
Health and Housing 



Exploring Health and Housing 
Initiatives and Opportunities….

1 Medicaid & HRSN Benefits : 
Bringing Healthcare Dollars to 
Housing

2 Connecting Housing to 
Healthcare: Medical Case 
Conferencing

3 Connecting Housing to Healthcare: 
Program Level Innovations

4 Q&A



Medicaid and Housing 

What is the Oregon Health Plan?
Medicaid

● Medicaid is the nation's public health ins urance program for families . All s tates have

Medicaid, but it can look different in each s tate .

● In Oregon we call Medicaid the OregonHealth Plan (OHP).

● Covered Services : Phys ical, Oral, Behavioral Health, Care Coordination and Subs tance Use

Dis order treatment



Medicaid and Housing 

What is the Oregon Health Plan?
● People are eligible for the Oregon Health Plan based on their income or for other reasons .

● You can apply for OHP at any time.

● Federal rules s et minimum s tandards related to eligibility and required benefits . But s tates can

ask to WAIVE some federal rules to have more flexibility and offer the Oregon Health Plan to

more people and cover more services than usually allowed.

● Every five years , Oregon mus t renew its agreement with the federal government around the

Oregon Health Plan – propos ing new changes and continuing exis ting programs . The federal

government can accept or reject these proposals ..



Medicaid and Housing 
In late September 2022, the Federal government announced its approval of Oregon's Medicaid waiver, 
which expanded Oregon Health Plan (OHP) coverage and empowered the state to use Medicaid funding for 
health-related social needs such as food and housing. 

There are several key features of the waiver including:

● Extended OHP coverage for children up to age 6
● Health-related social needs coverage for certain food assistance
● Health-related social needs coverage for housing
● Health-related social needs coverage for climate

https://content.govdelivery.com/accounts/ORDHS/bulletins/32f681f


Footer details: View > header & footer > Apply to all 6

Health Related Social Needs (HRSN)
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HRSN Benefit Timeline

Climate benefit launched for all eligible 
populations

3/1/2024

Housing benefit launches for individuals who 
are “at risk” of becoming homeless

11/1/2024

Food benefit launches for all eligible 
populations

1/1/2025

Note: Oregon Health Authority may adjust timelines for housing and food benefits as HRSN planning continues



Footer details: View > header & footer > Apply to all 8

OHA Update – Shared on 4/24



Footer details: View > header & footer > Apply to all 9

OHA Update – Shared on 4/24



Footer details: View > header & footer > Apply to all 10

OHA Update – Shared on 4/24

! 6 months PER qualifying member
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Community Capacity Building Funding (CCBF)

Other key points
• You can still bill and utilize HRSN if you 

do not apply for CCBF
• HRSN applications are being considered 

as part of a landscape
• Healthshare has been developing this 

landscape in partnership with providers, 
counties and other partners
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Community Capacity Building Funds: 
Background and 2024 Goals

• Health Share has 10.77M to award for 2024.

• This funding must support the development of a provider network for HRSN 
housing and food benefits.

• OHA developed the application questions, scoring rubric and budget 
template. 

• Health Share developed and publicly shared funding priorities for 2024 and 
stated investments would be made in the following categories. 
o Network Managers/Hubs
o Housing Providers ready to deliver supports on day 1 of benefit
o Food Providers ready to deliver supports on day 1 of benefit
o Organizations who want to grow their capacity

https://www.oregon.gov/oha/HSD/Medicaid-Policy/Documents/CCBF-Application-Template.pdf
https://www.healthshareoregon.org/storage/app/media/HRSN%20Benefits%20Quick%20Links/HRSN%20CCBF%20Scoring%20Rubric.pdf
https://www.healthshareoregon.org/storage/app/media/2024%20Community%20Capacity%20Building%20Funding%20Rubric.pdf


Front Door / entry 
point Central Authorizer Network Hub

HRSN Service 
Provider (CBO)

HRSN Service 
Provider (CBO)

HRSN Service 
Provider (CBO)

Service data to support 
invoicing and payment

Invoice for adjudication and 
encounter data submission

HRSN request for 

authorization

HRSN referral for service coordination, with 

authorization info

211info, PANOW, health plans, 

clinics, CBOs, members

Health plan County housing/hhs 

departments

HRSN Housing Benefit Flow
Warm handoff for service 

provision



Front Door / entry 
point Central Authorizer Network Hub

HRSN Service 
Provider (CBO)

HRSN Service 
Provider (CBO)

HRSN Service 
Provider (CBO)

Functions

• Receive HRSN initial requests 

• Screen for HRSN eligibility and 

follow up as needed

• Submit request to central 

authorizer or redirect to other 

resources

• Front door payment to: 211info, 

PANOW (other connectors 

unpaid)

• Receive HRSN requests

• Confirm eligibility and authorize. 

Follow up for more info as needed

• Establish person centered service 

plan

• Refer to network hub for HRSN 

service

• Follow up at 6 and 12 months

• Process invoices and submit 

encounter data

• Receive HRSN referrals and 

establish housing plan with 

members

• Refer to other HRSN service 

providers as needed

• Manage network – training, 

TA, monitor capacity

• Submit invoices to central 

authorizer

• Provide service as authorized

• Document services and 

submit data to network hubs
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Why a HUB?
1. Identifies and avoids funding cliffs through 

coordination starting at screening and assessment
2. Promotes  system alignment through policy and 

programming
3. Supports“no wrong door” vision
4. Potentially promotes equity through supporting smaller 

CBOs and culturally specific organizations
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How else can we coordinate…
1. Medica l/Hea lthca re  Ca se  Confe rencing

a . Multnoma h County will be  la unching a  pilot progra m 
focused on Aging (over 65) people  experiencing chronic 
homelessness with beha viora l hea lth needs

2. Work with Hea lthca re  lea d projects, like  discha rge  pla nning 
innova tions to understa nd opportunitie s for coordina tion a nd 
communica tion

3. Expa nd projects like  FUSE tha t sha re  da ta  for a na lysis a nd 
ta rge ted inte rventions 

4. Exploring informa tion sha ring in multiple  systems: da ta  
integra tion, MOUs, Business Associa te  Agreements, a nd ROIs
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Northwest Pilot Project (NWPP) 

1. Mission: to offer opportunities  for a life  of dignity and 
hope to very low income s eniors  in Multnomah County 
by s olving hous ing and trans portation needs .

2. Vision: All low-income s eniors  have the opportunity to 
live in s afe and affordable long-term hous ing.

3. What We Do:Hous ing placement and s tabilization 
s ervices  to very low-income s eniors  in Multnomah 
County for over five decades .



Current Landscape

Increasing client acuity 
limiting client housing 
options and impacting 
staff

Limited client access to 
behavioral health, 
substance use disorder, 
primary care

Urgency to address 
visible homelessness in 
policy forums

Clients eligible for OHP 
but may not be enrolled 
or engaged with health 
care system

Social service providers 
use workarounds to 
coordinate health care 
outside of the Medicaid 
system

Wages and workforce 
capacity impacting 
service delivery



Integration: Getting to what really 
matters

Opportunities for Transformation
• Regional Supportive Housing Service (SHS) funds
• Medicaid support for Health Related Social Needs 

(HRSN)

Goal: Craft a strategic vision for what integration means for 
Social Services providers

What would really help our clients and staff?



Looking Ahead: Future States

Future State 1 (Access to Care): Identify which CCO/Health Plan or Fee-For-
Service Contractor is responsible for administering OHP for each client .

Future State 2 (Case Conferencing) : Create a two-way referral system
between social service providers and health systems that allows for joint 
accountability. Let’s manage the health of our clients together through care 
coordination .



Future State 1: Access to Care
Streamlining Access to Care for OHP-Eligible Clients

Knowing the OHP benefit administrator (CCO/Health Plan) for each client would facilitate 
direct and timely contact for their health needs.

Defining clear access pathways could significantly enhance client reach to behavioral 
health care, substance use disorder treatment, and primary care services. 

Proactively addressing healthcare needs as they arise could lead to improved health 
outcomes for clients.

Bridging silos to ensure comprehensive healthcare coverage, including essential support 
services for every client.



Future State 1: Access to Care (cont.)
Tools/Guidance to Facilitate Access to Care

* Explore Business Associates Agreements, MOUs and 
ROIs, or other information sharing tools, that allow Housing 
Services staff to better address client needs via 
coordination with health systems
* Allow for consultation with external experts (i.e. Intensive 
Care Coordination)



Future State 2: Multi -Sector Case Management
Potential Benefits of a Collaborative Referral System

• Establishing a bilateral referral system would enhance joint 
accountability and efficiency between social services and health 
systems.

• Co-defining clear pathways to inform health systems would ensure 
clients' chronic or acute needs are addressed effectively.

• Co-creating designated entry points for social workers would 
streamline referrals to all OHP-covered services, improving client care, 
while also being open to taking referrals from health systems.



Future State 2 (cont.): Multi -Sector Case Management
Opportunities & More…

• Co-developing a referral mechanism would facilitate smooth 
transitions for clients from medical care to housing and support 
critical healthcare needs. 

• Develop and Troubleshoot models for Case Conferencing with 
medically complex clients 

• NWPP/Project Access Now - Housing and Health Integration Pilot



Goals and Outcomes
Looking at the Big Picture of Integration Between Health and Housing

• What are the best ways to identify the health care insurer for OHP members and 
access care coordination?

• What are the best ways to communicate about client needs before there is an 
emergency?

• What are the best ways to track (waitlist) access to services (Behavioral 
Health/Substance Use) that are not readily available?

Integration between social services and health care is the only way to humanely 
address client needs.



Barriers to Consider
Health Care Workforce Challenges

HIPAA

Medicaid Billing Processes

Central Administrator needed to manage contracts/billing

Guidance from State: What is the process we need to follow and how does it change things 
(opportunities and problems)

Meaningful Cross-Sector Collaboration (Housing Service Providers, Jurisdictional Funders 
and Health Systems Partners) will stabilize our workforce and improve client outcomes.



Q&A
Let’s talk!

Feel free to put questions in the chat 
or raise your hand.
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