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Chapter 1

Executive Summary
This study evaluates outcomes from April 2011 to May 2013 for 163 hospital patients
screened by the 10th Decile Project in Los Angeles, which works with hospitals to identify the 10
percent of homeless patients with the highest public and hospital costs – the 10th decile – and
provide immediate services for placing these individuals into permanent supportive housing.
This is affordable housing that provides access to health and social services, such as mental
health and addiction therapy, medical care, and case management.
Started in April 2011 with funding from the Conrad N. Hilton Foundation and the
UniHealth Foundation, the FUSE (Frequent Users Systems Engagement) 10th Decile Project
pilot helps hospitals collaborate with homeless service providers and community health centers
to target and house the highest-cost, highest need individuals in supportive housing - and
surround them with supportive medical and mental health homes. New federal funding in 2012
from the Social Innovation Fund of the Corporation for National and Community Service
awarded through CSH to a team of service providers led by the Economic Roundtable expanded
the 10th Decile Project to become one of four sites in a five-year national initiative.
Today, the 10th Decile Project is working with 18 partner hospitals that see over 6,000
homeless inpatients each year, using two 10th decile triage tools to screen for high-cost, highneed homeless individuals and enroll them with experienced community-based homeless service
providers. The triage tools employ accurate, simple to use statistical models that analyze
information about individuals that is available in hospitals, jails and homeless service agencies
affiliated with medical clinics to identify the one-tenth of homeless persons with the highest
public costs and the acute ongoing crises that create those high costs. Because there are multiple
paths into this highest-cost group, ranging from young persons with psychoses who are publicly
disruptive to older persons are simply very sick, each tool uses a cluster of statistical models
specifically designed to assess risk factors for different age and gender groups.
Screening begins when medical staff identifies patients who fit the 10th decile profile.
Key elements of the profile are homelessness and above-average use of hospital services. From
beginning to end, the screening and engagement process typically takes less than 4 ½ hours.
After the patient is identified, hospital or clinic staff complete a form with check-off
boxes for information used in the triage tools. The key pieces of information are the patient’s
age, gender, diagnosed medical conditions, and use of hospital or jail facilities.
This information is sent to the housing navigator who quickly enters it into the
appropriate triage tool. The availability of jail data determines which of the two triage tools is
used. One tool uses demographic, medical and incarceration data, the other tool does not use
incarceration data, but uses more medical diagnostic information.
If the patient is in the 10th decile, hospital or clinic staff tells him or her about the project
and asks if the patient would like to have a place of their own to live in. If the patient wants to
participate, the navigator is contacted to come meet the patient. If the patient is not in the 10th
decile, he or she is not told about the project.
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The transition from the hospital or clinic to the navigator takes place through a warm
handoff in which health provider staff, usually a social worker, briefs the navigator on the
patient’s social and medical background, providing information about the patient’s personal
characteristics, history of hospital use, presenting issues, diagnoses, and underlying problems.
This is followed by a personal introduction of the navigator to the patient.
After the patient is engaged in the project, the navigator assumes immediate
responsibility for assisting the individual. This includes assessing what type of temporary
housing is needed and providing transportation to the housing site, visiting a Federally Qualified
Health Center to arrange follow-up care, and beginning the process of obtaining the
documentation and benefits needed to become a permanent supportive housing tenant.
The homeless service providers that navigate housing, health care, public benefits and
basic living needs for 10th decile clients are Housing Works, OPCC, Homeless Health Care Los
Angeles, PATH, Ascencia, LA Family Housing, San Fernando Valley Community Mental
Health, Watts Healthcare Corp, and Watts Labor Community Action Committee. This initiative
has the goal of moving 175 high-need, high-cost homeless residents of Los Angeles County into
supportive housing by the end of 2014.
As of May 2013, 163 formerly chronically homeless individuals had been screened, 131
individuals were found to be in the 10th decile, 89 had been enrolled in the 10th Decile Project, 36
had moved into permanent supportive housing, 22 were still receiving intensive help to manage
the process of stabilizing their lives, and 5 had been placed in other types of permanent housing.
These interventions resulted in avoidance of significant public and hospital costs.
• For the 10th decile patients studied in this evaluation who obtained housing, total annual
average public and hospital costs per person are estimated to have decreased from
$63,808 when homeless to $16,913 when housed – excluding housing subsidy costs.
• Total health care costs, including jail medical and mental health care, are estimated to
have declined an average of 72 percent, from $58,962 to $16,474 per person.
These overall cost reductions are corroborated by hospital billing records for 31 patients
in the evaluation group, covering the year before referral into the project and the interval after
referral while they were waiting for permanent supportive housing. On an annual average perperson basis, before they obtained permanent housing but while they were receiving services,
emergency room visits decreased 50 percent, hospital admissions decreased 71 percent, and
inpatient days decreased 84 percent.
Every $1 dollar in local funds spent to house and support 10th decile patients is
estimated to reduce public and hospital costs for the evaluation population that was housed by
$2 in the first year and $6 in subsequent years.
After taking account of the costs for helping these patients make the transition from
homelessness to permanent supportive housing, subsidizing rent, and providing services to help
them stay housed, the bottom line financial results from the evaluation are shown in Table 1.
These cost avoidances are contingent on retaining 10th decile clients in permanent
supportive housing, which is facilitated by higher rather than lower levels of on-site services,
particularly given the severe problems of this population. Eighty percent of the patients screened
were in the 10th decile. Patients typically had two or more physical disorders and 42 percent
were triply diagnosed with physical, mental and substance abuse disorders.
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Table 1

Bottom Line Financial Results from the Evaluation
Category
Cost Avoidance
(Gross)

Amount
Description
$46,895 Annual public costs avoided as a result of housing 10th
decile patients for the evaluation population that was placed
in permanent supportive housing ($63,808 in annual costs
when homeless vs. $16,913 when housed)

10th Decile Program
Costs

$15,159 One-time costs to house each patient, including the first year
of local subsidies for rent and supportive services

Cost Avoidance (Net)

$3,518

Annual rent subsidy in the second and subsequent years, in
addition to the Section 8 subsidy

$3,000

Annual cost for enriched supportive services in the second
and subsequent years

$31,736 Public costs avoided in the first year after paying the housing
subsidy shortfall and one-time costs for housing placement,
representing $2 in public costs avoided for every $1 spent in
the first year
$40,377 Public costs avoided, after paying for local housing subsidies
and enriched supportive services, in the second year and
each year that follows, as long as the patient remains
housed. This represents $6 in public costs avoided for $1
spent for housing subsidies and supportive services

Sixty-eight percent of patients in the 10th decile were engaged as program participants by
the navigators. This opened the door to immediate, comprehensive services and a path to
permanent supportive housing.
Virtually every patient who remained engaged obtained permanent supportive housing
(98 percent), although this typically took six months and sometimes as long as two years.
This highly effective program can be strengthened and the proportion of high-cost, highneed homeless hospital patients whose needs are addressed through housing rather than through
emergency hospital care can be increased through the following steps.
Increase the Housing Supply
The most difficult problem facing the 10th Decile Project is lack of access to permanent
supportive housing and extended delays in obtaining housing subsidy vouchers that enable
patients to pay rent. This drives up the attrition rate.
Broad housing solutions are needed to increase the supply of permanent housing and
reduce time waiting to get into that housing. The following actions are recommended:
• Make more existing project-based permanent supportive housing units available to 10th
decile renters.
• Convert tenant-based Section 8 vouchers into project-based vouchers that will provide
the financial backbone for converting existing rental complexes into project-based
permanent supportive housing sites.
• Make 10th decile individuals a top priority for tenant-based housing subsidies.
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•
•
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Provide inclusive housing for 10th decile patients with a criminal background or
immigration status that is a barrier to obtaining housing.
Create an ongoing funding source such as housing impact fees for new development or
real estate transfer fees to provide substantial, reliable funding for increasing the supply
of affordable housing.

Increasing the Engagement Rate
Seventy-one percent of 10th decile patients were engaged by navigators or placed in
another program. More of the remaining 29 percent of patients can be engaged by:
• Increasing the effectiveness of hospitals and navigators in achieving a warm hand-off of
10th decile patients.
• Flagging the hospital records of patients who decline to participate and encouraging them
to reconsider this decision when they return to the hospital.
• Providing recuperative care or skilled nursing for patients who have health barriers that
prevent them from living in permanent supportive housing.
• Improving the capacity of navigators to fill in behind each other in picking up referrals.
Increasing the Housing Rate
The long wait for permanent housing causes significant attrition. Attrition can be
reduced and the housing rate increased by increasing funding for temporary housing with private
rooms rather than dormitory-style emergency shelters, and notifying hospitals about the identities
of missing clients so that they can be reconnected with their navigator when they return.
System Improvements
Hospitals are the primary financial beneficiaries when 10th decile patients are housed.
Providing permanent housing with supportive services to several thousand 10th decile patients
will make a striking reduction in the number of chronically homeless patients seen in hospitals,
with tangible savings in hospital costs. Navigators and hospitals should jointly assess the
savings that accrue to hospitals when 10th decile patients are placed in permanent supportive
housing with ongoing services and identify a feasible and equitable level financial reciprocity for
hospitals.
Hospitals should collaborate with the 10th Decile Project to screen all homeless patients
in their databases in order to address systematically the problem of homeless patients who are
frequent users of emergency health care services as well as to achieve system-wide cost
reductions by housing these patients. And hospitals in proximity to each other should integrate
data for homeless patients and screen these integrated records to identify 10th decile individuals.
Next Steps
The next phase of the 10th Decile Project will address the recommendations in this
evaluation including increasing the availability of permanent housing, expanding the base of
financial support, and bringing the project to scale.

Chapter 2
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Los Angeles 10 Decile Project
Public and Hospital Costs for Homelessness
There is strong evidence that public and hospital costs go down when individuals are no
longer homeless. There is also strong evidence that costs for homeless individuals vary widely
depending on their attributes. Additional recent information about costs for each public agency
before and after homeless individuals are housed led to a series of projects in Los Angeles to
identify homeless patients with ongoing health crises that cause extremely high public costs.
Information about public costs for homelessness came from a detailed cost study of a
representative sample of 9,186 Los Angeles County residents experiencing homelessness. The
study found that the 10 percent with the highest public costs – the 10th decile – accounted for 56
percent of all public costs for homeless adults.1 Interest in identifying and housing these highcost, high-need individuals led to development of two triage tools for identifying 10th decile
homeless persons that were first piloted in the LA FUSE (Los Angeles Frequent Users Systems
Engagement) Project. This report presents evaluation results from the LA FUSE pilot and the
follow-on Social Innovation Fund project.
The screening tools employ accurate, simple to use statistical models that analyze
information about individuals that is available in hospitals, jails and homeless service agencies
affiliated with medical clinics to identify the one-tenth of homeless persons with the highest
public costs and the acute ongoing crises that create those high costs. Because there are multiple
paths into this highest-cost group, ranging from young persons with psychoses who are publicly
disruptive to older persons are simply very sick, each tool uses a cluster of statistical models
specifically designed to assess risk factors for different age and gender groups. Both triage tools
and reports explaining them are available on the Economic Roundtable web site. 2
The 10th decile of homeless adults with the highest public costs is a critically high need
segment of a much larger homeless population needing supportive housing. There is a strong but
less than complete correlation between level of cost and level of need; high costs are the result of
acute, chronic problems that require expensive public services. However, cost is not an absolute
or exclusive measure of need. Some homeless individuals who are not in the 10th decile have
problems that have been neglected, and while they may have a high level of need, their needs are
not reflected in high public costs.
Prioritizing high-cost frequent users for the scarce supply of permanent supportive
housing and care coordination services makes sense because it both improves the health
outcomes for these individuals and provides dramatic cost savings for health institutions and
public agencies. The tools provide strong objective evidence for identifying 10th decile patients
and inmates who merit first priority access to the scarce supply of affordable housing with
supportive services based on their high public costs.
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Project Creation
In 2010, the Conrad N. Hilton Foundation brought together the Corporation for
Supportive Housing and the Economic Roundtable to collaborate in a pilot project to validate the
screening tools and assess the viability of a system-based screening, referral, advocacy, and
housing network to move high-cost, high-need homeless individuals out of high-cost institutional
settings and into permanent supportive housing.
The Corporation for Supportive Housing (CSH) took the lead in developing the housing
placement infrastructure, forming linkages with community-based federally qualified health
centers (FQHCs), and selecting housing navigation/service providers to deliver integrated health,
mental health, and substance use services in coordination with housing providers.
The Economic Roundtable (ERt) took the lead in refining and testing the screening tools,
obtaining approval of protocols for protection of human subjects, training discharge planning
staff to use screening tools, and screening individuals being discharged to assess whether they
were in the 10th decile.
ERt and CSH have taken on the role of participant evaluators to analyze information from
the pilot project, report outcomes and identify opportunities for improvement in this report.
Project Teams
Navigators
The project was launched with Housing Works as navigator at California Hospital
Medical Center in downtown Los Angeles and with Ocean Park Community Center (OPCC) as
navigator and clinic site, collaborating with Saint John's Health Center and Venice Family Clinic
in Santa Monica. It expanded to include Los Angeles County-USC Medical Center, and grew
steadily to include 9 additional hospitals during the April 2011 to January 2013 patient intake
window for this evaluation. Records for the first 163 patients screened out of referrals by 11
hospitals and clinics affiliated with the project were used for this evaluation. These thirteen
hospitals are shown in Figure 1. The first patient referred was screened in April 2011. The latest
referral included in this evaluation was screened in January 2013.
As this report is being completed, 18 hospitals are participating or making arrangements
to participate in screening and housing high need patients, either through the FUSE project or the
follow-on project supported by Social Innovation Funds (SIF) from the Corporation for National
and Community Service.
CSH organized teams at FUSE sites, and ERt at SIF sites, to provide immediate,
comprehensive, coordinated services for 10th decile patients. This complete package of services
is critical given the high level of need among these patients. The pivotal agency at each site is
the service provider/housing navigator agency. The navigators are responsible for meeting all of
the patient’s needs, beginning with engaging the individual in the hospital and continuing all the
way through housing placement and post-housing follow-on support.
The navigators were selected based on their extensive experience and record of
effectiveness in helping high-need homeless individuals successfully transition into permanent
housing and in providing the services needed for their continued well-being.
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In order to have a reliable sample of cases to evaluate, records of clients from three
phases of project development are included in this evaluation. All of the project phases use the
same patient screening and service delivery model. The first and second phases were launched
with funding from the Conrad N. Hilton and UniHealth foundations.
The first phase, the FUSE pilot, received 72 hospital referrals who were screened using
the triage tools. Patients in the 10th decile were handed off to three service delivery teams
organized by CSH. The navigator agencies for this first phase are described below.
Ocean Park Community Center (OPCC), founded in 1963, has an interim and permanent
supportive housing model based on a harm reduction philosophy that moves people into
permanent housing as quickly as possible and provides comprehensive services to help
individuals retain their housing. Venice Family Clinic co-located on-site, 12 respite beds
and close coordination with 2 local hospitals provide wrap-around services for moving
homeless patients into housing.
Homeless Health Care Los Angeles, founded in 1985, provides integrated health,
behavioral health and housing services using a harm reduction model based on "whatever
Figure 1

Hospitals that Identified and Referred 163 Patients for 10th Decile Screening

Mission Com. Hosp.

Kaiser Wood. Hills

Glendale Memorial

Huntington Memorial

Kaiser L.A.
Alhambra Hosp

Olympia

1
36
1
1
5
48
1
40
9
6
14
1

LAC+USC

Calif. Hosp.

SM UCLASt. John’s
Alhambra Hosp
Calif. Hosp.
Glendale Memorial
HHCLA
Huntington Memorial
LAC+USC
Olympia
St. John’s + SM UCLA
Kaiser L.A.
Kaiser Wood. Hills
Mission Com. Hosp.
SHARE

HHCLA

SHARE

Sources: Esri, DeLorme, USGS, NPS, Sources: Esri, USGS, NOAA
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it takes” to reach, engage and house the individual. Their stated goal is to provide a
comprehensive, coordinated health, mental health and substance abuse treatment system
integrated with permanent housing.
Housing Works, founded in 2003, uses housing first and harm reduction strategies, and a
mobile integrated service team that actively outreaches and engages chronically homeless
persons challenged by serious mental illness, addictions, and chronic health conditions.
It assists these individuals in applying for/obtaining benefits, rental subsidies, and
scattered site permanent housing, and provides on-going “for however long needed”
supportive services/care management once the person is housed.
The second phase began after the ERt team was selected for a national Social Innovation
Fund (SIF) grant underwritten by the Corporation for National and Community Service and
awarded through the Corporation for Supportive Housing. The first 71 referrals screened
through the Social Innovation phase of the program were included in this evaluation. This phase
was carried out by the three navigators that launched the FUSE pilot as well as two new
navigators described below.
Ascencia, incorporated in 2006, provides comprehensive homeless services and housing
to homeless individuals and families in the greater Glendale area. Services include street
outreach, an Access Center with case managers specialized in addiction recovery and
mental health, on-site psychiatrist and trauma therapist. Ascencia’s partnership with
local hospitals to reduce readmissions led them to join the 10th Decile Project.
People Assisting the Homeless (PATH), founded in 1984, fields street outreach teams that
provide individualized client support to address barriers, increase income, and sustain
permanent housing. Their strategy combines assertive street outreach and engagement,
case management, peer support, motivational interviewing, and on-going supportive
services to tenants. PATH’s outreach efforts include vulnerability survey projects.
The third phase grew out of direct funding from the Conrad N. Hilton Foundation for a service
delivery collaborative in the San Fernando Valley led by L.A. Family Housing. The first 20
patients referred by San Fernando Valley hospitals and screened using the triage tools were
included in this evaluation. The navigator is:
San Fernando Valley Community Mental Health Center Inc., founded in 1970, provides a
continuum of therapeutic programs for children, adolescents and transitional age youth
with serious emotional disorders, and adults with severe and persistent mental illness.
In addition, a navigator staff position internal to the hospital was created at Kaiser
Permanente-Woodland Hills to assist homeless patients in obtaining needed services as well as to
connect them with the navigator at San Fernando Valley Community Mental Health Center.
The service delivery models of all of the navigators include using the 10th decile
screening tools to identify the target population, deeply subsidized affordable housing, housingbased supportive services (i.e. care management), and coordinated primary and behavioral health
services. The navigators, communities they serve, referring hospitals, temporary housing
providers, and providers of immediate primary and behavioral health care are shown in Table 2.
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Table 2

Organizations Providing Services Covered by Evaluation
Service
Provider,
Housing
Navigator

Screened
Cases in
Evaluation

Service Area

Hospitals Referring Temporary
Patients
Housing

Immediate
Primary &
Behavioral
Health

Ocean Park
Community
Center
(OPCC)

40

West Los Angeles HEARTH Partnership:
& Santa Monica
OPCC, Venice Family
Clinic, Saint John's
Health Center, Santa
Monica-UCLA Medical
Center

SAMOVenice Family
SHEL,
Clinic
Daybreak,
Turning
Point,
motels

Housing
Works

51

Central & East Los
Angeles (includes
LA’s Skid Row)
Pasadena, San
Gabriel Valley

SRO
Housing,
motels
Union
Station,
motels

LAC + USC, California
Hospital
Huntington Memorial
Hospital

JWCH, Clinica
Romero
CHAP, Comprehensive
Community
Health Center

Homeless
Health Care
Los Angeles
(HHCLA)

29

Central & East Los LAC + USC
Motels
Angeles (includes
LA’s Skid Row)
Alhambra Hospital
Alhambra
Olympia Medical Center
Fairfax/Mid-City

HHCLA

Ascencia

1

Glendale, East San Glendale Memorial
Fernando Valley
Hospital

Comprehensive
Community
Health Center

PATH

10

Hollywood & West Kaiser Permanente-Los PATH,
Hollywood
Angeles & Hollywood
motels
Presbyterian Hospital

San Fernando
Valley Community Mental
Health Center

20

San Fernando
Valley

Patients
screened but
not seen by a
navigator

12

Patients screened by the Economic Roundtable and determined not to
be in the 10th decile or to have an attribute that precluded access to
permanent supportive housing

Ascencia

JWCH Clinic at
the PATH Mall

Mission Community
L.A. Family San Fernando
Hospital, Kaiser
Housing
Valley ComPermanente Woodland
munity Mental
Hills
Health Center

Referrals
The sources of referrals during the evaluation window are shown in Table 3. Two-thirds
of the 163 referrals (69 percent) came directly from hospitals. Los Angeles County-USC and
California Hospital, both of which serve downtown Los Angeles, provided the most hospital
referrals.
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Table 3
Another third
Referral Sources and for 163 Patients that were Screened
(30 percent) of the
referrals came from
Referral Source
Screened
OPCC and PATH’s
Alhambra Hospital Medical Center
1
outreach program,
California Hospital Medical Center
36
both working in
Glendale Memorial Hospital
1
collaboration with
Homeless Health Care Los Angeles (HHCLA)
1
hospitals. OPCC’s
Huntington Memorial Hospital
5
on-site clinic
Los Angeles County + USC Medical Center
48
operated by Venice
Family Clinic works
Olympia Medical Center
1
closely with Saint
OPCC, Venice Family Clinic, Saint John's, Santa Monica-UCLA
40
John’s Health Center
Kaiser Permanente Los Angeles thru PATH Street Outreach
9
and identified 40
Kaiser Permanente Woodland Hills Medical Center
6
homeless patients
Mission Community Hospital
14
who were screened.
Self-Help and Recovery Exchange (SHARE)
1
PATH’s street
outreach program
Total
163
works closely with
Kaiser Permanente-Los Angeles Hospital and identified 9 homeless patients who were screened.
Two referrals came through agency staff at HHCLA and SHARE who obtained the
medical data needed for screening with the triage tools.

10th Decile Training
During start-up activities with each hospital and navigator, the Economic Roundtable
provided training in using the triage tools to screen and identify 10th decile patients. This
included training hospital social workers and social service agency staff in how to identify likely
10th decile patients and how to fill out the hospital information form that is used for screening.
The Roundtable carried out the initial screenings at each site, coming to the hospital to screen
patients, and making a warm hand-off of eligible 10th decile patients to the navigator. After the
project was established at that site, responsibility for carrying out screenings was handed off to
either the navigator or the hospital, depending on the agreed upon division of labor at the site.
Immediate Primary and Behavioral Health Care
There is an immediate need for primary and behavioral health care after clients are
engaged and while they are waiting for permanent supportive housing. The providers of this care
are listed in Table 2. Navigators link clients with primary health care providers at FQHCs and
encourage them to seek care from these providers rather than from hospital emergency rooms.
Later, after clients are placed in permanent supportive housing, which often is located in a
different community, a permanent medical health home is established.
Mental health care, particularly immediate emergency care is often needed but difficult to
obtain. A broken mental health system that is underfunded and often inaccessible to patients
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with psychiatric emergencies is critical problem. This is an ongoing challenge for navigators.
Another challenge is obtaining inpatient medical detoxification for the roughly one-fifth of
clients who have severe substance abuse problems. There often is a wait of thirty or more days
for inpatient detoxification.
Temporary Housing
Temporary housing is provided for intervals that last up to six months, while the
documentation and approvals needed for permanent supportive housing are obtained. The
quality and type of temporary housing varies from one community to the next. In the downtown
Los Angeles area, SRO Housing is able to provide individual rooms for clients and HHCLA is
able to rent affordable rooms at a nearby hotel. In Santa Monica, the primary resource for
temporary housing is a dormitory style emergency shelter. In the San Fernando Valley, the LA
Family Housing Valley Shelter is houses participants in rooms with three persons. In other
communities, motels are the only source of temporary housing.
Temporary housing that offers private rooms is more appealing to clients and improves
project retention rates; however, it typically becomes unaffordable if the process of obtaining
permanent housing lasts longer than several months. In those instances, the options for clients
often are to move to a shelter or return to the streets while they wait for permanent housing.
Permanent Supportive Housing
Scattered-site housing is used for most permanent placements, with navigators providing
ongoing supportive services through site visits that are responsive to the tenant’s needs and
sufficiently flexible to respond to emergencies. Scattered sites are used because there are not
sufficient units available in project-based sites, and also because a large share of project-based
sites are in proximity to Skid Row, which clients often want to avoid because of the high level of
substance abuse and risk of criminal victimization in that area.
Placements in scattered site housing result in the navigator being the sole provider of
supportive services, in contrast to placements in project based permanent supportive housing
where the navigator augments an existing supportive service infrastructure. Given the acute
medical and mental health needs of 10th decile clients, it would be beneficial to broaden
collaboration with permanent housing providers outside of Skid Row. A key to this
collaboration is the long-term commitment by navigators to provide continuing supportive
services for these high-need clients.
Identifying and Enrolling 10th Decile Patients
The steps in screening to identify patients in the 10th decile, then enrolling them are
shown in Figure 2. Two central objectives in the screening process are first, to use accurate and
complete medical information as well as interview responses to produce accurate screening
results. Second, to avoid presenting the project to patients and raising their hopes about having a
place of their own in which to live, but then disappointing them when they are screened out of
the project because they are not in the 10th decile.
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Steps in Figure 2 that are carried out by medical staff are highlighted in green; steps
carried out by navigators are highlighted in orange.
Pre-screening (Steps 1-2 in Figure 2)
Medical staff identifies patients who fit the profile of individuals in the 10th decile. Often
this is done by hospital social workers. The key elements of the profile are that patients are
homeless and have above-average use of hospital services. For example, aside from any other
health factors and without any jail time, a patient who has been admitted to the hospital as an
inpatient several times in the past two years is in the 10th decile.
Most of the patients in the evaluation sample were hospital inpatients, often with hospital
lengths of stay exceeding three days. This allowed for multiple conversations between the
patients and hospital staff to build trust and discuss the patient’s hopes for his or her life after
leaving the hospital.
After a patient who fits the 10th decile profile is identified, hospital or clinic staff
complete a form with check-off boxes for information used in the triage tools. The key pieces of
information are the patient’s age, gender, diagnosed medical conditions, and number of visits to
the hospital over the past two years. If available, information is also obtained about use of other
hospitals and jail stints.
The form also collects information that flags probable barriers to obtaining HUD Section
8 vouchers, which are typically used to pay most of the monthly rent for permanent supportive
housing. In addition, the form collects information for assessing whether the patient has ongoing
nursing needs that require care in a skilled nursing facility rather than in permanent supportive
Figure 2

Flow Chart of Steps in 10th Decile Screening
1. Hospital
or clinic staff
identify
patients who
fit high-risk
profile

5. Hospital or
clinic staff
contact
navigator to
conduct
interview
1¼ HOURS

2. Staff complete
information form and
send for immediate
screening by
navigator
REFERAL BEGINS

6. Warm handoff by
hospital or clinic staff
to navigator – personal
introduction, medical &
social information,
medications
3 HOURS

3. Navigator assesses
10th decile status using
triage tool, discusses
result with hospital or
clinic over phone
½ HOUR

7. Navigator conducts
interview to identify
any potential barriers,
assess service needs,
and begin building
relationship
3¼ HOURS

4. Hospital or
clinic staff
describe project to
patient and
determine interest
1 HOUR

8. Eligible
patients are
immediately
enrolled and
begin receiving
services
4 HOURS

9. Program services:
• Immediate temporary housing
• Immediately fill prescriptions & provide needed hygiene items or clothing
• Immediate physical and behavioral health care from a FQHC
• Additional mental health and behavioral health services as needed
• Document identity, disability, homelessness, income, residency
• Advocacy for SSI and Medi-Cal enrollment
• Obtain housing voucher & lease a permanent supportive housing unit
• Ongoing case management from the service provider/housing navigator
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housing. A copy of the form used to compile this information is included in the Appendix.3
Information sharing between health providers and navigators is managed so as to comply
with HIPAA guidelines.4 If there is a business associate agreement between the health provider
and navigator, patient identifiers are included in the information. If there is not an agreement,
information is shared on a de-identified basis until the patient has signed an authorization for
release of medical information.
Screening (Steps 3-5 in Figure 2)
The completed hospital information form is sent to the housing navigator, who quickly
enters the information into the appropriate triage tool. The availability of jail data determines
which of the two triage tools is used. The first tool, released in 2011, uses 27 pieces of
information including length of incarceration and type of incarceration facility. It partitions
individuals being screened into three sub-groups based on age, with separate statistical models
for each group. If good data about incarceration history is available, the first tool is more
reliable; if good incarceration history data is not available, the second tool is more reliable. Both
tools measure the same thing, the likelihood of being in the 10th cost decile.
A limitation of the first tool is that when working with patients in hospital settings, it is
often difficult to obtain reliable information about episodes of incarceration. One reason is that
patients may prefer not to disclose stigmatizing information. Another reason is that individuals
in the 10th decile are often poor historians of their own lives and unable to provide clear
information about whether episodes of incarceration occurred in the past two years, how long the
incarceration lasted, or the type of facility in which they were incarcerated.
The second tool, released in 2012, was developed to eliminate the need for incarceration
data. It uses 51 pieces of information available in hospital settings and partitions individuals
being screened into four sub-groups based on gender and age, with separate statistical models for
each group. It makes more extensive use of medical information than the first version of the
tool. The majority of clients in this evaluation were screened using the second tool.
If either tool shows that the probability of the patient being in the 10th decile is 0.35 or
higher, hospital or clinic staff describe the project to the patient and explain that it is possible he
or she may be able to get a place of their own in which to live. If the patient is interested,
hospital staff informs the navigator of this, and the navigator comes quickly, within one to two
hours, to the hospital to interview the patient. The typical timeline for the screening and handoff process is shown in steps 2 through 8 of Figure 2.
If the probability is less than 0.35, the cutoff point, the reasonableness of this outcome
can be reviewed by staff. If warranted, negative results from the tool can be overridden based on
clinical judgment. The triage tool is designed to assess the current level of public costs for a
patient, not to predict future costs. If a patient were recently diagnosed with a high-cost medical
condition, this would be an important factor to take into consideration in deciding whether to
override results from the tool and include the patient in the 10th decile group based on the strong
likelihood of high public costs in the future.
Among the cases included in this evaluation, one person who was not in the 10th decile
was engaged and provided with permanent supportive housing. This was a woman in her early
40s who used the emergency room frequently and had multiple health problems but who had not
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yet been admitted as a hospital inpatient. Her diagnoses included psychosis, depression,
hypertensive disease, chronic pulmonary disease, and musculoskeletal disease.
The time window for screening and referrals is currently limited to normal business
hours, Monday through Friday. This reflects a mismatch of scale and operating hours between
hospitals, which are large complex organizations operating around the clock, and nonprofit
homeless agencies, which are much smaller organizations, with staff typically limited to business
hours. As a consequence, navigators currently do not have the capacity to respond to referrals of
homeless patients seen by hospitals at night or over the weekend, as often is the case.

Warm Hand-off (Step 6 in Figure 2)
The transition from the hospital or clinic to the navigator takes place through a warm
handoff in which health provider staff, usually a social worker, briefs the navigator on the
patient’s social and medical background, providing information about the patient’s personal
characteristics, history of hospital use, presenting issues, diagnoses, and underlying problems.
This is followed by a personal introduction of the navigator to the patient.

Interview and Enrollment (Steps 7-8 in Figure 2)
The navigator’s meeting with the patient in the hospital is the final step in the screening
process and the first step in building a long-term relationship with growing trust. In order to
obtain a lease from a permanent supportive housing provider, the patient typically needs to have
both a Section 8 housing voucher to pay the bulk of the rent and an ongoing source of income,
most often from Supplemental Security Income (SSI) to cover the tenant’s portion of the rent and
to pay living expenses. Among other things, the interview determines whether there are any
showstoppers for obtaining a Section 8 housing voucher.
Six barriers can prevent individuals from having access to permanent supportive housing
because of limitations on publicly funded housing subsidies, or local restrictions of some
jurisdictions and housing providers, or the program design of supportive housing itself. During
the screening interview, these barriers are identified and the patient is asked if any of them apply
to him or her. At a minimum, this provides fair warning to the patient about these barriers,
should they come up while seeking to qualify the individual for permanent supportive housing.
The barriers are:
1. Undocumented immigration (barrier to local, state and federal subsidies)
2. Being on parole for a violent crime (currently a barrier for Section 8 housing vouchers
issued by Los Angeles County’s Housing Authority)
3. Conviction for arson (screening criteria for some but not all housing providers)
4. Conviction for operating a methamphetamine lab (barrier to federal housing subsidies)
5. Convicted for an offense that requires registering as a sex offender (barrier to federal
housing subsidies)
6. Not expected to recover from a disorder or injury to the extent that the individual will be
able to live independently without continuing nursing care. (Supportive housing does not
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provide on-site nursing care and tenants must be sufficiently ambulatory to be able to live
independently.)
Ongoing Engagement and Support (Step 9 in Figure 2)

The identification of probable 10th decile patients, triage tool assessment, and follow-up
interview all occur quickly - within two hours if possible. This is necessary because the hospital
often needs the bed for another patient, and also because the patient may be restless to leave the
hospital. For example, patients may be addicts or alcoholics and may want to return to the street
to self medicate.
After the patient is engaged in the project, the navigator assumes immediate
responsibility for assisting the individual. This includes assessing what type of temporary
housing is needed and providing transportation to the housing site, visiting a Federally Qualified
Health Center to arrange follow-up care, and beginning the process of obtaining the
documentation and benefits needed to become permanent supportive housing tenant. These
services are provided using a Housing First approach.5
Integrating Housing and Health Care
The triage tools are being used in combination with hospital records to successfully
screen and identify high-need high-cost patients on a case-by-case basis. The next step in
integrating these tools with the health care system is to use the same hospital record systems to
screen systematically all homeless patients who have been seen by hospitals so that individuals in
the 10th decile are immediately flagged when they return to the hospital. For example, there are
14 hospitals located within 5 miles of downtown Los Angeles. Gathering patient data from all
area hospitals and identifying homeless patients’ utilization of all hospitals would be an effective
method for identifying most of the 10th decile population in this area. This would enable the
program to reach many more patients that are eligible and also allow more time for a warm handoff to navigators, and for navigators to engage the patients successfully.
The outcome data presented in the following chapter shows that substantial time and
money must be invested to move patients from hospitals into permanent housing. In some cases,
multiple cycles of engagement are needed before patients are successfully placed in permanent
housing. The pay-off for this investment is system wide rather than patient-by-patient. It is
system wide because the payoff in reduced health care costs is convincingly achieved when the
overall population of homeless persons receiving emergency care in hospitals is reduced rather
than when an individual patient is referred to a navigator.
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Chapter 3

Patient Profile and Outcomes
Patients Screened
A profile of the 163 patients who were screened is shown in Figure 3. Demographic
highlights include:
• Over two-thirds (68 percent) of the patients screened were 46 years of age or older. The
average age was 48 years, the median age was 49 years; the youngest person was 18, the
oldest was 76.
• Most had local origins, with 30 percent born in another state and 7 percent born in
another country. Only 3 percent had a primary language that was not English.
• Men made up the majority, 71 percent, and women accounted for 29 percent of referrals.
• African Americans were referred more frequently than any other ethnic group (43 percent
of persons screened), followed by European Americans (23 percent), Latinos (15
Figure 3

Baseline Profile of 163 Persons Screened
Sex

Race

Age

Jail or Probation

ER visits

74% have
co-occurring
disorders
42%
have trimorbidities

• 71% male
• 29% female
•
•
•
•
•

43% African American
23% European American
15% Latino
3% Asian/Pacific Islander
4% Other

• Average: 48 years old
• 68% > 46 years old
• 29%
• 18 per person average in prior 24
months before referral

Hospital Admits

• 7 per person average in 24
months before referral

Hospital inpatient
days

• 31 per person average in 24
months before referral

Chronic physical
disabilities

• 90%

Mental health
illnesses

• 78%

• schizophrenia
• bipolar disorder
• depression

Substance abuse

• 53%

• alcohol
• drugs

average cost
per inpatient
day $7,396
• hypertension
• heart failure
• diabetes
• rheumatism
• liver disease
• venous embolism
• chronic
pulmonary
disease
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percent), and Asian/Pacific Islanders (4 percent).
Twenty-nine percent reported having a jail or probation record.
Six percent reported being veterans.

Almost everyone (93 percent) had been an emergency room patient in the past three
years, and 78 percent had been hospital inpatients. Average rates of hospital use in the past two
years by the 163 patients screened were:
• 18 emergency room visits per person
• 7 hospital admissions per person
• 31 inpatient days per person
Patients who were screened typically had two or more physical disorders (90 percent had
at least one physical disorder) and frequently had mental health disorders. The body systems
most frequently distressed were:
• Mental – 78 percent, most frequent among women – 85 percent
• Circulatory system – 42 percent, most frequent among African Americans – 54 percent
• Musculoskeletal Disorder – 28 percent, most frequently rheumatism
• Respiratory Disorder – 23 percent, most frequently chronic pulmonary disease
• Digestive Disorder – 23 percent, most frequently gastritis
• Endocrine Disorder – 15 percent, most frequently diabetes
Fifty-three percent were identified as having substance abuse disorders when screened,
although this is undoubtedly an undercount since individuals often conceal this problem.
• 42 percent were triply diagnosed with physical, mental and substance abuse disorders
• 47 percent were diagnosed with both mental and substance abuse disorders
• 48 percent were diagnosed with both physical and substance abuse disorders
• 67 percent were diagnosed with both mental and physical disorders
Patients in the 10th Decile
Eighty percent, or 131, of the patients screened were in the 10th decile,6 as shown in
Figure 4. Within different breakouts of the screened population, rates of inclusion in the highest
cost, highest need patient population that makes up the 10th decile were as follows:
• The small number of young adults 18 to 29 years of age had the highest inclusion rate (86
percent) within age group breakouts.
• Men were slightly more likely than women to be in the 10th decile (81 vs. 79 percent).
• African Americans had the highest inclusion rate of any of the three largest ethnic groups
(93 percent), and Latinos the lowest (76 percent).
• Patients with digestive disorders had the highest inclusion rate of any diagnostic major
category (86 percent); musculoskeletal disorders had the lowest rate (67 percent).
• Patients with mental disorders had an 83 percent inclusion rate.
• Patients with both mental and substance abuse disorders had an 88 percent inclusion rate.
• Patients triply diagnosed with physical, mental and substance abuse disorders had a
similar inclusion rate – 87 percent.
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Patients who
were screened and
determined not be in
the 10th decile based
on their triage tool
score were not
informed about the
program and received
standard discharge
services from the
hospitals. Patients in
the 10th decile who
were not known to
have an attribute that
would prevent them
from obtaining a
housing subsidy were
handed off to a
navigator for final
screening to
determine whether
they would be invited
to participate in the
program.
Patients Engaged by
Navigators

Figure 4

Percent of Persons Screened who were in the 10th Decile
th

131 of the 163 persons screened were in the 10 decile

EVERYONE
Age 18-29
Age 30-45

79%

Age 46+
Female

79%

80%
86%
80%

Male
African American

81%
93%

European American
Latino

78%
76%

Jail or probation record
Veteran
Born in Other State
ER Patient in Past 3 Yrs
Inpatient in Past 3 Years
Circulatory Disorder
Musculoskeletal Disorder
Respiratory Disorder
Digestive Disorder
Endocrine Disorder
Physical Disorder
Mental Disorder
Physical + Mental Disorders

83%
100%
78%
80%
89%
82%
67%
71%
86%
75%
79%
83%
81%

Substance Abuse
Physical + Substance Disorders

86%
85%

Mental+Substance Disorders
Mental + Physical + Substance

88%
87%

0%

10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Sixty-eight percent, or 89, of patients in the 10th decile were engaged as program
participants by the navigators, as shown in Figure 5. This includes the person who was identified
as 10th decile based on a clinical over-ride of the triage tool score, and then engaged.
Engagement opened the door to immediate, comprehensive services and a path to permanent
supportive housing. Engagement rates for different breakouts of the 10th decile population are
shown in Figure 5. Some of the groups shown represent small client samples, and outcome data
for them should be treated cautiously. Table 8 in the Statistical Appendix shows the number of
persons in each group.
• Young adults, 18-29 years old, had the highest engagement rate (75 percent), followed by
the oldest group, 46 years or older (70 percent).
• Women were more likely to be engaged than men (73 vs. 66 percent).
• European Americans had the highest engagement rate of any of the three largest ethnic
groups (76 percent), and Latinos the lowest (58 percent).
• Patients with circulatory disorders (most often hypertension) had the highest engagement
rate (79 percent), followed by digestive and mental disorders (75 percent).
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Figure 5
Patients with
Engagement Rates for Persons in the 10th Decile
th
endocrine sys89 out of 131 persons in the 10 decile were engaged by navigators
tem disorders
68%
EVERYONE
75%
Age 18-29
(most often
60%
Age 30-45
diabetes) had
70%
Age 46+
the lowest en73%
Female
gagement rate
66%
Male
of any of the
69%
African American
most fre76%
European American
58%
Latino
quently identi67%
Jail or probation record
fied medical
60%
Veteran
diagnoses (67
71%
Born in Other State
percent).
68%
ER Patient in Past 3 Yrs
Patients in a
70%
Inpatient in Past 3 Years
variety of
79%
Circulatory Disorder
71%
Musculoskeletal Disorder
small diagnos70%
Respiratory Disorder
tic groups had
75%
Digestive Disorder
below-average
67%
Endocrine Disorder
rates of en70%
Physical Disorder
gagement; in74%
Mental Disorder
78%
cluding geniPhysical + Mental Disorders
67%
Substance Abuse
tourinary sys68%
Physical + Substance Disorders
tem disorders
71%
Mental+Substance Disorders
(64 percent),
73%
Mental + Physical + Substance
infectious dis0% 10% 20% 30% 40% 50% 60% 70% 80% 90%
eases (62 percent), skin
disorders (58 percent), and injuries (55 percent).
There were progressively higher rates of engagement for dually and triply diagnosed
patients, starting with substance abuse alone (67 percent) substance abuse and a physical
disorder (68 percent), substance abuse and a mental disorder (71 percent), and mental,
physical and substance abuse disorders (73 percent).

Reasons why 10th Decile Patients were Not Engaged
The objective of the FUSE and SIF programs is to house the highest cost and highest
need patients whom it is feasible to place in permanent supportive housing. When 10th decile
patients were not engaged by navigators, it was because it was not feasible to house them.
The specific reasons why 42 10th decile patients in the evaluation population were not
engaged are broken out in Figure 6.
• 37 percent of the patients who were not engaged were excluded because there was an
insurmountable barrier to housing them. Reasons for exclusion are described in Figure 7
in the next section.
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27 percent were
Figure 6
Reasons for Not Engaging 42 Patients in the 10th Decile
“no shows” – they
th
42 out of 131 persons in the 10 decile were not engaged by navigators
could not be found
40%
by the navigator,
37%
often because they 35%
had left the hospital premises before 30%
27%
the navigator ar25%
rived.
20%
20%
20 percent declined to partici15%
12%
pate in the pro10%
gram. Paranoia
5%
was often a factor
5%
in this decision,
0%
and in some cases
Excluded
No Show
Declined
No
Placed in
the patients were
Navigator
Another
intoxicated. In
Capacity
Program
other cases, patients were deeply connected to the hospital and did not want to leave that setting.
12 percent where referred on days when navigators did not have the capacity to engage
them - usually because a recent influx of referrals was taking up all of the time of
navigator staff, creating a situation in which no new referrals could be absorbed.
5 percent already had case management agreements with other programs and were reconnected with those programs.
Figure 7

Reasons for Excluding 15 Patients in the 10th Decile
th

15 out of 41 persons in the 10 decile who were not engaged by navigators were excluded

50%

46%

Reasons for Excluding
10th Decile Patients
Fifteen of the 42
10 decile patients who
were not engaged were
excluded for different
reasons. Of those who
were excluded, 46
percent had acute health
problems that would
prevent them from
living independently in
permanent supportive
housing and that made
them candidates for
skilled nursing
facilities. For example,
th

40%
30%
23%

20%

15%
8%

10%

8%

0%
Health barrier Drug offense
to living
prevented
independently Section 8
voucher

Sex offense Undocumented
prevented immigrant, no
Section 8
Section 8
voucher
voucher

History of
violence
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some of the patients were not sufficiently mobile to get in and out of bed at night by themselves.
This breakout is shown in Figure 7.
Nearly a quarter (23 percent) of those excluded had criminal convictions that would
prevent them from receiving Section 8 housing subsidy vouchers under policies currently
enforced by the housing authorities of the city and county of Los Angeles.
Fifteen percent of those excluded (2 individuals) had been convicted of offenses that
required them to register as sex offenders, preventing them from being eligible for Section 8
vouchers.
One individual (making up 8 percent of those excluded) was an undocumented
immigrant, precluding eligibility for a Section 8 voucher.
One individual (8 percent of those excluded) had a history of dangerous violence.
Outcomes To-date for 163 Patients Screened

2 are deceased and 1 is missing.

10th decile,
not engaged

Engaged but
missing

Engaged but
deceased

Engaged but
incarcerated

Housed by
other program

Engaged and
waiting for PSH

Obtained PSH

Housing
voucher

Engaged

10th decile

Outcomes as of May 17, 2013, the closure date for information shown in this report about
the status of the 163 patients who were screened, are shown in Figure 8. Positive outcomes for
the 131 patients in
Figure 8
the 10th decile who
Outcomes for 163 Persons Screened Using Triage Tools
were potentially
140
131
eligible for program
engagement included:
120
• 89 were engaged by
navigators,
100
89
including 1
person added
80
to the 10th
decile through
a clinical
60
over-ride
44
42
•
36 had been
36
40
placed in
22
permanent
21
20
supportive
7
5
5
housing
(PSH) as of
0
May 2013
• 22 who had
not yet obtained housing remained
actively enPOSITIVE OUTCOMES
NEGATIVE OUTCOMES
gaged
Numbers do not foot because some people are in more than one category, e.g., of people housed,
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5 had been engaged and provided with housing through other programs, for example, at
skilled nursing facilities
Negative outcomes included:
5 individuals were engaged but came to the attention of the criminal justice system and
were incarcerated
7 individuals died after they were engaged by navigators; sad evidence of the acute health
problems in the 10th decile population
21 individuals had been engaged but were missing and could not be located
42 10th decile individuals were not engaged for the reasons described earlier

Differences in Housing Rates among Patients Engaged by Navigators
The degree of stability in clients’ lives is one key factor influencing the length of time it
takes for them to obtain permanent housing. Individuals vary in their capacity to show up for
appointments, assist in obtaining needed documents and approvals, as well as develop trust in the
likelihood of obtaining permanent housing.
A second key factor for maintaining client engagement is the quality of temporary
housing. Continuous housing in a private room strengthens engagement. Dormitory style
housing in shelters or intermittent housing interspersed with residing on the street weakens
engagement.
A third key factor that speeds up or slows down the transition into permanent housing is
access to Section 8 vouchers to provide an ongoing rent subsidy for clients. At the beginning of
this project, long waits were typically required for obtaining Section 8 vouchers. Despite strong
support from the Housing Authority of the City of Los Angeles, a time-consuming approval
process was slowed down further by staff shortages caused by cutbacks in federal funding.
During the last six months of the evaluation, this undesirable situation deteriorated further when
the federal budget sequester reduced the number of Section 8 vouchers, making new vouchers
virtually unavailable.
Two of the three key reasons for why more individuals were not housed were housing
related - lack of adequate temporary housing options following engagement, as well as delay and
uncertainty in obtaining permanent housing.
Breaking out clients by different subgroup, without adjusting for the length of time that
they have been engaged in the program, there is wide variation in the percent of clients in
different subgroups that are housed, as shown in Figure 9. The entire population of clients
represented in Figure 9 had been engaged an average of 297 days.
Forty-six percent of actively engaged clients were placed in permanent housing during
the data window for the evaluation. This includes 6 percent housed in other programs along with
40 percent placed in permanent supportive housing, Among groups with at least 20 engaged
clients, the rates of success in obtaining permanent housing included:
• Musculoskeletal disorder 77 percent
• Digestive disorder 63 percent
• European Americans 59 percent
• 46 years of age or older 55 percent
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•
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Groups with
the lowest
rate of
success in
obtaining
housing
included:
Males 45
percent
African
American 44
percent
Substance
abuse disorder 42
percent
30 to 45
years of age
39 percent
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Figure 9

Housing Rates for Patients in the 10th Decile Engaged by Navigators
Out of 89 persons engaged by navigators, 41 were housed during the evaluation time window

% with PSH lease

% housed by other program

EVERYONE
Age 18-29
Age 30-45
Age 46+
Female
Male
African American
European American
Latino
Jail or probation record
Veteran
Born in Other State
ER Patient in Past 3 Yrs
Inpatient in Past 3 Years
Circulatory Disorder
Musculoskeletal Disorder
Respiratory Disorder
Digestive Disorder
Endocrine Disorder
Physical Disorder
Mental Disorder
Physical + Mental Disorders
Substance Abuse
Physical + Substance Disorders
Mental+Substance Disorders
Mental + Physical + Substance

The small
group of actively
engaged young
adults 18 to 29
years of age had
been engaged for an
average of 192
0%
10% 20% 30% 40% 50% 60% 70% 80%
days, but no one in
this group had yet been housed.
The below-average rate of 44 percent of African Americans placed in permanent housing
identifies a need to learn how to engage more effectively this large group of clients. The even
lower placement rate of 42 percent for persons with identified substance abuse problem identifies
a need to improve capabilities for maintaining purposeful engagement with clients who have a
compulsive need to use drugs.
Length of Time from Engagement to Obtaining Permanent Housing
When we breakout actively engaged individuals by the length of time they have been
engaged, the picture is encouraging. Virtually everyone who remains engaged obtains
permanent housing, although it sometimes takes a long time, as shown in Figure 10.
Housed and actively engaged clients are combined in Figure 10, and broken out by
quarterly housing status over a two-year period. Housed individuals include those in permanent
supportive housing as well as those permanently housed through other programs. For those who

25

Getting Home

Figure 10
have obtained housing, the
Percent of Actively Engaged Patients in Permanent Housing by
average length of time
Number of Months Engaged in Program
between screening and
36 patients were placed in PSH by FUSE/SIF, 5 patients were housed in
other programs for a total of 41 housed
obtaining permanent housing
98%
is 190 days; the median is 162 100%
91%
91%
89%
days.
90%
84%
Looking at the com78%
80%
bined population of housed
and actively engaged persons, 70%
the quarterly housing status
60%
for obtaining permanent
47%
50%
housing was:
40%
• 13 percent housed at 3
30%
months
• Nearly half (47
20%
13%
percent) housed at 6
10%
months
0%
• Over three-quarters
Month Month Month Month Month Month Month Month
(78 percent) housed at
3
6
9
12
15
18
21
24
9 months
• 84 percent housed at 1 year
• 98 percent housed at 2 years

The issues of attrition and delay cloud the permanent housing placement results. The
issue of delay is that the longer individuals have to wait for housing, the more tenuous their
engagement is likely to become. The issue of attrition can be seen in Figure 8 - at the end of the
evaluation window, the group of 21 engaged clients who had gone missing was almost as large
as the group of 22 clients who were still engaged and waiting for permanent housing.
Discussion of Outcomes
Based on outcomes to-date for the population evaluated, 70 percent of the patients
engaged by navigators, and about half of the total 10th decile population, are likely to be
permanently housed. This is a considerable accomplishment, yet the attrition that occurred at
every step in the process points to opportunities for improving the housing rate. The greatest
amount of attrition occurred in the step between identifying patients in the 10th decile and
engagement by navigators.
Increasing the Engagement Rate
Seventy-one percent of 10th decile patients are engaged by navigators or placed in another
program. Potential steps for increasing the engagement rate are shown in Figure 11 and would
have the following impacts:
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Figure 11
Increasing
System Improvements for Increasing Engagement Rate
effectiveness
th
Out of 131 persons in the 10 decile, 89 were engaged by navigators and 42
in achieving a
were not engaged; of those not engaged, 2 were placed in other programs
warm hand-off
1%
100%
1%
Housing for persons with history
2%
of 10th decile
of violence
2%
4%
patients from
90%
Steps for
5%
Housing for undocumented
improving
hospitals to
immigrants
engagement
6%
navigators
80%
rate
Housing for persons convicted
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example by keeping the patient in the hospital for an additional night, providing a meal in
the hospital cafeteria, or inviting the patient to wait in the social work office. Another
approach is expand the time window in which navigators are available to come to hospitals, and in which temporary housing providers can admit residents so that these
services are available at night and during the weekend. The necessary outcome is ensuring that the patient is personally introduced to the navigator and that the navigator is
briefed on the patient’s condition and needs.

•

Flagging the hospital records of patients who decline to participate and encouraging
them to reconsider this decision when they return to the hospital could increase the
engagement rate by 6 percentage points. Often a patient’s resistance to participating is
based on short-term circumstances and the patient may be willing to participate the next
time the invitation is extended.

•

Providing housing in skilled nursing facilities for patients who have health barriers that
prevent them from living independently in permanent supportive housing could increase
the engagement rate by 5 percentage points. Some of the sickest 10th decile patients lack
sufficient mobility to live independently (e.g., the ability to get into bed by themselves at
night), or have medical needs such as ongoing wound care that require skilled nursing
care.

Percent of 10th Decile Patients Engaged

•
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•

Building collaborative capacity among navigators to shift referrals from a navigator that
is at capacity and cannot accept referrals to another navigator that can accept referrals
could increase the engagement rate by 4 percentage points.

•

Creating a special set-aside for inclusionary housing by earmarking a portion of HUDfunded Shelter plus Care housing vouchers as well as Section 8 vouchers to provide
rental assistance for patients who are barred from housing subsidies because of criminal
offenses, or undocumented immigration status, or other reasons could increase the
engagement rate by 5 percentage points.

Increasing the Housing Rate
Virtually everyone who is engaged and remains engaged obtains permanent housing,
however, many clients do not remain engaged. Potential steps for increasing the housing rate are
shown in Figure 12.
Twenty percent of the clients who had been engaged went missing during the time
window of the evaluation. Most had been diagnosed with a major mental illness and most were
frequent users of hospitals. In the past two years, the 21 missing participants had visited
emergency rooms an average of 25 times and spent an average of 59 days as hospital inpatients.
Eliminating this
Figure 12
attrition would
Steps for Increasing the Permanent Housing Rate
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wait period for permanent supportive housing. It is very difficult to maintain active engagement with mentally ill and often dually or triply diagnosed clients when they have to
wait six, nine, twelve or more months to obtain housing.
•

Increase the number of project-based permanent supportive housing units outside of Skid
Row that are available to 10th decile patients. Existing on-site services augmented by
continuing supportive services from navigators provides the strongest support for 10th
decile patients. In addition, some site-based projects have housing subsidies attached to
the project, making it unnecessary to obtain a Section 8 or Shelter plus Care voucher
before housing the patient.

•

Notify all participating hospitals about the identities of missing clients so that they can be
identified when they seek hospital care and reconnected with their navigator.

Four percent of engaged clients were incarcerated while waiting for permanent housing.
Keeping places in the program open for these clients and re-engaging them when they are
released will increase the housing rate by 4 percentage points.
The final six percent of engaged clients who remained unhoused were individuals who
died (two other clients died after they were housed). They represent a permanent shortfall in the
housing rate and a reminder of how important it is to provide housing, stability and care for sick
homeless residents.
These measures for increasing engagement and retention rates will further strengthen an
already effective program, and further increase the proportion of high-cost, high-need homeless
hospital patients whose needs are addressed through housing rather than through emergency
hospital care.

Chapter 4

Costs Incurred and Avoided
Overview
Two sources of information were available for estimating differences in costs of
10 decile patients before and after they were screened by this project. The first and most
reliable source is from cost data for statistically reliable comparison groups, one made up of
similar individuals who were homeless, and another made up of similar individuals living in
permanent supportive housing. The second source is from actual hospital billing records for the
year preceding and the year following referral to the project.
The first source of data was developed by Los Angeles County. Records for a
representative sample of 9186 adults experiencing homelessness as well as for 1007 formerly
homeless adults with disabilities who had obtained permanent supportive housing were linked
across county departments to identify both services and costs for these individuals.7
A statistical procedure called propensity score matching was used to extract a subset from
each of the two samples, with each subset consisting of individuals who, person-by-person, are
highly similar to the 10th decile evaluation population. This procedure is explained in greater
detail in the Statistical Appendix. With an evaluation sample of 131 persons in the 10th decile,
these statistically matched proxy groups provide very good evidence of the effects of the project
as measured by cost comparisons for the entire 10th decile population identified through
screening, the subset of persons who were engaged, and the subset of engaged persons that had
been housed.
The second source of data is billing records extracted by California Hospital Medical
Center in downtown Los Angeles and Saint John’s Health Center in Santa Monica that cover the
year preceding and the year following referral of 32 patients to this project.8 These costs reflect
the impact of navigator services while patients waited for permanent housing, which then
typically resulted in relocation to a different community. When patients were placed in
permanent housing in less than a year, their pre-housing hospital costs were annualized by
increasing partial year costs to represent equivalent costs over a one-year interval. This pre-post
cost data is subject to the limitation that the year preceding referral to the project may not be
representative of patients’ long-term hospital utilization; however, its strength is that it reports
actual cost changes experienced by hospitals as a result of participating in this project.
th

Costs Before and After Permanent Housing based on Matched Comparison Groups
Comparison groups made up of persons for whom we have pre- and post-housing cost
data and who are similar to the evaluation population were formed by identifying person-byperson matched pairs based on propensity scores. Matching on propensities is a powerful
statistical technique that reduces multiple descriptive data on an individual to a single score – the
“propensity” of that individual to belong to a specified subset of the larger group. In this case,
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Figure 13

Pre- and Post-Housing Costs for 10th Decile Patients who were Housed
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Source: 36 10 decile patients placed in permanent supportive housing matched with 36 homeless persons in the ALP database,
matched in turn with 36 housed persons in the SRHT database of formerly homeless persons now in permanent supportive housing.

this is the subset of homeless who have achieved membership in the 10th decile evaluation
population. This procedure is explained in the Statistical Appendix.
Propensity scores were calculated for the combined evaluation population and
representative sample of 9,186 homeless persons (mentioned earlier). Then, individuals from the
latter were matched to the former on the basis of propensity score. This matching process
yielded 106 matched pairs of 10th decile patients in the evaluation and similar persons in the
homeless database.
In turn, the process was repeated to create matched pairs of the 106 persons from the
homeless database who achieved first match with similar people in the database of 1,007
formerly homeless persons now living in permanent supportive housing (PSH) for whom we
have detailed cost information obtained by linking their county records. Thus, we end with 106
“triads”, each consisting of an individual from the evaluation population with unknown actual
costs, a matched un-housed proxy with known costs, and a matched housed proxy with known
costs.
Using this information, Figure 13 shows the estimated costs for 10th decile patients
identified in this project when they are homeless and after they obtain permanent supportive
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housing. These estimates are based on the subgroup of engaged patients who had been placed in
permanent supportive housing as of May 2013.
The estimated average annual cost in 2012 for 10th decile patients living in permanent
supportive housing was $63,808 when they were homeless and $16,913 after obtaining
permanent supportive housing. Before taking account of costs for helping these patients make
the transition from homelessness to permanent supportive housing, or supportive housing
subsidies, there is an estimated annual savings of $46,895 because of being housed and receiving
supportive services. Savings come from:
• Total annual health care costs decreased from $58,962 to $16,474, including:
o Hospital inpatient costs decreased from $22,738 to $12,981
o Hospital emergency room costs decreased from $6,185 to $1,314
o Jail mental health and medical costs decreased from $19,646 to $2
• Public assistance costs, including General Relief, Food Stamps and homeless services
decreased from $2,576 to $351
• Non-medical justice system costs for general jail facilities and probation decreased from
$2,270 to $89
The estimated pre- and post-housing costs for all 131 10th decile patients, the subset of 89
patients that navigators succeeded in engaging, and the further subset of 36 patients who had
been housed as of the writing of this report are shown in Table 9 in the Statistical Appendix.
Estimated public costs for engaged patients were 1 percent lower, and for housed patients
5 percent lower than for the overall 10th decile group, raising the possibility those who fell
through the cracks and were not housed might be slightly more intense users of public services
than those who were housed.
The estimated decreased in annual public costs for housed patients was slightly less than
the estimated potential reduction for the overall group of 10th decile patients - $46,895 vs.
$47,977.
Post-housing cost decreases came largely from an estimated 72 percent reduction in
health care costs – both in hospitals and jails.
Jail costs almost disappear when patients are living in permanent supportive housing. We
see great reductions in the rate and duration of incarceration among patients who remain housed.
Twenty-nine percent of patients who were screened had been in jail or on probation in the past
three years. This group again made up 29 percent of those who were engaged and 31 percent of
those who were housed, indicating a housing placement rate as high as for the overall project
population.
Change in Hospital Use and Costs while Waiting for Permanent Housing
All of the 32 clients with hospital cost data were screened using the triage tools, found to
be in the 10th decile, and engaged by a navigator. The post-referral cost data largely covered the
interval when these clients maintained varying levels of engagement, with most receiving social
services from navigators, including connection with outpatient medical clinics. However, for the
most part, these individuals were not yet permanently housed. Among these 32 clients, an
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Figure 14
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post-referral year, as
shown in Figure 14. On an annual average per-person basis:
 Emergency room visits decreased 50 percent, from 6.0 to 3.0
 Hospital admissions decreased 71 percent, from 1.8 to 0.5
 Inpatient days decreased 84 percent, from 8.6 to 1.4.

These reductions in hospital use resulted in corresponding reductions in hospital costs for
these 32 patients. On an annual average per-person basis:
 Emergency room costs decreased 67 percent, from $3,702 to $1,222
 Inpatient cost decreased 68 percent, from $13,354 to $4,254
These pre-post cost changes suggest that even before obtaining permanent housing, social
services provided by navigators and connection with outpatient health care resulted in reducing
inappropriate hospital use.
Costs Incurred and Avoided by Housing 10th Decile Patients
A mosaic of subsidies is assembled to provide permanent supportive housing for
individuals. This section details those subsidies with a focus on local costs, since this initiative
to house high-cost homeless patients is locally driven, and looks at the bottom line financial
impacts of the initiative. Annual ongoing and one-time costs to assist project participants in
becoming tenants in permanent supportive housing are shown in Table 4.9
The annual cost for permanent supportive housing is approximately $14,450, with
roughly two-thirds of this for the capital cost of the unit and one-third for supportive services and
operating costs.10 If a tenant has a Section 8 rent subsidy voucher funded by the U.S.
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Table 4

Cost for 10th Decile Patients Who were Placed in Permanent Supportive Housing

Cost Category
Ongoing Costs for Duration of Tenure in Permanent Supportive Housing
•

Capital cost for dwelling unit, paid either at the time of construction for
project-based permanent supportive housing or through monthly rent for
scattered site permanent supportive housing (59 estimated to be placed in
PSH – 35 already housed + 24 actively engaged)

•

Operating cost for supportive services and operating costs (59 estimated
to be placed in PSH – 35 already housed + 24 actively engaged)
Annual Rent, Supportive Service and Operating Cost

Annual
Cost - 1
Client

Annual
Cost - All
Clients

$9,750

$575,250

$4,700

$277,300

$14,450

$852,550

Ongoing Rent Revenue for Duration of Tenure in Permanent Supportive Housing
$7,813
• Section 8 rent subsidy voucher payment after tenant receiving
Supplemental Security Income (SSI) pays 30 percent of income for rent
(U.S. Department of Housing and Urban Development fair housing rent
amount for an efficiency unit in Los Angeles County in 2013 is $911 per
month or $10,932 annually, minus $3,119 paid annually by the tenant x 59
tenants)
$3,119
• Rent payments by tenant receiving Supplemental Security Income (SSI)
and paying 30 percent of income for rent (monthly SSI benefit is $866.40
x 30 percent x 59 PSH tenants)
Annual Income to Pay for Rent, Supportive Services and Operating Costs
$10,932
Annual Deficit for Rent, Supportive Services, Operating Costs

$460,967

$184,023

$644,948

($3,518) ($207,560)

One-time Costs to Place 10th Decile Patients in Permanent Supportive Housing
•

Training and on-site start-up assistance at hospitals ($6,000 to $9,500 per
hospital averaged over 163 patients screened plus future screening)

$100

$16,300

•

Hospital staff time prepare triage tool information ($100 @ x 163 patients
screened)

$100

$16,300

•

Screening with triage tool and hospital interview ($100 @ x 163 patients
screened)

$100

$16,300

•

Navigator services ($6,000 @ x 89 patients engaged)

$6,000

$534,000

•

Temporary housing ($2,250 @ x 89 patients engaged)

$2,250

$200,250

•

Client transportation ($200 @ x 89 patients engaged)

$200

$17,800

•

SSI / Medi-Cal enrollment ($500 @ x 89 patients engaged x 60 percent
uninsured)

$300

$26,700

•

Unreimbursed medical costs ($145 @ x 89 patients engaged x 60 percent
uninsured)

$87

$7,743

•

Move-in costs ($1,000 @ x 59 PSH tenants)

$1,000

$59,000

One-time Costs Averaged Over 59 Patients in Permanent Supportive Housing $15,159
(36 already placed and 23 actively engaged/incarcerated projected to be placed)
Total One-time Costs for 163 Patients in Evaluation

$894,393
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Department of Housing and Urban Development, the combination of the rent subsidy paid by the
voucher and the rent paid by the tenant will pay for about three-quarters of the cost for the unit
and supportive services. This leaves an annual deficit of $3,518 to be recouped from other
sources.
A significant one-time expenditure is required to place 10th decile patients in permanent
supportive housing. This includes training hospital staff at the start of the project, and ongoing
work by hospital staff to identify and screen potentially eligible patients for a total cost of about
$300 per screened patient. An additional outlay was made at two hospitals to fund dedicated
internal hospital positions to interface between hospital clinical staff, social services staff and
external navigators and housing providers. These positions were created to make it possible for
clinical staff to identify potential patients for the program and then have the internal navigator
follow up on the case without the screening and referral process increasing the workload of
clinical staff. These internal hospital outlays are not included in the program costs shown in this
chapter. The bottom-line financial results are shown in Table 5.
The largest cost is for the intensive, ongoing work done by navigators, at a cost of about
$6,000 for each patient that is engaged. The next largest budgeted amount was $2,250 for
temporary housing, which costs from $35 to $70 per night depending on the community. This is
enough to pay for one to two months of temporary housing, meaning that if it takes six months to
place the patient in permanent supportive housing, much of that time will be spent living in
emergency shelters or on the street, contributing to client attrition.
There are additional costs for client transportation, assistance in enrolling clients in SSI
and Medi-Cal, paying unreimbursed costs for clinic visits and medicine, and move-in costs
totaling about $1,587.
Table 5

Bottom Line Financial Results from the Evaluation
Category
Amount
Description
Cost Avoidance $46,895 in annual public costs avoided as a result of housing 10th decile patients,
as shown in Figure 13, for the evaluation population that was placed in
(Gross)
permanent supportive housing ($63,808 in annual costs when homeless vs.
$16,913 when housed)
10th Decile
Program Costs

$15,159 in one-time costs to house each patient, including the first year of local
subsidies for rent and supportive services
$3,518 in annual rent subsidy in the second and subsequent years, in addition to
the Section 8 or Shelter plus Care rent subsidy
$3,000 in annual cost for enriched supportive services in the second and
subsequent years

Cost Avoidance
(Net)

$31,736 in public costs avoided in the first year after paying the housing subsidy
shortfall and one-time costs for housing placement, representing $2 in
public costs avoided for every $1 spent in the first year
$40,377 in public costs avoided, after paying for local housing subsidies and
enriched supportive services, in the second year and each year that follows,
as long as the patient remains housed. This represents $6 in public costs
avoided for $1 spent for housing subsidies and supportive services
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When all of the one-time costs paid to screen and house the 163 patients in the evaluation
population are averaged over the 59 people already housed or expected to be housed, the average
cost for each person housed was $15,159.
There is an ongoing annual cost for enriched supportive services after the client has been
placed in permanent supportive housing. This higher level of supportive services is needed
given the high level of need among 10th decile clients and more than pays for itself through
reduced use of public services and higher housing retention rates.11 A reasonable estimate is that
the cost for these ongoing supportive services is about half of the initial cost for navigator
services to place the client in housing, or about $3,000 per year.
If all 131 10th decile patients in the evaluation population had been engaged and housed,
rather than just 59, the average first-year cost per person housed would drop by about one-third,
to $10,216.
It is important to note that avoidance of these costs is contingent on retaining people in
permanent supportive housing, which is facilitated by higher rather than lower levels of on-site
services, particularly given the severe problems of many individuals in the 10th decile.
Continuing supportive services that are responsive to the needs of each tenant are required to
keep 10th decile patients housed and to preserve the public savings that accrue from the cost and
effort to house this high-need population.
Permanent supportive housing projects typically do not have enough case management
funding to provide the level of supportive services needed by 10th decile patients. This means
that the navigators must make an ongoing commitment to provide continuing support for patients
after they are housed. This ongoing support is essential if the patients are placed in scattered-site
housing, as has predominantly been the case for the evaluation population, because in that case
the navigators are the only source of supportive services.
Individuals with above-average risks of leaving permanent supportive housing can be
identified.12 These high-risk groups include:
• Residents with co-occurent mental health and substance abuse problems
• Residents who have been incarcerated
• Young adults
The 10th decile population in general and these groups in particular need a high level of ongoing
support to help them be successful tenants and remain stably housed.
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Chapter 5

Lessons Learned
Housing navigators and hospital staff are the center of on-the-ground learning about
strengths, areas for improvement, and best practices in the 10th Decile Project. To understand
their experiences, six focus groups were held; one involved hospital representatives only and the
remaining five included navigators from the social service agencies. This chapter summarizes
their assessments of and recommendations for the 10th Decile Project.
Overarching Themes
What’s Working?
1. Client identification and engagement
• The triage tools are simple to use and identify clients with the highest level of need.
• Enrolling clients is easiest part, but building trust and obtaining necessary
documentation and approvals requires skill, time and commitment.
• Trusting relationships built by navigators with 10th decile clients are essential for
helping clients make the transition to permanent housing.
• A “warm handoff” from the hospital to the navigator is crucial for effective
engagement with the client.
2. Service Delivery
• Moving clients from dependence on hospitals to using outpatient clinics for primary
care requires building long-term, trusting relationships between navigators, clients
and supporting institutions.
• Landlords often care about patients and are sympathetic to their special needs.
• The commitment from navigators to provide ongoing problem-solving support for
10th decile tenants is essential for getting landlords to lease units to them; this is true
for both project-based and scattered-site units.
• Inpatient detoxification is needed before some clients can begin the transition to
permanent housing.
• Behavioral health services (mental health and substance abuse treatment) using harm
reduction approach, are critical to maintaining housing.
• Placement in stable housing helps clients see life in different way; they start to think
about their future.
Continuing Challenges
1. Timely, cross-organization sharing of information
• Complete information about client needs (sobriety, mental health, critical health care
needs, prior arrest records) is critical for effective engagement.
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Adequate information is sometimes lacking about criminal history and immigration
status, so major barriers to obtaining housing subsidies are not known by the
navigator when the client is engaged.
Complete medical information can be difficult to get from hospitals at the time of
screening.
Staff specialties within hospitals can create silos that interfere with collaboration
between clinical and social work staff in identifying, screening and referring 10th
decile patients.
Hospital and navigator priorities don’t always align – workloads and work priorities
of hospital staff sometimes mitigate against taking time to carry out the screening and
hand-off process. The 40-hour workweek of navigators means that they are
unavailable to accept referrals of 10th decile patients who come to hospitals at night or
on weekends.

2. Maintaining client engagement and making a transition to permanent housing
• It is easier to work with clients who already have a relationship with the navigator
agency; however, many 10th decile clients were previously disconnected from
services.
• 10th decile clients often have strong distrust of institutions and a history of negative
experiences with county systems.
• Lack of client communication tools (e.g. cell phones, access to email) often makes it
difficult to maintain contact with clients.
• Clients often have sobriety issues and navigators use a harm reduction model to
minimize the harm that results from substance abuse.
• Navigators must build concurrent collaboration with multiple social service delivery
organizations (hospitals, substance abuse treatment facilities, medical clinics, mental
health services, temporary housing, housing authorities, and permanent housing
providers).
• Clients often lack skills for handling meals, bills, money management and living
alone; maintaining them in permanent housing requires ongoing case management.
Specific Lessons
Specific questions asked of each focus group (in italics) followed by summary comments
of focus group members are shown below.
Screening and Recruitment
How would you assess the process of working with hospitals to screen and identify 10th
Decile clients and refer them into the program?
•

It is not easy for navigators and hospitals to get on the same page about referrals.
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•
•
•

•

o Navigator – The hospital thinks it’s about being sick, but it’s really about hospital
use.
o Navigator – We work from the ground up; we work hard, seeing patients every
day to nurture relationships and get critical resources. We develop a relationship
and stick with them.
o Hospital – The screening and hand-off takes more time than expected and often
requires many repeated attempts; given the tight productivity standards for
hospital social workers, it is hard to find time to screen patients and make
referrals.
o Navigator – Sometimes patients are handed off with no discharge information; the
referral should include a personal introduction, information about the patient’s
personal history, a discharge report, a medical history and any needed
medications.
It is very effective when hospitals and navigators communicate the same message.
It is hard to get data about all of the hospitals patients visit.
o Sometimes it is also hard for hospital staff to get their own data.
Often it is not possible to get jail data.
o Navigators need to know that patients are not registered sex offenders and do not
have a felony conviction for drug sales – if they have this in their background
they can not get a Section 8 rent subsidy.
Those who are actively intoxicated can’t stay in the hospital and have no safe/lowcost place to go for detox upon discharge.

How would you assess the triage tools as a method for identifying high-need homeless
clients?
•

•

•

The triage tool is simple to use and identifies patients with the highest level of need.
o Some patients need skilled nursing; they are not healthy enough to live
independently in permanent supportive housing.
o Some patients have been kicked out of temporary housing because they were so
intoxicated they created a liability risk for the housing provider.
o Information from criminal background checks about “show stoppers” is needed at
the beginning, before patients are enrolled.
o It’s hard to find temporary housing for patients in wheel chairs.
These are very high need patients and because of their acute medical conditions and
long-standing reliance on hospitals, it takes a lot of work for the navigator to wean
them off of hospitals and get them to use an outpatient clinic for primary care, even
after they are housed.
o Many patients are severely mentally ill and have acute substance abuse problems.
There is an urgent need for inpatient medical detoxification beds – about a fifth of the
10th decile patients need immediate inpatient detoxification.
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Service Delivery
How would you assess the process of getting clients into permanent supportive housing,
including providing temporary housing, providing case management, meeting urgent needs,
obtaining documentation, obtaining housing vouchers, and leasing permanent supportive
housing units?
•

•

•
•
•
•

•

Enrolling people is easy – building relationships to move forward is hard.
o Housing is only partly effective as a motivator.
o Untreated substance abuse and mental illness, physical illness, isolation, and
skepticism all work against client engagement.
o It is hard to maintain continuity of client engagement while obtaining all of the
documentation and approvals needed for obtaining permanent supportive housing.
o Some patients resist documenting their mental illness, making it difficult to obtain
Supplemental Security Income (SSI) for them.
Many clients are “under the radar” and unconnected to any services. Homeless
service providers didn’t realize how difficult the 10th decile would be. The 10th
decile clients have a strong distrust of institutions, and a history of negative
experiences with county systems.
Trusting relationships are critical to helping move clients forward; without this, many
clients could easily disappear.
It helps to have an existing relationship with the client, especially a mental health
service relationship.
The program needs a mental health/medical outreach component for engaging clients
on the street.
Some 10th decile clients need more than primary care, so it is important to keep open
lines of communication and have case conferences with the hospital that referred
them. Many of their specialty needs -- congestive heart failure, diabetes – are
exacerbated by drug use.
It would help to get cell phones for clients so that navigators can reach them.

How would you assess your working relationships with other organizations for carrying
out this program?
•
•

•

Strong service delivery alliances are essential for navigators.
o Hospitals, substance abuse treatment, medical clinics, mental health services,
temporary housing, housing vouchers, permanent housing.
Temporary housing outside of Skid Row is hard to find and expensive.
o Clients who are trying to remain sober do not want to stay near Skid Row, where
drug use is endemic.
o Some clients worry about being victims of crime if they stay near Skid Row.
A private room helps keep clients engaged.
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Unless they are co-located with the supportive service provider, Federally Qualified
Health Centers (FQHCs) have a small role until clients enter permanent housing. Colocated homeless service providers and FQHCs have enhanced capabilities for
identifying the highest utilizers of hospitals and for building trusting relationships
with both primary care physicians and patients. The education process of going to the
FQHC physician instead of the emergency room can start immediately upon
engagement.

Impacts
What outcomes are you seeing for clients who have been placed in permanent supportive
housing? Do the placements appear to be stable? Do landlords accept these clients?
•

•

•

Things really start to change when clients have permanent supportive housing.
o There is stability and clients see life in a different way - they start thinking about
their future.
o Some clients do not know how to be “inside walls,” handle bills, cook food, and
most of all, deal with the isolation of living alone. They need intensive case
management focused on daily living skills – shopping, food banks, cooking, basic
essentials (towels, toilet paper, dish soap), and , money management.
o Clients start using the hospital less and connect with a FQHC.
Landlords often care a lot about the clients and are sympathetic to their physical
disabilities.
o It is a big selling point that the clients have ongoing support from the housing
navigator for solving problems and being a successful tenant.
One client turned down PSH because he didn’t want to pay 30 percent of his income
for rent.
o Maybe clients should start contributing to rent when they go into temporary
housing, with the money being saved for first and last month’s rent when they
move into permanent supportive housing (OPCC already does this in its
temporary housing programs).

What post-placement services are needed?
•

•
•

It is important to find a doctor who is passionate about helping this population in
order to establish a good health home.
o It is very helpful to have a nurse involved in assessing the client’s needs,
screening potential health care providers, and helping clients transition to a new
health home.
Navigators make a long-term commitment to keep on helping clients after they enter
PSH.
Behavioral health services (mental health and substance abuse treatment), using a
harm reduction approach, are critical to maintaining housing. Often the untreated
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symptoms of mental illness or substance abuse interfere with a tenant’s ability to be a
good neighbor, care for their unit and comply with lease obligations.
Resources
How would you assess the resources that have been available? Have they been
adequate? If additional resources were needed, what type? Who should have provided
them?
• Building a bridge from the hospital to permanent supportive housing costs ten to
twenty thousand dollars, depending on the length of stay in temporary housing.
• Sustaining the long-term commitment to clients depends on a stable long-term
funding stream for care coordination and housing placement and retention.
• Additional resources are needed for:
o Temporary housing
o Move-in costs, including first and last months rent
o Furniture and household supplies
o Medical detoxification
o Medical and behavioral health outreach teams
o Cell phones
• To make this model sustainable, the health care system in general and hospitals and
managed care providers in particular need to reciprocate the benefits that accrue to
them when high-cost patients are housed by helping to fund housing and services.

Chapter 6

Conclusions
Costs
A significant one-time expenditure of time and money is required to place 10th decile
patients in permanent supportive housing, and there are smaller ongoing costs for supportive
services to help these clients retain their housing. Based on outcomes currently being achieved,
every $1 dollar in local funds spent to house and support 10th decile patients is estimated to
reduce public costs for 10th decile patients by $2 in the first year and $6 in subsequent years.
These cost reductions are contingent on placing and retaining people in permanent
supportive housing, which is facilitated by higher rather than lower levels of on-site services.
Enriched supportive services are critically important for helping individuals become and remain
successful tenants given the severe problems of many individuals in the 10th decile.
Permanent supportive housing projects typically do not have enough case management
funding to provide the level of supportive services needed by 10th decile patients. This means
that the navigators must make an ongoing commitment to provide continuing support for patients
after they are housed.
Ongoing support is especially critical when patients are placed in scattered-site housing,
as has predominantly been the case for the evaluation population, because in that case the
navigators are the only source of basic supportive services.
If all 10th decile patients in the evaluation population had been engaged and housed, the
average first-year cost per person housed would drop by about one-third, reducing public costs
by $3 for every $1 spent in the first year. In order to achieve this increased efficiency it is
necessary to increase both the engagement rate and the housing placement rate for 10th decile
patients.
Increase the Housing Supply
The most difficult problem facing the 10th Decile Project is lack of access to projectbased permanent supportive housing and the extended delays in obtaining housing subsidy
vouchers that enable patients to pay rent in either project-based or scattered-site housing. This
resulted in six-month waits for permanent housing at the outset of the project, and these waits
have lengthened since the onset of federal budget sequestration. The long waits drive up the cost
of temporary housing; at $70 a night, six months of temporary housing costs $12,600. Because
navigators do not have this much money to spend on temporary housing, it becomes necessary
for many clients to spend much of their waiting interval living on the street or in emergency
shelters. This drives up the attrition rate and results in fewer clients being housed.
The local policy dimension of this problem is that there is not a guiding consensus about
which residents should have first priority for obtaining housing vouchers. An underlying
premise of the 10th Decile Project is that homeless residents with the highest public costs should
have very high priority for access to permanent supportive housing and vouchers for Section 8
and Shelter plus Care rent subsidies. This is corollary to the link between public costs for
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homelessness and public underwriting of subsidized housing, as well as of the link between high
public costs and high levels of physical and mental distress experienced by 10th decile patients.
Philanthropic and public organizations with responsibility for ending homelessness should adopt
public costs as a primary criterion for prioritizing access to housing subsidies.
Broad housing solutions are needed that draw on all locally controlled housing resources
to increase the supply of housing for 10th decile patients and reduce the waiting time for moving
into that housing. The following actions are recommended:
•

Make more existing project-based permanent supportive housing units available to 10th
decile renters. This can be accomplished by building long-term collaboration between
permanent supportive housing providers, navigator organizations and funders of
navigator services so that housing providers can have a high level of confidence that
navigators will continue to provide intensive case management and supportive services
for these high-need tenants on a long-term basis.

•

Convert tenant-based Section 8 vouchers into project-based vouchers that will be used to
convert existing rental complexes into project-based permanent supportive housing sites.
Public housing authorities are allowed to commit up to 20 percent of their vouchers for
project-based vouchers whose use is restricted to specific apartment complexes. These
project-based commitments are a bankable asset that can be used as collateral for real
estate financing. The City and County of Los Angeles have committed only a small share
of their Section 8 vouchers for project-based use. Both have the authority to commit
thousands of additional vouchers to provide long-term commitments of rental subsidies
for new project-based permanent supportive housing. This includes converting existing
rental housing to permanent supportive housing. The City and County Housing
Authorities should work together with permanent supportive housing providers and
navigator organizations to identify existing rental housing that is appropriate for
permanent supportive housing and bundle vouchers to provide the financial backbone
converting these sites to permanent supportive housing, with 10th decile patients making
up a significant share of the new tenants.13

•

Make 10th decile individuals a top priority for tenant-based housing subsidy vouchers. A
limitation in the program design of the FUSE and SIF 10th Decile Project has been the
use of tenant-based Section 8 vouchers as the primary housing tool. The two steps
described above will create a broader portfolio of housing for 10th decile tenants.
However, there will continue to be a need for tenant-based Section 8 and Shelter plus
Care vouchers to subsidize rent at the preponderance of project-based permanent
supportive housing sites that do not have permanent rental subsidies attached to the units
as well as for scattered-site housing. Tenth decile tenants should be a top priority for
receiving tenant-based Section 8 and Shelter plus Care vouchers from housing
authorities.

•

Provide inclusive housing for 10th decile patients with barriers to obtaining housing.
Five percent of 10th decile patients have a criminal background or immigration status that
prevents them from obtaining housing subsidies from the City or County of Los Angeles.
Failure to address the housing needs of these individuals is counter to the public interest
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because it perpetuates high public costs for their continuing crises. Housing provided for
10th decile individuals should not include any locally imposed restrictions on criminal
background that go beyond those required by HUD. Additionally, there should be
alternative housing provided for the two or three percent of clients that are sex offenders
or undocumented immigrants.
•

Create an ongoing funding source for affordable housing. Funding for development of
affordable housing, including permanent supportive housing, has dropped precipitously
as a result of the elimination of redevelopment agencies and the steady decline in federal
funding for housing. Ongoing revenue sources such as housing impact fees for new
development or real estate transfer fees should be approved to provide substantial,
reliable funding for increasing the supply of affordable housing.

Increasing the Engagement Rate
Seventy-one percent of 10th decile patients in the evaluation population were engaged by
navigators or placed in another program. The breakout in Chapter 3 of reasons for nonengagement identifies factors that can be addressed to engage some of the subgroups of 10th
decile patients who have been left out of the project. Addressing these factors will have the
following impacts:
• Increasing the effectiveness of hospitals and navigators in achieving a warm hand-off of
10th decile patients will reduce or eliminate the 9 percent of 10th decile patients who are
“no shows” and could raise the engagement rate by as much as 9 percentage points.
One approach is for hospitals to maintain contact with 10th decile patients until the
navigator is present, for example by keeping the patient in the hospital for an additional
night, providing a meal in the hospital cafeteria, or inviting the patient to wait in the social work office. Another approach is expand the time window in which navigators are
available to come to hospitals, and in which temporary housing providers can admit residents so that these services are available at night and during the weekend.
• Flagging the hospital records of the 6 percent of 10th decile patients who decline to
participate and encouraging them to reconsider this decision when they return to the
hospital could raise the engagement rate by as much as 6 percentage points. Often a
patient’s resistance to participating is based on short-term circumstances and the patient
may be willing to participate the next time the invitation is extended.
• Providing housing in recuperative care or skilled nursing facilities for the 5 percent of
10th decile patients who have health barriers that prevent them from living independently
in permanent supportive housing could raise the engagement rate by as much as 5
percentage points. Some of the sickest 10th decile patients lack sufficient mobility to live
independently (e.g., the ability to get into bed by themselves at night), or have medical
needs that require skilled nursing care while they recuperate sufficiently to live
independently.
• Building collaborative capacity among navigators to shift referrals from a navigator that
is at capacity and cannot accept referrals to another navigator that can accept referrals
could raise the engagement rate by as much as 4 percentage points.
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Increasing the supply of inclusive housing for 10th decile patients with a criminal
background or immigration status that is a barrier to housing (as previously
recommended) could raise the engagement rate by as much as 5 percentage points.

Increasing the Housing Rate
Virtually everyone who is engaged and remains engaged obtains permanent housing,
however, some clients do not remain engaged. Steps for increasing the housing rate include:
Twenty percent of the clients who had been engaged went missing before they obtained
permanent housing. Most had been diagnosed with a major mental illness and most were frequent users of hospitals. Eliminating this attrition could raise the housing rate by 20 percentage
points. Steps include:
• Increase the availability of permanently affordable housing with supportive services as
recommended above, thereby reducing the wait period for permanent housing. It is very
difficult to maintain active engagement with mentally ill and often dually or triply
diagnosed clients when they have to wait six, nine or twelve months to obtain housing.
• Increase funding for temporary housing with private rooms, thereby making housing
conditions during the waiting period more appealing.
• Notify all participating hospitals about the identities of missing clients so that they can be
identified when they seek hospital care and reconnected with their navigator.
Four percent of engaged clients were incarcerated while waiting for permanent housing.
Keeping places in the program open for these clients and re-engaging them when they are
released could raise the housing rate by as much as 4 percentage points.
These measures for increasing engagement and retention rates will further strengthen an
already effective program, and further increase the proportion of high-cost, high-need homeless
hospital patients whose needs are addressed through housing rather than through emergency
hospital care.
System Improvements
Fund Housing Navigation and Post-housing Supportive Services
Funding for the FUSE project fell somewhat short, and for the SIF project substantially
short, of actual costs to house 10th decile patients. In the case of FUSE, this was caused by the
extended stays in temporary housing while waiting for permanent housing. In the case of SIF,
the shortfall was caused by reduced funding for housing placements as well as by extended stays
in temporary housing. In the case of both programs, the shortfall in funding was offset by other
resources leveraged by the navigator agencies, and when those resources were insufficient, by
terminating funding for temporary housing before clients obtained permanent housing. Looking
to the future, there is no identified underwriting for ongoing supportive services for clients that
have been placed in permanent housing other than the moral commitment by the housing
navigators implementing this project.
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AB361, the “Health Homes” bill now moving through the California State Senate, would
utilize a federal option in the Affordable Care Act to provide health home services for key
patient populations, including frequent hospital users and chronically homeless Medi-Cal
beneficiaries. Health homes is a service delivery model supporting care coordination and related
supports for individuals with chronic conditions, including those with mental and substance use
disorders. Eligible providers include primary care practices, federally quality health centers,
community mental health organizations, addiction treatment providers, health home agencies,
and other provider groups.
It is important to explore using funding from the Affordable Care Act to underwrite some
of the costs for providing housing and supportive services to high-need homeless patients.
Possible ways to use this funding include social impact models in which payment is linked to
outcomes, workforce development for new types of front-line staff such as community health
workers, and contracted rates with managed care plans and accountable care organizations for
case management of 10th decile tenants.
Public and foundation funding for housing navigation services should be expanded, with
concurrent commitments to fund ongoing post-housing supportive services. If AB361 passes,
navigators, hospitals, and Medi-Cal managed care providers should jointly assess how to utilize
Health Homes funding to support chronically homeless 10th decile patients.
Hospital Underwriting of Housing, Case Management and Housing Navigation Costs
Hospitals are the primary financial beneficiaries when 10th decile patients are housed.
Avoided emergency room and inpatient costs help hospitals reduce their unreimbursed outlays
for patient care. In addition to financial benefits, the 10th Decile Project increases hospitals’
quality of care through a stronger continuity of care from hospital to community. Hospitals have
confidence that chronically homeless, complex patients get the care they need, reduce their risk
of discharges to the street, and ultimately, reduce readmissions to emergency rooms and
significantly decrease hospital inpatient days. Finally, hospitals may see efficiency
improvements over time, including more appropriate use of emergency room space and more
efficient use of hospital social workers and discharge planners.
At this point, however, much of the costs avoided by hospitals are “soft savings.”
Hospital inpatient reductions for the population in this study were offset as beds and services
were utilized by with other indigent patients. Hospitals are not yet seeing an improvement in
reimbursement for their costs or a reduced number of indigent patients.
The 10th Decile Project needs to be brought to scale so that there is a discernable
reduction in the size of the unhoused 10th decile patient population. Providing permanent
housing with supportive services to several thousand 10th decile patients will make a
striking reduction in the number of chronically homeless patients seen in hospitals, with
tangible savings in hospital costs. When this is achieved, avoided costs will become tangible
savings for hospitals. Hospitals need to make evidence-based decisions to become partners in
bringing the 10th Decile Project to scale. The two key pieces of evidence are: 1) the 10th decile
population is comparatively small – it is feasible to shrink the size of the unhoused segment of
this population; and 2) there are dramatic reductions in health care costs for 10th decile patients
when they are stably housed with supportive services.
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Table 6

Hospital Funding for Housing High-Need Homeless Patients
Hospital Financial Support
1. Los Angeles County Department of Health Services - Partnered with the Housing Authority of the
City of Los Angeles to acquire and rehabilitate properties totaling 70 scattered site units to provide
permanent supportive housing opportunities for homeless individuals with a chronic illness or
physical disability. The department awarded a five-year, $1,879,080 contract to Housing Works to
provide intensive case management services for tenants, including screening applications for
housing. As the number of units increases, the contract amount will increase.
2. Saint John's Health Center - $150,000 grant to OPCC for the Project HEARTH health care
collaborative and FUSE/SIF.
3. Kaiser Permanente Los Angeles Medical Center - $45,000 funding to PATH to engage, assist and
house homeless patients.
4. Dignity Health - $10,000 grant to CSH to support the Social Innovation Fund (SIF) project at
California Hospital Medical Center and Glendale Memorial Hospital, and a $2 million loan to CSH for
construction of permanent supportive housing.
5. Huntington Memorial Hospital - $5,000 grant to Housing Works to support the Social Innovation
Fund (SIF) project.

Six of the eleven hospitals that referred the patients in the evaluation population are
demonstrating reciprocity by directly helping to underwrite the costs for housing navigation or
for development of permanent supportive housing. However, levels of support vary widely
among hospitals, and nearly half of the hospitals do not currently provide any financial support.
Support provided by the five hospitals is shown in Table 6.
Navigators, hospitals, and Medi-Cal managed care providers should jointly assess the
savings that accrue to hospitals from housing 10th decile patients and identify a feasible and
equitable level financial reciprocity for hospitals. Hospitals and managed care providers that
avoid costs by referring 10th decile patients to housing navigators should be financial partners in
helping underwrite the costs of these services.
Screening Hospital Databases to Flag 10th Decile Patients
The next step in integrating cost avoidance through housing with the health care system is
to use the triage tool to screen complete hospital databases so that 10th decile patients can be
immediately identified and flagged for services when they return to the hospital. This will
identify many more 10th decile patients, reduce current costs for individual patient screening, and
allow more time for a warm hand-off to navigators, and for navigators to engage the patients
successfully.
Hospitals should collaborate with the 10th Decile Project to screen all homeless patients
in their databases in order to address systematically the problem of homeless patients who are
frequent users of emergency health care services as well as to achieve system wide cost
reductions by housing these patients.
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Sharing Records of Homeless Patients among Hospitals
Homeless patients often seek care from multiple hospitals, leaving only a partial picture
of their overall level of service at each hospital. Integrating health care records for homeless
patients will improve their quality of care and also make it feasible to identify more 10th decile
users of hospital services. For example, there are 14 hospitals located within 5 miles of
downtown Los Angeles, with significant overlap among homeless patients seen by these
hospitals. This record integration will need to be carried out in a way that does not violate
patient privacy.
Hospitals in proximity to each other should integrate data for homeless patients and
screen these integrated records to identify 10th decile individuals.
Next Steps
This evaluation provides a snapshot of the demonstration phase of the 10th Decile Project.
The second year of Social Innovation Funding for the project is getting underway as this report is
completed, with a focus on finding permanent housing for 10th decile patients that have been
engaged. The project is underway or starting up at ten additional hospitals not covered by this
evaluation.
The next phase of the 10th Decile Project will address the recommendations in this
evaluation including increasing the availability of permanent housing, expanding the base of
financial support, and bringing the project to scale.
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Statistical Appendix
Information about public costs for the FUSE (Frequent User System Engagement) and
SIF (Social Innovation Fund) clients when they were homeless compared to when they were
housed is very valuable for assessing bottom line outcomes from the 10th Decile Project. Since
we are not able to obtain records from every public agency and hospital that has assisted these
individuals, our best alternative is to use information for other individuals whose public costs are
known, and to project their cost data to the FUSE/SIF clients in this study.
However, given that the selection of FUSE/SIF clients for this project is not random, the
demographic and health profile of participants may vary systematically from the population for
which we have cost information in ways that confound (or bias) the measurement of program
effects. The solution is to assemble comparison groups of adults who experienced homelessness
and for whom we have cost data and who collectively resemble (i.e., “are balanced with”) the
clients in this study with respect to the confounding characteristics, or “covariates.”
This was done by creating what is called “propensity scores” for FUSE/SIF clients as
well as two populations for which we have cost data:
1.
9,186 General Relief recipients with documented episodes of homelessness who are
representative of the adult homeless population in Los Angeles County. Cost and
service records for these individuals were linked across county departments through
Los Angeles County’s Adult Linkage Project (ALP). The linked records for 2,907
of these individuals included medical diagnostic and hospital usage information.
This subset of individuals for whom we have health system information was used to
identify a comparison sample of unhoused individuals who closely resemble
FUSE/SIF clients.
2.
1,007 formerly homeless individuals who exited homelessness by entering
permanent supportive housing (PSH) provided by Skid Row Housing Trust
(SRHT). Cost and service records for these individuals were linked across county
departments through the joint efforts of the Economic Roundtable and Los Angeles
County’s Chief Executive Office.
A propensity score is the predicted probability of membership in a specified subset of the
analysis sample, and results from submitting the sample to a logistic regression of membership
(yes/no) versus a set of dependent variables (i.e., covariates) thought to be relevant to the
membership question. Generally, covariates of interest are those that would influence selection
into membership and/or would influence program outcomes of membership, but covariates that
were themselves affected by the program (FUSE/SIF) were excluded. At the same time, multicollinearities among covariates that would result in a statistically unstable model were sought out
and avoided. These guidelines governed specification of covariates for the regression models.
Traditional measures of fit were of less interest, and in fact, it was important that the models not
be too “well-fit”; if a model is too predictive, all of the high propensity scores will be in the
membership group and it will not produce a distribution of scores that enables close matches
between members and non-members.
Matching on propensity scores is a powerful statistical technique usually employed for
setting up experiment comparisons. The idea is that if you match a program participant and a
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non-participant who share the same propensity, you in effect have an approximate match with
respect to the covariates that are important for isolating program effect. Not only will the
participants and matched non-participants resemble each other collectively, but also the one-toone matching enables matched-pair analysis, which often is statistically more efficient than
group comparisons.
As noted above, our use of propensity score matching was a multi-step process. From the
matching we sought to obtain proxy cost data for the FUSE/SIF clients who were screened and
found to be in the 10th cost decile, and out of this also to have cost data for the subset of clients
that was engaged, and the subset that was housed.
Two sets of propensity score matches were created. For the first set, propensity scores
were created by applying logistic regression to the combined population of FUSE/SIF clients and
those in the ALP population with health system information, with project “participation” (“yes”
or “no”) as the dependent variable, and the covariates as independent variables. Predicted
probabilities, or propensity scores, are a standard output of logistic regression. The ALP
comparison group identified through this matching process provided information about the likely
public costs for FUSE/SIF clients when they were homeless.
The second set of propensity score matches was similarly created between persons in the
ALP population who achieved first match (i.e., with FUSE/SIF clients) and the SRHT
population. This second set of ALP-SHRT matches provided information about the likely public
costs for FUSE/SIF clients when they were housed.
The matching was accomplished by computer routine that first lists each of the two
groups in descending order by propensity score, then, working down the two lists, “nearest
neighbors” were matched subject to two constraints: (1) each case was limited to a single match
("no replacement" avoided the possibility that outliers would have disproportionate influence);
and (2) the propensity scores of any match could differ by no more than 0.20 (any FUSE/SIF
case not within caliper = 0.20 went un-matched).
The net effect of using “no replacement” and the caliper was that 23 records of 10th decile
patients in the FUSE/SIF population did not have matches in either the FUSE/SIF to ALP match,
or the ALP to SRHT match and were not represented in the cost data. These were FUSE/SIF
records with the highest propensity scores, and there were not comparably high scores in the
ALP or SRHT records that could be matched with them.
Table 7 provides regression specifications for propensity score matches between
FUSE/SIF ALP records, as well as the follow-on match between ALP and SRHT records. Also
provided are percentages of cases represented by the specified variables in each of the samples
that were matched. Note that 111 matched pairs were achieved for FUSE/SIF-ALP, but this
number decreased to 108 for ALP-SRHT.
After matching was completed, two clients were found to have duplicate records because
each had been screened twice at different times. With the duplicate records were removed, 106
matched pairs with both pre- and post-housing cost data remained for analysis.
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Table 7

Regression Specifications and Composition of Matched Samples
FUSE/SIF AND ALP MATCH
111 matches
Specified
Variable
Variables
Female
Age 18 to 29
Age 30 to 45
African American
Disabled
ER in past 3 years
Inpatient in past 3 years
Substance abuse
Chronic medical condition
Infectious disease
HIV disease
Neoplasm
Endocrine/metabolic disorder
Diabetes
Disease of the blood
Mental disorder
Alcohol induced mental illness
Schizophrenia
Mood disorder
Nervous system disorder
Circulatory system disorder
Hypertension
Vein/lymphatics disease
Asthma
Digestive disorder
Genitourinary disorder
Urinary disease
Skin/subcutaneous disorder
Musculoskeletal disorder
Injury/poisoning
Ill‐defined condition

x
x
x
x
x
x
x

Percent with
specified condition
FUSE/SIF
ALP
32%
3%
15%
47%
86%
92%
90%

25%
8%
15%
42%
80%
95%
81%

x

7%

14%

x
x
x

1%
8%
14%

2%
9%
8%

x
x
x
x

7%
29%
9%
19%

5%
14%
18%
15%

x
x

36%
8%

30%
11%

x
x
x
x

1%
9%
5%
10%

ALP AND SRHT MATCH
108 matches
Specified
Variable

Percent with
specified condition
ALP
SRHT

x
x
x
x

26%
8%
16%
43%

28%
3%
18%
52%

x
x

62%
85%

71%
83%

x

6%

6%

x

8%

6%

x
x

4%
51%

2%
31%

x
x

16%
42%

20%
35%

x
x
x

7%
19%
13%

6%
19%
11%

x

27%

30%

5%
13%
20%
27%
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Table 8

Breakout of Evaluation Population by Group Size
Housed
through
another
program

Number
Screened
163

In 10th
Decile
130

Engaged
89

PSH
Lease
36

Age 18-29

14

12

9

0

0

Age 30-45

38

29

18

7

0

111

89

62

29

5

Born in Other State

49

37

27

12

2

Born in Other County

11

9

6

1

0

Language not English

5

3

2

1

0

47

36

27

11

2

116

94

62

25

3

African American

70

65

45

16

4

European American

37

29

22

13

0

Latino

25

19

11

2

0

Asian/Pacific Islander

5

4

2

1

0

Other Ethnicity

7

4

4

3

0

Unknown Ethnicity

19

9

5

1

1

Jail or probation record

47

39

26

11

1

Veteran

10

9

6

2

0

ER Patient in Past 3 Yrs

152

121

83

35

5

Inpatient in Past 3 Years

127

113

79

34

5

Circulatory Disorder

66

55

44

18

5

Musculoskeletal Disorder

46

30

22

15

2

Respiratory Disorder

37

26

19

10

4

Digestive Disorder

37

32

24

13

2

Endocrine Disorder

24

18

12

1

0

Physical Disorder

146

114

80

35

5

Mental Disorder

127

104

78

32

4

Physical + Mental Disorders

110

88

69

31

4

Substance Abuse

87

75

50

18

3

Physical + Substance Disorders

78

66

45

17

3

Mental + Substance Disorders

77

68

48

18

2

Mental + Physical + Substance

68

59

43

17

2

EVERYONE

Age 46+

Female
Male

5
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Table 9

Estimated Pre- and Post-Housing Costs for Screened, Engaged and Housed Patients in the 10th Decile
Estimated costs are for one year and are shown in 2012 dollars
ALL 10th DECILE
When
Homeless

ALL ENGAGED

In PSH

When
Homeless

ALL IN PSH

In PSH

When
Homeless

In PSH

County hospital-inpatient

$16,948

$6,458

$16,140

$5,220

$11,555

$8,246

Private hospital-inpatient

$14,453

$6,241

$13,894

$3,490

$11,183

$4,736

County hospital - ER

$4,529

$1,359

$4,566

$968

$4,450

$969

Private hospitals - ER

$1,667

$506

$1,687

$360

$1,735

$344

County outpatient clinic

$1,806

$822

$1,459

$502

$1,771

$238

Mental Health

$3,630

$931

$4,635

$779

$2,810

$931

Substance abuse services

$1,268

$178

$1,371

$191

$1,834

$41

Paramedics

$4,083

$1,370

$4,080

$909

$3,978

$967

Food Stamps

$1,354

$416

$1,259

$396

$1,135

$104

General Relief

$1,749

$694

$1,644

$571

$1,195

$247

$212

$0

$198

$0

$247

$0

$7

$0

$3

$0

$0

$0

Sheriff general jail

$1,882

$120

$1,572

$178

$2,131

$50

Sheriff medical jail

$6,652

$236

$8,670

$378

$9,892

$2

Sheriff mental health jail

$7,007

$0

$5,542

$0

$9,754

$0

$129

$68

$107

$60

$139

$39

$67,376

$19,399

$66,828

$14,002

$63,808

$16,913

GR Housing Vouchers
LAHSA homeless services

Probation

TOTAL COST
th

Source: 106 10 decile patients matched with 106 homeless persons in the ALP database, matched in turn with 106 housed
persons in the SRHT database of formerly homeless persons now living in permanent supportive housing; a subset made up of 66
th
10 decile patients who were engaged by navigators; and a further subset of 36 patients placed in permanent supportive housing.
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Getting Home
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61

Getting Home
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ENDNOTES
1

Economic Roundtable (2009), Where We Sleep: The Costs of Housing and Homelessness in Los Angeles; and
(2010), Tools for Identifying High-Cost, High-Need Homeless Persons, http://www.economicrt.org.
2

The first triage tool uses both jail and hospital usage information as well as diagnostic and descriptive information
about the individual: Economic Roundtable (2011), Crisis Indicator: Triage Tool for Identifying Homeless Adults in
Crisis, www.economicrt.org. The second triage tool was developed to avoid the need for jail information, which
often is not available, and to use only information that is available to hospitals: Economic Roundtable (2012),
Hospital to Home: Triage Tool II for Identifying Homeless Hospital Patients in Crisis, www.economicrt.org. The
tools are available in Excel format and both tools and the reports explaining them can be downloaded from the
Economic Roundtable website: http://www.economicrt.org.
3

Several of the fields of information in the form for collecting hospital diagnostic and service use data are not used
in the triage tool, but are used to identifying patients who have unusual and very serious medical conditions that are
likely to place them in the 10th decile:
 Pulmonary Tuberculosis (011)
 Human Immunodeficiency Virus (HIV) Infection (042)
 Diabetes mellitus (250)
 Cardiac dysrhythmias (427)
 Other venous embolism and thrombosis (453)
 Chronic liver disease and cirrhosis (571)
 Diseases of pancreas (577)
4

The Health Insurance Portability and Accountability Act of 1996 (HIPAA) sets national standards for protecting
the security of patient health information.

5

Housing First together with a harm reduction approach entail providing housing as quickly as possible regardless
of the challenges the homeless individual is experiencing. These challenges may well include addiction and mental
illness. A range of services are immediately offered to help the individual achieve stability, remain housed, and
enhance their overall well-being. Housing is not contingent upon participation in services. Through a variety of
early engagement and community-building activities, coupled with a safe, supportive environment, easy access to
services, no predetermined sequence or set of services, and a highly client-driven approach to developing a services
plan, staff engages the individual in services designed meet his or her specific needs.
6

One-hundred-thirty of the 163 individuals screened were in the 10th decile based on triage tool scores. One
additional person was added to the population eligible for inclusion and engagement based on a clinical over-ride of
the triage tool score.

7

This analysis was made possible by a unique and exceptionally valuable database that the Los Angeles County
Chief Executive Office created by linking service and cost records across county departments for a representative
sample of 13,176 General Relief recipients. This project was called the Adult Linkage Project (ALP). Among these
destitute individuals, 9,186 had an episode of homelessness during the 22-month data window available for all of the
linked records. The ALP database was provided to the Economic Roundtable and used to create a new kind of
screening tool based on ranking the public costs for homeless adults with many different combinations of attributes.
To our knowledge, this is the only tool for prioritizing the needs of homeless individuals that is based on cost data
for a generally representative sample of homeless persons. The results of this study are reported in Where We Sleep.
A triage tool derived from this data that enables gatekeeper institutions such as hospitals, clinics and jails to identify
accurately individuals experiencing homelessness whose acute needs create the greatest public costs, and to make
credible requests to housing providers that these individuals be given first priority for the scarce supply of affordable
housing with services is described in Crisis Indicator: Triage Tool for Identifying Homeless Adults in Crisis. Both
reports can be downloaded at www.economicrt.org.
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8

These costs may be lower than is typical for most hospitals because Saint John’s Health Center’s charity care rate,
which applies to homeless patients, is much lower than typical hospital costs.
9

Information for estimating costs is from the following sources: rental and operating costs for permanent supportive
housing are from Where We Sleep: Costs when Homeless and Housed in Los Angeles, p. 30, adjusted with 3 percent
annual inflation factor since 2009; the monthly Supplemental Security Income benefit amount of $866.40 a month in
2013 is from the Social Security Administration, http://www.ssa.gov/pubs/EN-05-11125.pdf; U.S. Department of
Housing and Urban Development fair housing rent subsidy level amount of $911 for an efficiency unit in Los
Angeles County in 2013 is from http://www.huduser.org/portal/datasets/fmr/fmrs/docsys.html&data=fmr13; onetime costs for screening, assisting and housing patients, totaling $10,037 per person are from the FUSE pilot project
– this funding dropped to $5,554 in the SIF project, requiring navigators to offset the shortfall with other local funds.
Even the original, higher FUSE budget was insufficient to pay the cost of extended stays in temporary housing,
which costs $35 to $70 dollars a night, depending on the area of Los Angeles County, and totals $6,300 to $12,600
over six months, the typical time required to place clients in permanent housing during the evaluation time window.
In addition, the move-in cost of $1,000 may understate actual costs, which are reported to be close to $2,000.
10

Costs for permanent supportive housing are from Where We Sleep: The Costs of Housing and Homelessness in
Los Angeles, pp. 58-60, adjusted to 2012 dollars. Most of the construction cost for permanent supportive housing is
typically paid at the time of construction, rather than financed through a mortgage that is amortized while the
dwelling is occupied. The value of the up-front subsidy that is provided to build the unit, amortized over the
depreciable life of the building, together with the typical level of project-based supportive services is approximately
$14,450 a year.

11

For an analysis of cost savings resulting from higher levels of supportive services, see Where We Sleep: The Costs
of Housing and Homelessness in Los Angeles, pp. 41-42.
12

Where We Sleep: The Costs of Housing and Homelessness in Los Angeles, p. 58.

13

We are indebted to William Huang, Housing Director of the City of Pasadena, for identifying this policy option.

