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“Why would a hospital 
pay for housing?”

 A public hospital with a Health Equity Mission
 Motivated by completion of our first Community 

Health Needs Assessment.
 Recognition of the need to embrace 

population health and consider health 
outside the walls of our hospital

 Working in partnership with the Center for 
Housing and Health, draw attention to the 
Housing First model of care 

“It was the right thing to do”
Avijit Ghosh, UI Hospital CEO

Presenter
Presentation Notes
We are a 495-bed tertiary-care state, public hospital, located in the Illinois Medical District, two miles west of the Chicago Loop.  The District has one of the highest concentrations of hospital beds in the country, with UI Health, Cook County Hospital, Rush University Medical Center and the Jesse Brown Memorial Veterans Hospital.  Within a mile are St. Anthony’s and Mt. Sinai – all safety net hospitals.I get this question a lot.  Its also been pointed out to me that Preventive Emergency Medicine sounds like an oxymoron. When we started this pilot in 2015 there was no prima facia case.We knew our ER staff complained about the chronically homeless.  Many of our super-utilizers were chronically homeless.I ran a program that identified ED frequent visitors and provided care coordination.  But it was apparent that we didn’t have the tools to effectively manage this population.�ACA – community needs health assessment (CHNA)  



Chicago: homelessness

The highest concentrations of homelessness:

• Loop (9.7% of all homeless)

• Uptown (9.4%)

• Near Northside (8.4%)

• Near Westside (7.8&

• Lower South Loop (6.8%)

Measured two ways:

• Annually: Estimated to be ~125,000

• Point-In-Time:   Every January: 5,833

• Undercount in some west and south side 

community areas: “Abandominiums”

• No Emergency Departments

Source:  Chicago Department of Family and Support Services (DFSS), Annual Point
In Time Count (7/17)

Presenter
Presentation Notes
In comparison, the number of homeless in Chicago is drastically smaller than NYC. I think your last point-in-time count indicated there were 73,523 homeless. Wow.



healthcare & homelessness:
agenda

• Homelessness in Chicago

• Public sector costs & utilization

• What is Housing First?

• The Better Health Through Housing Program

• Lessons learned

• Homelessness is a dangerous health condition

• The homeless are invisible in healthcare

• Exorbitant healthcare cost & utilization

• Why would a hospital pay for housing?
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The 3 types of homelessness

A time-oriented classification of the 

homeless, based upon the length of time 

they have been homeless.

Episodic Chronic

Both individuals (48%) and families (52%)
who become homeless due to a housing,
health care, or other financial crisis. They
come into the shelter system and stay
about three months and often move into
housing. 50% are homeless less than 7
days.

Transitional

More individuals than families who
regularly go in and out of shelters. They
tend to be younger and leave shelters
when they get income, or use shelters
seasonally. 31% of foster care children
who age-out of the system will be
homeless in their twenties

Primarily individuals who have been
homeless for a year or more, or four times
in the last three years. They tend to be
older with significant mental illness,
substance abuse and many have a chronic
medical condition(s).

80% 10% 10%

Presenter
Presentation Notes
The HUD grant stipulated attention to this population



Why is their chronic homelessness?

JOHN STONE

The episodic & 
chronically homeless 

have high rates of 
mental illness & 

substance abuse

• A lack of a comprehensive, 
coordinated strategy causes 
homeless persons to remain 
homeless, who then become 
vulnerable to injury and the 
development of poorly managed 
chronic disease

• Lack of affordable housing
53%

35%

12%

0%

20%

40%

60%

80%

100%

Social Services

Criminal Justice

Healthcare

27%

35%

23%

15%

0%

5%

10%

15%

20%

25%

30%

35%

40%

An Uncoordinated System     Population Characteristics



The chronically homeless have very high public sector costs

JOHN STONE
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Transitional Chronic

Prevalence “We’ve found that chronically homeless 
people, who are about 12% of the 

homeless population, make up 80% of 
the total government costs spend, from 
emergency room visits to jail time…We 

are wasting a huge amount of money in 
this country keeping these people 

homeless.”

Jack Maguire, Director of 
Communications for the 100,000 Homes 

Campaign.

Among all homeless, the chronically homeless 
make up 10-20% of the general population…

…yet account for nearly 80-90% of the total cost 
of services to the entire population
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“It would cost us 1/3 to a ½ 
of what we now spend 

collectively on the homeless 
if we simply gave them a 

place to live.”

Sam Tsemberis – Pathways to Housing, 
NYC

The lack of a coordinated system-of-care strategy 
causes utilization of expensive public sector resources

Source: https://www.pathwayshousingfirst.org
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Presenter
Presentation Notes
One hospital admission is 1.46 times more expensive than paying for 30 days in supportive housing. 



What is Housing First?

EFFECTIVENESS
• 2-year housing retention is 80-90% (vs 20% for traditional methods)

• 38-72% reduction in healthcare costs & utilization

Housing First is a process and a philosophy that prioritizes providing 
people experiencing homelessness with permanent housing as quickly as 
possible – along with supportive services. 

Housing First does not require residents to undergo psychiatric treatment 
or maintain sobriety prior to obtaining housing. Vulnerable clients can 
more easily engage in services and address their chronic medical 
conditions once they are no longer dealing with the chaos of 
homelessness.

- Scattered site housing
- 1-bedroom, independent housing.  Not a group setting
- 1/3 of income, no matter what the income
- Supportive case management that helps participant learn how to do 

daily activities, assist them with medical appointments, pay bills, etc.

Source:  Sadowski LS, Kee RA, VanderWeele TJ, Buchanan D. Effect of a housing and case management program on 
emergency department visits and hospitalizations among chronically ill homeless adults: A randomized trial. JAMA. 

2009 May 6; 301(17): 1771-1778.





Better Health Through Housing

Population Characteristics

JOHN STONE

• $250,000 pilot by hospital leadership
• Partnership with 

• Center for Housing & Health (CHH)
• 28 supportive housing agencies
• Heartland Health Outreach

• Supportive Housing
• 125 one-bedroom units
• 3 bridge unit providers (single room 

occupancy)
• Scattered site housing across the city

• 68% male, 32% female
• Age range: 28-63 years old, average is 

53
• 60+  - patients reviewed by panel
• 26 - referred into the program
• 4 - deceased
• 1  - violated probation
• 2  - discharged, deemed incapable of 

independent living
• 1 – discharged, now in home hospice

Program Patient Status

1st Cohort
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From A Hospital to A home

12

A Coordinated Interdisciplinary, Interagency Process

To successfully move chronically homeless patients into 
permanent supportive housing, Care Transition, not 
traditional hospital discharge, is required

Weeks to Months
Time

The partnership includes UI Health, the Center for Housing and Health as the organizing agency, 27 
supportive housing agencies and one outreach agency (Heartland Health)

Permanent
Supportive Housing

RISK
ASSESSMENT

Hospital 
Social Worker Outreach Worker Outreach Worker PSH Case Manager

DEFERRAL
OR INELIGIBLE

Hospital 
CHRP Panel

Center for Housing & Health Supportive Services Specialist

SIT Conference
2x per month

r

ER, IP, Psych Social Workers

LCSW
Care Coordinator

• ER and Psych social workers 
given a list of ER high-utilizers 
and are asked to interview 
patients.

• Patients deemed suitable are 
referred to the Chronically 
Homeless Referral Panel 
(CHRP). 

• CHRP panel meets every 2-3 
weeks. Panel consists of 
ER/Psych doctors and social 
workers, as well as Center for 
Housing and Health specialists.  
Social workers and doctors make 
case presentations. Panel votes 
who to refer.  

• Social Worker obtains  consent, 
submits intake forms

• Outreach worker is given a photo, 
and the area where the patient  
frequents to locate them

• Once located, the outreach 
worker builds trust, and when the 
patient accepts housing, is 
transported to a single room 
occupancy (SRO) unit.

• One of 27 supportive agencies is 
given the case, a supportive case  
manager is assigned . 

• Systems Integration Team (SIT) 
meets 2x  per month for case 
updates  and coordination 

PSH Case Manager

CHRP Panel
PRESENTATION INTAKE OUTREACH BRIDGE UNIT

r



Lesson # 1:
Homelessness is a 
dangerous health 
condition.



The average life 
expectancy is 27.3 
years less than the 
average American

Source: Baggett TP, Hwang SW, O'Connell JJ, Porneala BC, Stringfellow EJ, Orav EJ, Singer DE, Rigotti
NA. Mortality among homeless adults in Boston: Shifts in causes of death over a 15-year 

period. JAMA Intern Med. 2013 Feb 11; 173(3): 189-195. 

42 62

Age at time of death
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Mortality Risks
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* The death rate for the homeless 65 and up was 

not statistically significant compared to the 

general population

Source: Baggett TP, Hwang SW, O'Connell JJ, Porneala BC, Stringfellow EJ, Orav EJ, Singer DE, Rigotti
NA. Mortality among homeless adults in boston: Shifts in causes of death over a 15-year 

period. JAMA Intern Med. 2013 Feb 11; 173(3): 189-195. 



15.8% of all deaths 

High rates of 
head & neck cancers

Source: Baggett TP, Chang Y, Porneala BC, Bharel M, Singer DE, Rigotti NA. Disparities in 
cancer incidence, stage, and mortality at boston health care for the homeless program. Am 
J Prev Med. 2015 Nov; 49(5): 694-702. PMCID: PMC4615271.



Etiologies include severe mental illness, PTSD, uncontrolled 

seizure disorder, intellectual disability traumatic brain injury 

(TBI), dementia, hepatic encephalopathy, childhood lead 

poisoning.

72%  of the chronically 
homeless have 
neurocognitive deficits

Source: Stergiopoulos V, Cusi A, Bekele T, Skosireva A, Latimer E, Schutz C, 
Fernando I, Rourke SB. Neurocognitive impairment in a large sample of homeless 
adults with mental illness. Acta Psychiatr Scand. 2015 Apr; 131(4): 256-268.

Nearly 50%  have evidence 
of severe traumatic brain 

injury



Drug overdose is the #1 cause 
of death

Source: 1) Walker PP, Thwaite E, Amin S, Curtis JM, Calverley PMA. The association 
between heroin inhalation and early onset emphysema. Chest. 2015 Nov; 148(5): 
1156-1163.
2.) Leece P, Rajaram N, Woolhouse S, Millson M. Acute and chronic respiratory 
symptoms among primary care patients who smoke crack cocaine. J Urban Health. 
2013 Jun; 90(3): 542-551. PMCID: PMC3665975.

60% of crack cocaine users 
had asthma or COPD, 

20% had both



22-48% of homeless women report that 
domestic violence was the immediate cause of 
their homelessness.

Sourcce: Shinn M, Weitzman BC, Stojanovic D, Knickman JR, Jimenez L, 
Duchon L, James S, Krantz DH. Predictors of homelessness among 
families in new york city: From shelter request to housing stability. Am J 
Public Health. 1998 Nov; 88(11): 1651-1657. PMCID: PMC1508577



34% report at least one suicide 
attemptEynan R, Langley J, Tolomiczenko G, Rhodes AE, Links P, Wasylenki D, Goering P. The 

association between homelessness and suicidal ideation and behaviors: Results of a cross-
sectional survey.Suicide Life Threat Behav.2002 Winter; 32(4): 418-427.
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We have the present cross-sector data capability to see it coming.

Many chronically homeless have risk factors
that originate in childhood, yet develop into issues that span a lifetime.

It starts with..
On or both parents with 

substance abuse or mental 
illness

Gang 
Involvement

Drug Use

Dropout

Foster Care

Chronic 
Homelessness

Frequent
Arrests

Chronic Inebriation

Early Death

0-2 6-122-5 13-25 26-40 40+

Episodic 
Homelessness

Drug Use

Criminal 
Activity

Oppositional 
Defiant 

Disorder

TruancySpecial Education
IEP

Adverse 
Childhood Event 

(ACE)

Arrest
Trial
Jail

ED Visits
Hospitalizations

Early indicators
• Evictions
• Domestic Violence
• Intermittent or non-use 

of SNAP
• Drug Possession
• DCFS involvement
• Multiple traffic 

violations
• Missed immunizations
• Home built before 1972 

(Lead)

Association Between Chronic Homelessness 
& Adverse Childhood Events (ACE)

17-60% of 
chronic 

homeless have 
high ACE scores

Source: Zlotnick C, Tam T, Robertson MJ. 
Adverse childhood events, substance 
abuse, and measures of affiliation. Addict 
Behav. 2004 Aug;29(6):1177-81. PubMed 
PMID: 15236820.



First Cohort Morbidity
N=26



Lesson # 2:
The homeless are 
invisible in 
healthcare.
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In 2015, only 48 
homeless patients 
had been identified 
by ED & Psych 
staff interviews.

Underreporting of a dangerous condition

• A recent paper 
suggests that the 
majority of 
homeless list other 
hospitals as their 
primary address. 
The number of 
homeless could 
exceed 1,500.

3,200



Lesson # 3:
The chronically 
homeless have 
exorbitant healthcare 
costs & utilization.
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Moving from  Contribution to Accountability
• Excess cost of $2,559 per admission 1

• 2.32 days longer length of stay 1

• Strikingly higher re-admission rates 
(50.8 % vs. 18.7%) 2

• 48% of top 100 / 32% of top 300 ED 
visitors are homeless 3

• 1 hour longer median ER length of stay 
3

• 9.4% of all ER left without being seen 
(LWBS) 3

Impact on Cost & Utilization: Hospitals

Sources: 
1) Hwang SW, Weaver J, Aubry T, Hoch JS. Hospital costs and length of stay among homeless patients admitted to medical, 

surgical, and psychiatric services. Med Care. 2011 Apr; 49(4): 350-354.
2) 2) Doran KM, Ragins KT, Iacomacci AL, Cunningham A, Jubanyik KJ, Jenq GY. The revolving hospital door: Hospital 

readmissions among patients who are homeless. Med Care. 2013 Sep; 51(9): 767-773.
3) 3) UI Health BHH program evaluation
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Among the Highest Cost & Utilization of all UI Health Patients

DECILE RANKING # %

10th 197 32.3%

9th - -

8th - -

7th - -

6th -

5th - -

4th - -

3rd - -

2nd - -

1st - -

TOTALS 574 100%

All CY 2016 Patients (n=156,675)

• 32% (197) of  575 homeless 
patients sampled were in the 
top decile of the most 
expensive patients.

• Tenth decile homeless 
patients costs ranged from 
$51,010 to $533,000 – 7 to 
76 x the average UI  Health 
patient cost ($6,947).

Decile Ranking

All Homeless Cost & Utilization

* Patient in hospice care

Presenter
Presentation Notes
One outlier in palliative care would, if omitted, bring cost reduction to 67%
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Stephen Brown MSW LCSW
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26 patients referred into permanent supportive housing

21%
Cost reduction for 17 
chronically homeless 

patients
“One patient, now 

deceased, had annual 
healthcare costs of 

$533,000”

First Cohort Retention, Cost & Utilization

67%
Cost reduction for 16 

patients after 
removing one outlier*

* Patient in hospice care

Presenter
Presentation Notes
One outlier in palliative care would, if omitted, bring cost reduction to 67%



“Why would a hospital 
pay for housing?”

“Why would a hospital 
pay for housing?”

1. It’s a dangerous health condition
2. The homeless are invisible in 

healthcare
3. Exorbitant cost & utilization

4. Hospitals taking on a Population Health 
mission

5. Focus on the Social Determinants of Health
6. State HFS and MCOs under pressure to 

reduce Medicaid budget
7. Non-profit status – community benefit tax 

relief
8. The Anchor Mission

Presenter
Presentation Notes
So lets go back to our original question:  “why would a hospital pay for supportive housing?Lets explore some of the other factors that, in total, make for a compelling case.



The Anchor Mission
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A commitment to consciously apply the long-term, 
place-based economic power of the institution, in 

combination with its human and intellectual 
resources, to better the long-term welfare of the 
community in which the institution is anchored.

Anchor Mission shifts the discussion of community 
benefit from operating margins to overall 

accountability to the community

Chicago Examples
Chicago Anchors for a Strong Economy (CASE)

Westside Total Health Collaborative
Rush/CCH /UI Health/Presence/Mt. Sinai

Moving from  Contribution to Accountability



Towards Collective Impact
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Hospitals are able and should play a vital role in decreasing  
homelessness by acknowledging it is a dangerous health 

condition, and by creating programs that, along with other 
hospitals, pay for supportive housing.

If every hospital in Chicago committed to paying for supportive 
housing for ten chronically homeless individuals, we could 

reduce that population by a third.*

That is major impact.

* Hospitals can also claim a community benefit on their taxes to enhance their non-profit status.  

Others doing similar work:
Portland OR (4 health systems): $21 M in housing

Central Florida: $6 M invested.
Local: Rush Swedish Covenant, Cook County 



A public-private partnership, led by the Chicago Department of 

Public Health (CDPH), the Department of Family and Support 

Services (DFSS) and the Corporation for Supportive Housing 

(CSH) is implementing a model from LA County called the Flexible 

Housing Subsidy Pool.

• Mitigates the “Wrong Pocket Problem”

• Aggregates subsidies, grants and investment into a common 

funding pool.

• $1.8m commitment from CDPH, DFSS, DPD

• Attracts investment from non-traditional funders (hospitals, 

insurance companies

• Facilitates capacity-building

Flexible Housing Subsidy Pool

750 more apartment units



Questions?

Stephen Brown MSW LCSW
Director, Preventive Emergency Medicine

University of Illinois Hospital & Health Sciences System
sbbrown9@uic.edu

312-996-4859

mailto:sbbrown9@uic.edu
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