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Who we are

Absalon Galat, MD

Medical Director
Absalon Galat is a family physician practicing street medicine in 
Los Angeles. He is the medical director of the DHS LA County 
Mobile Clinic Program launched in September 2022. Previously 
he was the medical director at a health care for the homeless 
program in San Fernando Valley in Los Angeles from 2016 to 
2020. He currently works at Housing for Health, the agency 
within the Department of Health Services tasked with caring for 
medically and behaviorally high risk people experiencing 
homelessness. Born and raised in the Philippines until the aged 
of 11, he immigrated to Toronto, Canada. Graduated medical 
school in Hawaii and started work with PEH while in 
undergraduate. Identifies as 1.5 Filipino gen with dreams of 
building solidarity internationally and in his native home. 
Interests include building a system for street based reproductive 
health care, medication assisted treatment and ensure equitable 
access to comprehensive care for unsheltered PEH in Los 
Angeles.

Elyssa Rosen, LCSW

Clinical Project Manager
Elyssa Rosen has focused her career on integrating mental 
health services with housing services since 2011.  Her current 
role as Clinical Project Manager at Housing for Health with Los 
Angeles County Department of Health Services supports 
program development and design to support multidisciplinary 
clinical services to best support people experiencing 
homelessness.  From 2017 - 2022, Elyssa was the Director of 
Outreach and Engagement at a lead homeless service agency in 
Los Angeles where she led regional outreach coordination 
efforts amongst all outreach teams in the San Fernando Valley 
and surrounding areas and the implementation and design of 
multidisciplinary street-based outreach services throughout the 
region. She believes that treating the whole person is what 
helps someone experiencing homelessness to meaningfully 
engage on their housing plan and she enjoys the work of 
supporting new and creative initiatives to enhance the scope of 
services to medically serve this population.



Before we begin…

• There is no COI or financial disclosure



Learning Objectives

Explain the Mobile Clinic 
program design, 
implementation, and its 
mission and goals to 
support access and 
utilization of this resource

01
Scale up for a Mobile 
Clinic program to meet 
your region’s needs that 
can generate revenue to 
support sustainability

02
Utilize existing Outreach 
Coordination and 
partnerships with local 
outreach teams and 
stakeholders to coordinate 
regional coverage and 
consistent scheduling.

03



OBJECTIVE 1:

Explain the Mobile Clinic 
program design, 
implementation, and its 
mission and goals to 
support access and 
utilization of this resource



State of Homelessness 
in Los Angeles
• Total – 69114 (4% increase from 2020)1

• Unsheltered – 48,548 , roughly 70%

• PEH life expectancy 22 years shorter than general 
population2

• Unsheltered PEH are 26 times more likely to die of 
overdose

• Homeless Decedents between Jan 2020 to March 2021 
– 2126 deaths

• 5 PEH die everyday

• DHS encounters – 630

• No service history - 886



From COVID response to field 
based comprehensive care

• LA DHS lead medical COVID response efforts for unsheltered and sheltered 
PEH from 2020 – June 2022

• COVID Response Team (CRT) members completed a needs assessment on 
the encampments they served: 

Identified gaps in service access among unsheltered PEH with a “brick & 
mortar clinic only” model included:

• 83% of unsheltered PEH do not access preventive or primary care services and report 
accessing ED only.

• Access to women’s health
• Access to MAT and SUD services in the field
• Access to Behavioral Health and Psychiatric services



From COVID response to field 
based comprehensive care

• We envisioned a system of care meant for PEH based on gaps 
identified and from our experience in doing the work.
• Ability to increase street medicine scope by building a clinic on wheels (40ft 

truck with exam rooms & lab capabilities)

• ECG/Ultrasounds & Labs in the field

• Using a trauma informed & harm reduction lens in designing the clinic truck 
to best support access to health services in the field



Mobile Clinic
Mission

Statement

Our Mission is to provide low-barrier, 
comprehensive and dignified care to people 
experiencing unsheltered homelessness in 
LA County utilizing a trauma-informed 
approach and a harm reduction lens. 

We recognize the historical and current 
societal, economic and political factors that 
contribute to homelessness, and center our 
unhoused patients in promoting personal 
and community healing.



Mobile Clinic Core Values

Person 
Centered

Community 
Based

Justice 
Oriented

Sustainable



Mobile Clinic 
Goals

Decrease morbidity and 
mortality for unsheltered 

PEH in LA County

Increase access to
comprehensive care for 

unsheltered PEH
(including behavioral 

health care)

Mitigate financial and 
resource burden related 
to preventable hospital 

and ED admissions

Decrease infant mortality 
and poor fetal/maternal 
outcomes in unsheltered 

PEH

Reduce drug-related 
harm including drug 

overdoses from meth and 
opiates

Strengthen the practice of 
street medicine and 
develop future street 

medicine workforce in LA 
County

Be a safety net to PEH 
who need a hire scope of 
service on the streets due 

to lack of follow up at 
brick & mortar clinics

Expedite placement of 
vulnerable clients in 

interim housing, PSH,  
ERC and other licensed 

facilities



Mobile Clinic Overview

An initiative from DHS Housing for Health and administered through DHS Rancho Los Amigos for service delivery

4 trucks across the 8 Los Angeles County’s service planning areas (SPAs)

Each truck will service 2 SPAs grouped geographically: SPA 1 & 2, SPA 4 & 5, SPA 3 & 7, SPA 6 & 8

Each truck will rotate between 20 sites each month based on PEH density & accessibility to the van

Sites include: encampments, parks, public spaces, drop in/access centers, faith-based organizations, food lines and 
other public/private spaces where permits have been obtained to operate when necessary

Receive patient referrals from DHS clinics/hospitals as well as other community partners in LA County, including E6 
multidisciplinary outreach teams (MDTs), DMH HOME teams, and LAHSA HET teams. HFH has program oversight over 
MDTs. 



• Primary Care – vaccines, labs, 
medication

• Urgent Care – POC ultrasounds / 
labs, ECG, wound care and other 
procedures

• Behavioral Health Care 

• Psychiatry 

• Field-based MAT & SUD Counseling

• Reproductive and Sexual Health –
STD diagnosis / treatment, cervical 
cancer screening

• OB triage and prenatal care

• Transition of Care

Scope of Service 
(Street Medicine +)



Expanded Street Medicine Scope

Primary/Episodic Care

• Standard family practice primary care 
and episodic care services

• Preventative care including 
vaccinations and pap smears and FOBT 

• Contraceptive management (IUD, 
nexplanonon)

• STI testing and management (including 
HIV/Hep C)

• Stock medication dispensary1

• Laboratory 2

• Point of Care Tests3 (novamax
glucometer, clinitek, hemacue)

• ECG4

Behavioral Services

• Behavioral health assessment and 
counselling

• MAT services

• Harm reduction services

• SUD assessment and treatment

• Collaboration with DMH/DHS 
psychiatry for specialty psych care/ 
LAI

Specialty Services

• Obstetrics and gynecological care 
including prenatal care (portable 
u/s available)

• Pharmacotherapy services by a 
clinical pharmacist

• Psychiatric medication 
management

• Wound care/limb preservation

• Infectious diseases management of 
HIV/Hepatitis C5

Case management and Care 
coordination

• ECM providers will provide ECM 
services to high-risk/high need 
clients empaneled to the mobile 
clinic

• Communication, consultation and 
co-management with DHS primary 
care and specialty care services^

• Expedited IH/PSH/ERC referrals

• Accompaniment/transportation ser
vices

• TOC services post discharge from 
hospitals/ERs



Mobile Clinic Staffing

Best practices to design an Integrative 
Health Work Force:
• Staffing design informed by: 

Integrated Care Model for Persons 
Experiencing Homelessness (NHCHC)3

• Right staffing to provide 
comprehensive complex care directly 
where PEH are: 
• Primary/Urgent care
• Specialty care
• Behavioral Health & Psychiatry
• MAT & SUD support
• Complex Care Case Management

Senior Physician

SPA 1

SPA 2

Physician, RNx2, 
LVN, CMA

SCSW, CHW x2, 
SUD Couns, 

MCW

Eligibility 
Worker, Driver

SPA 3 

SPA 7

Physician, RNx2, 
LVN, CMA

SCSW, CHW x2, 
SUD Couns, 

MCW

Eligibility 
Worker, Driver

SPA 4 

SPA 5

Physician, RNx2, 
LVN, CMA

SCSW, CHW x2, 
SUD Couns, 

MCW

Eligibility 
Worker, Driver

SPA 6

SPA 8

Physician, RNx2, 
LVN, CMA

SCSW, CHW x2, 
SUD Couns, 

MCW

Eligibility 
Worker, Driver

Psychiatrist
Clinical 

Pharmacist



Patient Centered Approach

Applying Best Practices to 
Training:

1) Relational Outreach & 
Engagement Model (NHCHC)4

2) Harm Reduction

3) Trauma Informed Care

4) Housing First

5) Field Safety Principles

6) Cultural Humility



OBJECTIVE 2:

Scale up for a Mobile 
Clinic program to meet 
your region’s needs that 
can generate revenue to 
support sustainability



Components to 
create a 
sustainable 
mobile program

• Local & Regional data to support program 
need

• State & MCP Licensing for clinic operations

• Funding (seed investment & fee 
reimbursement plan)

• Electronic Health Records (EHR) Build Out

• Multidisciplinary collaboration with dept 
heads at your clinic/health system (e.g., 
facilities, IT, labs, pharmacy, administrative, 
fiscal, etc.)

• Community Partnership to build consistent 
field scheduling, patient referral pathway, 
and support



OBJECTIVE 3:

Utilize existing Outreach 
Coordination and 
partnerships with local 
outreach teams and 
stakeholders to coordinate 
regional coverage and 
consistent scheduling.



Partnership is 
everything

• We cannot solve homelessness alone and need 
to coordinate care and services amongst all 
partners who serve PEH

• Los Angeles County’s Homeless Initiative 
launched a coordinated Street Outreach System 
Strategy in 2017 to support partner 
collaboration, resource knowledge, participant 
coordination & referrals, and community 
coordination. 
• Coordination Outreach System is integrated in the 

Mobile Clinic system level and direct practice work.

• LA DHS Street Medicine strategy as part of 
multidisciplinary outreach
• Regular clinical supervision from Dr. Galat with MDT 

street medical teams



Creating a Drop Site Schedule

• City / County coordination (elected offices, parks & rec, transportation, 
public works, etc.)

• Community coordination (homeless access/navigation centers, food lines, 
faith based, shower events, resource/service days, etc.)

• Utilizing Encampment Assessment data & street medicine and outreach 
teams’ feedback to identify locations

• Community communication plan for regular information sharing on drop 
site locations and ongoing mobile clinic collaboration

• We have moved from a “soft launch” to expanding drop sites since passing 
our Facilities Site Review licensing in May.



Sample Mobile 
Clinic Schedule 
(SPA 2)

Each truck will rotate 
through 10 sites per SPA 
on alternating weeks, 
with 20 locations visited 
per month





Challenges

Political Landscape PEH displacement5

Adjusting target population to reflect 
homeless count composition (e.g., 70% 

unsheltered & 30% sheltered)

Staff Retention – orienting from in-clinic 
to field clinic
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