Micah Ecumenical Ministries

Residential Recovery Program

Impact Statement
The Residential Recovery Program has become the core service of Micah Ecumenical Ministries’ 
health care arm.  While the program itself is specific to inpatient care for eight homeless individuals at one time, all medical or mental health services provided by the entire organization connect to it in some way. Funding for the Residential Recovery Program (respite), therefore, has an impact worth at least four times the investment. Mary Washington Hospital’s contribution sustains the primary salaries that administer this program. But those dollars trickle down in the following ways:

• Provides short-term stability and support for homeless leaving the hospital in need of temporary or terminal care.  This increases follow through on discharge instructions and improves the chances that this low-income population will obtain/take their medication. It also connects them with people who can help navigate complicated processes, teach them appropriate care for their conditions and monitor their progress. And it offers opportunities for folks to recover indoors, rather than places not meant for habitation, following a hospital stay. 

• Introduces homeless patients to a system of care that improves long-term health outcomes.  Assistance for needs identified during a respite stay does not stop once a patient leaves the program. Passing through respite, in fact, better equips Micah staff to continue care for a person once they leave. Upon discharge, everyone remains connected to a specific respite staff member who manages the outpatient needs of all Micah clients. Outpatient needs include ongoing assistance with Moss Clinic eligibility/appointments, managing prescription needs, following through on charity care and troubleshooting other medical/mental health issues that arise. Micah remains involved, as needed, even through end of life moments when advanced directives and finding next of kin become essential.

• Connects those with significant medical or mental health concerns to a larger system of care.  Once enrolled in the Residential Recovery Program, patients receive priority access to two Micah case workers—one who specializes in disability, Medicaid and Medicare (SOAR Coordinator) and another who helps the seriously mentally ill access mainstream services (PATH outreach worker). This staff provides service to all Micah clients; but, as requested, they are required to meet with those the Residential Recovery Program identifies as having a need. 

• Troubleshoots ongoing health needs of chronic homeless who have moved off the street and into housing.  The Residential Recovery Program helps Micah identify the most vulnerable homeless individuals—those at risk of repeat admissions, long hospitalizations and consistently poor outcomes. Through the program’s wrap-around care system, the agency has streamlined case management so that these individuals have a greater chance of a discharge that includes the tools to move into housing. Housing and support services, even beyond an inpatient program, are a nationally proven method of improving a homeless individual’s health outcomes. Many of these respite guests transition into situations where Micah staff provide ongoing support services. When significant health needs are present, as is the case with most of the chronic homeless, the Residential Recovery Program staff remain involved in their care for the sake of continuity and centralized coordination. In some cases, the extent of their involvement runs comparable to the activities performed for any existing inpatient.
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+ In-home support provided to formerly homeless who have moved off
the street into apartments provided through Micah.

+Support primarily consists of maintaining basic needs in the home,
coordinating/transporting to doctors visits, medication management,
serving as a point of contact for hospice/home health and medical
providers, as needed.

+551/5SDI, Outreach, Access and Recovery (SOAR): Processing of
Medicaid, Medicare and Social Security benefit applications for
homeless identified as disabled.

« Partners Assisting in Transitions from Homelessness (PATH): In-house
mental health outreach, care and service coordination which
transitions previously resistant individuals into mainstream systems.

+ Patient follow-up after leaving the inpatient program

+ Facilitation of prescriptions, charity care, Moss Clinic and other
medical needs for more than 1,200 people accessing Micah's programs
throughout the year

+ Provide education and assistance completing advanced directives and
assignment of burial rights; Maintain database of emergency contact
information. Assist hospital and funeral homes with finding next of kin
and facilitating end of life decisions

+ Inpatient program for homeless leaving the hospital in need of
temporary or terminal care.

+Core of all health services provided through Micah Ecumenical
Ministries.





COST-BENEFIT ANALYSIS

Micah’s Health Care efforts offer a cost savings to the local medical and mental health system.  The true benefit is difficult to track, as the best result is keeping people out of the hospital. But observing how cost and hospital visit patterns compare before and after access to Micah services is telling. As promised in our 2011 objectives, we have developed a method of tracking how much homeless individuals are costing the hospital and how the introduction of the Residential Recovery Program has made a difference. A full report will be available at the end of the year, but the following is a sample of our findings thus far: 

RM1361
	2009
	2010
	2011

	# of visits
	Cost
	# of visits
	Cost
	# of visits
	Cost

	3
	$22,227
	6
	109,069
	4
	$33,402


RM1361 first came to Micah in 2008, while staying at the cold weather shelter. He had worked all of his life and managed to get by, but his alcoholism had finally caught up with him and he was homeless. Here he was an obese man with a gentle spirit, just cresting the age of 50, and he was wandering the streets at night, curling up in a sleeping bag and hoping to make it until morning without too much bother from the police. Initially he was in and out of the hospital a couple times a month with a few bumps and bruises and a touch of respiratory distress. He began working a bit, but by the time the cold weather subsided he was so sick that he ended up in the hospital for three days.  At the time, he was not registered for Moss Clinic and those early bills were sent to a collection agency. With what was available at the time, Micah intervened and assisted with his enrollment in Moss Clinic and Charity Care, as possible. Every hospital bill since Sept. 2009, has either been on a Moss referral or covered by charity care. Shortly after, a friend took him in and his hospital needs subsided for almost a year.  But in late July 2010, he started to have some difficulty. By September he had experienced a massive heart attack, underwent a quadruple bypass and wound up in the hospital for eleven days. But to make matters worse, the friend he has been staying with decided he could not return to the home. Facing a vulnerable medical condition and a need for Home Health Care,  RM1361, had no place to go.  On 10/14/10, Mary Washington Hospital sent him to the Residential Recovery Program. He stayed there until 11/11/10, after completing his home health, beginning the disability process and reaching a point where his risk of re-hospitalization was minimal.  RM1361 has hopped between the Thurman Brisben Center and friends homes since leaving the Residential Recovery Program. He did not interact with the hospital again until 3/4/11. He has had three other emergency room visits and one inpatient stay this year, unrelated to his heart. Micah staff has continued helping him stay current with Moss Clinic and pursue disability, Medicaid/Medicare and housing.  Because of our efforts, he will receive his first social security check this September and all of his doctor’s visits will become billable to Medicare. RM1361 will also be moving into the first apartment of his own in 10 years. As we’ve seen from his history, stable housing goes a long way in stabilizing his medical issues, as well. 
COST SAVINGS: Specific figure unknown. Presumption that hospital visits were prevented because of a stay at the Residential Recovery Program following his heart surgery. Possible reimbursement coming for 2011 expenses ($33,402) when Medicare is introduced in September
DM111757

	2009
	2010
	2011

	# of visits
	Cost
	# of visits
	Cost
	# of visits
	Cost

	0
	$0
	3
	$13,781
	1
	$8,623


DM111757 doesn’t like doctors or hospitals. He did not have one visit to the hospital in 2009. But in 2010, he suffered extensive injuries after being set on fire while sleeping under the Chatham Bridge.  He was in MCV’s burn unit from about April, until Sept. when he transferred to a Richmond rehabilitation center. The rehab center was getting ready to discharge him to Fredericksburg, where he would have returned to the street having lost one arm and still recovering from many skin graphs. He was, however, able to be discharged to Micah’s Residential Recovery Program, where his care could be continued. From 10/08/10 until 01/10/11, Micah staff worked with him on wound care, transportation to all medical appointments (including many in Richmond), completing the required rotations of medication and setting up his disability and Medicaid. During his stay, DM111757 refrained from alcohol, repaired relations with his family and complied with all medical directives. He visited the ER only once during his stay and that was related to an urgent prescription need that was not addressed by the discharging rehab facility. Come January, his doctor’s visits has subsided, his wounds had primarily healed and he was ready to live on his own. Micah staff paired him with a roommate and assisted him in finding housing. Staff visits the apartment at least once a week, making sure he has food in the refrigerator, laundry is done and that he is taking a shower. They also work with him to arrange doctor’s visits, as needed. Each month staff sits with him and helps him write out the checks for his bills and ensures they get mailed. Because of this care, DM111757 has experienced an improving condition. rather than a deteriorating one that would have been very likely had he returned to the street. Based on his history of non-compliance and confusion about service systems, chances are he would have developed serious complications, died, and/or repeatedly sought care through the emergency room rather than the Community Health Center and other Richmond providers. 

COST SAVINGS: Specific figure unknown. Presumption that hospital visits were prevented because of a stay at the Residential Recovery Program following discharge from the rehabilitation center. 

SS82366

	2009
	2010
	2011

	# of visits
	Cost
	# of visits
	Cost
	# of visits
	Cost

	1
	$8,199
	3
	$23,739
	3
	$23,374


SS82366 can’t tell you the last time he lived in a home of his own.  At 44, he suffers from a brain injury and has largely been living in the woods on and off since he became an adult. Each year, something happens to him that sends him to the hospital. Once he got bit by a raccoon, another time he had a illness that sent him to the emergency room three times in a seven-day period. But up until 2011, SS82366, had very little interaction with community services other than the occasional stay at the cold weather shelter. In late January, he spent three days in the hospital for respiratory problems. Upon discharge, he was sent to the Residential Recovery Program. There, Micah got a full scope of his needs for the first time.  We quickly discovered that SS82366 was not using appropriate health systems for his needs because he struggled to deal with people. His natural inclination was to defend himself anytime he was speaking to a person providing his care. While in the Residential Recovery Program, staff had the opportunity to work with SS82366 on this skill. In one instance, he had needed Moss to pull some of his teeth. After the initial appointment, Moss reported that he had been “very rude” and would not be served if he was going to act that way. Micah staff talked with SS82366 about how he approached the situation and what he could have done better. SS82366 determined that he did not realize how he was coming across to people. He then called the Moss employee and apologized for his behavior. He has returned successfully for various appointments ever since. While SS82366 was in our care we also learned that he had been approved for disability years prior. Because he lived from place to place he had never received notice and never showed up to claim his benefits. Based on his tendency to be a loner and forget things, his team of medical and mental health physicians worked with Micah to keep him in the program while benefits were being pursued.  Come June, his disability had become imminent and Micah was able to move him into housing. He will receive his first check in September and all of his medical bills for 2011 will be back billed to Medicaid. Prior to his respite stay, all of his hospital bills were being sent to collections or remaining an outstanding balance to the patient—a bad debt to the hospital, not even charity care. 
COST SAVINGS: At least $23,374 to date, due to Micah’s efforts on his Medicaid application.
BJ81741

	2009
	2010
	2011

	# of visits
	Cost
	# of visits
	Cost
	# of visits
	Cost

	0
	$0
	0
	$0
	1
	$24,301


BJ81741, a 70-year old veteran, who is dependant on oxygen and doesn’t move around very well,  came to Micah after a five-day hospital stay. He had lived in Prince William for many years. And he had most recently been in an assisted living facility. The facility had discharged him to a family member who decided shortly after that he could not stay with her. So, BJ81741 went to a motel in Stafford County. His monthly check was quickly swallowed by over $600 in medication needs. He only had Medicare Part A & B so there was no help for his prescription needs. And he had so many medications—even old and expired ones—that he wasn’t sure what to take and how often to take it. After having no medication for many weeks, BJ81741 became very ill and ended up at Mary Washington Hospital. At discharge, the hospital worked with Micah to get his initial prescriptions filled. As soon as he arrived at the Residential Recovery Program, Micah staff began work on another prescription strategy. He immediately qualified for Medicare Part D and the Medicaid subsidy, which assists with his prescriptions. And staff arranged for a volunteer to take him to McGuire Medical Center in Richmond, which is the first step in registering for Veteran’s Benefits. BJ81741 was qualified on the same day.  A few weeks later he traveled to his first appointment where he was able to begin receiving ALL of his medications for free. With zeroed-out medication obligation, BJ81741 was able to afford a shared apartment with another Micah client, where he is currently living very successfully with Micah support. Staff visits him several times a week, coordinates all of his doctor’s appointments, makes sure the refrigerator stays full and that he isn’t running low on medication. He now has a schedule, prepared by Micah staff, for taking his medications And he has not returned to the hospital since his stay in June. Without the Residential Recovery Program he would have likely had to go on the street or found himself back in the same medication-deficient predicament and become a very frequent flyer in the emergency room. 

COST SAVINGS: Specific figure unknown. Presumption that hospital visits were prevented because of a stay at the Residential Recovery Program, which introduced him to the Veteran’s Benefit system that now provides his medication. 
TR101865

	2009
	2010
	2011

	# of visits
	Cost
	# of visits
	Cost
	# of visits
	Cost

	54
	$215,956
	36
	$199,060 
	19
	$70,537


TR101865 is a 45-year old, chronic alcoholic with significant delusions and depression. He lives in a constant state of wanting to die or believing he is going to die and fear of doing so.  In 2009, he visited the hospital so many times that he could have been there at least once per week and been an inpatient each month for 8 out of 12 months of the year. In 2010, he averaged an inpatient stay once every 7 emergency room visits. In 2011, he has been an inpatient approximately once every 5 visits. The only clear breaks in his pattern have been when he is in jail or staying at the Residential Recovery Program. During his 11/1/10 to 11/29/10 stay and his 4/22/11 to 6/6/11 stay he visited the hospital emergency room only one time. In both cases he went for legitimate complications related to his conditions. TR101865’s biggest hurdle was that service providers, such as Moss clinic and RASCB, were largely burnt out on trying to help him. He had an extensive pattern of scheduling appointments and not showing. He has become, however, a clear example of how shelter and support services offered through Micah can change a homeless individual’s health care pattern. While Thomas has some significant medical and mental health issues, he has historically used the medical system as a place to stay and a detox center. That strategy is at great cost to the hospital. Up until the middle of 2009, when Micah began assisting the Charity Care office with his case, all of his bills were being sent to collections. Since then, all bills have been determined eligible for charity care. When he entered the Residential Recovery Program in November of last year, Micah staff not only got him enrolled in the Moss Clinic for the first time, but began working with him on real health needs—his cirosis of liver, kidney failure, etc.—rather than his imagined ones. Staff personally took him to his first few appointments and helped him to begin using medical care to actually feel better, not just as a temporary safety net. Staff also began work on his Social Security and Medicaid application. TR101865 has now been approved for Social Security and Medicaid. We anticipate his check will arrive in early October and we will be able to house him at that time. Based on his history in the Residential Recovery Program, we theorize that a stable place to stay, along with our support services, will change his pattern in and out of the emergency room. And any hospital visits he does incur will now be reimbursable to Medicaid. We are unsure, at this time, how far TR101865’s Medicaid will back bill for this year. But we believe a significant amount of the 2011 expenses already incurred will be reimbursable. 

COST SAVINGS: Specific figure unknown. Presumption that additional hospital visits were prevented during stays at the Residential Recovery Program. Possible reimbursement coming for 2011 expenses ($70,537) when Medicaid is introduced in September. Guaranteed reimbursement for future hospital visits and a potential reduction in the frequency of hospital visits due to permanent housing. 
TH71661

	2009
	2010
	2011

	# of visits
	Cost
	# of visits
	Cost
	# of visits
	Cost

	0
	$0
	1
	$17,999
	2
	$2,229


TH71661 experienced such a significant psychotic episode in early 2010 that he was transferred to Western State Hospital for approximately ten months. Upon discharge he was sent to the Residential Recovery Program, which helped him sort through his many post-hospitalization needs. He had been approved for disability and Medicaid, while at Western State, but he had no concept of how to turn on the benefits now that he was no longer an inpatient. He needed a significant anti-psychotic, but was a poor self-advocate when it came to working through RACSB’s medication program for previously hospitalized individuals. Micah got his benefits started, set him up with someone to manage his money and helped him establish a routine of attending doctor’s visits and obtaining his medication. We developed such a good pattern with him that his psychiatrist recommended keeping him until he could be transitioned into a stable situation. Returning to the street, the doctor advised, would put him at great risk of non-compliance and decompensation. After a little more than two months in our care, we were able to put him in supportive housing, where Micah staff continues to follow-up, ensuring his medication stays filled and he is attending doctor’s appointments. In eight months he has done very well, only going to the emergency room a couple times for medical reasons, not mental health.
COST SAVINGS: Specific figure unknown. Presumption that hospital visits were prevented because of a stay at the Residential Recovery Program during critical transition from a state hospital. 
CB32365

	2009
	2010
	2011

	# of visits
	Cost
	# of visits
	Cost
	# of visits
	Cost

	4
	$17,847
	5
	$21,642
	3
	$20,304


CB32365 has such a pattern of domestic violence and mental health that hospital staff referred her to the Residential Recovery Program in January 2011 with great reluctance. “We’ve known her for many years,” they said. “And we don’t see that anything you can do would change her pattern.” Micah has an established history with CB32365; we were in the midst of appealing her disability case; and we encouraged them to make the referral, regardless. CB32365 stayed in our program for two weeks, then transitioned successfully to the Thurman Brisben Center. While in our care, we enrolled her in Moss Clinic and began to teach her the value of using that system. She learned well enough that, at least one of two hospital visits, since her stay with us, was accomplished through a Moss referral to the ER. Previously she had just applied for charity care or been sent to collections. Her stay at the Residential Recovery Program gave us the dedicated time we needed to complete her disability appeal. The application was finally successful. And she moved into stable housing this past May, where she has been able to keep many of her medical and mental health needs under control.  To date, she has not been to the hospital since February 2011. But she has been going to Moss Clinic for care. And she will soon be transitioning over to a Medicaid doctor.  Based on her disability determination date, much of her 2011 expenses should end up back billed to Medicaid
COST SAVINGS: Specific figure unknown. Presumption that hospital visits were prevented because of a stay at the Residential Recovery Program during critical transition from a state hospital.  Possible reimbursement coming for 2011 expenses ($20,304) when Medicaid comes through this month.
GS41253

	2009
	2010
	2011

	# of visits
	Cost
	# of visits
	Cost
	# of visits
	Cost

	4
	$1,242
	43
	$26,821
	38
	$29,938.46

**$16,406 still being pursued with Medicare**


GS41253 is a good example of what happens when to homeless person discharged with and without a referral to the Residential Recovery Program. Micah has been aware of GS41253 as someone who hops between couches, motels and sometimes the street. But prior to 7/20/11 he had not been referred to the Residential Recovery Program. He has Medicare, so the concern has not been so much the cost as it has been the frequency of his visits to the hospital. Prior to 2010, GS41253 was stably housed and a relatively rare visitor to the hospital. But when he became homeless in 2010, he started collecting at least two inpatient stays per month with multiple ER visits (sometimes 2-3 times per week) in between. GS41253 was identified as a candidate for the Residential Recovery Program during one of our newly started weekly meetings with Snowden at Fredericksburg. Snowden staff expressed concern that many previous discharge plans had not worked out and GS41253 kept returning. He entered the program on 7/20/11. On 7/24/11, 7/27, 7/29, 8/6, 8/8, 8/11, 8/16 and 8/17 he ended up wandering back to the hospital for various reasons. Micah staff became aware of this pattern and began to investigate it. GS41253 has a long-time substance abuse habit, which complicates many of his serious conditions, particularly his failing liver.  So, sometimes, GS41253 would feel a certain way, even if it was a normal side effect of his medication, and he would decide he needed to get checked out.  We also determined that his eating and hygiene habits along with the medication he was taking were causing him to feel things that he shouldn’t. And third, GS41253 confessed that sometimes he just got lonely and needed to get his mind off things.  The hospital, he described, was a place where people knew him by name and he “felt comfortable.”  After identifying these issues Micah staff began to work with him to make sure his diet and daily habits matched his medication schedule. We also worked with him to set up a primary care doctor and talk with his psychiatrist, so that he had more productive ways to manage side effects. And we continue to work with him on ways that he could develop other comfortable communities and not feel so lonely.  During some of his last visits to the hospital he was offered the opportunity to go to Snowden, but he turned it down because he said he was comfortable staying in Micah’s Program. The true test will be the patterns he chooses now that he has been placed in permanent housing. So far, he seems to be settling in well and finding good companionship with a roommate. 

COST SAVINGS: Specific figure unknown. Presumption that hospital visits will be prevented in the long-term because of a stay at the Residential Recovery Program.
FS2856

	2009
	2010
	2011

	# of visits
	Cost
	# of visits
	Cost
	# of visits
	Cost

	3
	$11,056
	7
	$95,490
	15
	$95,621


When FS2856 came to the Residential Recovery Program, Dr. Powell said, “If Micah doesn’t help him he will be dead in a week. The problem was that FS2856 was bouncing between the street and family homes, where his medication was being abused by relatives or sold. He was repeatedly ending up back in the ER because he wasn’t neither taking his medication correctly, nor engaging in habits that were compatible with his needs. Micah staff spent a lot of time sorting out what he needed to do to improve his health outcomes and then educating him about it. That included proper Coumadin management, scheduling doctor’s visits, maintaining a proper diet and attending appointments with him—as often as twice per week.  Following both times he stayed at the Residential Recovery Program, he stayed out of the hospital between three and four months following his stay. Staff also supported his niece with a Medicaid and disability application that were approved this month. That will allow Mary Washington to receive reimbursement for some past and any hospital visits moving forward. 

COST SAVINGS: Specific figure unknown. Presumption that hospital visits were prevented because of a stay at the Residential Recovery Program during critical transition from a state hospital.  Possible reimbursement coming for 2011 expenses ($95,621) when Medicaid comes through.
NH2158

	2009
	2010
	2011

	# of visits
	Cost
	# of visits
	Cost
	# of visits
	Cost

	66
	$178,595
	33
	$529,207
	10
	$50,200


NH2158 was a public school teacher for 25 years. She has a master’s degree, worked with special needs children and never had any reason to believe she would become homeless.  She does, however, have rampant history of complicated medical problems and frequent hospital visits that dates back to a time when she was insured. Her 66 visits in 2009 were primarily covered by insurance. But her significant lack of attendance at work, quickly left her without a job, an income and any form of coverage by the end of the year.  The costs began to creep upward. By early 2010, she had been diagnosed with cancer and scheduled for surgery. During her inpatient stay, she was evicted from her apartment and wound up refusing to be discharged until the hospital found her a place to go. Case managers worked quickly with Micah staff to develop a plan. Through one of its churches, Micah arranged for NH2158’s belongings to be temporarily moved into storage and her cats were taken to a local refuge. NH2158 then entered one of two apartments, which Micah operated at the time for respite care. Having never had to live off of the public service system before, she was clueless on how to get her needs met. Micah worked quickly to connect her with the appropriate health resources. We registered her for Moss Clinic and applied for charity care, which was not too late to cover all of her bills back to the date she lost her insurance. For months she had gone without primary care and had simply used the hospital to get from one problem to the next. Enrolling in Moss helped to unravel the many issues that had come to plague her. Over the course of 2010, she gradually began to move from managing her medical issues to resolving them.  Eventually she moved on from the respite apartments and agreed to enter Thurman Brisben. But Micah staff continued to follow her, as work on her disability, Medicare and Medicaid application was ongoing. After her respite care experience she was diligent about calling Moss before going to the hospital and she attended all of her appointments. By July of 2010, she had come back to the Residential Recovery Program. But this time, her opportunity for stability was coming together. Her state retirement had come through, her disability had been approved and many of her health issues were turning for the better, now that they had been monitored by primary care. Micah was able to transition NH2158 into an apartment, and we continue to work with her on transportation to Charlottesville and Richmond for her complex care needs. She continues to experience a variety of complications that put her in the hospital, but at no where near the rate she was doing so in 2010.  She now approaches health care with a different understanding than she had when first interacting with the Residential Recovery Program. Her health has improved so much to date, that she spends at least one day a week now volunteering at Micah. 

COST SAVINGS: Specific figure unknown. Presumption that hospital visits were prevented because of a stay at the Residential Recovery Program, which introduced her to local social service systems and set her up with a continuum of care plan for he medical needs. 

OVERALL COST-BENEFIT OF THE SOAR (SSI/SSDI, OUTREACH, ACCESS AND RECOVERY) PROGRAM

Through a partnership with the Rappahannock Community Services Board Micah maintains a staff person who works specifically on disability and Medicaid/Medicare applications. As demonstrated in the case studies, this is a significant tool that the Residential Recovery Program uses to improve patients’ health outcomes. Since the program started in November, 2009, 38 applications have been pursued. The following summarizes the significant cost-benefit that this program has brought to homeless individuals and the community:


• 21 applications were approved the first time, 2 others were approved on an appeal.


• 4 applications have been denied.


• 11 are currently pending.


• $137,212 in back pay has benefited the individuals who have been approved

• $225,336 has been brought into this community to help the most vulnerable regain stability, obtain their basic needs, and secure the tools to improve their health outcomes.

• Every approval means another person who begins receiving Medicare, Medicaid or both. This not only broadens the individual’s health care opportunities, it gives the hospital a pay source that will back pay many months worth of expenses, in most cases. 
SUMMARY OF OBSERVATIONS

Based on Micah’s experience and the above 10 case studies, it is clear that our local Residential Recovery Program is significantly impacting the hospital patterns of the local homeless population. It is impacting health outcomes in the following ways. 

• Patients entering the Residential Recovery Program are more likely get the dedicated care and support necessary to succeed with a social security and Medicaid/Medicare application. This not only improves the individual’s opportunity for stability, but it increases the hospital’s chances of getting reimbursed.

• Patients who are admitted to the Residential Recovery Program without a primary care physician, leave assigned to one. 

 • Veterans staying in the program don’t leave the program without a place to live and access to benefits they had not been receiving before.

• Individuals with substance abuse issues, who are ready to quit, are finding the Residential Recovery Program a good place to start over and transition to a longer-term program.

• A stay at respite breaks the pattern, at least temporarily, of the most frequent ER visitors. At minimum, respite staff are able to observe “frequent flyer” behavior and identify its underlying cause. 

• Housing is a significant tool in restoring the health of the street population and diverting them from the emergency room and inpatient beds. 

• Homeless people don’t always use medical systems because they are sick. Sometimes it is because they want a place to stay; they are bored or they simply like the staff in the ER or at Snowden. These patterns can change if the individual’s true need is identified, and a new strategy that meets those needs is introduced. 

• Offering shelter and wrap-around support services to historically non-compliant individuals, changes their success rate. 

An average night in Mary Washington Hospital, excluding newborns and psychiatric,  is $1,471.28. The average homeless person in Fredericksburg can be put in permanent housing for $20 per night. And a bed at the Residential Recovery Program costs $99 per night. Through only ten cases, we have shown a return to the hospital greater than the $130,014 investment requested from this proposal. But the true benefit is clearly much greater, as Micah has served 113 different people since the program began in May 2010.  And more vulnerable members of our community are benefiting from this service each day. 

Impact of the Residential Recovery Program





Partners


Moss Free Clinic


MWH Case Managers


Fredericksburg Christian Health


Community Health Center


Cancer Center of Virginia


Mary Washington Hospice/Home Health


Medi Hospice and Home Health


Rappahannock Area CSB


Snowden of Fredericksburg


Church/Community dinner groups


Fred. Emergency Medical Alliance


Health Corporation of America


Crisis Stabilization Program


Fred. Continuum of Care


Fred. Dept. of Social Services


Serenity House


Narcotics Anonymous


Probation and Parole


RRJ mental health staff


Goolricks and Wegmans

















