of the services provided by Contractor in Exhibit A, County shall pay 
Contractor based on the following fee schedule: 

A. County shall pay Contractor at a rate of $205.00 each for each unduplicated 
homeless individual invoiced, per contract year, up to the maximum per contract 
year of 400 individuals, and limited as defined in Exhibit A.  

B. Contractor will invoice the HCH/FH Program by the 10th of month after rendered 
services with the number of homeless individuals and encounters for the previous 
month.  Invoices will be approved by the HCH/FH Program Director. 

The term of this Agreement is January 1, 2016 through December 31, 2016.    Maximum 
payment for services provided under this Agreement will not exceed EIGHTY TWO 
THOUSAND DOLLARS ($82,000). 
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TAB 9 
Request to 

Approve  
Grant 

Conditions 
Plans



HEALTH SYSTEM 
SAN MATEO COUNTY 

DATE:  February 11, 2016 

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

FROM: Jim Beaumont, Director  
Health Care for the Homeless/Farmworker Health Program 

SUBJECT: REQUEST FOR THE BOARD TO APPROVE PLANS SUBMITTED IN 
RESPONSE TO HRSA GRANT CONDITIONS 

Of the grant conditions issued by HRSA on 11/09/2015 as a result of our March Operational 
Site Visit (OSV), eight (8) of them provide for the submissions of plans to come into 
compliance with the specific requirement.   

Program has drafted the requisite plans that will provide for the framework of activity to 
achieve compliance with the respective grant conditions.  Those plans are attached for the 
Boards review and approval. 

This request is for the Board to approve the plans submitted to HRSA in response to the 
issued grant conditions.  It requires a majority vote of the Board members present to approve 
this action. 

Attachments: 
Grant Condition Plans (8) 

Board of Supervisors: Carole Groom • Don Horsley • Dave Pine • Warren Slocum • Adrienne Tissier 
Health System Chief: Jean S. Fraser • San Mateo Medical Center CEO: Susan Ehrlich, MD, MPP 

222 W. 39th Avenue • San Mateo, CA 94403 • PHONE 650.573.2222 • CA RELAY 711 • FAX 650.573.2030 
www.sanmateomedicalcenter.org 



Milestones

Date Milestone Assigned To Position

2/15/2016 Identify Significant/Knowledgeable Individuals
HCH/FH Program; 
SMMC Fiscal; Health 
Coverage Unit

10

3/1/2016
Initiate Review of Current Sliding Fee Discount 
Porgram

Review Group -5

3/15/2016 Collect Samples of Programs & Policies as
Necessary

Review Group 5

4/1/2016
DRAFT Update HCH/FH Sliding Fee Discount 
Porgram

HCH/FH Program; 
SMMC Fiscal

-5

4/15/2016
DRAFT HCH/FH Sliding Fee Discount Porgram 
Reviewed

Co-Applicant Board; 
HCH/FH Program; 
SMMC Fiscal; Health 
Coverage Unit

10

5/1/2016 Prepare Final HCH/FH Sliding Fee Discount 
Porgram

HCH/FH Program 5

5/12/2016
Approval of Final HCH/FH Sliding Fee Discount 
Porgram

Co-Applicant Board -10

Sliding Fee Discount Program - Compliance Timeline

Identify Significant/Knowledgeable 
Individuals 

Initiate Review of Current Sliding 
Fee Discount Porgram 

Collect Samples of Programs & 
Policies as Necessary 

DRAFT Update HCH/FH Sliding Fee 
Discount Porgram 

DRAFT HCH/FH Sliding Fee Discount 
Porgram Reviewed 

Prepare Final HCH/FH Sliding Fee 
Discount Porgram 

Approval of Final HCH/FH Sliding 
Fee Discount Porgram 

15 Feb 25 Feb 6 Mar 16 Mar 26 Mar 5 Apr 15 Apr 25 Apr 5 May



Milestones

Date Milestone Assigned To Position

2/15/2016 Identify Significant/Knowledgeable Individuals
HCH/FH Program; 
County Counsel; 
SMMC

10

3/1/2016
Initiate Review of Current 
Program/SMMC/County Contract Oversight 
Policies

Review Group -10

3/15/2016 Collect Sample Policies as Necessary Review Group 10

4/1/2016
DRAFT Update HCH/FH Contract/Agreement 
Oversight Policy

HCH/FH Program -10

4/15/2016
DRAFT HCH/FH Contract/Agreement Oversight 
Policy Reviewed

County Counsel; Co-
Applicant Board; 
HCH/FH Program

15

5/1/2016
Prepare Final HCH/FH Contract/Agreement 
Oversight Policy

HCH/FH Program 20

5/12/2016
Approval of Final HCH/FH Contract/Agreement 
Oversight Policy

Co-Applicant Board -15

Contractual/Agreement Oversight - Compliance Timeline

Identify Significant/Knowledgeable 
Individuals 

Initiate Review of Current 
Program/SMMC/County Contract 

Oversight Policies 

Collect Sample Policies as Necessary 

DRAFT Update HCH/FH 
Contract/Agreement Oversight 

Policy 

DRAFT HCH/FH Contract/Agreement 
Oversight Policy Reviewed 

Prepare Final HCH/FH 
Contract/Agreement Oversight 

Policy 

Approval of Final HCH/FH 
Contract/Agreement Oversight 

Policy 

15 Feb 25 Feb 6 Mar 16 Mar 26 Mar 5 Apr 15 Apr 25 Apr 5 May



Milestones

Date Milestone Assigned To Position

2/15/2016 Identify Significant/Knowledgeable Individuals
HCH/FH Program; 
SMMC Fiscal

10

3/1/2016
Initiate Review of Current Billing & Collection 
Policies

Review Group -10

3/15/2016 Collect Sample Policies as Necessary Review Group 10

4/1/2016
DRAFT Update HCH/FH Billing & Collection 
Policies

HCH/FH Program; 
SMMC Fiscal

-10

4/15/2016
DRAFT HCH/FH Billing & Collection Policies 
Reviewed

Co-Applicant Board; 
HCH/FH Program; 
SMMC Fiscal

15

5/1/2016 Prepare Final Billing & Collection Policies HCH/FH Program 20

5/12/2016 Approval of Final Billing & Collection Policies Co-Applicant Board -15

Billing & Collection Policies - Compliance Timeline

Identify Significant/Knowledgeable 
Individuals 

Initiate Review of Current Billing & 
Collection Policies 

Collect Sample Policies as Necessary 

DRAFT Update HCH/FH Billing & 
Collection Policies 

DRAFT HCH/FH Billing & Collection 
Policies Reviewed 

Prepare Final Billing & Collection 
Policies 

Approval of Final Billing & Collection 
Policies 

15 Feb 25 Feb 6 Mar 16 Mar 26 Mar 5 Apr 15 Apr 25 Apr 5 May



Milestones

Date Milestone Assigned To Position
2/15/2016 Identify Significant/Knowledgeable Individuals HCH/FH Program; SMM 10

3/1/2016 Initiate Review of Current SMMC C&P Policy & Procedure Review Group -10

3/15/2016 Collect Sample Policies as Necessary Review Group 10

4/1/2016 DRAFT Update SMMC C&P Policy & Procedures Review Group -10

4/15/2016 DRAFT SMMC C&P Policy & Procedures Reviewed
Co-Applicant Board; 
HCH/FH Program; 

15

5/1/2016 Prepare Final SMMC C&P Policy & Procedures HCH/FH Program; SMM 20

5/12/2016 Approval of Final SMMC C&P Policy & Procedures Co-Applicant Board -15

Credentialing & Privileging- Compliance Timeline

Identify Significant/Knowledgeable 
Individuals 

Initiate Review of Current SMMC C&P 
Policy & Procedures 

Collect Sample Policies as Necessary 

DRAFT Update SMMC C&P Policy & 
Procedures 

DRAFT SMMC C&P Policy & 
Procedures Reviewed 

Prepare Final SMMC C&P Policy & 
Procedures 

Approval of Final SMMC C&P Policy & 
Procedures 

15 Feb 25 Feb 6 Mar 16 Mar 26 Mar 5 Apr 15 Apr 25 Apr 5 May



Milestones

Date Milestone Assigned To Position
2/15/2016 Identify Significant/Knowledgeable Individuals HCH/FH Program; SMM 10

3/1/2016 Initiate Review of Current After Hours Coverage PolicReview Group -10

3/15/2016 Collect Sample Policies as Necessary Review Group 10

4/1/2016
DRAFT Update After Hours Coverage Policy as 
Determined Appropriate

Review Group -10

4/15/2016 DRAFT After Hours Coverage Policy Reviewed
Co-Applicant Board; 
HCH/FH Program; 
SMMC

15

5/1/2016 Prepare Final After Hours Coverage Policy HCH/FH Program; SMM 20

5/12/2016 Approval of Final After Hours Coverage Policy Co-Applicant Board -15

After Hours Coverage- Compliance Timeline

Identify Significant/Knowledgeable 
Individuals 

Initiate Review of Current After 
Hours Coverage Policy 

Collect Sample Policies as Necessary 

DRAFT Update After Hours Coverage 
Policy as Determined Appropriate 

DRAFT After Hours Coverage Policy 
Reviewed 

Prepare Final After Hours Coverage 
Policy 

Approval of Final After Hours 
Coverage Policy 

15 Feb 25 Feb 6 Mar 16 Mar 26 Mar 5 Apr 15 Apr 25 Apr 5 May



Milestones

Date Milestone Assigned To Position
2/15/2016 Identify Significant/Knowledgeable Individuals HCH/FH Program; SMM 10

3/1/2016 Initiate Review of Current Hospital Admitting Policy Review Group -10

3/15/2016 Collect Sample Policies as Necessary Review Group 10

4/1/2016 DRAFT Update Hospital Admitting Policy as Determined Appropri Review Group -10

4/15/2016 DRAFT Hospital Admitting Policy Reviewed
Co-Applicant Board; 
HCH/FH Program; 
SMMC

15

5/1/2016 Prepare Final Hospital Admitting Policy HCH/FH Program; SMM 20

5/12/2016 Approval of Final Hospital Admitting Policy Co-Applicant Board -15

Hospital Admitting and Continuity of Care- Compliance Timeline

Identify Significant/Knowledgeable 
Individuals 

Initiate Review of Current Hospital 
Admitting Policy 

Collect Sample Policies as Necessary 

DRAFT Update Hospital Admitting 
Policy as Determined Appropriate 

DRAFT Hospital Admitting Policy 
Reviewed 

Prepare Final Hospital Admitting Policy 

Approval of Final Hospital Admitting 
Policy 

15 Feb 25 Feb 6 Mar 16 Mar 26 Mar 5 Apr 15 Apr 25 Apr 5 May



Milestones

Date Milestone Assigned To Position
2/15/2016 Identify Significant/Knowledgeable Individuals HCH/FH Program; SMM 10

3/1/2016 Initiate Review of Current Form 5A Review Group -10

3/15/2016 Collect Agreements as Necessary Review Group 10

4/1/2016 DRAFT Update Form 5A as Determined AppropriateReview Group -10

4/15/2016 DRAFT Form 5A Reviewed
Co-Applicant Board; 
HCH/FH Program; 
SMMC

15

5/1/2016 Prepare Final Form 5A HCH/FH Program; SMM 20

5/12/2016 Approval of Final Form 5A Co-Applicant Board -15

Required or Additional Services - Compliance Timeline

Identify Significant/Knowledgeable 
Individuals 

Initiate Review of Current Form 5A 

Collect Agreements as Necessary 

DRAFT Update Form 5A as 
Determined Appropriate 

DRAFT Form 5A Reviewed 

Prepare Final Form 5A 

Approval of Final Form 5A 

15 Feb 25 Feb 6 Mar 16 Mar 26 Mar 5 Apr 15 Apr 25 Apr 5 May



Milestones

Date Milestone Assigned To Position
3/1/2016 Collect Sample Medical Director Position Descriptions HCH/FH Program 10

3/15/2016 DRAFT HCH/FH Medical Director Position Description HCH/FH Program -10

4/1/2016 Review Position Description for Classification Impacts
County HR; HCH/FH 
Program; SMMC HR

10

5/1/2016 If Necessary: Resolve Classification Impacts
County HR; HCH/FH 
Program; SMMC HR

-10

5/1/2016
Prepare Final HCH/FH Medical Director Position 
Description

HCH/FH Program 15

5/12/2016
Approval of Final HCH/FH Medical Director Position 
Description

Co-Applicant Board -15

Key Management Staff- Compliance Timeline

Collect Sample Medical Director 
Position Descriptions 

DRAFT HCH/FH Medical Director 
Position Description 

Review Position Description for 
Classification Impacts 

If Necessary: Resolve Classification 
Impacts 

Prepare Final HCH/FH Medical 
Director Position Description 

Approval of Final HCH/FH Medical 
Director Position Description 

1 Mar 11 Mar 21 Mar 31 Mar 10 Apr 20 Apr 30 Apr 10 May
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