Billings City Administrator Weekly Report

February 28, 2020

1)

2)

3)

Council Orientation Sessions —On Monday, March 2" there will be a council orientation on Land
Use from 3:30 — 5:00 pm in the Miller Building 15t Floor Conference Room. Monday, March 9t
there will be an orientation on the budget from 3:30 — 5:00 pm in the City Hall Conference Room.
All council members are welcome to attend. | encourage anyone who did not have orientation on
these subjects to consider attending.

Heathcare Summit — Yesterday, BSED hosted an exception Healthcare Summit. Most appreciate
the importance of healthcare in their community; however, did you know that healthcare
contributes over $3.2 billion annually into our Billings economy? They represent nearly 1/3 of our
economy (30%). Healthcare also sets the bar on excellence, something all of us must rise up to if
they are going to continue to thrive. The Community’s public institutions must rise to this same
level of excellence. We must invest in our City and its educational institutions if we are to going to
be an asset to our healthcare providers and not a liability. (See the attached economic impact
report and data summary.)

Synthetic Turf Field Project at Amend Park Update — The Synthetic Turf Field project at Amend
Park continues to move forward. Components such as the light standards and bleachers are in
production and other components including specifications for fencing are approved and plans are
in the building division for review. We have been in constant contact with FieldTurf, the
contractor for the project and Amend Park Development Council, Mike Mayott monitoring and
coordinating this project. In recent discussions with FieldTurf, their recommendation, based on
the soils report of the site done in February 2019 and on current soil moisture levels, is to wait
until the soils achieve optimum moisture for uniform compaction. The proper preparation and
compaction of the native soils/subgrade is critical to the long-term performance of the field. Also,
there has been concern about the weather conditions particularly minimum temperatures
necessary to install the field and pour concrete. Knowing that it is critical to have playable fields
April 1%t for the start of the soccer season, and knowing the unpredictability of the weather in
February and March, we had a discussion with Mr. Mayott about the potential impact on his
organization if the project doesn’t get completed on time. After weighing all the options we
concluded the most prudent course of action would be to postpone the field installation until June
1t after the spring soccer season has concluded. Taking this action will guarantee all fields at
Amend Park are playable, the availability of parking will not be impacted and that the site will be
safe from the hazards of construction operations. Mr. Mayott is in full concurrence with our
decision. While not having a synthetic turf field ready in time for spring play may be disappointing
to all of us, this decision will enable us to meet our commitments to numerous organizations
providing regulation playing fields for their soccer matches and tournaments.



4) Continuum of Care Presentation Follow up — The Continuum of Care presentation was given at
the February 18™ Work Session; a request was made to receive the Coordinated Entry Annual
Progress Report which is attached.

5) Reports — Police Department Monthly DUI Stats.
6) Presentation — Coulson Park Master Plan.

7) NEXT WEEK’S MEETINGS/TASK FORCES/PRESENTATIONS ETC.
a. Inter Belt Loop Corridor Meeting, Thursday, March 5™ at 5:30 pm in the Library
Community Room
b. North Park Task Force, Thursday, March 5™ at 7:00 pm in the North Park Community
Center

Have a great productive weekend!
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Summary

Health care is Billings largest
industry, and one of its fastest
growing. Billings’ health care industry
employs over 14,000 people (17
percent of total covered employment)
and pays more than $819,000,000 in
wages (21 percent of total covered
wages). Since 1990, health care
employment in Billings grew by 118
percent, and total health care wages
grew by 250 percent (adjusted for
inflation).

How does health care contribute to
Billings’ economy? While size
matters, looking only at the jobs and
incomes tied to the health care sector
fails to capture the full contribution of
health care to the regional economy.

Health care is essential. Itis
essential for healthy people, and it is
essential for healthy economies. In
this report, we describe the different
ways that health care contributes to
Billings’ economy, and we provide
some numbers that help describe the
magnitude of its contribution.

Highlights of this report include:

» Billings’ health care sector is much
larger than expected based on its
population. Billings’ health care
sector serves a large non-local
population. Figure 1 shows the
size of Billings’ Hospital Referral
Region - i.e., the area over which
patients travel for tertiary care.
More than 40 percent of Billings’
hospital inpatients and revenues
come from outside of Yellowstone
County. Outside money that enters

By the numbers

14,000

Number of workers in health care
industry, 17 percent of Billings’
employment.

$891,000,000

Total payroll paid to health care
workers, 21 percent of total
payroll.

23,000

Total number of jobs in Billings
directly or indirectly attributable to
health care.

$1,464,000,000

Total compensation directly or

indirectly attributable to health care.

7,600

Number of health care jobs added
since 1990. Roughly double the
change of the next highest industry.

2,400

Number of health care jobs Billings
is expected to add by 2028.
Nationally, health care is projected
to be the fastest growing industry
over this period.

30

Percent of total employee
compensation in Billings directly or
indirectly attributable to health care
plus related construction, education,
bioscience, and travel.

The Contribution of Health Care to Billings’ Economy 1



Billings’ economy through the
health care sector supports over
5,000 health care jobs and $400
million in health care wages. As
such, the share of Billings’ health
care sector that is supported by
non-local spending (the traded
component) is Billings’ 5t largest
industry (as measured by
employment), roughly the same
size as Billings’ construction and
wholesale trade sectors.

Billings’ health care sector is
necessary. Health care produces
health and health is very valuable.
The gains in life-expectancy
generated by health care in recent
decades create more than $1
billion per year in economic value
for Billings’ residents and poor
health costs Billings’ economy
more than $500 million in lost
potential output.

Billings’ health care sector is
efficient. Billings’ residents have
average or better than average
health outcomes, while spending
less per person on health care. For
instance, Medicare spent $8,388
per beneficiary in Billings in 2016
- an amount that is approximately
one-third of what it spent in the
highest spending areas. A more
efficient health care system
benefits the regional economy.
Lower spending plus equal or
better health means more money
in people’s pockets.

Billings’ health care sector makes
Billings’ a desirable place to live
and work. Without its health care
sector many people and
businesses would move away from

By the Numbers
620,000

Approximate population of the
Billings Hospital Referral Region

40

Percent of hospital inpatients from
outside of Yellowstone County.

5,200

Number of extra health care jobs
attributable to non-local spending.

(or never move to) Billings.
Quantifying the effects of the loss
of health care is tricky. The
presence of a large population
creates demand sufficient for
supply to exist. As such,
economists have not seen what
happens when a large community
loses health care. Thus, our ability
to describe the full effects of health
care is limited. However, evidence
from rural areas suggests many
people consider access to health
care a necessity.

» Ata minimum, Billings’ health care
sector supports 20-30 percent of
Billings’ economy. If we assume
that health care in Billings’
disappeared and people do not
move in response, three things
would happen. First, Billings’
residents would need to travel
elsewhere for care. Second, the
thousands of people who currently
travel to Billings for care would
travel elsewhere for care. Third,
health care related investment—in
creating buildings, technologies,
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workers, etc.—would likely cease.
Cumulatively, these losses and the
ripple effects associated with them
would leave a large hole in Billings’
economy.

Quantifying these effects using an
economic contribution model
suggests that Billings’ health care
sector supports over 23,000 jobs,
$1.5 billion in compensation, and
over $3 billion in output. If we
define health care more broadly
and add in impacts from health
care related investment (e.g.,
construction and education), from
Billings’ bioscience sector, and
from non-health care spending by
out-of-area patients, the impact of
health care grows. Broadly
defined, the health care sector
supports over 27,000 jobs and
over $1.7 billion in compensation.

Looking into the future, health
care is expected to continue to
grow. Bureau of Labor Statistics
projects that health care
employment will grow by 17
percent between 2018 and 2028.
This projected growth rate
exceeds the projection for every
other industry. A 17 percent
increase in health care
employment would mean 2,400
additional health care jobs in
Billings by 2028. However, the
future trajectory of health care will
depend heavily on federal health
policy choices.

By the Numbers
79%

Share of patients who would
recommend both Billings’
hospitals, This is seven
percentage points higher than
the US average and nine
percentage points higher than
the Montana average.

$5,308

How much less Medicare spends
per beneficiary per year in
Billings relative to the 99t
percentile regions in the US.

86

Percent of Billings’ residents who
report being in good, very good
or excellent health. This ranks in
the top 25 percent of all US
Counties.
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l. Introduction

Health care is a large and growing
industry. Nationally, Americans spend
more than one out of every six dollars
on health care.! It’s the largest
industry in the country (measured by
employment at the 2-digit NAICS
level?), employing nearly 22 million
people (14.9 percent of the total).3 Its
employment has nearly doubled since
1990, and economists expect it to
continue to grow. The Bureau of
Labor Statistics projects that health
care employment will grow by 17
percent between 2018 and 2028.4
This is the fastest projected growth
rate for any industry.

Billings’ health care sector is not
different. In fact, health care in
Billings constitutes a larger share of
total employment, and it has grown
faster over the past several decades.
Billings’ health care industry employs
over 14,000 people (17 percent of
total) and pays more than
$812,000,000 in wages (21 percent of
total).> Since 1990, health care
employment in Billings grew by 118
percent, and health care wages grew
by 250 percent (adjusted for
inflation).

How does health care contribute to
Billings’ economy? While it employs
lots of people, looking only at the jobs
and incomes tied to the health care
sector fails to capture how health care
contributes to the regional economy.

This report explores the
contribution of health care to Billings’
economy. Specifically, we investigate
how health care contributes by
addressing nine questions:

(1) What is health care?

(2) What is health care in Billings?

(3) Why is health care so large in
Billings?

(4) How does one evaluate the
contribution of an industry to a
regional economy?

(5) How valuable is health care?

(6) Is Billings’ health care sector
efficient?

a. How healthy is Billings?

b. How well does its health
care system perform?

c. How much does health
care cost in Billings
relative to other parts of
the U.S.?

(7) If Billings’ health care sector
disappeared, what would
happen to Billings’ economy?

(8) How do health care-related
industries contribute to
Billings’ economy?

(9) What does the future hold for
health care in Billings?

Each section of this report
provides an answer to one of these
questions

Il. What is health care?

This report describes the
contribution of health care to Billings’
economy. Before we can describe how
health care contributes, we need to
define health care. In this report, we
take both a narrow and a broad view.

Narrowly defined, health care is
what you imagine it. Itis all the places
people go when they need someone to
help improve or manage their health.
It includes doctors’ offices and
hospitals and assisted living facilities.

ABMJ Consulting 4



Government data-keepers organize
industry data using NAICS codes. The
most inclusive NAICS code for health
care is “62 - Health Care and Social
Assistance”. We use this definition
instead of sub-industry data because it
is available across time and place for
most places. Confidentiality
restrictions often prevent the
disclosure of sub-industry data in
places without many firms.6

Broadly defined, the health care
sector includes other parts of the
health care system. It includes the
firms that research new medicines
and treatments. It includes firms that
make medical devices or
pharmaceuticals. It includes the firms
that train new medical workers.

In this report, we use the narrow
definition in sections 1-8. We focus on
the broader parts of the health care
sector in section 9.

lll. What is health care in
Billings?

Health care is the largest industry
in Billings. In 2018, Billings’ health
care sector employed over 14,000

Table 1: Billings’ Largest Industries

$819 million in wages.” The health
care sector accounted for 17 percent
of Billings’ employment and 21
percent of wages. The next largest
industry is retail trade, which
represents 13 percent of total
employment and only 9 percent of
total wages.

Health care has also been one of
Billings’ fastest growing industries.
Since 1990, health care employment
grew by 118 percent, from 6,400 to
14,000. Over the same period, total
inflation-adjusted wages paid to
health care workers increased by 250
percent, from $234 million to $819
million.

Over the past 25 years, health care
in Billings grew much faster than the
rest of the area’s economy. As shown
in Figure 2, health care grew only
slightly faster than the rest of the
Billings’ economy during the 1990s.
However, since 1999 health care grew
much faster, and over the past several
years nearly all of the growth in
Billings’ employment has been in
health care.

% of % of

NAICS Wages Total Total
Code Industry Employment ($millions) Emp. Wages
10 Total, all industries 81,636 $3,919
62 Health care and
social assistance 14,024 $819 17% 21%
44-45 Retail trade 10,641 $343 13% 9%
72 Accommodation
and food services 9,181 $174 11% 4%
23 Construction 5,473 $337 7% 9%
42 Wholesale trade 5,235 $325 6% 8%

people, and it paid approximately
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Figure 2: Cumulative Percent Change in Employment in Billings, Health Care vs. Rest of
Economy, 1990-2018
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Since 1990, total health care Billings' health care sector not only
employment grew by 118 percent grew faster than the Billings'
while Billings’ non-health care economy, it also grew faster than the
employment grew by 56 percent. U.S. health care sector (Figure 3).
Similarly, since 1990, total health care Again, Billings’ health care sector grew
wages grew by 250 percent, while only slightly faster than the U.S. health
Billings’ non-health care total wages care sector in the 1990s, but diverged
grew by only 122 percent. starting around 1999.

Figure 3: Cumulative Percent Change in Employment, Billings’ Health Care vs US Health
Care, 1990-2018

140%
118%

120%

100%
97%

80%

60%

40%

20%

0%
O~ AN M FT D ONNOVDHDO —~ANMTWH ONNDVDOHDOr—~ANMT LW O© N~
DO O OO0 0000000 - r—@mrIrmr™—™ 17— & & ™
DO OO0 000 0000000 00000000 0O O O
- rmrrmrrrmrrmr s s AN NN NN NN AN NN ANANANANA

e Billings em——US

ABMJ Consulting 6



IV. Why is health care so
large in Billings?

While health care is the largest
industry in most places, it is
particularly large in Billings.
Economists often use something
called a location quotient to describe
the concentration of an industry in a
location. The location quotient for
health care is simply health care’s
share of employment or wages in
Billings divided by health care’s share
of employment and wages nationally.
In 2018, Billings’ health care location
quotient was 1.25 for employment
and 1.73 for wages. This means that
Billings’ share of health care
employment is 25 percent larger than
the national share. This ranks Billings
in the top 20 percent of counties for
the concentration health care
employment and the top 11 percent
for the concentration of health care
wages.

As discussed in more detail below,
Billings’ health care sector is not large
because it is inefficient or because
Billings’ residents are particularly
unhealthy. Instead, the large size of
Billings’ health care sector reflects the
fact that Billings is a health care hub
for a large region.

Billings is the largest city in a large
swath of the country. Its health care
providers serve much of eastern
Montana and parts of Wyoming and
the Dakotas. As such, the population
served by health care providers
located in Billings far exceeds Billings’
local population.

Health economists use something
called a Hospital Referral Region
(HRR) to describe the area over which
patients travel for tertiary care.

Billings sits at the center of its own
HRR. In 2018, the Billings HRR served
close to 620,000 people.

Commiserate with these findings,
Billings’ health care providers receive
a large share of patients and revenue
from outside of Billings.
Approximately, 40 percent of Billings'
hospital inpatients come from outside
of Yellowstone County.? In addition,
30 percent of residents in long-term
care facilities come from outside of
Yellowstone County.?

Without the influx of patients from
elsewhere, Billings’ health care sector
would be much smaller. On average,
places with 160,000 people that are
not the center of an HRR have fewer
than 8,800 health care workers and
pay $413 million in health care wages.

This means that Billings’ health
care sector employs over 5,200 more
health care workers and pays over
$400 million more in health care
wages than expected.

As such, roughly 40 percent of
Billings’ health care employment and
wages is attributable to money that
comes into Billings from outside. This
means that a substantial portion of
Billings’ health care sector is part of
the traded sector. The traded sector
included things like factories that
primarily contribute to the local
economy by bringing money in from
outside the area. The traded
component of Billings’ health care
sector is Billings’ fifth largest industry

The Contribution of Health Care to Billings’ Economy



as measured by employment, roughly
the same size as Billings construction
and wholesale trade sectors. The
traded component of health care is
Billings’ second largest industry as
measured by total wages.

Thus, Billings’ health care sector is
large, growing, and includes a large
traded component. What does this
mean? Certainly, one should pay
attention to any industry that employs
one out of every six workers and pays
one out of every five dollars of wages.
However, health care is the largest
industry in close to two-thirds of
metro areas. Size alone does not
capture how any industry contributes
to the regional economy. A large
health care sector could indicate that
the local health care system is
inefficient. To understand the full
contribution of health care to the
regional economy, we must look at
more than size. We must understand
how the economy would be different if
the health care system was smaller,
less efficient, or if it disappeared.

V. How does one evaluate
the contribution of an
industry to a regional
economy?

To measure an industry’s
contribution to a regional economy,
economists want to assess how the
economy would differ if the industry
disappeared (or changed in some
other significant way).

Economists divide the regional
economy into two main parts: the
traded sector and the local sector. The

traded sector (or tradable sector)
includes establishments that primarily
sell to customers elsewhere. It
includes things like factories, software
companies, or corporate
headquarters. The local sector (or
non-traded sector) includes
establishments that primarily sell to
local customers. It includes things like
schools, grocery stores, homebuilders,
and local government. A healthy
regional economy requires both parts
to operate well.

The different sectors contribute to
the regional economy in different
ways. Traded sector industries
contribute primarily by bringing in
money from outside the community.
Local sector industries contribute
primarily by keeping money, people,
and businesses inside the community.

A. The Contribution of the
Traded Sector

A healthy traded sector
contributes to the regional economy
in two main ways.10 First, job growth
in the traded sector generates job
growth throughout the region.
Economists find that, on average, each
traded sector job supports 1.6 jobs
elsewhere in the local economy.
Second, economists argue that wage
growth in the traded sector leads to
wage growth throughout the region.
Economists argue that much of the
difference in wages (and prices)
across regions stem from differences
in the productivity of the traded
sector.

In the traded sector size and
productivity are what matter. People
do not particularly care what their
traded sector produces.!! Local

ABMJ Consulting 8



residents are not dependent on its
output. Thatis, if a region loses part
of its traded sector, local consumers
are not affected much. For instance, if
aregion had auto factories and the
factories shut down, people living in
the region could still buy a car. They
would just buy a car made someplace
else. The region, though, would lose a
number of jobs. Thus, from an
economic perspective, residents
mostly want a large productive traded
sector that supports jobs throughout
the economy.

B. The Contribution of the Local
Sector

The contribution of the local sector
to the regional economy is more
complicated. One finds local sector
industries (almost) everywhere. Itis
hard to fathom economies without
various parts of the local sector.
Market forces ensure that any place
with sufficient size has each of the
main parts of the local sector.
However, to understand the
contribution of the local sector, one
must attempt to imagine regions
without various parts of the local
sector.

To begin to understand the
contribution of the local sector,
consider how the economy would
differ if a part of it disappeared. When
a traded sector industry disappears,
the economy loses jobs and incomes,
but the choices available to local
consumers are not directly affected. If
a local sector industry disappears, the
set of choices available to local
consumers changes. A good or service
is no longer available locally. For
instance, if all grocery stores in a

region shut down, local residents
could not make a quick trip to the
grocery store.

To understand the effects of this
loss, one needs to understand how
consumers will respond to the lost
local sector entity. Consumers have
three choices. First, they can accept
that certain goods and services are not
available locally and find other things
to do with their money. Second, they
can travel and purchase the lost goods
or services in some other community.
Third, they can move to someplace
else.

How consumers respond
determines how the loss affects the
economy. For instance, if the lost
goods or services are not that valuable
to consumers, the consequences of the
loss will be small. The money that
used to flow into the lost industry
would return to local residents or
businesses. Consumers would find
something else to buy. The value to
consumers of the new items would be
less than the value of the old items. As
such, consumers would lose
something. However, the effect of the
loss on economic activity - jobs and
incomes - is ambiguous. It could
increase, decrease, or remain the
same. If people simply redirect their
spending to a different local industry,
economic activity would not change
much. In this instance, one would
likely conclude that the lost industry
contributed little to the local economy.

If the lost good or service is
sufficiently valuable, people or
businesses may choose to travel to
obtain the lost goods or services. In
this case the lost sector becomes
traded, and the impact on economic

The Contribution of Health Care to Billings’ Economy 9



activity mirrors that of the traded
sector. Like the loss of a factory, the
loss of the industry causes money to
leave the community. As a result, local
economic activity shrinks and jobs
and incomes disappear. Consumers
also suffer losses because they must
pay the cost of travel and/or they may
consume less of the lost good or
service than they would like.

If people or businesses choose to
move to obtain the lost goods or
services, the consequences for the
local economy are far worse. Rather
than losing some fraction of the
money spent at the lost industry, the
region is losing all the money spent by
the people or firms who view its
presence as necessary. This would
reduce jobs, incomes, and output
throughout the region by a large
amount.

More important, the loss of people
and businesses mean the loss of
economic capacity. Losing capacity -
particularly skilled, creative workers -
diminishes the region’s growth
prospects.

Ultimately, the local sector helps
the regional economy by contributing
to an attractive quality of life and a
reasonable cost of living. It also helps
create a robust and resilient business
climate. A robust and resilient
business climate is important. Traded
sector industries will wax and wane.
The local sector helps smooth the
transition between old dying sectors
and new growing ones.1?

Thus, residents care about the
local sector because they are its
customers. A healthy local sector
contributes to the regional economy

by making sure that local residents
can obtain the goods and services they
desire. People do not want to live in
places that lack good schools,
extensive shopping, ample
entertainment, functioning
infrastructure, and affordable housing.
Businesses that cannot access
workers, professional services, or
transportation networks struggle to
compete.

Beyond its existence, the efficiency
of the local sector is also important.
People want an efficient local sector
because the money to support it
comes out of local pockets. A large,
but inefficient local sector is a drain
on the local economy. Itincreases the
cost-of-living or the cost-of-business
and reduces the attractiveness and
competitiveness of the region.

While some argue that the traded
sector is more important than the
local sector (or vice versa), neither
sector is superior to the other. A
region needs both sectors to function.
That is, each part is necessary but not
sufficient to generate local economic
health.

Economists usually place health
care in the local sector. Most places in
the United States offer health care,
and most consumers purchase health
care from local providers. However,
in some places, a large proportion of
health care consumers come from
outside the area. In these places,
health care includes a large traded
component. Billings is one of these
places. Thus, to understand the
contribution of health care to Billings'
economy, we need to examine its
contributions as both a local sector
and a traded sector entity.
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VI. How valuable is health
care?

We cannot assess the contribution
of health care to Billings’ economy
without assessing the value of this
care. The reason health care exists in
Billings is because people who live in
Billings want care. Thus, it would be
incomplete to describe the
contribution of health care to Billings’
economy without discussing the value
that consumers place on the care they
receive.

Because health care is semi-
ubiquitous, people tend to take its
contributions for granted. They should
not. Health care improves health. This
is the primary way health care
contributes to regional economies.
Health is important. Health helps
boost local economic capacity. Health
is valuable. We cannot live without it.

People want to live, and not just
live, but live well. We want to run,
jump, see, hear, taste, smell, and feel.
We want to experience. Health is
necessary for a high-quality life. As
such, people value health, a lot.

It's not only you, though, that
values your health. Your health affects
others. If you're unhealthy, your
friends and family suffer. If you are
unhealthy, you are less productive at
work and your employer (and the rest
of the economy) suffers. Combined,
these factors indicate that your health
is valuable.

While people claim that life is
priceless, economists have developed
estimates for it. Technically,
economists estimate the value of a

statistical life (VSL). Economists
recognize that your life is likely
priceless to you. Instead of estimating
the value people place on their own
lives, economists investigate how
much people are willing to pay to
reduce their chance of dying. If people
are willing to pay $700 to reduce their
chances of dying by 1 in 10,000, then a
life is worth $7 million.13 Researchers
commonly find VSLs that range
between $8 million and $13 million.14

To help place these values in
perspective, consider the following.
Since 1970, life expectancy at age 50
for men increased from 21.8 years to
29.5 years. Thus, a 50- year-old today
expects to live 7.7 years longer than a
50-year-old in 1970. Imagine that God
came to you on your 50th birthday
and offered you a choice. You could
have the normal life expectancy for a
50 year-old (29.5 years), or you could
trade it for the life expectancy of a 50-
year-old in 1970 and a suitcase full of
cash. How much money would need
to be in the suitcase to get you to
choose the shorter life? On average,
economists find that God would need
to pay more than $500,000 to get
people to accept the shorter life.1>

One paper estimated that the gains
in longevity achieved between 1970
and 2000 contributed more than $4
trillion per year to the U.S. economy.16
That amount is equal to over one-
quarter of U.S. GDP. Applying this
increase to Billings, life expectancy
gains over this period contributed
over $2 billion of value each year to
Billings’ economy.1” These estimates
underestimate the value of mortality
reductions in the current economy.
They do not include the two-year
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increase in life expectancy achieved
since 2000.

To further illustrate the enormous
value of health. The same paper
argues that the value of a 1 percent
reduction in cancer mortality exceeds
$500 billion, and a cure for cancer is
worth more than $50 trillion.18

Health care contributes not just by
extending people's lives. It also
generates value by improving the
quality of people's lives. Economists
estimate that people value one year of
good health at approximately
$150,000.1°

While people value longer life and
better health, the value of one's health

extends to other parts of the economy.

Healthy people are productive people.
When people live longer, avoid
disability, come to work, and actually
work while at work, the capacity of
the economy grows. Billings’
employers may lose 900,000 work-
days each year to absenteeism
(workers not coming to work because
their sick) and presenteeism (workers
coming to work while sick, but not
getting work done).2? That's the
equivalent of 3,750 worker-years.?!

The value of productivity gains (or
losses) due to health is large. When
fewer people die young, the economy
gains workers. One study found that
the reduction in mortality between
1970 and 2000 added $1.9 trillion to
the capacity of the labor force.?2 When
fewer people are disabled or sick, the
capacity of the labor force also grows.
Chronic health conditions cost the
economy more than $1 trillion each
year in lost worker time.23 Applying
this value proportionally to Billings,

suggests that these chronic conditions
cost Billings $500 million per year in
lost worker time.

In sum, people want health care
because health is valuable, and health
care contributes to health. While
health outcomes reflect a mix of
genetic, behavioral, and
environmental factors, economists
argue that 50 percent of gains in life
expectancy since 1950 stem from
improvements to health care.?*
Applying this fraction to the values
calculated above and allocating them
proportionally to Billings suggests
that health care generates more than
$1 billion per year by extending lives.
It contributes more than $475 million
per year in additional work-life
capacity. To help place these values in
context, Billings’ total output in 2012
was $8.5 billion. Such values indicate
that regardless of any other effects on
the economy, health care contributes a
substantial amount to Billings’
economy simply by keeping people
healthy.

VIL. Is Billings’ health care
sector efficient?

Health care’s contribution to the
local sector is not limited to whether it
exists. Efficiency matters. Regions
with health care systems that produce
more health at lower costs are better
off. Better health is good for all the
reasons described in the previous
section. Lower cost means residents
have more money in their pockets and
firms have more flexibility when
constructing compensation packages
and when setting prices.
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To assess the efficiency of Billings’
health care system, we look at three
things: health outcomes, hospital
performance, and health care
spending. If Billings’ residents have
good health outcomes, if its hospitals
rate well, and if spending is low
(relative to the outcomes obtained),
we can conclude that Billings’ health
care system further contributes to the

local economy by operating efficiently.

A. How healthy is Billings?

Health outcomes in Billings’ tend
to be better than average. For
instance, a recent study found that life
expectancy in Billings at age 40 is
longer than the US level, even after
adjusting for demographics and
income.?> Similarly, Billings’ residents
are less likely to rate their health
poorly. Only 14 percent of people in
Billings say they are in fair or poor
health. This is four percentage points
below the national share (18
percent).26

Figure 4 summarizes several
measures of health outcomes using
data and weights from County Health
Rankings.?” This measure combines
data on years of potential life lost,
health rating, number of poor physical
health days, number of poor mental
health days, and low birthweight
babies. Based on this metric, Billings
ranks in the top 35 percent of
counties.

While Billings performs better
than this on some metrics and worse
on others, it seems safe to conclude
that Billings’ residents are relatively
healthy. Billings could do better, but it
could also do a whole lot worse.

B. How well does Billings’
health care system perform?

Another part of health care
efficiency is health system
performance. When people seek care,
they want to have a good experience,
they want to get better, and they do
not want care to cause them harm.

Figure 4: County percentile rank on County Health Rankings Health Outcome Index
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Similar to health, health care
system performance can be evaluated
along hundreds of dimensions.
However, Billings performs well on
several key indicators.

For instance, Billings rates highly
on preventable hospital stays (i.e.,
hospital stays for ambulatory care
sensitive conditions).?® Billings ranks
in the top 16 percent of all counties
with data on this measure.

Similarly, Billings’ hospitals rate
highly on Medicare.gov’s “Hospital
Compare” tool.2? This tool compiles
data on nearly 100 measures of
hospital performance. Based on the
metrics available, Billings’ hospitals
perform well. Nearly 80 percent of
patients at Billings’ hospitals would
recommend the hospital. Over 75
percent of patients rate the hospitals
as 9 or 10 (out of 10). Unplanned
readmission and death rates are at or
above the U.S. national rate. Across
almost every measure, Billings’
hospitals score at or above the
national average.

C. How expensive is care in
Billings?

The final part of regional health
care efficiency is cost. Patients want
to get better outcomes for a lower
price. While the complexity of the
health care payment system makes it
difficult to say exactly who benefits
when health care gets cheaper, it is
clear that regions that offer cheaper
care enjoy some advantages.

Health care spending varies across
regions. Spending in the highest cost

regions can be two to three times
spending in the lowest cost regions.3°

Given that local residents provide
much of the health care sector's
revenues, regions that offer cheaper
care allow residents to keep more
money in their pockets. Lower health
care costs also may allow firms
greater flexibility in how they
compensate their workers or how
they price their products.

The top part of Figure 5 presents
one of the most famous descriptions
of geographic variation in health care
spending. This figure shows spending
per Medicare beneficiary by hospital
referral region.3! Billings is a low-
spending area. Medicare spent $8,388
per beneficiary in Billings in 2016.
This is $1,800 less than the national
average.

Recent research, though, finds that
private health care spending is not
highly correlated with Medicare
spending.3? As such, it is important to
understand what non-Medicare
patients pay for care. Unfortunately,
data on spending among non-
Medicare patients is limited,
particularly in Montana.

One recent study found that
private health care spending in the
Billings’ areas was roughly average,
although this study had relatively little
data from Montana (only 8.8 percent
of Montanans were in the data).33
Recent data on health care spending
and private health insurance
premiums for all of Montana suggest
that spending in Montana is close to
the national average.3*
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Figure 5: Health care spending per beneficiary by HRR from Cooper et al (2015)
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Collectively, the evidence suggests
that Billings’ health care sector is
relatively efficient. Billings’ residents
are healthy. Billings’ hospitals are
above average on most metrics.
Billings’ patients appear to receive
less unnecessary care, and the cost of
care in Billings is below average.

VIIL. If Billings’ health
care sector disappeared,
what would happen to
Billings’ economy?

If Billings’ health care sector
disappeared several things would
happen. First, at a minimum, Billings’
residents would need to travel
elsewhere for care. Second, the
thousands of people who currently
travel to Billings for care would travel
elsewhere for care. Third, health care
related investment—in creating
buildings, technologies, workers,
etc.—would likely cease.
Cumulatively, these losses and the
ripple effects associated with them
would leave a large hole in Billings’
economy.

To begin, I focus on the first two
effects. If all health care spending in
Billings transferred to some other
place, the economic activity supported
by health care would transfer with it.
As noted above, not including
proprietors, Billings’ health care
sector employs over 14,000 people
and pays more than $819 million in
wages. Without a health care sector,
this employment and these wages
would disappear. All the jobs and
incomes supported by the health care
industry would disappear as well.

Economists refer to these ripple
effects as indirect and induced
impacts. Table 2 describes the
economic activity supported by
Billings’ health care sector as
measured by IMPLAN (a standard
software package used to conduct
economic impact analysis). This
analysis suggests that over 23,000
jobs, nearly $1.5 billion in labor
income, and over $3.2 billion in
economic output are directly or
indirectly related to health care
spending.

Table 2: Economic contribution of health
care in Billings

Labor

income

Employment  ($millions)

Direct 14,715 $1,098
Indirect 4,069 $198
Induced 4,341 $168
Total 23,125 $1,464

These estimates, though,
underestimate the impact of health
care on Billings’ economy. They
assume that the primary impact of the
loss of its health care sector is the loss
of spending on health care. However,
it is likely that many, though not all, of
Billings’ residents would move if
health care disappeared in their
community. For many people, access
to health care is a prerequisite for
living in a community. One study
found that 84 percent of a rural
population indicated that living near a
hospital was important or very
important.3> Research finds that
people who live near developed health
care systems experience better health
outcomes.3¢ People understand this,
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and this shapes where they consider
living.

A clear, though not the only,
example of these effects are people
who move into Billings’ assisted living
facilities. A substantial proportion of
people who live in Billings’ assisted
living facilities come from outside of
Billings.3” These people come to take
advantage of the facilities themselves
and their proximity to the other parts
of Billings’ health care sector.

If people or businesses will not
locate in a place without health care,
then the impact of health care on
Billings’ economy may be many times
larger than the estimates described in
Table 2. It is easy to imagine that
losing health care would turn Billings
into small town over the long-run.
Thus, the true economic impact of
health care is substantially larger than
the values reported in Table 2.

Unfortunately, estimating the full
value of health care is difficult.
Because the market generates supply
where sufficient demand exists,
economists do not have data to
compare economies with health care
to similar economies without health
care. Thus, we cannot describe
precisely how Billings’ economy
would differ without its health care
system. However, sufficient evidence
exists to support the conclusion that
losing its health care sector would
weaken the economy.

IX. How do health-care
related industries
contribute to Billings’
economy?

If Billings’ health care sector
disappeared, it is also possible that
there would be additional spillover
effects not captured in the standard
economic contribution model used in
section VIII.

In particular, the economic
contribution model using in section
VIII does not fully account for growth.
Billings’ health care sector is growing.
To support this growth, a variety of
other industries must help build
Billings’ capacity. In particular, the
construction sector must expand
facilities and the education sector
must help create new workers.

In recent years, Billings has
invested tens of millions in expanding
the capacity of its health care facilities.
Health care related construction
supports approximately 330 jobs and
$22 million in compensation. This
spending also ripples through Billings
economy supporting additional jobs
and incomes.

To help support the growth of
health care jobs, Billings’ educational
institutions have developed a variety
of programs to help create the human
capital necessary for the health care
system to thrive. Billings’ health care
sector needs an ample, skilled
workforce to fill its 14,000 jobs. A
local medical education sector makes
it easier to do that. It is much easier to
recruit workers who already live in a
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place than it is to conduct national or
regional searches. Itis cheaper, and
firms do not face the risk that a new
worker will not like Billings and leave
after a short period.

Furthermore, collaboration
between the local health care sector
and the local education sector can
make workers’ training more efficient.
Hands-on training is part of many
health care education programs.
People schooled in Billings, thus
receive part of their training from
health care workers in Billings. This
allows students to be educated in the
culture and practices of Billings’
health care while still in school. This
reduces training costs for hiring firms.
It also allows places with more
efficient health care delivery (like
Billings) to more easily propagate that
efficiency.38

While these programs might exist
even if Billings’ health care sector
disappeared, it seems likely that their
success would diminish in the absence

of a local health care sector.

Finally, as discussed in more detail
in a recent report, Billings is also
home to a bioscience sector.3° The
bioscience sector includes a variety of
industries that are often complements
to health care like medical labs,
pharmaceuticals, and medical devices.
In recent years, this sector employed
slightly less than 600 people in
Billings.

Similar to health occupation
training, these industries could exist
in Billings without a health care
sector. However, there may be some
complementarities between Billings’
bioscience sector and its health care
sector. In that case, if Billings’ health
care sector disappeared, its bioscience
sector (or at least part of it) might
disappear with it.

Combining the impacts of these
health care related industries to those
described in the previous section
yields a broader measure of the

Figure 6: Employee compensation in Billings supported by health care and health care

related sectors
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contribution of health care to Billings
economy described in Table 3 and
Figure 6.

Table 3: Economic contribution of health
care and related sectors in Billings

Labor

income

Employment  ($millions)

Direct 17,244 $1,289
Indirect 5,041 $244
Induced 4,857 $187
Total 27,142 $1,719

In total, Billings health care sector
(broadly defined) supports over
27,000 jobs and over $1.7 billion in
compensation. Focusing only on
employee compensation, the health
care sector (broadly defined) directly
or indirectly supports nearly 30
percent of all of the compensation
paid to Billings’ employees.

X. What does the future
hold for health care in
Billings?

Most forecasters expect health
care to grow into the future. For
instance, the Bureau of Labor
Statistics projects that health care
employment will grow by 1.6 percent
per year between 2018 and 2028.40
The Montana Department of Labor
and Industries forecasts that health
care employment will grow at a
slightly slower rate (15 percent)
between 2019-2027.4 These
translate into a 16-17 percent
increase in health care employment
over a decade. This suggests Billings
could add between 2,200 and 2,400
additional health care jobs by 2028.42

Such forecasts are consistent with
various forecasts for health care
spending growth. While health care
spending growth has slowed in recent
years, economists still expect health
care to grow faster than the economy.
As a result, health care spending as a
share of GDP will continue to rise.
Forecasts suggest that the health care
spending will rise from 17.9 percent
of GDP to 19.4 percent by 2027.43

These forecasts, like all forecasts,
contain a large margin of error. The
path of health care spending and
employment reflects the confluence of
many factors. Changes to any one
factor ripple through the system. As
such, it is better to focus on the logic
that underlies the forecast, and not its
precise numbers.

Health care spending forecasts
combine expectations for both
utilization and price. Utilization
reflects how much care each person
receives. Utilization rates change
when patients change, when policy
changes, and when medical science
changes. Prices reflect the cost of
delivering care and the extent of
market power. Prices change in the
cost of care changes or when the
relative market power of providers
change.

To forecast utilization, economists
consider a series of questions:

> Is the population going to be less
healthy and require more care per
person (i.e., will it become older or
will it become more obese)?

> Is a greater share of the population
going to have health insurance?
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» What new technologies will
become available, and how will
new technology affect total
utilization?

» Will health care delivery become
more efficient (e.g., will better
coordinated care lead to fewer
errors, better outcomes, and a
better understanding of how best
to care for patients)?

When considering the likelihood of
price changes, economists ask:

» How much expensive new
technology will be adopted?

» How will the cost of skilled
workers, etc. change?

» How much market power will exist
and how might it be exercised?

Some of these questions are easier
to answer than others. For instance,
we know that the population will age
with the baby boomers over the next
several years and that will increase
health care utilization. We also know
that the Affordable Care Act (ACA) has
increased the share of the population
with health insurance. Furthermore,
we have little ability to project what
new medical technologies will exist or
how much market power will be
exercised.

Thus, forecasts tend to entail
assuming recent trends will continue
with adjustments for the things we
know will change. Many (and perhaps
most) of the determinants of health
spending, though, remain unknown,
so forecasts have a large margin of
error.

The main forces that shape the
forecast for the U.S. apply in Billings.
Thus, health care in Billings should
grow along with the U.S. health care
sector.

There are, however, two factors
which may affect the growth of
Billings’ health care over the short-
and long-run that merit additional
discussion—federal policy and growth
in the hinterlands

Federal policy

Federal health policy remains a
focus of much political debate. People
across the political spectrum have
very different visions for America’s
health care sector. Those differing
visions, if implemented, could
dramatically change health care in
Billings (and elsewhere).

While no one knows what will
happen, changes that cut spending
and/or reduce insurance coverage
would likely shrink health care (or at
least slow its growth). The details
matter, though. Efforts that reduce
spending on pharmaceuticals would
likely have a smaller effect on Billings
than efforts that reduce the number of
people covered by Medicaid.

Ultimately, what happens to health
policy remains a source of significant
uncertainty when attempting to
forecast the future of health care.

Growth in the Billings hospital
referral region

Population is the single biggest
determinant of health sector growth.
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To the extent population grows in
Billings and the surrounding areas,
health care will likely grow.

However, growth in the hinterland
may ultimately reduce demand for
Billings’ health care sector. As towns
in these areas grow, their population
may become large enough to support
expanded health care services. As
health care develops in these areas,
patients in these areas may obtain
more care locally. The ultimate
impact of these changes on Billings
will depend on the connection
between the new providers and
Billings and the types of services that
grow locally. Growth in the hinterland
may change (but not necessarily
diminish) the impact of hinterland
patients on Billings’ economy. It is
difficult to say when such effects may
occur and how large they may be.

XI. Conclusion

In sum, Health care is Billings’
largest industry, and it is essential to
Billings’ economic success. First and
foremost, health care produces health,
and health is extremely valuable.
Health is necessary for people to live
and live well. Health is also important
for creating and maintaining a
productive workforce. Second, given
the high value of health and the
importance of access to health care for
maintaining health, many people will
not live someplace that lacks health
care. As such, Billings’ large, efficient
health care sector is integral to
making Billings a desirable place to
live and work. Third, if people could
not access health care in Billings, the

billions spent on health care by
residents and non-residents would be
spent elsewhere. As such, health care
brings lots of money into Billings’
economy which helps create or
support jobs for tens of thousands of
people in Billings. Without health
care, Billings’ economy would be
much smaller.
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1 Specifically, health care consumed 17.7 percent of GDP in 2018. Centers for Medicare and Medicaid
Services, National Health Expenditures 2018 Highlights.
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42 29 percent is the BLS’s national forecast for health care employment growth. Growth in Billings
may differ (and has differed recently) from US overall.
43 Chandra, A. et al (2014)
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The Contribution of
Healthcare to Billings’ Economy

By The Numbers

14,000

Number of workers in health care
industry, 17 percent of Billings’
employment.

$891,000,000

Total payroll paid to health care
workers, 20 percent of total payroll.

23,000

Total number of jobs in Billings
directly or indirectly attributable
to health care.

$1,464,000,000

Total payroll directly or indirectly
attributable to health care.

7,600

Number of health care jobs added
since 1990. Nearly double the
change of the next highest industry.

2,400

Number of health care jobs

Billings is expected to add by 2028.
Nationally, health care is projected
to be the fastest growing industry
over this period.

$3.231 billion

Total output in Billings directly or
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?
I
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indirectly attributable to health care.

¥
$

v
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i Py

79%

Share of patients who would
recommend both Billings’ hospitals.
This is seven percentage points
higher that the US average and nine
percentage points higher than the
Montana average.

$5,308

How much less Medicare spends
per beneficiary per year in Billings
relative to the most expensive
regions in the US.

86

Percent of Billings’ residents who
report being in good, very good or
excellent health. This ranks in the
top 25 percent of all US Counties.

30

Percent of employee compensation
tied to health care and health care
related sectors for Billings

620,000

Approximate population of the
Billings Hospital Referral Region

40

Percent of hospital inpatients from
outside of Yellowstone County.

5,200

Number of extra health care jobs
attributable to Billings large
hospital service area.
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Name ID ID Type ES project? (SSO) of Affiliation Codes Provider

. : Coordinated
(E:gfr:fj'_”gfﬁi‘:]gs 163 Eg?rf[”gfﬁi‘:]gs 163  Assessment Yoo 300066  False
(HUD)
Showing 1-1 of 1
5a - Report Validations Table
Report Validations Table
1. Total Number of Persons Served 970
2. Number of Adults (age 18 or over) 732
3. Number of Children (under age 18) 224
4. Number of Persons with Unknown Age 14
5. Number of Leavers 243
6. Number of Adult Leavers 169
7. Number of Adult and Head of Household Leavers 169
8. Number of Stayers 727
9. Number of Adult Stayers 563
10. Number of Veterans 58
11. Number of Chronically Homeless Persons 31
12. Number of Youth Under Age 25 108
13. Number of Parenting Youth Under Age 25 with Children 0
14. Number of Adult Heads of Household 185
15. Number of Child and Unknown-Age Heads of Household 2
16. Heads of Households and Adult Stayers in the Project 365 Days or More 15
6a - Data Quality: Personally Identifiable Information
Client
Doesn't
Know/Client Information %o of Error
Data Element Refused Missing Data Issues Total Rate
Name (3.1) 0 0 10 10 1%
SSN (3.2) 50 45 9 104 11%
Date of Birth (3.3) 2 13 0 15 2%




Race (3.4)
Ethnicity (3.5)
Gender (3.6)

Overall Score

6b - Data Quality: Universal Data Elements

Data Element
Veteran Status (3.7)

Project Start Date (3.10)

Relationship to Head of Household (3.15)
Client Location (3.16)

Disabling Condition (3.8)

6¢ - Data Quality: Income and Housing Data Quality

Data Element
Destination (3.12)

Income and Sources (4.2) at Start
Income and Sources (4.2) at Annual Assessment

Income and Sources (4.2) at Exit

6d - Data Quality: Chronic Homelessness

Missing
Count of time in
total institution
Entering into project type records (3.917.2)
ES, SH, Street Outreach 0
TH 0 0
PH(all) 0 0
Total 0

6e - Data Quality: Timeliness

Time For Record Entry
0 days
1 - 3 days

15

Missing
time in
housing

52
55
17

60
70
18
159

Error Count

33

0
767

785

6%

7%

2%
16%

% of Error
Rate

5%
0%
79%
1%
81%

9% of Error

Error Count Rate
55 23%
613 84%
15 100%
90 53%
Approximate Number of Number of % of
Date started times months records
(3.917.3) (3.917.4) (3.917.5) unable to
(3.917.2) DK/R/missing DK/R/missing DK/R/missing calculate
0 0 0 0%
0 0 0 0%
0 0 0 0%
0%
Number of Number of
Project Start Project Exit
Records Records
749 92
23 24




4 - 6 days
7 - 10 days
11+ days

6f - Data Quality: Inactive Records: Street Outreach and Emergency Shelter

Contact (Adults and Heads of Household in Street Outreach or ES - NBN)

Bed Night (All clients in ES - NBN)

7a - Number of Persons Served

Adults

Children

Client Doesn't Know/Client Refused
Data not collected

Total

For PSH and RRH - the total persons served who moved into housing

7b - Point-in-Time Count of Persons on the Last Wednesday

January
April
July
October

8a - Number of Households Served

Total Households

For PSH and RRH - the total persons served who moved into housing

Total

732
224

12
970

Total
124

203
362
589

Total
187

Without
Children

671

671

Without
Children

68
136
267
426

Without
Children

172
0

17
12
71
# of
Inactive
# of Records Records
0 0
0 0
With
Children and With Only
Adults Children
56
116 106
0 0
0 0
172 106
0 0
With
Children and With Only
Adults Children
46 10
57 4
69 16
81 67
With
Children and With Only
Adults Children
12 0
0 0

11
108

% of
Inactive
Records

0%
0%

Unknown
Household

Type
5
2
2
12
21
0

Unknown
Household

Type
0
6
10
15

Unknown
Household

Type
3

0




8b - Point-in-Time Count of Households on the Last Wednesday

January
April
July
October

9a - Number of Persons Contacted

Once

2-5 Times
6-9 Times
10+ Times

Total Persons Contacted

9b - Number of Persons Engaged

Once

2-5 Times

6-9 Times

10+ Times

Total Persons Engaged

Rate of Engagement

10a - Gender of Adults

With Unknown
Without Children and With Only Household
Total Children Adults Children Type
4 2 2 0 0
5 4 1 o o
64 62 2 0 0
147 137 8 0 2
First Contact First contact
- NOT - WAS First contact
staying on staying on - Worker
All Persons the Streets, Streets, ES, unable to
Contacted ES, or SH or SH determine
0 0 0 0
0 0 0 0
0 0 0 0
0 0 0 0
0 0 0 0
First Contact First contact
- NOT - WAS First contact
staying on staying on - Worker
All Persons the Streets, Streets, ES, unable to
Contacted ES, or SH or SH determine
0 0 0 0
0 0 0 0
0 0 0 0
0 0 0 0
0 0 0 0
0% 0% 0% 0%
With Unknown

Without Children and Household
Total Children Adults Type




Male 368 354 12 2
Female 359 312 44 3
Trans Female (MTF or Male to Female) 1 1 0 0
Trans Male (FTM or Female to Male) 2 2 0 0
Gender Non-Conforming (i.e. not exclusively male or female) 0 0 0 0
Client Doesn't Know/Client Refused 1 1 0 0
Data not collected 1 1 0 0
Subtotal 732 671 56 5

0b-GenderofChildren

With Unknown
Children and With Only Household
Total Adults Children Type

Male 116 65 50 1
Female 104 47 56 1
Trans Female (MTF or Male to Female) 0 0 0 0
Trans Male (FTM or Female to Male) 0 0 0 0
Gender Non-Conforming (i.e. not exclusively male or female) 0 0 0 0
Client Doesn't Know/Client Refused 0 0 0 0
Data not collected 4 4 0 0
Subtotal 224 116 106 2

10c-Gender of Persons Missing Age Information

With Unknown
Without Children and With Only Household
Total Children Adults Children Type
Male 1 0 0 0 1
Female 0 0 0 0 0
Trans Female (MTF or Male to Female) 0 0 0 0 0
Trans Male (FTM or Female to Male) 1 0 0 0 1
Gender Non-Conforming (i.e. not exclusively male or female) 0 0 0 0 0
Client Doesn't Know/Client Refused 0 0 0 0 0
Data not collected 12 0 0 0 12
Subtotal 14 0 0 0 14




Under 5

5-12

13 -17

18 - 24

25-34

35-44

45 - 54

55 -61

62 +

Client Doesn't Know/Client Refused

Data not collected

Total

12a - Race

White

Black or African American

Asian

American Indian or Alaska Native

Native Hawaiian or Other Pacific Islander
Multiple races

Client Doesn't Know/Client Refused

Data not collected

Total

12b - Ethnicity

Non-Hispanic/Non-Latino
Hispanic/Latino

Client Doesn't Know/Client Refused

Total

87
98
39
82
173
187
145
99
46

12
970

Total

527
57

233

76
15
52

970

Total
783

117
15

Without
Children

74
148
171
133

99

46

671

Without
Children

420

43
2
129

44
12
17

671

Without
Children

580

56
14

With
Children and With Only

Adults Children
42 44
55 42
19 20
8
24
13
11
0
0
0 0
0 0
172 106
With
Children and With Only
Adults Children
67 36
5 8
0 0
57 43
1 3
18 14
2 0
22 2
172 106
With
Children and With Only
Adults Children
109 87
40 18
1 0

Unknown
Household

Type
1
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Unknown
Household

Type
4
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11
21

Unknown
Household

Type
7
3
0




Data not collected

Total

13a1l - Physical and Mental Health Conditions at Start

Mental Health Problem
Alcohol Abuse

Drug Abuse

Both Alcohol and Drug Abuse
Chronic Health Condition
HIV/AIDS

Development Disability

Physical Disability

13b1 - Physical and Mental Health Conditions at Exit

Mental Health Problem
Alcohol Abuse

Drug Abuse

Both Alcohol and Drug Abuse
Chronic Health Condition
HIV/AIDS

Development Disability

Physical Disability

13c1 - Physical and Mental Health Conditions of Stayers

Mental Health Problem
Alcohol Abuse

Total
Persons

24

3
2
2
27
0
9
28

Total
Persons

27

17

16
21

Total
Persons

20
2

55
970

Without
Children
22
3
2
2
23
0
5
27

Without
Children

18

Without
Children

19
2

21
671

Adults in HH Children in

with HH with
Children and Children and With Only

Adults Adults

2 0

0 0

0 0

0 0

2 1

0 0

2 2

1 0

Adults in HH Children in

with HH with
Children and Children and With Only

Adults Adults

5 3

0 0

0 0

0 0

2 4

0 0

2 6

4 1

Adults in HH Children in

with HH with
Children and Children and With Only
Adults Adults
1 0
0 0

22
172

106

Children
0

O O O o o o o

Children
1

_H W o+~ O O O

Children
0
0

11
21

Unknown
Household

Type
0

O OO+ OO o

Unknown
Household

Type
0

O O O o o o o

Unknown
Household

Type
0
0




Drug Abuse

Both Alcohol and Drug Abuse
Chronic Health Condition
HIV/AIDS

Development Disability

Physical Disability

13a2 - Number of Conditions at Start

None

1 Condition

2 Conditions

3+ Conditions

Condition Unknown

Client Doesn't Know/Client Refused

Data not collected

Total

13b2 - Number of Conditions at Exit

None

1 Condition

2 Conditions

3+ Conditions

Condition Unknown

Client Doesn't Know/Client Refused

Data not collected

Total

13c2 - Number of Conditions for Stayers

Total
Persons
150
21
8
18
21
0
752
970

Total
Persons

92
19
11
14
20
0
87
243

Without
Children

115
16
7
17
20
0
496
671

Without
Children

29
7
7

10

20
0

69

142

0 0 0

0 0 0

2 1 0

0 0 0

2 0 0

1 0 0
Adults in HH Children in

with HH with
Children and Children and With Only
Adults Adults Children

10 23 0

1 3 0

1 0 0

1 0 0

1 0 0

0 0 0

42 90 106

56 116 106
Adults in HH Children in

with HH with
Children and Children and With Only
Adults Adults Children

13 40 9

4 4 4

1 2 1

2 2 0

0 0 0

0 0 0

4 8 1

24 56 15

O O o~ OO

Unknown
Household Type

Unknown
Household

Type
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None

1 Condition

2 Conditions

3+ Conditions

Condition Unknown

Client Doesn't Know/Client Refused

Data not collected

Total

14a - Domestic Violence History

Yes

No
Client Doesn't Know/Client Refused

Data not collected

Total

14b - Persons Fleeing Domestic Violence

Yes

No
Client Doesn't Know/Client Refused

Data not collected

Total

15 - Living Situation

Homeless Situations

Total
Persons
113
17
7
15
16
0
559
727

Without
Children

98

15
6
14
15
0
381

529

Total

54
110

569
734

Total

38

54

Total

Adults in HH Children in

with HH with
Children and Children and With Only
Adults Adults
6 8
0 1
1 0
1 0
1 0
0 0
23 51
32 60
With
Without
Children Adults
46 7
102 7
1 0
522 43
671 57
With
Without
Children Adults
7 1
33 5
1 0
1
46 7
With
Without
Children Adults

Children and With Only
Children

Children and With Only
Children

Children and With Only
Children

Children

0

O O o o o

O
(A

0

o O o o

0

o O o o

Unknown
Household

Type

Unknown
Household

Type
1

o O

Unknown
Household

Type

= O O O =~

Unknown
Household

Type




Emergency shelter, including hotel or motel paid for with emergency shelter voucher

Transitional housing for homeless persons (including homeless youth)
Place not meant for habitation

Safe Haven

Host Home (non-crisis)

Subtotal

Institutional Settings

Psychiatric hospital or other psychiatric facility

Substance abuse treatment facility or detox center

Hospital or other residential non-psychiatric medical facility

Jail, prison, or juvenile detention facility

Foster care home or foster care group home

Long-term care facility or nursing home

Residential project or halfway house with no homeless criteria
Subtotal

Other Locations

Permanent Housing (other than RRH) for formerly homeless persons
Owned by client, no ongoing housing subsidy

Owned by client, with ongoing housing subsidy

Rental by client, with RRH or equivalent subsidy

Rental by client, with HCV voucher (tenant or project based)
Rental by client in a public housing unit

Rental by client, no ongoing housing subsidy

Rental by client, with VASH housing subsidy

Rental by client, with GPD TIP housing subsidy

Rental by client, with other housing subsidy (including RRH)
Hotel or motel paid for without emergency shelter voucher
Staying or living in a friend's room, apartment or house

Staying or living in a family member's room, apartment or house
Client Doesn't Know/Client Refused

Data not collected

Subtotal
Total

16 - Cash Income - Ranges

267

257
10

538

Y )

23
41

41
144

734

243

237
10

494

ul
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33
126
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21

20
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No Income

$1 - 150

$151 - $250

$251 - $500

$501 - $1000

$1001 - $1500

$1501 - $2000

$2001 +

Client Doesn't Know/Client Refused
Data not collected

Number of adult stayers not yet required to have an annual assessment

Number of adult stayers without required annual assessment
Total Adults

17 - Cash Income - Sources

Earned Income

Unemployment Insurance

Supplemental Security Income (SSI)

Social Security Disability Insurance (SSDI)

VA Service - Connected Disability Compensation
VA Non-Service Connected Disability Pension
Private Disability Insurance

Worker's Compensation

Temporary Assistance for Needy Families (TANF)
General Assistance (GA)

Retirement Income from Social Security

Pension or retirement income from a former job

Income at

Latest
Annual Income at
Income at Assessment Exit for
Start for Stayers Leavers
101 0 41
1 0 0
2 0 0
2 0 4
18 0 15
3 0 11
4 0 5
1 0 2
0 0 0
600 0 91
548
15
732 563 169
Income at
Latest
Annual Income at
Income at Assessment Exit for
Start for Stayers Leavers
8 0 18
0 0 1
10 0 6
13 0 5
0 0 0
0 0 1
0 0 0
0 0 0
1 0 9
1 0 0
1 0 0
0 0 0




Child Support 2 0 1
Alimony and other spousal support 0 0 0
Other Source 0 0 1

0 0

Adults with Income Information at Start and Annual Assessment/Exit

18 - Client Cash Income Category - Earned/Other Income Category - by Start and Annual Assessment/Exit Status

Number of
Adults at Number of
Number of Annual Adults at
Adults at Assessment Exit

Number of Adults by Income Category Start (Stayers) (Leavers)
Adults with Only Earned Income (i.e., Employment Income) 8 0 15
Adults with Only Other Income 23 0 19
Adults with Both Earned and Other Income 0 0 3
Adults with No Income 122 0 56
Adults with Client Doesn't Know/Client Refused Income Information 0 0 0
Adults with Missing Income Information 570 0 75
Number of adult stayers not yet required to have an annual assessment 548
Number of adult stayers without required annual assessment 15
Total Adults 732 563 169
1 or More Source of Income 49 0 41
Adults with Income Information at Start and Annual Assessment/Exit 0 0
19a1l - Client Cash Income Change - Income Source - by Start and Latest Status
Income
Change by Performance
Income Did Not Measure:
Category Retained Have the Adults who
(Universe: Income Income Gained or
Adult Had Income Category Retained Retained Category at Did Not Increased
Stayers with Category at But Had Income Income Start and Have the Income Performance
Income Start and Less $ at Category Category Gained the Income from Start measure:
Information Did Not Annual and Same $ and Income Category at Total Adults to Annual Percent of
at Start and Have It at Assessment at Annual Increased $ Category at Startor at (including Assessment, Persons who
Annual Annual Than at Assessment at Annual Annual Annual those with Average Accomplished
Assessment) Assessment Start as at Start Assessment Assessment Assessment No Income) Gain this Measure
Number of
Adults with 0 0 0 0 0 0 0 0 0%

Earned Income
(i.e.,




Employment
Income)

Average Change 0 0 0 0 0
in Earned Income

Number of Adults
with Other 0 0 0 0 0 0 0 0 0%

Income

Average Change
in Other Income v g g g g
Number of Adults

with Any Income
(i.e., Total 0 0 0 0 0 0 0 0 0%

Income)

Average Change
in Overall 0 0 0 0 0
Income

19a2 - Client Cash Income Change - Income Source - by Start and Exit

Income

Change by Performance

Income Did Not Measure:

Category Have the Adults who

(Universe: Retained Income Gained or

Adult Had Income Income Retained Retained Category at Did Not Increased Performance
Leavers Category at Category Income Income Start and Have the Income measure:
with Income Start and But Had Category Category Gained the Income Total Adults from Start Percent of
Information Did Not Less $ at and Same $ and Income Category at (including to Exit, Persons who
at Start and Have It at Exit Than at at Exit as at Increased $ Category at Start or at those with Average Accomplished
Exit) Exit Start Start at Exit Exit Exit No Income) Gain this Measure
Number of

Adults with

I(Ei;.;]g.n,ed Income 0 0 2 0 0 26 29 0 0%
Employment

Income)

Average Change

in Earned 0 0 0 0 0

Income

Number of

Adults with 0 0 6 0 0 21 29 0 0%

Other Income

Average Change

in Oth%r Incorr%e g g g g g

Number of

Adults with An

Income (i.e., Y 0 0 8 0 0 18 29 0 0%

Total Income)




Average Change
in Overall 0 0 0 0 0
Income

19b - Disabling Conditions and Income for Adults at Exit

AO: AC: UK:
percent percent percent
with with with
AO: Adult AO: Adult Disabling AC: Adult AC: Adult Disabling UK: Adult UK: Adult Disabling
with without Condition with without Condition with without Condition

Disabling Disabling AO: Total by Disabling Disabling AC: Total by Disabling Disabling UK: Total by
Condition Condition Adults Source Condition Condition Adults Source Condition Condition Adults Source

Earned 0 3 3 0% 0 1 1 0% 0 0 0 0%

Income

Supplemental

Security 1 0 1 100% 0 0 0 0% 0 0 0 0%
Income (SSI)

Social

Security

Disability 1 2 3 33% 0 0 0 0% 0 0 0 0%
Insurance
(SSDI)

VA Service -

Connected

Disability 0 0 0 0% 0 0 0 0% 0 0 0 0%
Compensation

Private

Disability 0 0 0 0% 0 0 0 0% 0 0 0 0%

Insurance

UL G 0 0 0 0% 0 0 0 0% 0 0 0 0%

Compensation

Temporary

Assistance for

Needy 0 0 0 0% 0 1 1 0% 0 0 0 0%
Families

(TANF)

Retirement

Income from 0 0 0 0% 0 0 0 0% 0 0 0 0%

Social
Security

Pension or

retirement 0 0 0 0% 0 0 0 0% 0 0 0 0%

income from
a former job

Child Support 0 0 0 0% 0 0 0 0% 0 0 0 0%
Other Source 1 0 1 100% 0 0 0 0% 0 0 0 0%
No Sources 1 11 12 8% 1 1 2 50% 0 1 1 0%
Unduplicated 4 16 20 1 3 4 0 1 1

Total Adults




20a - Type of Non-Cash Benefit Source

Supplemental Nutrition Assistance Program (SNAP) (Previously known as Food Stamps)
Special Supplemental Nutrition Program for Women, Infants, and Children (WIC)

TANF Child Care Services

TANF Transportation Services

Other TANF-Funded Services

Other Source

20b - Number of Non-Cash Benefit Sources

No Sources

1 + Source(s)

Client Doesn't Know/Client Refused

Data Not Collected/Not stayed long enough for Annual Assessment

Total

21 - Health Insurance

MEDICAID

MEDICARE

State Children's Health Insurance Program
Veteran's Administration (VA) Medical Services
Employer-Provided Health Insurance

Health Insurance obtained through COBRA
Private Pay Health Insurance

State Health Insurance for Adults

Indian Health Services Program

Benefit at
Latest
Annual
Benefit at Assessment
Start for Stayers
67 0
1 0
0 0
0 0
0 0
0 0
Benefit at
Latest
Annual
Benefit at Assessment
Start for Stayers
60 0
67 0
0 0
605 563
732 563
At Annual
Assessment
At Start for Stayers
107 0
14 0
6 0
5 0
0 0
0 0
0 0
0 0
2 0

Benefit at
Exit for
Leavers

60

o O O oN

Benefit at
Exit for
Leavers

22
60
0
87
169

At Exit for
Leavers

120




Other 3 0 2
No Health Insurance 37 0 11
Client Doesn't Know/Client Refused 1 0 0
Data not collected 810 26 93
Number of stayers not yet required to have an annual assessment 701

1 Source of Health Insurance 108 0 119
More than 1 Source of Health Insurance 14 0 20
22a1-Length of Participation - CoCProjects

Total Leavers Stayers

30 days or less 146 45 101

31 to 60 days 114 47 67

61 to 90 days 141 40 101

91 to 180 days 315 90 225

181 to 365 days 227 20 207

366 to 730 Days (1-2 Yrs) 27 1 26

731 to 1,095 Days (2-3 Yrs) 0 0 0

1,096 to 1,460 Days (3-4 Yrs) 0 0 0

1,461 to 1,825 Days (4-5 Yrs) 0 0 0

More than 1,825 Days (>5 Yrs) 0 0 0

Data not collected 0 0 0

Total 970 243 727

Leavers Stayers
Average Length 90 143
Median Length 77 118

With Unknown
Without Children and With Only Household
Total Children Adults Children Type

7 days or less 0 0 0 0 0
8 to 14 days 0 0 0 0 0
15 to 21 days 0 0 0 0 0
22 to 30 days 0 0 0 0 0
31 to 60 days 0 0 0 0 0




61 to 180 days 0 0 0 0 0
181 to 365 days 0 0 0 0 0
366 to 730 Days (1-2 Yrs) 0 0 0 0 0
Total (persons moved into housing) 0 0 0 0 0
Average length of time to housing 0 o o o o
Persons who were exited without move-in 0 0 0 0 0
Total 0 0 0 0 0
22e - Length of Time Prior to Housing - based on 3.917 Date Homelessness Started
With Unknown
Without Children and With Only Household
Total Children Adults Children Type
7 days or less 0 0 0 0
8 to 14 days 0 0 0 0
15 to 21 days 0 0 0 0 0
22 to 30 days 0 0 0 0 0
31 to 60 days 0 0 0 0 0
61 to 180 days 0 0 0 0 0
181 to 365 days 0 0 0 0 0
366 to 730 Days (1-2 Yrs) 0 0 0 0 0
731 days or more 0 0 0 0 0
Total (persons moved into housing) 0 0 0 0 0
Not yet moved into housing 0 0 0 0 0
Data not collected 0 0 0 0 0
Total Persons 0 0 0 0 0
23c - Exit Destination - All persons
With Unknown
Without Children and With Only Household
Total Children Adults Children Type

Permanent Destinations
Moved from one HOPWA funded project to HOPWA PH 0 0 0 0 0
Owned by client, no ongoing subsidy 0 0 0 0 0
Owned by client, with ongoing subsidy 0 0 0 0 0
Rental by client, no ongoing subsidy 90 39 39 9 3
Rental by client, with VASH subsidy 3 3 0 0 0




Rental by client with GPD TIP subsidy

Rental by client, other ongoing subsidy

Permanent Housing (other than RRH) for formerly homeless persons

Staying or living with family, permanent tenure

Staying or living with friends, permanent tenure

Rental by client, with RRH or equivalent subsidy

Rental by client, with HCV voucher (tenant or project based)

Rental by client in a public housing unit

Subtotal

Temporary Destinations

Emergency shelter, including hotel or motel paid for with emergency shelter voucher
Moved from one HOPWA funded project to HOPWA TH

Transitional housing for homeless persons (including homeless youth)

Staying or living with family, temporary tenure (e.g., room, apartment or house)

Staying or living with friends, temporary tenure (e.g., room apartment or house)

Place not meant for habitation (e.g., a vehicle, an abandoned building, bus/train/subway
station/airport or anywhere outside)

Safe Haven
Hotel or motel paid for without emergency shelter voucher

Host Home (non-crisis)

Subtotal

Institutional Settings

Foster care home or foster care group home

Psychiatric hospital or other psychiatric facility

Substance abuse treatment facility or detox center
Hospital or other residential non-psychiatric medical facility
Jail, prison, or juvenile detention facility

Long-term care facility or nursing home

Subtotal

Other Destinations

Residential project or halfway house with no homeless criteria
Deceased

Other

Client Doesn't Know/Client Refused

Data Not Collected (no exit interview completed)

Subtotal
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Total

Total persons exiting to positive housing destinations

Total persons whose destinations excluded them from the calculation

Percentage

25a - Number of Veterans

Chronically Homeless Veteran
Non-Chronically Homeless Veteran
Not a veteran

Client Doesn't Know/Client Refused

Data not collected

Total

25b - Number of Veteran Households

Chronically Homeless Veteran
Non-Chronically Homeless Veteran
Not a veteran

Client Doesn't Know/Client Refused
Data not collected

Total

25c - Gender - Veterans

Male

Female

Trans Female (MTF or Male to Female)

Trans Male (FTM or Female to Male)

Gender Non-Conforming (i.e. not exclusively male or female)

Client Doesn't Know/Client Refused

243 142

0% 0%

Total

54
641
14
19

732

Total

15

158

185

Total
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80

0%

Without
Children

4

53
583
12
19

671

Without
Children

4
15
145

172

Without
Children

51

O O O+~ un

15 6
0 0
0 0
0% 0%
With Unknown
Children and Household
Adults Type
0 0
1 0
54 4
1 1
0
56 5
With Unknown
Children and Household
Adults Type
0 0
0 0
11 2
0
0
11 2
With Unknown
Children and Household
Adults Type
1 0
0 0
0 0
0 0
0 0
0 0




Data not collected

Total

25d - Age - Veterans

18 - 24
25-34
35-44
45 - 54
55-61
62 +

Client Doesn't Know/Client Refused
Data not collected

Total

25e - Physical and Mental Health Conditions - Veterans

Mental Health Problem
Alcohol Abuse

Drug Abuse

Both Alcohol and Drug Abuse
Chronic Health Condition
HIV/AIDS

Development Disability

Physical Disability

58 57 1 0
With Unknown
Without Children and Household
Total Children Adults Type
2 2 0 0
6 6 0 0
15 14 1 0
9 9 0 0
13 13 0 0
13 13 0 0
58 57 1 0
Conditions

at Latest Conditions
Conditions Assessment at Exit for
at Start for Stayers Leavers

8 5 3
3 1 2
1 1 0
1 0 1
5 4 2
0 0 0
0 0 0
7 6 2

25f - Cash Income Category - Income Category - by Start and Annual/Exit Status - Veterans

Number of Veterans by Income Category

Veterans with Only Earned Income (i.e., Employment Income)

Number of
Veterans at Number of
Number of Annual Veterans at
Veterans at Assessment Exit
Start (Stayers) (Leavers)
1 0 4




Veterans with Only Other Income

Veterans with Both Earned and Other Income

Veterans with No Income

Veterans with Client Doesn't Know/Client Refused Income Information
Veterans with Missing Income Information

Number of veterans not yet required to have an annual assessment
Number of veterans without required annual assessment

Total Veterans

25g - Type of Cash Income Sources - Veterans

Earned Income

Unemployment Insurance

Supplemental Security Income (SSI)

Social Security Disability Insurance (SSDI)

VA Service - Connected Disability Compensation
VA Non-Service Connected Disability Pension
Private Disability Insurance

Worker's Compensation

Temporary Assistance for Needy Families (TANF)
General Assistance (GA)

Retirement Income from Social Security
Pension or retirement income from a former job
Child Support

Alimony and other spousal support

Other Source

Veterans with Income Information at Start and Annual Assessment/Exit

25h - Type of Non-Cash Benefit Sources - Veterans
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Supplemental Nutrition Assistance Program (SNAP) (Previously known as Food Stamps)
Special Supplemental Nutrition Program for Women, Infants, and Children (WIC)

TANF Child Care Services

TANF Transportation Services

Other TANF-Funded Services

Other Source

25i - Exit Destination - Veterans

Permanent Destinations

Moved from one HOPWA funded project to HOPWA PH
Owned by client, no ongoing housing subsidy

Owned by client, with ongoing housing subsidy

Rental by client, no ongoing housing subsidy

Rental by client, with VASH housing subsidy

Rental by client, with GPD TIP housing subsidy

Rental by client, with other ongoing housing subsidy
Permanent Housing (other than RRH) for formerly homeless persons
Staying or living with family, permanent tenure

Staying or living with friends, permanent tenure

Rental by client, with RRH or equivalent subsidy

Rental by client, with HCV voucher (tenant or project based)

Rental by client in a public housing unit

Subtotal
Temporary Destinations

Emergency shelter, including hotel or motel paid for with emergency shelter voucher
Moved from one HOPWA funded project to HOPWA TH

Transitional housing for homeless persons (including homeless youth)

Staying or living with family, temporary tenure (e.g., room, apartment or house)
Staying or living with friends, temporary tenure (e.g., room apartment or house)

Place not meant for habitation (e.g., a vehicle, an abandoned building, bus/train/subway
station/airport or anywhere outside)

Safe Haven
Hotel or motel paid for without emergency shelter voucher

Host Home (non-crisis)

Total
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Subtotal

Institutional Settings

Foster care home or foster care group home

Psychiatric hospital or other psychiatric facility

Substance abuse treatment facility or detox center
Hospital or other residential non-psychiatric medical facility
Jail, prison, or juvenile detention facility

Long-term care facility or nursing home

Subtotal

Other Destinations

Residential project or halfway house with no homeless criteria
Deceased

Other

Client Doesn't Know/Client Refused

Data Not Collected (no exit interview completed)

Subtotal
Total

Total persons exiting to positive housing destinations

Total persons whose destinations excluded them from the calculation

Percentage

= B O O O O O

0%

26a - Chronic Homeless Status - Number of Households w/at least one or more CH person

Chronically Homeless

Not Chronically Homeless

Client Doesn't Know/Client Refused
Data not collected

Total

26b - Number of Chronically Homeless Persons by Household

Chronically Homeless

Total
22
163

187

Total
31
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Children
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149
1
0
172
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Children
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0
11

12

With

Children and With Only

Adults
8

O O O O o o o

O O o O 0O o o o

o

0%

Children
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Not Chronically Homeless 934 644 163 106 21

Client Doesn't Know/Client Refused 5 4 1 0 0
Data not collected 0 0 0 0 0
Total 970 671 172 106 21

26¢ - Gender of Chronically Homeless Persons

With Unknown
Without Children and With Only Household
Total Children Adults Children Type
Male 22 17 5 0 0
Female 9 6 3 0 0
Trans Female (MTF or Male to Female) 0 0 0 0 0
Trans Male (FTM or Female to Male) 0 0 0 0 0
Gender Non-Conforming (i.e. not exclusively male or female) 0 0 0 0 0
Client Doesn't Know/Client Refused 0 0 0 0 0
Data not collected 0 0 0 0 0
Total 31 23 8 0 0
26d - Age of Chronically Homeless Persons
With Unknown
Without Children and With Only Household
Total Children Adults Children Type
0-17 6 6 0 0
18 - 24 1 1 0 0
25-34 4 2 2 0
35 - 44 6 6 0 0
45 - 54 4 4 0 0
55 - 61 7 7 0 0
62 + 3 3 0 0
Client Doesn't Know/Client Refused 0 0 0 0
Data not collected 0 0 0 0
Total 31 23 8 0 0
26e - Physical and Mental Health Conditions - Chronically Homeless Persons
Conditions

at Latest Conditions
Conditions Assessment at Exit for
at Start for Stayers Leavers




Mental Health Problem

Alcohol Abuse

Drug Abuse

Both Alcohol and Drug Abuse
Chronic Health Condition
HIV/AIDS

Development Disability

Physical Disability

26f - Client Cash Income - Chronically Homeless Persons

Number of Chronically Homeless Persons by Income Category
Chronically Homeless Persons with Only Earned Income (i.e., Employment Income)
Chronically Homeless Persons with Only Other Income

Chronically Homeless Persons with Both Earned and Other Income

Chronically Homeless Persons with No Income

Chronically Homeless Persons with Client Doesn't Know/Client Refused Income Information
Chronically Homeless Persons with Missing Income Information

Number of Chronically Homeless Persons not yet required to have an annual assessment
Number of Chronically Homeless Persons without required annual assessment

Total Chronically Homeless Persons

26g - Type of Cash Income Sources - Chronically Homeless Persons

Earned Income

Unemployment Insurance

Supplemental Security Income (SSI)
Social Security Disability Insurance (SSDI)

VA Service - Connected Disability Compensation

11

8 3
1 2
0 0
1 0
7 3
0 0
1 3
8 3
Number of
Chronically
Number of Homeless
Chronically Persons at
Homeless Annual
Persons at Assessment
Start (Stayers)
0 0
7 0
0 0
14 0
0 0
4 0
18
0
25 18
Income at
Latest
Annual

Income at Assessment
Start

0
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0
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Number of
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Homeless
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Exit
(Leavers)
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1
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VA Non-Service Connected Disability Pension
Private Disability Insurance

Worker's Compensation

Temporary Assistance for Needy Families (TANF)
General Assistance (GA)

Retirement Income from Social Security

Pension or retirement income from a former job
Child Support

Alimony and other spousal support

Other Source

Chronically Homeless Persons with Income Information at Start and Annual Assessment/Exit

26h - Type of Non-Cash Income Sources - Chronically Homeless Persons

Supplemental Nutrition Assistance Program (SNAP) (Previously known as Food Stamps)
Special Supplemental Nutrition Program for Women, Infants, and Children (WIC)

TANF Child Care Services

TANF Transportation Services

Other TANF-Funded Services

Other Source

27a - Age of Youth

12 -17

18 - 24
Client Doesn't Know/Client Refused
Data not collected

Total

27b - Parenting Youth

Without
Total Children
28
80 73
108 73
Total
Parenting

Youth

O OO0 O oo o oo o
O OO0 OO0 o000 o o o o

Benefit at
Latest
Annual
Benefit at Assessment

Start for Stayers
11 0
0 0
0 0
0 0
0 0
0 0
With
Children and With Only
Adults Children
4 24
7
11 24
Total Total
Children of Persons

O OO OO0 o000 o o o o

Benefit at
Exit for
Leavers
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Unknown
Household

Type
0
0

Total
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Parenting

Youth
Parenting youth < 18 0 0 0 0
Parenting youth 18 to 24 0 0 0 0
27c - Gender - Youth

With Unknown

Without Children and With Only Household
Total Children Adults Children Type

Male 47 30 5 12 0
Female 59 41 6 12 0
Trans Female (MTF or Male to Female) 0 0 0 0 0
Trans Male (FTM or Female to Male) 2 2 0 0 0
Gender Non-Conforming (i.e. not exclusively male or female) 0 0 0 0 0
Client Doesn't Know/Client Refused 0 0 0 0 0
Data not collected 0 0 0 0 0
Total 108 73 11 24 0
27d - Living Situation - Youth

With Unknown

Without Children and With Only Household
Total Children Adults Children Type

Homeless Situations
Emergency shelter, including hotel or motel paid for with emergency shelter voucher 33 22 4 7 0
Transitional housing for homeless persons (including homeless youth) 1 0 0 0
Place not meant for habitation 37 20 4 13 0
Safe Haven 0 0 0
Host Home (non-crisis) 0 0 0
Subtotal 73 44 8 21 0
Institutional Settings
Psychiatric hospital or other psychiatric facility 4 4 0 0 0
Substance abuse treatment facility or detox center 2 2 0 0 0
Hospital or other residential non-psychiatric medical facility 0 0 0 0 0
Jail, prison, or juvenile detention facility 0 0 0 0 0
Foster care home or foster care group home 2 1 0 1 0
Long-term care facility or nursing home 0 0 0 0 0
Residential project or halfway house with no homeless criteria 1 1 0 0 0




Subtotal

Other Locations

Permanent Housing (other than RRH) for formerly homeless persons
Owned by client, no ongoing housing subsidy

Owned by client, with ongoing housing subsidy

Rental by client, with RRH or equivalent subsidy

Rental by client, with HCV voucher (tenant or project based)
Rental by client in a public housing unit

Rental by client, no ongoing housing subsidy

Rental by client, with VASH housing subsidy

Rental by client, with GPD TIP housing subsidy

Rental by client, with other housing subsidy (including RRH)
Hotel or motel paid for without emergency shelter voucher
Staying or living in a friend's room, apartment or house

Staying or living in a family member's room, apartment or house
Client Doesn't Know/Client Refused

Data not collected

Subtotal
Total

27e - Length of Participation - Youth

30 days or less

31 to 60 days

61 to 90 days

91 to 180 days

181 to 365 days

366 to 730 Days (1-2 Yrs)

731 to 1,095 Days (2-3 Yrs)
1,096 to 1,460 Days (3-4 Yrs)
1,461 to 1,825 Days (4-5 Yrs)
More than 1,825 Days (>5 Yrs)

Data not collected

Total

27f - Exit Destination - Youth
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Permanent Destinations

Moved from one HOPWA funded project to HOPWA PH
Owned by client, no ongoing housing subsidy

Owned by client, with ongoing housing subsidy

Rental by client, no ongoing housing subsidy

Rental by client, with VASH housing subsidy

Rental by client, with GPD TIP housing subsidy

Rental by client, with other ongoing housing subsidy
Permanent Housing (other than RRH) for formerly homeless persons
Staying or living with family, permanent tenure

Staying or living with friends, permanent tenure

Rental by client, with RRH or equivalent subsidy

Rental by client, with HCV voucher (tenant or project based)

Rental by client in a public housing unit
Subtotal
Temporary Destinations

Emergency shelter, including hotel or motel paid for with emergency shelter voucher

Moved from one HOPWA funded project to HOPWA TH

Transitional housing for homeless persons (including homeless youth)

Staying or living with family, temporary tenure (e.g., room, apartment or house)
Staying or living with friends, temporary tenure (e.g., room apartment or house)
Place not meant for habitation (e.g., a vehicle, an abandoned building, bus/train/subway

station/airport or anywhere outside)

Safe Haven

Hotel or motel paid for without emergency shelter voucher
Host Home (non-crisis)

Subtotal

Institutional Settings

Foster care home or foster care group home

Psychiatric hospital or other psychiatric facility

Substance abuse treatment facility or detox center
Hospital or other residential non-psychiatric medical facility

Jail, prison, or juvenile detention facility

Total
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Long-term care facility or nursing home

Subtotal

Other Destinations

Residential project or halfway house with no homeless criteria
Deceased

Other

Client Doesn't Know/Client Refused

Data Not Collected (no exit interview completed)
Subtotal
Total

Total persons exiting to positive housing destinations
Total persons whose destinations excluded them from the calculation

Percentage

27g - Cash Income - Sources - Youth

Earned Income

Unemployment Insurance

Supplemental Security Income (SSI)

Social Security Disability Insurance (SSDI)

VA Service - Connected Disability Compensation
VA Non-Service Connected Disability Pension
Private Disability Insurance

Worker's Compensation

Temporary Assistance for Needy Families (TANF)
General Assistance (GA)

Retirement Income from Social Security
Pension or retirement income from a former job
Child Support

Alimony and other spousal support

Other Source

Adults with Income Information at Start and Annual Assessment/Exit
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27h - Client Cash Income Category - Earned/Other Income Category - by Start and Annual Assessment/Exit Status - Youth

Number of
Youth at Number of
Number of Annual Youth at
Youth at Assessment Exit
Number of Youth by Income Category Start (Stayers) (Leavers)
Youth with Only Earned Income (i.e., Employment Income) 2 0 0
Youth with Only Other Income 2 0 2
Youth with Both Earned and Other Income 0 0 0
Youth with No Income 15 0 11
Youth with Client Doesn't Know/Client Refused Income Information 0 0 0
Youth with Missing Income Information 88 0 11
Number of youth stayers not yet required to have an annual assessment 82
Number of youth stayers without required annual assessment 2
Total Youth 108 84 24
1 or More Source of Income 6 0 3
Youth with Income Information at Start and Annual Assessment/Exit 0 0
27i - Disabling Conditions and Income for Youth at Exit
AO: AC: CO: UK:
AO: AO: percent AC: AC: percent CO: CO: percent UK: UK: percent
Youth Youth with Youth Youth with Youth Youth with Youth Youth with
with without Disablin with without Disablin with without Disablin with without Disablin
Disablin Disablin AO: g Disablin Disablin AC: g Disablin Disablin CO: g Disablin Disablin UK: g
g g Total Conditi g g Total Conditi g g Total Conditi g g Total Conditi
Conditi Conditi Yout on by Conditi Conditi Yout on by Conditi Conditi Yout on by Conditi Conditi Yout on by
on on h Source on on h Source on on h Source on on h Source
Earned
Income 0 1 1 0% 0 0 0 0% 0 0 0 0% 0 0 0 0%
Supplement
;L Csoenﬁ‘;”ty 0 0 0 0% 0 0 0 0% 0 0 0 0% 0 0 0 0%
(SSI)
Social
Security
Disability 1 0 1 100% 0 0 0 0% 0 0 0 0% 0 0 0 0%
Insurance
(SSDI)
VA Service
E:onnected 0 0 0 0% 0 0 0 0% 0 0 0 0% 0 0 0 0%

Disability
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Billings Police Department
Monthly DUI Statistics

FROM: Sergeant Tony Jensen

YEAR TO DATE DUI STATISTICS FROM THE MONTH OF DECEMBER 2019

Oct | Sep |Aug |July |June | May | Apr | Mar | Feb |Jan | Dec | Nov
9 |19 |19 |19 |19 |19 |19 |19 |19 |('19 |19 | ‘19

DUI Days 6 7 4 6 3 11 |6 6 13 3 8 4

DUI Noons | 23 12 10 8 17 15 | 25 15 8 8 17 19

DUI Nights | 27 24 26 30 24 26 |19 46 39 25 24 20

Total: 56 43 40 44 44 52 |50 67 60 36 49 43

Samples 44 26 32 39 39 44 | 35 45 29 21 35 35

Refusals 19 17 17 12 14 25 |19 22 26 11 14 13

% Refusals | 34% | 40% | 43% | 27% | 32% | 48% | 38% | 33% | 43% | 31% | 29% | 30%

YTD-Refusals: 35.79%

DECEMBER 2019 RESULTS:

Of the 27 compiled breath samples, the average breath analysis result was 0.185 BrAC.
Of the 14 compiled blood samples, the average blood analysis result was 0.182 BIdAC
The highest breath/blood alcohol concentration test result was 0.287 BrAC.

The following is the compiled test results for certain parameters:

» Below .08 BAC 1
» .08---.20 BAC 26
» .20---.30 BAC 13
» .30---40 BAC 0
» .40---50 BAC 0

There were no reported issues with the Intoxilyzer 8000 during the month of December.
There were eight voluntary blood draws and two drug DUI investigations.
Officers completed six telephonic search warrants that were granted by judges.

Sergeant Tony Jensen - Billings Police Department Supervising Senior Operator
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A Master Plan provides vision and guidance for
the design of a park.

Builds support, credibility, and consensus from
community members and stakeholders.

Informs citizens about a park’s needs and its
community assets.

Identifies capital improvement goals that are
needed to assess fiscal requirements and
fundraising needs.

Develops recommendations and an
implementation strategy.



COULSON PARK
STEERING COMMITTEE & STAKEHOLDER GROUPS

STEERING COMMITTEE:

Michael Whitaker - City of Billings Parks & Recreation
Mark Jarvis — City of Billings Parks & Recreation

Scott Walker — City of Billings Planning Division

Mike Pigg — City of Billings Parks & Recreation

Penny Ronning - Billings City Council Member

Kory Thompson — City of Billings Parks & Recreation
Jim Ronquillo — Parks & Recreation Board Member
Terri Walters — Montana Fish, Wildlife and Parks
Chuck Platt — Parks & Recreation Board Member
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Steve Arveschoug - Big Sky Economic Development
Shelli Mann - Yellowstone County Lodging Association

Kris Carpenter — BillingsNOW

Boris Krizek — City of Billings Environmental Affairs

Patrick Klugman — Big Sky Economic Development

STAKEHOLDER GROUPS:

Scott Family Trust

Downtown Billings Alliance

Billings Clinic

Riverstone Health

Billings Chamber of Commerce
Yellowstone Valley Citizens Council
Billings Trail Net

Billings Parks and Recreation Board
Friends of Billings Dog Parks

Our Montana Inc.

Yellowstone River Parks Association
Buchanan Capital Inc.

Yellowstone Historical Society
Western Heritage Center

Yellowstone County Museum

Yellowstone County Commissioners
ExxonMobil

Phillips 66

Montana Sulphur and Chemical

CHS / Cenex

Montana Daketa Utilities

Morthwestern Energy

Mative American Development Corporation
American Indian Higher Education Consortium
American Indian Coalition Committes

Big Sky Pepsi
Meontana Department of Transportation
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PUBLIC OUTREACH MEETINGS & EVENTS

01 April 18th & 19th 2019 - Master Planning Kickoff Meeting

02 June 7th 2019- Steering Committee and Stakeholder Group Meetings
03 June 8th 2019- Downtown Billings Strawberry Festival

04 June 13th 2019- Public Open House

05 July 25th 2019 - Picnic in the Park

06 July 26th 2019 - Picnic in the Park

07 Aug 1st 2019 - Steering Committee & Stakeholder Groups Meeting,
Picnic in the Park

08 Aug 14th 2019 - Parks and Rec. Board Meeting and
Stakeholder Group Meeting

09 September 5th 2019 - Steering Committee & Stakeholder Groups Meeting,
Phillips 66 Community Picnic

10 September 6th 2019 - Ales for Trails at ZooMontana

11 September 11th 2019 - Parks & Recreation Board Meeting

12 October 9th 2019 - Parks & Recreation Board Meeting

13 November 13th 2019 -Steering Committee and Stakeholder Meeting

14 February 4th 2020 -Public Open House

15 February 12th 2020 -Parks & Recreation Board Meeting

16 March 2nd 2020 -Billings City Council Working Session



5 Steering Committee & Stakeholder Group Meetings = 163
Responses

6 Public Open House Meetings = 37 Responses
3 Local Community Events = 199 Responses
2 On-line Surveys = 152 Responses

1 Project Website = 1951 Views (55% from Billings, 65% from
Montana)
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MASTER PLAN




SOUTH PARKING LOT
LARGE SHELTER

PLAY LAWN

KIDS NATURE PLAYGROUND
RAMBLE

ARTISTS POINT & BEACH
HARMONY PARK

NOU P, WNR
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COULSON SOUTH




DOG PARK

BIKE PARK

LANDSCAPE BERM & LOOKOUT POINT
CREEK & WETLAND CREATION

SHADE STRUCTURE
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NOU P, WNR

CENTRAL PARKING

OVERFLOW PARKING
PROMENADE

COULSON SQUARE

PAVILION

BERM + AMPHITHEATER SEATING
COULSON POND



COULSON CENTER
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NORTH PARKING

IMPROVED BOAT RAMP & IN-STREAM
STRUCTURE

DAY USE PICNIC SITES

GAMES AREA

SCULPTURE PARK

NATURE PLAY AREA
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1 RIVER OVERLOOK
2 INSPIRATION POINT
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Far North Corridor
river trails
overlooks w site fumishings
interpretive signage

River North
beoat ramp improvements (1)
in-stream structure + bank stabilization (1)
restrooms (1)

River North
parking lot (1)
day use sites {1 /2)
games area (1/2)
pathways and trails (1 7 2)
kids play area (2)
trees and plantings (2)

(5) Coulson Center

restrooms Performance Pavilion site furnishings
parking lot amphitheaterseating site lighting
Promenade pathways and trails

Coulson Sqaure trees and plantings
interpretive elements landscape berms

(2} Site Infrastructure + Pond & Creek
river intake structure + piping irmgation intake structure

creek electrical infrastructure
pond

(6) Bike Park
kids pump track perimeter trail shade structure

regulation pumptrack landscape berms  pathways and trails
skills course site furnishings  trees and plantings
(7) Dog Park

small park shelter

pathways and trails

fences and gates

site furnishings

trees and plantings

SUMMARY

Project Start-up $3,118,966

Demo $230,750

Site Infrastructure + Pond & Creek $1,687 847
South Park $1,759,729

Dog Park $581,643

Bike Park $2171,710

Coulson Center $2,075,948

River North $1,053.814
Subtotal $12,680,407)
CONTINGENCIES

Design Range 10% $1,268 041

20% $2,536,081

Construction Range 10% $1,268,041
20% $2.536,081

Total Project Cost at 10% $15.216.488
Total Project Cost at 20% $17,752,570

POTENTIAL SAVINGS

Earthwork (On-Site Soil for Berming)

(5744 920)

FUNDING & POTENTIAL FUNDING AVAILABLE

State (River North- Restroom) ($110,000)

State Grant ($250,000)

State Grant Fundraising Match ($250.000)

Cost Range After SavmgsfFundlng (10%) $13,861,568
Cost Range After SavmﬁsfFundlnE (20%) $16,397.650

-—-—@ Coulson South

restrooms Harmany Park entry signage
i) =l large parkshelter pathways and trails  site furnishings
13 | Artist’s Point kids play area
i | A
f[ am T e {‘E‘ turflawn trees and plantings
Coufson Fark - Phasing Plan kids play area landscape barms

*Note that the estimate is based on conceptual level of planning and design,
the estimate should be used for preliminary budgeting purposes only.
Further design development and construction documentation will be

required to develop a specific program with a more defined cost estimate.



MASTER PLAN NEXT STEPS:

e Coulson Park Master Plan Adoption by City

Funding Opportunities For Coulson Park:
* Federal Grants

BID AND AWARD e State Grants

e Local Grants

e Public / Private Partnerships

(V) DESIGN e Phase | Development: $110,000 for restroom
V) tu) installation and boat launch improvements via
& o DESIGN State grant.
T DEVELOPMENT * Phase | Development: $250,000 State grant
W 0. upon receiving $250,000 match. (BSEDA to
- facilitate fundraising)
¢ = CONSTRUCTION
w U DOCUMENTATION
2
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CONSTRUCTION
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