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Webinar Format

Webinar will last approximately 1.5 hours

Participants’ phone connections are “muted” due to the
high number of callers

Questions can also be submitted anytime to
SSVF@va.gov
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Women Veterans Using VA Care

« Women are the fastest growing subgroup of U.S. Veterans; there are more than 2.1 million
women Veterans in the U.S. Women make up 15.5 percent of today’s active duty military
and 19 percent of National Guard and Reserve forces.

«  Women Veterans who use VA are a young, racially diverse population with high rates of
service connected disability, mental health conditions, sexual trauma, and musculoskeletal
injuries and conditions. Those who enroll in VA are high utilizers of care, needing providers
with expertise in managing Veterans with complex health conditions.

— Nearly one in four women Veterans have experienced Military Sexual Trauma.

— More women than men Veterans have a service connected (SC) disability (73 percent
of women Veterans ages 18-44).

— Over 30 percent of women Veterans use non-VA Care in the Community, coordinated
and paid by VA.

Average Age 47.9 62.5
> 12 Outpatient Encounters 51% 44%
Mental Health - 48% 31%

Substance Use Condition

Musculoskeletal Injury 59% 48%



Age Distribution of Women Veteran Patients

Fiscal Year (FY) 2000, FY2006, and FY2015
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Women Veteran Patients

Women using VHA services has nearly doubled in the past decade, growing from 245,301 in
FYO6 to 439,791 in FY15, a 79% increase over 10 years.
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deal: Women Veterans Experience of VA

* High-quality, equitable care on par with that
of men

e Care delivered in a safe and healing
environment

e Seamless coordination of services

* Recognition as Veterans




What’s Offered




Full Continuum of Health Care for

Enrolled Women Veterans

* Comprehensive Primary Care
(acute care, chronic illness and gender-specific care from a single provider)

* Gynecological care

* Mental Health

* Disease Management, Prevention and Screening
* Emergency Care

* Infertility Care

* Maternity Care (Newborn care up to 7 days)

e Specialty Care

* Long-Term Care Services and Supports

* Hospice/Palliative Care



Designated Women’s Health Providers

e Complete primary care, including routine gynecologic
care, from one designated women’s health provider
(DWHP) at all VA sites of care including Community
Based Outpatient Clinics (CBOCs)

e DWHP’s are primary care providers that are trained
and/or experienced in women’s health care.

* Research shows higher patient satisfaction with care,
higher quality of gender specific care, and decreased
attrition from VA health care when women are cared for
by a DWHP



Women’s Health Comprehensive Primary Care

Clinic Models

* Model 1- General Primary Care Clinics. Comprehensive primary care for the
women Veteran is delivered by a DWHP. Women Veterans are seen within a
general gender-neutral Primary Care Clinic. Mental health services for women
should be co-located in the Clinic. Referral to specialty gynecology service
must be available either on-site or through fee-basis, contractual or sharing
agreements, or referral to other VA facilities within a reasonable traveling
distance.

 Model 2- Separate but Shared Space. Comprehensive primary care services for
women Veterans are offered by DWHP in a separate but shared space that
may be located within or adjacent to Primary Care Clinic areas. Gynecological
care and mental health services should be co-located in this space and readily
available.

* Model 3- Women’s Health Center (WHC). VHA facilities with larger women
Veterans populations are encouraged to create Women'’s Health Centers
(WHC) that provide the highest level of coordinated, high-quality
comprehensive care to women Veterans.



Women’s Health Education

* QOver 3,000 VA primary care providers trained through
WH mini-residency program

* Monthly inter-professional webinars
* Grants sponsored to train providers

* Developed over 50 accredited on-demand online training
sessions

* Breast and pelvic exam simulation equipment
disseminated to all health care systems



Gynecology

e 196 gynecologists employed, on-site at 130 facilities

* When services are unavailable or not timely, Care in
the Community (paid for by VA) is used

* Additionally, telehealth and tele-gynecology are
options potentially available for underserved areas




Maternity Care

e National policies for Maternity Care Coordination
* Maternity Care Coordinators at each VA Medical Center

— Facilitate communication between non-VA maternity care

providers and VA-based health care providers Pregnancy

— Provide support and education nd b

— Assist with lactation needs

ferey
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— Screen for post-partum needs

* Electronic record alerts providers to medications
that may be hazardous during pregnancy



Newborn Care

e Care provided for up to but not
more than seven daVS after birth WOMEN VETERANS HEALTH CARE

* Includes all post-delivery care A healthy pregnancy
services, including routine fige.2 0reat fiskgl
health care services that a
newborn child requires

 The Veteran (mother) must be
enrolled in VA care and receiving e
VA maternity benefits me

You served, you deserve the best care anywhere,

Depus trasre 30 e e
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Mammography

e Mammography can be provided in-house or through
Care in the Community (paid for by VA)

 Over 60 VHA Health Care sites are now offering on-
site digital mammography

* VA exceeds the private sector in mammography
screening

 84.6% of age-eligible Women Veterans received
mammography screening in 2016



Cultural Transformation

Please don’t call me mister.

Think twice about how you address her.
It's our job to give her the best care anywhere.

she
Wore
these,

It's our job to give her
the best care anywhere,

. W .

WOMEN VETERANS HEALTH CARE




Advocating Cultural Transformation

Women’s Health which one
Services is leading a VA- s the
wide communication veteran’? Sl
initiative to enhance the
language, practice, and |
culture of VA to be ?’g’qﬁg Sl
more inclusive of

women Veterans.

WOMEN VETERANS HEALTH CARE W T S

WOMEN VETERANS

HEALTH CARE
22



Women Veterans Self Identify Campaign

I’'m One. I’'m a Proud Veteran.

e ————

WOMEN VETERANS HEALTH CARE [} & @&







Women Veterans Call Center

Trust her to
find answers.

The Women Veterans Call
Center is your guide to VA,

Call 1-855-VA-WOMEN
(1-855-829-6636)

Anonymous Chat at
www.womenshealth.va.gov

Hours of Operation:
Mon-Fri8a.m.to 10 pm.ET ¥

Sat.8a.m.to 6:30 p.m. ET 1 1 Lg{,‘;’,"w‘!ﬁ’:“" US. Department
- "~ CALL CENTER of Veterans Aflairs




Women Veteran Program Manager

At each VA Medical Center nationwide, a Women Veteran
Program Manager is designated to advise and advocate for
women Veterans. She can help coordinate all the services that
may be needed, from primary care to specialized care for
chronic conditions or reproductive health.

Woman Veterans who are interested in receiving care at VA
should contact the nearest VA Medical Center and ask for the

Women Veteran Program Manager.



http://www.va.gov/directory/

Women Veterans and Homelessness

The VA National Center on Homelessness Among Veterans partnered with VA
Women’s Health Services to host a virtual research symposium on women
Veterans and homelessness.

A report is also available that summarizes the research findings presented

and panel discussion, and provides additional resources for further learning
such as:

* Suggested Readings

— Projecting the Need for VA Homeless Services Among Female Veterans

— Characteristics and Needs of Women Veterans Experiencing
Homelessness

— Service Barriers Among Women Veterans Experiencing Homelessness
* Archived Training Events and Presentations


https://va-eerc-ees.adobeconnect.com/_a1089657440/p4r9y2r0on9/?launcher=false&fcsContent=true&pbMode=normal

SUMMARY

Discussed Who's Using VA Care
Reviewed What’s Offered
Shared Cultural Transformation Efforts

1.
2.
3.
4.

Provided Resources




SSVF Monitoring Toolkit




SSVF Monitoring Toolkit

The SSVF Monitoring Toolkit

All grantees subject to monitoring by VA to review grant
management and provide technical assistance, if needed

The SSVF Monitoring Toolkit, available on the SSVF
website, is designed to assist grantees in preparing for
on site visit

Components of SSVF Monitoring Toolkit can be used
throughout the grant year to ensure compliance and
measure improvements in performance

Webinar explaining monitoring and toolkit available:
https://attendee.gotowebinar.com/recording/4159185687
997307905



https://attendee.gotowebinar.com/recording/4159185687997307905

SSVF Monitoring Toolkit

* SSVF Monitoring Visit Checklist

— Use the checklist to prepare for the visit before the
monitoring visit

— Ensure that appropriate staff are on site the day of the
visit

— Checklist for preparing response to VA after the visit

— Monitor progress of any changes that have been
Implemented



SSVF Monitoring Toolkit

« SSVF Self Monitoring Tool

— Ensure that the items can be checked off prior to
monitoring visit
— ltems marked with (*) were most commonly missed UMP
questions in FY16
Policies and Procedures (P&P)
[] There are clearly written and detailed screening P&Ps specific to the program.

[ There are clearly written and detailed P&Ps regarding how eligibility is determined specific to
the program.

[] There are clearly written P&Ps for prioritizing admissions and who is responsible for admission
decisions.*

[ There is a clearly written Critical Incident Policy which includes reporting and following up on
incidents.

[] There is a clearly written policy on ineligibility criteria and the practice of handling ineligible
applicants.*

L] There is a clearly written policy on protecting client information and requiring signed Releases
of Information.




SSVF Monitoring Toolkit

 SSVF Subcontractor Monitoring Guide

— SSVF providers are required to have adequate controls in
place

— Ensure that subcontractors are delivering high level services
— Tool can be used to monitor all subcontractors

— Additional checklists are provided for type of subcontractor



SSVF Monitoring Toolkit

« SSVF Managers Tool

— Conduct review of case files for completeness
— Ensure consistent organization of client files
— Use tool throughout grant year

— Use with both paper and electronic files



SSVF Monitoring Toolkit

« SSVF Case File Tool

_ O rga n ize fi I eS to p repa re Veteran Status (DD214, HINQ, VA ID, etc.) or Pending Verification of Veteran Status

for mon |t0 rl n g VIS It [ Housing Status (Rapid Rehousing or Homeless Prevention Documentation)

[] Third Party Documentation is best.

R E nS u re th at req u | red [1 Self-certifications must be accompanied with Self-Declaration and

statement about attempts to gather third party documentation.

documentation is in all files
_ TOOI iS useful for inte rnal O Incog?rﬁior;u;waerrtwtaggzdr;;g:ti;tgiopr:ti)gfbl;nsc:ér 50% AMI for all adult members

. [ Self-declarations must be accompanied with written statements about
qua I |ty assurance or peer attempts to gather third party documentation
review of files
— Use with both paper and

electronic files

[ Asset Income Calculation Worksheet

O Income Calculation Worksheet




SSVF Monitoring Toolkit

« SSVF UMP Crosswalk

« Grantees are assessed on meeting required
standards from program regulations

— SSVF Program Guide
— Applicable NOFAs

— Final Rule

— OMB Circular

— VA Data Guide



Does the grantee maintain a Comprehensive Data
Quality Plan to ensure completeness, timeliness,
and accuracy of HMIS data?

DG: Data Quality
Management

Does the Data Quality Plan specifically detail staff

responsibility including: timelines for data entry DG: Data Quality
and HMIS Repository uploads, and ongoing quality | Management
assurance procedures?

Does the grantee successfully upload all client

information to the SSVF HMIS Repository on a PG: Reportina Process

monthly basis? Is the grantee entering or exporting
data to all CoCs served?

Does the grantee entering or exporting data to all |DG: HMIS Participation
CoCs served? Planning

Is client file data accurately entered into the

' :
grantee's HMIS system? DG: Accuracy




Using the System Assessment &
Improvement Toolkit

VA SSVF Webinar
May 11, 2017

Presented by: Joyce MacAlpine, Abt Associates
Ashley Mann-McLellan, TAC




Discovering The Cure

e Coordinated entry (driven
by Housing First)

e By-name list

e Community planning that
matches resources to
need

e Case conferencing



Introductions

Ashley Mann-McLellan
—Technical Assistance Collaborative (TAC)

Joyce Probst MacAlpine
—Abt Associates
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Goals for Today’s Webinar

e Background: System Assessment & Improvement
Toolkit

* Toolkit Set Up
e How to Use the Toolkit

* Questions

41



Poll Question #1

Have you ever participated in a system assessment

and im provement p rocess? (Examples may be system mapping,
charrettes, community challenges, boot camps)

*Yes
\[o]
*Unsure

42



The Background of the Toolkit

43



Defining an End to Homelessness
Federal Criteria & Benchmarks

An end to homelessness does not mean that no one
will ever experience a housing crisis again....

An end to homelessness means that every community
will have a systematic response in place that ensures
homelessness is prevented whenever possible or is
otherwise a rare, brief, and non-recurring experience.



Essential System Elements
Federal Criteria & Benchmarks

* Quickly identify & engage people experiencing
homelessness

* Prevent homelessness and divert people from
entering system

*Immediate access to low-barrier shelter & crisis
services

* Quickly connect people to housing



Essential Element: Leadership & Goals

System assessment and improvement needs the key
ingredients of...

1.) Local Leadership Group

Drive work to end Veteran homelessness

Define performance measures

Evaluate and track progress

2.) Established Community Goals

Common expectations of what your system is working to achieve

46



Poll Question #2

Has your community established formal goals to
define an end to Veteran homelessness?

1. Yes- we are formally pursuing the Fed B/C, Functional Zero
or our own locally set measures.

2. Maybe- It is unclear: Our goals may need a refresh or more
stakeholders to buy in

3. No- we have not defined goals, or we do not have a
leadership team to drive the work

47



What is System Assessment & Improvement?

Organize homeless assistance and optimize system
functions & performance

Optimization: an act, process, or methodology of
making something (as a design, system, or decision)
as fully perfect, functional, or effective as possible.

-Merriam-Webster Dictionary




What is System Assessment & Improvement?

49



Goals of System Assessment & Improvement

* Make systems perform effectively
* Achieve system, community and federal goals

*Create and implement a shared understanding
of how the system should function

* Create sustainability with infrastructure

—P/P’s, MOU'’s, training, evaluation mechanism



A Focus on System Assessment & Improvement
Common Reasons from Communities

* Processes are missing, ineffective or
inconsistently applied

*VVeterans who are referred to permanent
housing interventions are not connecting to
them

*Veterans at different points in the system who
should have received similar supports are
treated differently



Poll Question #3

What is the most pressing reason for your community
to use a system assessment and improvement
process?

1. # of homeless Veterans continues to rise
2. We are stuck in meeting the goal of ending homelessness

3. Stakeholders have different views on how Veterans flow through our
system

4. We do not have a sustainable system with formal policies or
procedures/agreements/evaluation

52



Toolkit Set Up
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Toolkit Set Up

 Available on the home page of the SSVF
University

e Toolkit includes: Supportive Services for Veteran Families

System Assessment & Improvement Toolkit

—Toolkit guide

March, 2017

—Assessment questions

A Toolkit for Communities Working to End Homelessness Among Veterans

—Assessment report templates
—Action step tracking tool
—System diagram template

U.S. Department
of Veterans Affairs

—Policies & procedures template




Toolkit Set Up

* Audience: System
leaders such as SSVF
TABLE OF CONTENTS
1.) How fo Use This Toolkit - page 4
* Table of Contents links

2) \denfdy - pages §-§
The System Assessment & Improvemen! Guide: The Guide provides communifias with o to eac h Sectio ]
step by step proces: of identifying the key stokeholders, component: ard flow of the
cumrent system responze. Key quesfions and considerations are provided fo denfily the
cumrent siate of the system, a: well as fo assess, re-vision, creale aclion, formalize and
conlinvously Improve the system rezponse fo homelesiness

Color changes with

3) Assess - pages 10-19 each step

Componen! Assessmen! Queslions. Homelessness response sysiems typiccly have four
components that work fogether fo end Veteran homelesznes:: 1.) Entry points, 2.

Tranational Housing, 3.) Permanent Housing, and 4.] Homelessness Prevention. The

Component Aszeszment Question: con be used fo asess how each of theze

Word version of

customizable
4) " - pages 20-23 templates

The Aszessment Report zample
provide: communifies with @ model of how fo organze the finding: cbout your system
vsing the Federal Criteria and Benchmarks a: a framework. The Aszeszment Report

components currently function in your system by reviewing theze question: with the
adminitenng providers.

sample & populated with potential findings @ community may encounter during the 55

asseszment. A system dicgrom cccompanies the Re-Vizsion saction o provide



How to Use the Toolkit
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The Approach: System Assessment &
Improvement

1. IDENTIFY Create a collective understanding of the system

2. ASSESS the current components & participant flow

3. RE-VISION: Use findings to envision desired system
response

4. ACTION PLAN : Set concrete steps to achieve outcomes

5. FORMALIZE AND CONTINUOUS IMPROVEMENT: Create
infrastructure with policies, procedures, and evaluation
mechanisms



Identify: Current System Response

Identify Current System Components, Providers and Client Flow

e System components and providers within each component
1. System entry points (shelter, outreach)

Transitional housing, including GPD

Rapid re-housing (and system navigation)

Permanent supportive housing

S

toID

Homelessness prevention

* General client flow between components

* Data collection processes



Identify: Current System Response

THE SYSTEM ASSESSMENT & IMPROVEMENT GUIDE (costavuen

STEP ONE: IDENTIFY CURRENT SYSTEM COMPONENTS, PROVIDERS AND CLIENT FLOW

Tip: Incorporate your Houzing Inventory Count (HIC|, Confinuum of Care {CoC| Membership and network, involve your
ard/sicff and look at any data sources that wil provide you with informafion about the capacity of each of the

components including number of bed: and staffing

System Component

System Enfry Poins

nchude ol provider: that screen/azess/odmd o Veteron ot an
infficl point of contoct, inchuding coordinated endry, individual

shelters, Sofe Havers, Diverion and Outreach teams.

Transitional Housing (TH)

inciude dl providers who have fransSonal housing beds.

Permanent Housing (PH)

nciude dl permanent housing providers whefher snguicdy

focuzed for Velerans or puzt “avoiable™ fo Veterors.

Homelessness Prevention (HP)
Include thoze who provide homelesnes: pravention

azishance and/or who are resporzible for any diverson

praciices in your syshem.

What do we currently have in place? Who provides
that assistance?

Street cutreach, including Healthcare for Homeless
Vetenan: (HCH

), inchuding HCHY Community
Confroct bads, Safe Havens, other £5, VA Crop In
Center/Communiy Razource & Referal Center (CRRC)

Geant & Per Diem [GPD)

Rapid Re-Houzing [RRH| including S3VF, other REH

System navinafion thoze components that exist fo ozsat
Veterorz with accezsng o provider or a howsing
opportunity

Permanent Supporive Housing |PSH| including HUD-VASH,
or other PSH thot might be occezible fo o Veteran

Other mainsiream permanent houzing opportunifies

Cocrdinaied Enfry sde/provider
SSVF

Other HP peovider:

Overview Guide
reviews steps of
assessment and
improvement
process

Includes breakdown
of questions to assist
your community to
create a common
vision of the current
system set up

59



Assess: How Each Component Functions

Example Component Assessment Questions (page 11)

* Emergency shelter

What is the protocol for immediately connecting potentially eligible Veterans to
®¥ appropriate PH programs including SSVF, HUD-VASH and other RRH or PSH options?

* Transitional housing, including GPD
? Are more intensive GPD/TH services targeted to Veterans who want or need it?

* Rapid re-housing (and system navigation)

Is there a protocol for using SSVF or other RRH or PH assistance as a bridge to quickly
It house a Veteran when they are awaiting a permanent housing subsidy (e.g., HUD-VASH
not immediately available)?



Re-vision Your Desired System

*|dentify System Gaps and Changes Saffing needs
Needed to Achieve Desired System

Use Findings from Steps 1 and 2 to:

* Design Desired System

* Organize findings within larger system
goals (i.e. Federal Criteria & Benchmarks)



Re-vision Your Desired System

Criteria 1: Hos the community identified all . Yeterans are not always assessed when they are idenfified; Yeterans may
Velerans expenencing homelessness? be refemed to assessment provider but not fransported.
 Nostondard process fo engage Veterans after a night in shelter

a) Does the community have a By v Chronic status defermination not always comect

Name/Master List2 .
b) Is the st updated at least manthiy? . Many cutreach teams wark fo engage with unsheltered and sheftered

¢) Doesthe community conduct Veterans, but no coordination across asessment tears to ensure that the

comprehensve and coomdinated whole city s covered.

outreach?
d) Are Veteransin TH (GPD /TH on the 2 . Yeteran stafus, including eligikility for Yeterans Health Administration [VHA)

a] Does the it include chronically homeless care, often not determined when Veteran & fist idenfified. Veterans are
long-term homeless and non-chronicaly ' refered to permanent housing mterventions without detemmination of Veteran

homeless Veterans? shatus.

fl Doesthelist include all Yeterans who o
served in the amed forces regardless of . Quireach workers aren't frained in policies and procedures for Veteran

how long they served /iype of discharges System.




“




Action Plan

* Develop Action Plan by Component to Address
Gaps/Changes

* Frame within larger system goals

* Document Plans and Agreements

64



Action Plan

The Action Siep Tracking Tool can be uzed as a fromework fo define, assign, measure and track discrete iazks that

confribute fo the re-vizion of your system. The tool iz formatted to align with the Federal Critenc and Benchmarks to Enc
Veteran Homele:szne:: oz o way to assiz? shakeholders to understand how their rolez coniribute to the larger goal. Each
section iz framed by one of the Cnferio; within each section cre the benchmarks that corespond to the Criteria goalk.

For your convenience, we have provided o blank lemplale of the AcBon Step Tracking Tool as a part of this toolkil,

homeaies: Velterors, including $hoze who are chronic, ond dl who zerved n the omed forces, repardes: of how long they served or

the fype of dschame they received.

AcBon Step Start End
Dale Date

Sireat Outrecch|Example)] 121016 110417

Develop bref, written shreat

outreach shralegy

System Front Door{Example] | 11/30/16 | 1/30/17

Establich dato collection
workfiow and tocis to
populate by nome list

Person(s)
Responsible
o

Measure that Aclion is Complele Notes & Shatus
Updates
Boef written safteqy i finclzed and
odophed by cll parficipafing programs;
identified key community poings of contoct
le.q., VANC stoff, low enforcemeant, librory
staff, 211, efc.|; sxpeacied fregquency of
outreach and basic steps for what
wistonce flow-bamer shelter, low-bamer
permanent housing asssfance) should be
offerad and what doia should be
colecied.
Daia colecion worddiow and ool ore
finclized and adopted by alf parficipating
ogencies. 3tcff rezponzible for data
coleciion cre franed on #he ook and
workfiow




Formalize & Continuous
Improvement

* Document System Flow, Policies and Procedures
—Regularly review and update policies & procedures

*Train System Providers on New Flow, P&Ps

 Establish Performance Measures and Targets

*Implement the Re-Designed System

* Monitor, Evaluate & Improve Performance



Formalize & Continuous
Improvement

SAMPLE POLICIES & PROCEDURES TEMPLA

ENDING VETERAN HOMELESSNESS IN [COC NAMET:
POLICIES AND PROCEDURES FOR A COMPREHENSIVE SYSTEM RESPONSE

inroduction and Background

n 2010, #he US. inferagency Councid on Homelesznesz (USICH) infrocduced the first
comprehensive federal sfracfegy fo prevent and end homelezznesz:. Thiz plan, called
Opening Door:, outiined a number of goaoks related fo ending homelezznezzin the US. -
the firz? of theze committed fo ending Veteron homelesznesz:z by 2016.

n 2015, the USICH, along with the Depariment of Housing and Urbon Development
(HUD) and the Depariment of Veteron Affgirs (VA)]. adopfed a vision of what it means
to end homelezznes:z and shared specific criteria and benchmarks for ending Veteran
homelesznesz in order fo help guide communifies as they toke oction fo cchieve the
goal, with a focuz on long-term, losfing zoluSons.

n ine with the federal goolis oufined in Cpening Doors, the I8oC name] Continuum of
Care ha:s commitied fo g gool of effecfively ending Veleran homelezzness in the CoC
by 2017. To that end, the [ColC name] ha: focuzed recent efforis on_..Joddifional local
context/prionties)]

The JCoC name] hos determined that ending Veteron homelesznes in our CoC means
the following:

[SAMPLE LANGUAGE]




Questions

O

68



Supportive Services for Veteran Families

Thank you

Powerpoint Presentation will be posted on
http://www.va.gov/homeless/ssviuniversity.asp

Questions?
Go To: http://www.va.gov/homeless/ssvi.asp
Email: SSVF@va.gov
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