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Objectives 
y To share our journey of obtaining a health 

care clinic in a community mental health 
clinic. 

y To highlight the struggles and challenges 
that we have experienced and ways to 
overcome these with pragmatic strategies.

y To give an overview of the impact it is has 
made on our housing first participants and 
our access to communication to health care 
needs. 



Objectives Continued
y To provide an overview of the clinic and its 

services including the ways in which our 
housing first teams integrate services with 
health care.

y To learn about the roles of Psychiatrists, 
Nurses, Case Managers, Occupational 
Therapists and Certified Peer Specialists 
within an integrated health system.



Housing First In Philadelphia 
y Serving Chronically Homeless Individuals 

with Serious and Persistent Mental Illness 
and/or significant substance use

y Horizon House –Founded in 1952. In PA/DE 
serve over 4,500 participants.  Our 
“Housing First” Department, started in 
2003 targeting the chronic street 
homeless with serious mental illness. 
Modeled after Pathways to Housing 
Model. Now there are 5 teams with over 
250 participants.
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Goal is to improve the quality of 
life and the health status of all 
participants.



Prevention 

y 60% of preventable death are due to preventable 
medical conditions such as infectious diseases, 
cardiovascular, and pulmonary diseases. 

y These risk factors are linked with not having continued 
medical care, limited access to a healthy diet, drug and 
alcohol use, smoking and increased stress.



Need for Health Care

The average homeless person ages 10-
20 years faster than the non-homeless 
population, showing signs of aging and 
experiencing health concerns more 
consistent with the non-homeless 
population 10-20 years older. (1) Other 
studies say people with a serious 
mental illness die an average of 25 
years earlier than the general 
population (4)



Need for health care 

National data 
shows that 1 in 
every 50 adults 
over the age of 51 
in poverty 
becomes 
homeless. (2)



Seniors and Housing First

Reviewing existing data, the 
National Alliance for the Homeless 
predicts that the growing prevalence 
of homeless older adults will 
dramatically increase from 2010-
2020 by 33% and by 2015 by 50%. (3)



Aging in “Housing First”

y Services not always available due to former 
homelessness and younger age to qualify for 
services

y Specific needs and complex health concerns 

y Not all services can be brought to the home

y Challenges of service coordination 
(specialists and home health care aides)





Partnership between Delaware 
Health Clinic and Horizon House

y Collaboration between Horizon House, Delaware Valley 
Community Health and the federal Substance Abuse and 
Mental Health Services Administration (SAMHSA) to give 
access and serve people with living with a serious 
mental illness, addiction, and homelessness

y Fairmount Primary Care Center is located at Horizon 
House and for the first three years of the center Project 
HEALTH offered groups in smoking cessation, exercise, 
walking group, diabetes management, men's and 
women’s group, healthy eating, stress management, and 
recovery management.



Fairmount Health Clinic

y Not a free clinic it’s a Federal Health Center. There are 6 
other centers in Southeastern PA. Targets patients with 
behavioral health conditions which is one of the first centers 
to specialize. All patients must have insurance or pay on a 
sliding scale

y Main Fairmount Clinic is centrally located  in Philadelphia 
offers Horizon House participants access to to other health 
services like Pediatrics, Dental, Gynecology and other related 
services 

y Delaware Valley Community Health has reached out to 
minority groups for the past 45 years and is a private, non-
profit health care organization.



Philosophy and Values of the 
Clinic
y Believe in the dignity of each individual and therefore provide 

a qualified, competent, health care delivery team that is 
culturally sensitive, friendly, and respectful.

y Promote a supportive, team orientated work environment, 
with opportunities for growth and continuing education;

y Recognize that environmental, emotional, and social factors 
affect the health and well-being of the individuals that we 
serve, and offer comprehensive services in the collaboration 
with other community agencies and,

y Acknowledge and respond to the need for urban-based 
medical training opportunities through affiliation agreements 
with graduate medical education programs, medical schools, 
nursing schools and allied health institutions.

y From Delaware Valley Community Health Inc. 



Timeline

y 2010- HH commits to integrated care and partners with 
DVCH and Fairmount Primary Care Center at Horizon 
House opens SAMSHA Awards the grant

y 2011 – HH receives SAMHSA’s PBHCI grant and is able to 
supercharge our health promotion efforts

y 2013 – Opening of Wellness Room

y 2014 – Implementation of agency tobacco use policy to 
start moving towards a tobacco free environment

y 2015 Project HEALTH receives an InSHAPE 
implementation grant (an EBP from Dartmouth)







Participation in the Health Center

y932 patients, 250+ have been 
from homeless services

yCommon reasons: Obesity, High 
Blood Pressure, Diabetes, 
Cardiovascular concerns and 
preventative visits (annual 
physicals, some PAPs)



How many visits? 

In 2015+, there were 2,173 
visits. The clinic is sustainable, 
but is not operating at budget 
but we are hoping to get there 

soon.



Reasons to locate health center 
in a behavioral health agency 

Reduction of barriers: Stigma 
system navigation challenges, 
less of a wait, transportation, 
bias against this population 



Increased potential for 
provider and patient:

Communication
Collaboration
Coordination



Services

y Lab work 

y TB testing

y Immunizations

y Health education

y Lung Functioning tests

y Visiting Podiatrists

y Physicals

y Project InShape Provides

y Referrals to all specialists



The pharmacy and the clinic

Acts as an extension of the team 





Statistics about current health 
center

�932 Total Number of Patients

�Received Flu Vac 62

�HbA1c Greater 5.7 in 2014, 
Less in 2015 (16)

�BMI Greater than 25 in 2014



Strengths

y Reduced inpatient hospitalizations.

y Communication is more frequent.

y Participants are more willing to come to appointments



Health Care Staffing

Staffing DVCH Clinic: Occupational Therapist/Manager (1 
FTE), Medical Assistant/Receptionist (1 FTE), Peer 
Specialist, Physician Assistant (1 FTE), Physician (.10 FTE), 
Personal Trainer, Certified Peer Specialist, Health Mentor 

Space: 2 exam rooms, 1 multipurpose room/lab, staff 
room, waiting room, reception area







Psychiatrists

y Host weekly medical rounds with case management Team 
Leader

y Have staff in most meetings with participants

y Extended rounds once a week with the team

y Talk to participants about health concerns every visit

y Work closely with the nurses on their team

y Monthly home visits with case management staff

y Quarterly meetings with medical staff to present case 
conferences



Occupational Therapists

- Home visits to assess home safety using various 
assessment tools

- Create occupational goals with participants to mange 
daily activities

- Assistance to manage chronic health conditions, 
hoarding, schedules (what to do with free time) that 
will be meaningful.

Examples: How to manage time? Showering if there is a 
disability? Incorporating new services after a change in 
status. 



Peer Specialists

y Help with engagement and building trust 

y Give support

y Share stories

y Check in and support individuals to appointments and 
with follow up 



What worked for start-up:

yWarm staff and easy access to services

yHealth and wellness activities

yHarm reduction 

yPersistence (lots of follow-up)

yTeam work with case management teams and team 
nurses

yFood Vouchers to enroll in Project Health to report 
the data every 6 months



Integrated health care ideals

y Everyone has active health insurance

y Everyone has a PCP (hopefully DVHC) that they will see 
as needed on a minimum of once a year.

y Work on health related goals with team

y Finding staff who are diverse that believes in client 
centered services

y Experience with this population

y Creative and team players



Health Center Wellness 

Smoking Cessation 

Nicotine Anonymous 

Wellness Room with a 
treadmill, bike, and 
other exercise 
equipment for 
individuals who use 
the health center

Project inShape 
where a personal 
trainer goes to the 
participant's 
homes and assists 
them with a plan 
that is affordable 
and possible.







What is harm reduction in a housing 
first context? 

Participants are allowed to make choices—to use alcohol 
or not, to take medication or not—and regardless of 
their choices they are not treated adversely, their 
housing status is not threatened, and help continues to 
be available to them.
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Plan

Review 
Goals and 

Action Steps

Celebrate 
small 

progress
Engagement

Problem or 
Challenge
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Harm Reduction Continuum

Prevent Treat Care
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Implications for Providers 

y Relationship with the individual

y Careful to not inflict shame with a participant

y Being aware of your own assumptions and judgments

y We are to change our services to meet the participant 
instead of the participant to meet our expectations and 
ideas.

y Be aware of statements that start with “You 
should_____”, or “You need to___________.”
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Health Care Service Delivery 
within a Harm Reduction Model

Respects 
Human 
Rights

Client 
Centered

Respects 
Dignity
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Engagement Tips
y Listen, observe and 

communicate

y Maintain realistic 
expectations

y Use a non-judgmental 
approach

y Emphasize strength-based 
approach for example 
strengths vs. weaknesses

y Focus on the here and now 
when in a crisis

y Be consistent and reliable

y Negotiate and compromise 
when possible

y Be flexible

y Stay positive when the 
participant is being negative

y Celebrate all successes 
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What does being non-judgmental look 
like?

y Meet them where they are. Identify their stage of change 
they are in and match your intervention to meet this stage.

y Creating a safe place to talk and receive services. The 
participant can feel comfortable to tell you about how much 
they drank, what laws they broke, how they spent all of their 
money and they will feel listened to. 

y Starting with a smile and giving time to listen

y Offering ideas when the person is ready to hear them not 
before.
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Additional Tools

y Harm Reduction: Discuss in supervision, case 
conferences, everyday rounds, home visits

y Engagement: Discuss at clinical case conference, 
medical rounds, extended rounds, work with peers and 
occupational therapist

y Motivational Interviewing: Monthly training with MI 
leaders



What we wish was different:

Home Visits from Doctors

Trans-awareness and Services

Insurance Specialist

Same Electronic Health Database (labs, appointments etc.)

Communication between teams and health clinic could be 
better

Dental Services

Hours



More cons 

y Two different cultures 

y Treatment philosophies

y Billing systems are different



Starting a integrated health care model on 
site: First Steps

y Check out SAMSHA best practices and grants

y Find the right partner who shares a similar mission and 
who has creative problem solving skills

y Ask the following important ?s

y Is there appropriate space?

y Is there a need? 

y Are participants willing to change their PCPs? 



Next Steps

Approval from the board, contract, review toolkits for the 
plan for the project.

Create a budget for the start-up funds ($50,000) and then 
the amount needed to keep the clinic breaking even.

Review best practices and tool kits from SAMSHA 



Questions



Contact Information
Kimberly Gibson-Jones 

Kimberly.Jones@hhinc.org

Brie Radis 

Brie.Radis@hhinc.org

Horizon House 

120 S. 30th St. 

Philadelphia, PA 19103 

215-386-3838
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