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Homelessness is one of the most visible social problems.  Effective policies and programs 

require an understanding of the complexity of homelessness, including its intersection with other 

policy areas like health and criminal justice.  In recent years, the federal government has 

embraced the Housing First approach to address chronic homelessness.  This resulted in 

widespread adoption of Housing First, and subsequent programmatic variation, by homeless 

service providers across the nation.  This study consists of two parts: an impact assessment of 

permanent supportive housing in Dallas, Texas, and comparative case studies of Housing First 

programs in five cities.  The impact assessment uses administrative data from four sources: the 

Metro Dallas Homeless Alliance Beacon Health, Inc., the Texas Department of State Health 

Services, and Dallas County.  Results show housing placement and tenure are associated with 

decreased acute healthcare and jail use by homeless individuals.  The findings from this study 

may be informative to local policymakers as they discuss potential solutions to the homeless 
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problem in Dallas.  The comparative case studies explore the variation in the implementation of 

Housing First programs in five select cities: Dallas, Austin, Houston, Salt Lake City, and Los 

Angeles.  Data collection entailed interviews with homeless service providers, documentation 

review, and site-visits.  Findings highlight the dynamic environment in which Housing First 

programs operate and the challenges faced in service delivery.  Furthermore, the findings 

underscore the importance of contextual factors, which affect how Housing First is implemented.   
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CHAPTER 1 

INTRODUCTION 

The homeless are among the most vulnerable in our society, and perhaps the most visible.  

Their immediate need is housing, but homelessness is typically the result of poverty compounded 

with another problem, such as mental illness or substance use disorder, loss of a job, domestic 

violence, or even broken relationships.  Effective policies and programs require an understanding 

of the complexity of homelessness, including its intersection with other policy areas like health 

and criminal justice.  The first section provides an overview of the proposed study.  Next is a 

discussion on the different definitions of homelessness and the typologies used to categorize the 

homeless population.  This is followed by a summary of the current state of homelessness 

nationally and locally in Dallas, Texas.  The chapter concludes with an overview on policy 

pertaining to homelessness in the United States. 

 

Proposed Study Overview 

This study focuses on programs aimed at serving the chronically homeless, specifically 

permanent supportive housing and the Housing First model.  The chronically homeless are a 

group considered the most vulnerable due to health issues and their length of homelessness.  

There are two components to the proposed study: an impact assessment of permanent supportive 

housing in Dallas, Texas, and a comparative case study of Housing First programs in five cities.  

Permanent supportive housing must meet the following criteria specified by the Department of 

Housing and Urban Development: community-based (i.e., not institutional); no time limits on 
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length of stay; and provide support services to help individuals with a disability live 

independently (U.S. Government Publishing Office, 2013).   

To date, there is little research focused on the homeless in Dallas.  Additionally, there has 

not been a study that examines the impact of permanent supportive housing for the homeless in 

Dallas.  While homelessness is not a new social problem in Dallas, there remains disagreement 

among local policymakers and the community about approaches to addressing homelessness.  

Findings from this study will provide clarity about potential policy interventions – permanent 

supportive housing and Housing First – that may be appropriately targeted at the chronically 

homeless.   

The first part of the study assesses the impact of permanent supportive housing on the use 

of healthcare and jail systems by the homeless in Dallas.  Specifically, the research hypotheses 

examine the impact of housing placement and tenure on acute healthcare (e.g., emergency room 

visits and inpatient hospitalizations), ambulatory healthcare, and jail utilization (e.g., offenses 

and incarcerations).  The study uses individual-level data, reflecting the actual utilization and 

associated costs for each homeless individual.  This level of granularity allows for a more precise 

estimate of the healthcare and criminal justice costs.  The impact assessment relies on 

administrative data from four sources: homeless data from the Metro Dallas Homeless Alliance 

(MDHA); health data from Beacon Health, Inc. and the Texas Department of State Health 

Services (DSHS); and jail data from Dallas County.  The combination of these data sources 

allows for the examination of housing’s impact on the utilization of healthcare and criminal 

justice systems by the homeless.  Results from the impact assessment are presented in chapter 

three.   
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The second portion of this study uses a qualitative approach to explore the variation in 

the implementation of Housing First programs in five select cities: Dallas, Texas; Austin, Texas; 

Houston, Texas; Salt Lake City, Utah; and Los Angeles, California.  The qualitative study of 

Dallas complements the impact assessment by shedding insight into the state of homelessness in 

Dallas.  Austin and Houston are selected for the purposes of in-state comparisons.  Los Angeles 

is included in the study because it has the largest number of chronically homeless individuals for 

a major city in the nation.  Salt Lake City is selected because it is often hailed as the example of 

success of the Housing First model.  The qualitative findings are split into two chapters.  Chapter 

four focuses on the results from the comparative case studies and discusses themes from each 

city.  Chapter five presents findings from the cross-case analysis.  The last chapter discusses 

conclusions and identifies areas for future research. 

 

Defining Homelessness 

For many, the mention of the word “homeless” conjures images of individuals sleeping 

on the street.  This is a narrow definition of homelessness.  Broadly defined, it includes any 

individual or family without a primary, permanent night-time residence.  This includes 

individuals in transitional housing or those with temporary living accommodations (e.g., staying 

with a friend or family member).  From the perspective of nonprofit organizations that serve the 

homeless, this definition expands to include those receiving rental assistance.  Without such help, 

these individuals would be unable to afford housing and could be considered at-risk of 

homelessness.   

The federal government also has several definitions of homelessness.  The Department of 

Health and Human Services (HHS) uses the definition in Section 330(h)(5)(A) of the Public 
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Health Service Act for its health center programs.  It defines a homeless individual as “an 

individual who lacks housing (without regard to whether the individual is a member of a family), 

including an individual whose primary residence during the night is a supervised public or 

private facility that provides temporary living accommodations and an individual who is a 

resident in transitional housing” (Health Centers Consolidation Act, 1996).  The Department of 

Housing and Urban Development’s (HUD) definition comes from Section 103 of the McKinney-

Vento Act as amended by the Homeless Emergency Assistance and Rapid Transition to Housing 

(HEARTH) Act.  This definition includes five categories of individuals: (a) those that do not 

have a fixed, regular, and adequate nighttime residence; (b) those sleeping in uninhabitable 

places such as a car, park, or abandoned building; (c) those in temporary living arrangements 

such as shelters and welfare hotels; (d) individuals that previously were in a shelter or 

uninhabitable place and is existing an institution where s/he temporarily resided; and (e) those at-

risk of becoming homeless (Homeless Emergency Assistance and Rapid Transition to Housing 

Act, 2009; The Federal Register, 2011).  The Department of Education has a broader definition 

than those used by HHS and HUD.  It expands the definition by  including individuals staying 

with a friend or relative, specifically those “sharing the housing of other persons due to the loss 

of housing, economic hardship or similar reason” (No Child Left Behind Act, 2001).  However, 

children and youth who are incarcerated or in foster care are not considered homeless under this 

definition.  Additionally, the non-regulatory guidance from the Department of Education also 

encourages agencies to consider the “relative permanence of living arrangements” and make 

determinations of homelessness on a case-by-case basis (U.S. Department of Education, 2004, p. 

31).  
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Typologies of Homelessness 

In addition to defining homelessness, it is also important to discuss the types of 

homelessness.  It is important to understand the characteristics of the homeless population 

because it provides insight into the reasons for homelessness and the needs of those individuals, 

which can guide policy and service provision.  For example, Figure 1.1 shows the cycle of 

chronic homelessness and the federal strategy to address.  

 

 

Figure 1.1.  Federal Strategy to Ending Chronic Homelessness.  Source: U.S. Interagency 

Council on Homelessness (USICH) 

Jencks (1994) noted the difficulty of defining the homeless and divided the homeless into 

two groups: the sheltered and the street homeless.  His exploratory study focused on the “visible 

homeless”, which included those sleeping in public places, shelters, and welfare hotels (Jencks, 

1994).  While this sufficed for his purposes, this categorization is too broad and fails to capture 

the characteristics of the subgroups within the homeless population.  Grigsby et al. (1990) 



 

6 

conducted face-to-face interviews with the homeless in Austin, Texas and assessed them based 

their level of functioning using the Global Assessment Scale.  They also examined self-reported 

duration of homelessness and social network size.  Using these three criteria, they identified four 

clusters, or groups, of homeless people: recently dislocated, vulnerable, outsiders, and prolonged 

homeless (Grigsby, Baumann, Gregorich, & Roberts-Gray, 1990).  The recently dislocated 

cluster consisted of individuals that had been homeless for a short period of time, averaging 

about six to seven months, could name at four people in their social network, and had relatively 

mild symptoms on the level of functionality assessment.  Individuals considered vulnerable were 

the least functional and had very little social support.  As for the outsiders, Grigsby et al. found 

that these individuals had been homeless for over a year.  Moreover, the outsiders had become 

“entrenched” in homelessness and developed “a functional way of life that is outside traditional 

institutions and social roles” (Grigsby et al., 1990, p. 148).  Individuals in the fourth cluster, 

prolonged homeless, had low functionality (i.e. functioning with some difficulty).  Nearly three-

quarters of this group slept in uninhabitable locations, such as abandoned buildings, parks, and 

rooftops and averaged over six years of homelessness.  This is a worthy attempt of capturing the 

heterogeneity of the homeless population but relies on self-reported data and a cross-sectional 

sample.   

As Kuhn and Culhane (1998) note, the reliance on retrospective self-reported data on the 

frequency and duration of homelessness raises reliability issues.  Kuhn and Culhane (1998) 

created their typology based on their cluster analysis of administrative data from public shelters 

in New York City and Philadelphia.  They examined the patterns of shelter use of single adults 

over time, specifically looking at the number of homeless episodes and the duration of each 
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spell.  From this, they broke down the homeless population into three groups: transitional, 

episodic, and chronic.  Transitionally homeless are individuals that generally only enter the 

shelter system once and for a short amount of time; this group comprises the bulk of the 

homeless population.  Episodically homeless have multiple spells of homelessness and in some 

cases the exits from homelessness may be attributed to their incarceration or entry into inpatient 

treatment programs.  The chronically homeless are those who are more likely be entrenched in 

the shelter system, using shelters as long-term housing.  Kuhn and Culhane (1998) describe this 

group as “likely to be older than other clients and consist of the hard-core unemployed, often 

suffering from disabilities and substance abuse problems” (Kuhn & Culhane, 1998, p. 211).  

Their findings show that the transitionally homeless comprise about 80 percent of the total 

population, 10 percent are episodically homeless, and 10 percent are chronically homeless.  They 

also found that a larger proportion of the chronically homeless struggle with substance use (37.9 

percent) and mental illness (15.1 percent) compared to the other two groups (Kuhn & Culhane, 

1998, p. 223).  Kuhn and Culhane’s (1998) analysis only focused on public shelters, which 

excluded those living on the streets or in private shelters that comprised 18 percent of the total 

beds in 1992.  Nevertheless, this typology is useful for understanding the characteristics of the 

homeless population, which helps programs tailor their services to target specific groups within 

the homeless population. 

Culhane et al. (2007) extended this analysis to homeless families.  They examined shelter 

utilization patterns using public shelter data from Philadelphia, New York City, Columbus 

(Ohio), and the State of Massachusetts.  They found that the typology for homeless families is 

similar to single homeless adults.  The majority of families, ranging from 72 percent in New 



 

8 

York City to 80 percent in Columbus, had a single episode of shelter use (Culhane, Metraux, 

Park, Schretzman, & Valente, 2007).  This group is akin to the transitional homeless group for 

single adults.  Approximately twenty percent of homeless families had fewer shelter stays with 

relatively long durations, making this group comparable to the chronically homeless single adult 

group.  For example, in New York City, this group had an average of 1.3 episodes of shelter use 

and an average of 467 days per episode (Culhane et al., 2007, p. 11).  While long-term shelter 

use by unaccompanied adults was attributed to disabilities and health barriers, Culhane et al. 

(2007) contended that the longer shelter stays for families may be driven by policy and program 

factors rather than family characteristics.  Results could be interpreted to show a system effect; 

that is, there is greater availability of service-intensive transitional shelters for families than for 

homeless single adults.   

McAllister, Lennon, and Kuang (2011) challenged Kuhn and Culhane’s (1998) typology.  

They interpreted the typology with the following combinations of shelter use: transitional is low 

frequency and short duration; episodic is high frequency and short duration; and chronic is low 

frequency and long duration (McAllister, Lennon, & Kuang, 2011).  They offered several 

critiques of Kuhn and Culhane’s (1998) typology.  First, they note that Kuhn and Culhane 

excluded the possible combination of high frequency and long duration.  They also critiqued 

Kuhn and Culhane’s use of a three-year study period, which meant those particular homeless 

spells occurred at different points in the lives of those homeless individuals.  While Kuhn and 

Culhane’s (1998) time-aggregated approach is commonly used, McAllister, Lennon, and Kuang 

(2011) accurately note that the aggregation of data results than in the loss of potential temporal 

information, such as the timing and duration of each shelter episode.  For this reason, they used a 
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time-patterned approach that allowed them to examine the sequence and timing of shelter and 

non-shelter spells as they occur over time.   

Their analysis produced a typology with 10 groups that fall into four sets of patterns of 

shelter use: temporary, structured continuous, structured intermittent, and unstructured 

intermittent (McAllister et al., 2011, p. 599).  The temporary pattern consists of one group whose 

members enter shelters once, for less than 30 days and do not return.  The structured continuous 

pattern has six groups where individuals stay continuously sheltered with progressively longer 

stays after initial entry and if they return, the returns are sporadic and brief.  There two groups in 

the structured intermittent pattern; they are distinguished by entries and exits for varying lengths 

of time and at different points in time during the study period.  There is one group that follows 

the unstructured intermittent pattern, which is where individuals enter and exit shelter 

sporadically in a seemingly incoherent manner and for brief stays.  Ultimately, they conclude 

that there is no single correct typology and encourage researchers and policymakers to careful 

consider the composition of the homeless population being studied and how to target programs 

and services to help those specific groups.   

 

Homelessness: Nationally and Locally 

Due to the transient nature of the homeless population, it is difficult to collect accurate 

data on these individuals.  In the 1980s, the American public became concerned with a growing 

homeless population.  At the time, the federal government and advocacy groups had different 

estimates, ranging from 250,000 to 3 million (Government Accountability Office, 1985).  As of 

2007, each year HUD submits the Annual Homeless Assessment Report to Congress with 
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estimates of the homeless population.  This congressionally-mandated report relies several 

sources of data, including data from the Homeless Management Information System (HMIS) and 

Point-In-Time (PIT).  HMIS provides data on sheltered homeless individuals throughout the year 

whereas PIT data captures the number of sheltered and unsheltered homeless at a single point in 

time.  PIT counts are typically conducted during the last week of January.  Continuums of Care 

(CoC) are required by HUD to conduct PIT counts.  A CoC is a geographically defined area that 

comprises a regional network of nonprofit agencies working to end homelessness.  Together, 

these agencies submit a single application to HUD under its CoC competitive funding process.  

Locally, HMIS and PIT data can be used to better inform service provision and help agencies to 

adjust resources accordingly.  While the PIT count is merely a snapshot in time of the homeless 

population, it does shed insight into the characteristics of the homeless population and its 

subpopulations.  

 The homeless population has several categories: veterans; families with children; 

individuals; unaccompanied homeless youth; and the chronically homeless.  This study focuses 

on the chronic homeless population.  HUD considers an individual chronically homeless if they 

have a disability and have been continuously homeless for at least 12 months, or has had four 

separate occasions of homelessness in the past three years where the cumulative length of those 

occasions is at least 12 months (The Federal Register, 2015).  Furthermore, each of those 

occasions must be separated by a period of at least seven nights where the individual did not 

reside in an emergency shelter, safe haven, or place not meant for human habitation.   

For the first time in seven years, the 2017 PIT count data show an increase in the number 

of homeless individuals.  In January 2017, there were 553,742 homeless individuals on a given 
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night; 65 percent were in emergency shelters or transitional housing programs and 35 percent 

were found in unsheltered locations (Henry, Watt, Rosenthal, & Shivji, 2017).  HUD reported 

that the increase in the number of unsheltered individuals accounted for the overall increase.  

California and New York were the states with the highest rates of homelessness, respectively 

with 34 and 45 people per 10,000.  Additionally, forty-nine percent of the unsheltered homeless 

population were in California.  While California had the largest increase (13.7 percent) between 

2016 and 2017, New York had the largest increase (43 percent) over the past decade.  In contrast, 

Texas was one of the five states that saw the largest decrease in its homeless population, with a 

reduction of 16,420 individuals or 40.8 percent since 2007 (Henry et al., 2017, p. 13).  Figure 1.2 

below shows the 2017 estimates of homeless population by state. 

 

Figure 1.2.  2017 Estimates of Homeless People by State.  Source: 2017 Annual Homeless 

Assessment Report (Henry et al., 2017, p. 12) 
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The 2017 PIT count estimates also found a 12 percent increase in the chronically 

homeless group; there were 86,962 chronically homeless individuals.  Among the major city 

COCs, Los Angeles had the largest share of chronically homeless individuals, comprising 18.4 

percent of this subgroup.  Table 1.1 lists the major city CoCs with the largest numbers of 

chronically homeless individuals.  Chronically homeless individuals also had a higher 

unsheltered rate, 69 percent, compared to the 48 percent unsheltered rate of the entire homeless 

population.  In 2017, the five states with the highest rates of unsheltered chronically homeless 

individuals were: Hawaii (89.7 percent); California (87.6 percent); Mississippi (78.7 percent); 

Florida (77.2 percent); and Nevada (75.9 percent) (Henry et al., 2017, p. 65).  At the CoC level, 

Los Angeles had the highest rate of unsheltered chronically homeless individuals (95.4 percent).  

The Annual Homeless Assessment Report also provides an accounting of the bed inventory.  

Permanent supportive housing beds comprise the largest share of the inventory with 39.4 

percent.  Of these permanent supportive housing beds, 42 percent were dedicated to chronically 

homeless individuals and 28 percent for homeless veterans.  HUD defines permanent supportive 

housing as “permanent housing with indefinite leasing or rental assistance paired with supportive 

services to assist homeless persons with a disability or families with an adult or child member 

with a disability achieve housing stability” (U.S. Department of Housing and Urban 

Development, 2018).  As noted in the federal definition, permanent supportive housing is an 

intervention targeted at homeless individuals with disabilities.  Since 2016, the number of beds in 

shelter projects, like transitional housing and safe havens, decreased by three percent; transitional 

housing declined by 17 percent.  In contrast, the inventory of permanent supportive increased.  

The number of permanent supportive housing beds dedicated to serving the chronically homeless 
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increased by 34 percent.  This change in inventory reflect the shift in HUD’s priorities, 

specifically its goal of ending chronic homelessness.   

Table 1.1 

Major City Continuums of Care (CoCs) with the Largest Number of Chronically Homeless 

Individuals, 2017 

Continuum of Care Total Chronically Homeless Individuals 

Los Angeles City and County, CA 16,016 

New York City, NY 4,401 

Seattle/King County, WA 2,483 

San Francisco, CA 2,112 

San Diego City and County, CA 2,018 

Oakland/Alameda County, CA 1,620 

District of Columbia 1,470 

Portland-Gresham-Multnomah County, OR 1,240 

Sacramento City and County, CA 1,091 

Source: 2017 Annual Homeless Assessment Report (Henry et al., 2017, p. 69) 

 

Given the focus of the proposed study, it is necessary to understand the extent of 

homelessness in Dallas.  At the local level, the Metro Dallas Homeless Alliance’s (MDHA) PIT 

count data show an increase of 8.6 percent in the homeless population, rising from 3,789 in 2017 

to 4,140 in 2018 (Metro Dallas Homeless Alliance, 2018; United States Department of Housing 

and Urban Development, 2017).  While the overall homeless population increased, the number of 

chronically homeless individuals declined from 511 in 2017 to 383 in 2018.  The Housing 

Inventory Count report for 2017 shows the Dallas CoC has 1,093 permanent supportive housing 

beds dedicated to serving the chronically homeless (U.S. Department of Housing and Urban 

Development, 2017).  There are an additional 900 permanent supportive housing beds set aside 
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for veterans.  The data also show a shift in the composition of the homeless population.  For 

example, between 2010 and 2014, the number of homeless families increased by 60 percent 

(Metro Dallas Homeless Alliance, 2014).  Dallas is discussed in further detail in the comparative 

case studies chapter.  

There has been significant progress since the 1980s, but a great deal of work remains at 

national and local levels.  One of the challenges to preventing and ending homelessness is the 

shortage of affordable housing.  Rental assistance programs, such as vouchers and subsidized 

housing, are helpful to those in need of housing assistance, but the waitlists are often long.  In 

2015, there were 8.3 million households with “worst case housing needs”, an increase from 7.7 

million in 2013 (N. E. Watson, Steffen, Martin, & Vandenbroucke, 2017).  These are low-

income renters with no government housing assistance and paid more than half their income 

towards rent or lived in substandard conditions.  While most of these cases are the result of 

severe rent burdens (i.e., paying more than half of income for rent), the shift from 

homeownership to renting also contributed to a growing number of households with worst case 

housing needs.  Burt (1991) examined various causes for the rise of homelessness in the 1980s 

and observed that homelessness is more than a housing problem.  While housing affordability 

may play a role, some may be homeless due to their increased vulnerability (e.g., those with 

disabilities).  She astutely noted, “They still need housing; however, their presence among the 

homeless represents a failure of social and mental health support programs and the absence of 

any coordinated efforts that include government housing resources” (Burt, 1991, p. 904).  This 

highlights the need for greater collaboration at all levels and across sectors, in addition to more 

resources and investment.  Partnerships should include housing, health, criminal justice, and 
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social service agencies.  This may lead to greater coordination and efficient delivery of services 

to the homeless.   

 

Background and Policy Overview  

While the issue of homelessness is not new, it did not come to national prominence until 

the 1980s.  Several factors may have contributed to the growing homeless population: 

deinstitutionalization from the late 1970s, a struggling economy, and federal spending cuts to 

social service programs.  From the public’s perspective, homelessness was no longer an issue; it 

was a crisis.  During this time, the American public witnessed protests in cities across the 

country, including a march in Washington, D.C. with over 250,000 individuals under a banner 

“Housing Now!” (Snow, Soule, & Cress, 2005).  Media coverage of national events like the 

establishment of a tent city, called “Reaganville,” in Lafayette Park near the White House also 

brought attention to issues of housing affordability and homeless (Bonner, 1981).  There were a 

series of governmental actions in response to growing public pressure.   

Washington, D.C. voted on and passed Initiative 17, the D.C. Right to Overnight Shelter 

Act of 1984.  This created the legal right for homeless individuals to have shelter (The 

Community for Creative Non-Violence, 2009).  At the federal level, Congress responded by 

passing the first federal law specifically addressing homelessness.  The Stewart B. McKinney 

Homeless Assistance Act of 1987, now referred to as the McKinney-Vento Homeless Assistance 

Act, originally consisted of fifteen programs to provide a variety of services for the homeless.   

Services included emergency shelter, transitional housing, job training, primary health care, 

education, and some permanent housing.  It also created the U.S. Interagency Council on 

Homelessness (USICH) to review the effectiveness of federal programs and promote greater 
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coordination among federal agencies.  Since its adoption, Congress has amended and 

reauthorized McKinney-Vento, which expanded its scope and strengthened provisions of the 

original legislation.  The most recent reauthorization occurred in 2009 as a part of the Homeless 

Emergency Assistance and Rapid Transition to Housing (HEARTH) Act.  In an effort to 

streamline the competitive funding process, the HEARTH Act consolidated three separate 

McKinney-Vento homeless assistance programs.  The Supportive Housing Program, Shelter Plus 

Care Program, and Section 8 Moderate Single Room Occupancy (SRO) Program merged into a 

single grant program known as the Continuum of Care Program.  Under the Continuum of Care 

Program, nonprofits, community organizations, local and state governmental entities, and public 

housing authorities form a regional network and submit a single grant application to HUD.  This 

encourages community-wide coordination, which requires all service providers and stake holders 

to formulate a strategic plan focused on ending homelessness.   

Upon taking office, President Barak Obama signed the American Recovery and 

Reinvestment Act of 2009.  While this legislation primarily served as an economic stimulus in 

response to the Great Recession in 2008, it included a provision that appropriated $1.5 billion for 

a three-year program called the Homeless Prevention and Rapid Re-Housing Program.  The goal 

of this program was to keep individuals in their homes (i.e., prevent homelessness) and help 

homeless individuals and families find affordable housing.  This program provided financial 

assistance and support services for housing relocation and stabilization.  Examples of assistance 

include case management, legal services, and financial assistance for short- and medium-term 

rental assistance, security deposits, and utility payments. 
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Revitalizing USICH and Introducing Housing First 

In addition to legislative efforts, the executive branch also brought national attention to 

homelessness with its own efforts.  Following the October 1989 march in Washington, D.C., 

HUD Secretary Jack Kemp met with protest organizers and issued a “letter of understanding”, 

signaling the Bush administration’s commitment to helping the homeless (Gold, 1989; Ross, 

1989).  In 1992, the Task Force on Homelessness and Severe Mental Illness issued a report that 

outlined a strategy with fifty action steps by federal agencies to end homelessness among 

individuals with severe mental illness.  Congress’ failure to reauthorize USICH in 1993 resulted 

in the Clinton administration establishing a working group within the White House Domestic 

Policy Council to address homelessness.  On May 19, 1993, President Bill Clinton issued an 

executive order directing the federal agencies that formerly comprised USICH "to develop a 

federal plan for breaking the cycle of existing homelessness and for preventing future 

homelessness” (Clinton, 1993).  This plan called for expanding efforts to help those currently 

homeless and called for increasing HUD’s homeless budget from $823 million to $1.7 billion 

(U.S. Department of Housing and Urban Development, 1994).  For fiscal year 1996, HUD’s 

budget for homeless assistance grants was $823 million (U.S. Department of Housing and Urban 

Development, 1998).   

In 2001, Congress reauthorized USICH through October 2005 and earmarked $500,000 

for its administrative needs within HUD’s funding.  Appropriations for the following fiscal year 

included an additional $500,000 for USICH.  Additionally, the Homeless Veterans 

Comprehensive Assistance Act (P.L. 107-95) amended McKinney-Vento and required USICH to 

meet at least once a year.  The revitalized USICH held its first meeting on July 18, 2002.  In 
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2002, President George W. Bush appointed Philip Mangano to serve as Executive Director of 

USICH.  Mangano was particularly impressed by the work of Dr. Sam Tsemberis and Pathways 

to Housing, specifically the Housing First model.  He became one of the biggest proponents of 

the Housing First model and shifted the federal government’s approach to homelessness from the 

continuum of care to Housing First.   

This was a fundamental shift in the policy approach to homelessness.  Couzens’ (1997) 

analysis of Clinton’s federal plan, entitled Priority: Home!, showed that it promoted the 

continuum of care concept with the goal of integrating services and addressing the long-term 

needs of the homeless population.  This continuum of care approach has three steps to addressing 

homelessness and relied on coordination between service providers, local governments, and 

community organizations.  First, homeless individuals or families are provided emergency 

shelter to address their immediate needs.  Then, they are moved into transitional housing to 

further assess needs and potential solutions.  The last step is a move into permanent and/or 

supportive housing, only after “successful graduation from the two other stages” (Couzens, 1997, 

p. 227).  For the purposes of this study, the continuum of care approach is referred to as 

Treatment First.  The Housing First approach embraced by Mangano and the Bush 

administration is a reversal: homeless individuals are placed into permanent housing first.  

Additionally, there is a separation of housing from services and no prerequisites, like sobriety or 

medication adherence, for individuals to be placed permanent housing.  A more detailed 

definition is outlined in the following chapter with a review of the literature on Housing First.  

In his new role as “homeless czar,” Mangano decided to aggressively tackle 

homelessness.  The Bush administration challenged the country to end chronic homelessness 
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within 10 years (i.e., by 2012) and municipalities across nation signed up, developing their own 

ten-year plans.  President Bush’s budget proposal for fiscal year 2005 included $50 million for 

the Samaritan Initiative, a new competitive process devoted to providing supportive services and 

permanent housing for the chronically homeless (U.S. Government Publishing Office, 2004, p. 

128).  Congressman Rick Renzi (AR-01) introduced a bill entitled the Samaritan Initiative Act of 

2004, but no additional legislative action was taken so this grant funding never materialized.   

The Obama administration expanded on these efforts to end homelessness.  In 2010, 

adopted Opening Doors, the first comprehensive, strategic federal initiative to prevent and end 

homelessness; among its objectives was the goal to end chronic homelessness by 2015.  Opening 

Doors also laid out the Obama administration’s support for Housing First, with the statement, 

“For people experiencing chronic homelessness, the research is clear that permanent supportive 

housing using a Housing First approach is the solution” (United States Interagency Council On 

Homelessness, 2010, p. 18).  President Obama also included provisions in his FY2016 budget to 

devote additional resources to ending chronic homelessness.  The Housing First approach was 

also applied to the programs serving homeless veterans, such as the HUD-Veterans Affairs 

Supportive Housing program (United States Interagency Council On Homelessness, 2014).  In 

October 2012, the Department of Veterans Affairs officially adopted Housing First for this 

program.  With the embrace of Housing First, HUD has shifted its focus and funding 

accordingly, which has led to the wide-spread adoption of Housing First programs around the 

country. 

Table 1.2 shows the national trend of homelessness from 2007 to 2017; 2007 is the first 

year PIT count data is available.  Between 2007 and 2016, there is a decline in the overall 
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homeless population and in the number of chronically homeless individuals.  This decrease 

reflects the federal government’s aggressive efforts to address homelessness, including its 

adoption of the Housing First approach.  While there has been some success in reducing the 

homeless population, much work remains to be done. 

 

Table 1.2 

National Trend in Homelessness, 2007 to 2017 

Year Total Homeless 

Sheltered 

Homeless 

Unsheltered 

Homeless 

Chronically 

Homeless Individuals 

2007 647,258 391,401 255,857 119,813 

2008 639,784 386,361 253,423 120,115 

2009 630,227 403,308 226,919 107,212 

2010 637,077 403,543 233,534 106,062 

2011 623,788 392,316 231,472 103,522 

2012 621,553 390,155 231,398 96,268 

2013 590,364 394,698 195,666 86,289 

2014 576,450 401,051 175,399 83,989 

2015 564,708 391,440 173,268 83,170 

2016 549,928 373,571 176,357 77,486 

2017 553,742 360,867 192,875 86,962 

Source: (United States Department of Housing and Urban Development, 2017)  

 

The Role of Nonprofit Organizations 

Nonprofit and community-based organizations play an important role in advocacy for and 

service delivery to the homeless.  To understand the policy and paradigm shift from Treatment 

First to Housing First, the discussion must include the role of nonprofit organizations.  Among 

the many groups devoted to ending homelessness, some of the most prominent are the National 

Alliance to End Homelessness, the Corporation for Supportive Housing, Community Solutions, 
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and Pathways to Housing.  The following discussion highlights a few examples of their 

contributions to the field.  

In 2000, the National Alliance to End Homelessness released a plan outlining a strategy 

to end homelessness in ten years.  This plan attracted the attention of government officials, 

including then HUD Secretary Mel Martinez (Roberts, 2012).  Pathways to Housing made one of 

the most significant contributions; Dr. Sam Tsemberis, the founder and CEO, developed the 

Housing First model in 1992.  Based on his experience as a clinical psychologist, he found that 

the traditional continuum of care approach, or Treatment First, was not working for homeless 

individuals with psychiatric disabilities.  The program began in New York, but the Housing First 

model was quickly adopted by other cities.  Its rapid expansion is due in part to the federal 

government’s interest in homelessness and subsequent efforts to address this issue.  Pathways 

currently has locations in Pennsylvania, Vermont, Washington, D.C., and Calgary, Canada.  

Pathways also worked with the Department of Veterans Affairs to expand the Housing First 

model to help homeless veterans.  The Housing First model is recognized by the federal 

government as an evidence-based practice.   

Community Solutions, a nonprofit based in New York City, has also been a notable 

leader.  In 2010, they launched the 100,000 Homes Campaign with the goal of ending chronic 

homelessness by July 2014 (Kanis, McCannon, Craig, & Mergl, 2012).  As a part of this 

initiative, they collaborated with communities across the country to permanently house 100,000 

of the most vulnerable and chronically homeless individuals.  While they did not eliminate 

chronic homelessness, the aggressive efforts of this campaign resulted in steep declines and they 

achieved their goal of 100,000 homes.  At the end of the campaign, 105,580 people were housed 



 

22 

in 186 communities (Leopold & Ho, 2015).  Building on this momentum, Community Solutions 

launched Zero: 2016, now known as Built for Zero, to end veteran and chronic homelessness.  

This campaign assists local communities in adopting best practices and supports efforts to collect 

real-time data on homelessness.  Since its launch in 2015, its participating communities in Built 

have housed over 75,000 homeless individuals, including 40,000 veterans (Community 

Solutions, 2016).   

In 2011, the Corporation for Supportive Housing (CSH) received a Social Innovation 

Fund grant from the Corporation for National and Community Services.  CSH launched a 

national, multi-site demonstration project to examine the impact of permanent supportive 

housing on health and jail utilization and public costs.  They focused on homeless individuals 

who were high utilizers of emergency departments and hospital inpatient services (United States 

Interagency Council On Homelessness, 2014).  CSH selected four sites: San Francisco, Los 

Angeles, Connecticut, and Washtenaw County, Michigan.  Findings from an evaluation of this 

program suggest “savings from supportive housing could be achieved under the right conditions 

for the right people” (Weitzman, Mijanovich, Berry, Giorgio, & Paul, 2017, p. 34).  While these 

are only a few of the many nonprofits and community organizations fighting homelessness, the 

examples cited here underscore the significant advances made in recent years to understanding 

homelessness.   

 

Conclusion  

This chapter discussed the difficulty of defining homelessness, including varying 

definitions across federal agencies and attempts to categorize the homeless population.  It also 

provided an overview of the legislative history and policy shift to Housing First and concluded 
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with a discussion about the role of nonprofit organizations working to end homelessness.  The 

next chapter is a review of the literature on Housing First. 
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CHAPTER 2 

LITERATURE REVIEW 

This section reviews the literature on the Housing First model.  Specifically, it examines 

the outcomes associated with the model, which include service utilization, housing stability, 

health and well-being, and social integration.  An overview of the two dominant approaches in 

treating homelessness is reviewed and followed by a discussion on the afore mentioned 

outcomes.  This section concludes with concerns about methodological issues and the need for 

understanding the type of housing placement and variation in the Housing First model, and an 

overview of the proposed study.  

 

Overview: Treatment First versus Housing First 

There are two general approaches to homelessness: the traditional continuum of care 

model, referred to as Treatment First, and Housing First.  Treatment First is a linear approach 

where the homeless complete a sequence of steps to demonstrate their “housing readiness.”  

Typically, this includes sobriety, mental health stability, and adapting well to living in 

congregated residential settings among other criteria.  When the homeless fulfill these 

prerequisites, they are deemed eligible, or “housing ready,” for independent living.  The Housing 

First model has no prerequisites; it addresses housing needs at the forefront and separates 

housing from services.  This approach focuses on the chronically homeless who typically have 

severe mental illness and/or a substance use disorder.  Tsemberis, the founder and CEO of 

Pathways to Housing, is credited as the founder of the Housing First model.  He developed the 

Housing First model, specifically the Pathways model based on the following principles: (a) 
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housing is a right; (b) homeless individuals with mental illness can maintain independent 

housing with the appropriate supports; (c) the homeless should be treated as consumers, meaning 

they ought to have choice and control; (d) housing is not conditional on sobriety, medication 

adherence, or any other form of treatment; (e) the use of scattered-site housing to foster 

independence and social integration; (f) services are offered by Assertive Community Treatment 

(ACT) teams in the community and; (g) the type, frequency, and sequence of treatment is 

determined by the individual (Pearson, Montgomery, & Locke, 2009; Pleace, 2011; Tsemberis & 

Asmussen, 1999).  Critics of the Housing First model, typically traditional service providers, are 

skeptical of the Housing First model and believe independent housing ought to be earned.  This 

stems from the belief that Housing First rewards the behavior (e.g. drug and alcohol use) that 

may have caused homelessness.  However, Tsemberis and Asmussen (1999) note that the 

environment of the Treatment First approach and the fragmentation of services can foster 

dependence and ultimately undermine its goal of helping the homeless achieve stability and 

independence.   

 

Service Utilization 

Many studies have shown the positive effects of Housing First for the chronically 

homeless.  Culhane, Metraux, and Hadley (2002) examined the impact of permanent supportive 

housing created by the New York/New York I Agreement.  The NY/NY agreement focused on 

the homeless individuals with severe mental illness.  Culhane, Metraux, and Hadley compared 

community residences, which required service participation, with supportive housing that 

separated housing and services, similar to a Housing First approach.  Their findings showed that 

placement in NY/NY housing was associated with a net reduction of $12,146 (1999 dollars) in 
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health, corrections, and shelter service usage per person over each of the first two years of the 

study (Culhane, Metraux, & Hadley, 2002, p. 134).  Their study also quantified the extent of 

service use by the chronically homeless prior to housing placement, estimating that these 

individuals cost an average of $40,449 annually (Culhane et al., 2002, p. 138).  Gilmer et al.’s 

(2010) study of full-service partnerships in San Diego found reduced homelessness, increased 

use of outpatient health services, and improved quality of life.  These Housing First programs 

offset 82 percent of their costs by reducing utilization of acute healthcare like emergency and 

inpatient services (Gilmer, Stefancic, Ettner, Manning, & Tsemberis, 2010, p. 651).   

Other studies of permanent supportive housing programs reported similar findings of cost 

reduction and decreased utilization of services while others have mixed results (Gulcur, 

Stefancic, Shinn, Tsemberis, & Fischer, 2003; Martinez & Burt, 2006; Poulin, Maguire, 

Metraux, & Culhane, 2010; Sadowski, Kee, VanderWeele, & Buchanan, 2009; Tsemberis, Kent, 

& Respress, 2012).  Kessell et al. (2006) conducted a retrospective cohort study of supportive 

housing in San Francisco and found no difference in healthcare utilization patterns between those 

in housing and those not housed (Kessell, Bhatia, Bamberger, & Kushel, 2006).  Rosenheck et al. 

(2003) studied the HUD-VASH program for homeless veterans with psychiatric and/or substance 

use disorders.  They compared outcomes for three groups: HUD-VASH recipients (i.e., Section 8 

vouchers and intensive case management), case management only, and standard care from the 

Department of Veterans Affairs.  Their findings show that the HUD-VASH program was more 

expensive than standard care; HUD-VASH recipients consumed 15 percent more total resources 

than standard care recipients (Rosenheck, Kasprow, Frisman, & Liu-Mares, 2003, p. 946).  

However, they note that this intervention may be considered cost-effective from a societal 
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perspective than from the perspective of the healthcare or VA system.  Rosenheck et al. (2003) 

also did not find improved health outcomes for HUD-VASH recipients.  There were only 

consistent improved housing outcomes.  HUD-VASH recipients had fewer days homeless and 

reported increase satisfaction with their housing compared to the other two groups.  

 

Housing Stability and Retention  

Findings from Rosenheck et al. (2003) show that there are other outcomes associated 

with permanent supportive housing beyond cost saving and service utilization.  These include 

health outcomes, housing stability and retention, and social integration.  Critics of the Housing 

First approach dispute the notion that homeless individuals are able to successfully maintain 

independent living.  For example, Meschede (2004) found that respite care providers and 

detoxification staff believed chronically homeless street dwellers would not be successful in a 

Housing First program due to psychological and skills barriers and would struggle to adapt to an 

indoor lifestyle (Meschede, 2004, p. 25).  Studies have shown the contrary; chronically homeless 

in Housing First programs fared better in terms of housing status (i.e. whether or not an 

individual has been placed into permanent supportive housing) and stability compared to 

individuals in Treatment First programs (Lipton, Siegel, Hannigan, Samuels, & Baker, 2000; 

Tsemberis, Gulcur, & Nakae, 2004).  

Over the study period of 47 months, Stefancic and Tsemberis (2007) found a 68 percent 

housing retention rate for Housing First participants and most notably, Pathways had a retention 

rate just below 80 percent (Stefancic & Tsemberis, 2007, p. 274).  Mares and Rosenheck (2010) 

evaluated the Collaborative Imitative to End Chronic Homelessness, a national demonstration 

project that paired the Housing First approach with Assertive Community Treatment, a case 
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management approach.  Their findings show an independent housing rate of 95 percent at the 12-

month follow-up, indicating that the majority of chronically homeless adults in the program were 

able to remain stably housed throughout the first year (Mares & Rosenheck, 2010).  

Stergiopoulos et al. (2015) examined the At Home/Chez Soi study in Canada, specifically the 

intervention using scattered-site housing and mobile, off-site Intensive Case Management 

services.  Their findings show increased housing stability over 24 months, but not improved 

quality of life based on assessments using the EuroQoL 5 Dimensions health questionnaire.  In 

the second year of the study, 78 percent of the intervention group were stably housed more than 

half the time compared to 39.3 percent of the usual care group (Stergiopoulos et al., 2015, p. 

909).  Collins et al. (2013) found high housing placement rates, 83 percent, for chronically 

homeless adults with severe alcohol problems in their study of a single-site Housing First 

program.  Their findings dispel the notion that chronically homeless individuals are “housing 

resistant.”  Participants were eager for housing placement, with 67 percent stating they would 

accept housing even if it required abstinence (Collins, Malone, & Clifasefi, 2013, p. S272).  

These studies examined housing placement and retention in a variety of settings and their 

findings show chronically homeless individuals are able to remain stably housed.  

 

Substance Use Disorder 

While the findings on housing status and stability are consistent, the impact of the 

Housing First model on outcomes regarding substance use disorder are mixed.  Padgett et al. 

(2011) found that participants in Housing First programs had greater control over drug and 

alcohol use compared to participants in Treatment First programs.  Their results showed 

participants in Treatment First programs were 3.4 times more likely to use drugs and/or abuse 
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alcohol compared to Housing First participants during the year following program entry 

(Padgett, Stanhope, Henwood, & Stefancic, 2011, p. 230).  Other studies reported similar 

findings (Cheng, Lin, Kasprow, & Rosenheck, 2007; Collins, Malone, Clifasefi, et al., 2012; 

Collins, Malone, & Larimer, 2012).  Collins et al. (2012) found that Housing First participants 

had statistically significant within-subject improvements on alcohol outcomes over the two-year 

follow up period.  For every three months in the study, the participants’ typical quantity 

decreased by seven percent and an additional three percent for each month of exposure to the 

Housing First intervention (Collins, Malone, Clifasefi, et al., 2012, p. 513).  Cheng et al. (2007) 

conducted a follow-up study on Rosenheck et al.’s (2003) analysis of the HUD-VASH program 

using multiple imputation for missing data.  His results show improved housing status was 

associated with reduced drug and alcohol use.  Those in the HUD-VASH program had 

significantly less drug and alcohol abuse compared to case management only and standard care.  

Milby et al. (2005) compared outcomes for cocaine-dependent homeless individuals that 

were placed into housing with conditions on abstinence, housing without conditions, and those 

not placed in housing.  Overall, they found that the provision of housing was associated with 

greater abstinence and participation in treatment services.  However, those in housing without 

conditions were not more successful in maintaining abstinence than those who remained 

homeless (Milby, Schumacher, Wallace, Freedman, & Vuchinich, 2005, p. 1263).  It is important 

to note the study was halted mid-study and reorganized because participants in abstinence-

conditional housing complained their proximity to the group in housing without conditions was 

interfering with their recovery.  These participants abandoned their provided housing and 

indicated they preferred to live on the streets than near active drug users (Kertesz, Crouch, 
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Milby, Cusimano, & Schumacher, 2009, pp. 522–523).  Conversely, Tsemberis, Gulcur, and 

Nakae (2004) found increased housing stability among Housing First participants but no 

significant differences in substance use when compared to Treatment First participants over a 

two-year period (Tsemberis et al., 2004).  Another study comparing Treatment First and Housing 

First programs in New York over a four-year period produced similar results, finding no 

significant difference in substance use between the two groups (Padgett, Gulcur, & Tsemberis, 

2006).  Edens et al. (2011) compared outcomes between participants with high levels of 

substance use and those with no reported substance use.  Drawing on data from the Collaborative 

Initiative on Chronic Homelessness, they found “limited positive change” regarding substance 

use for high frequency users when stably housed (Edens, Mares, Tsai, & Rosenheck, 2011, p. 

177).  They note this finding could suggest that housing alone may motivate reduced substance 

use, but it is not a replacement for substance use treatment.   

In their review of the Housing First literature, Kertesz et al. (2009) urge caution when 

generalizing the results of these studies to individuals with active additions.  They note that the 

Housing First model has primarily served those with psychiatric disorders and the findings on 

substance use are mixed and inconclusive.  The inconclusive findings on substance use outcomes 

should not be surprising since the Housing First model does not require sobriety or participation 

in drug/alcohol treatment programs.  However, the results from Edens et al. (2011) suggest stable 

housing may play a role in reduced substance use.  The Housing First approach has been 

criticized for being too narrowly focused and failing to consider broader health outcomes, 

specifically substance abuse (Stanhope & Dunn, 2011).  Regardless, it is important to note the 

crucial role that consumer choice and housing play in recovery.  Without the stability and 
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security provided by housing, homeless individuals face additional barriers to managing physical 

and mental health issues and/or substance use disorders.  As Padgett notes, “having choice in 

many areas of one’s life – and having a home – can bring substantial benefits that alternative 

approaches [continuum of care] have yet to demonstrate with rigorous research” (Padgett, 2013, 

p. 345).  

The separation of housing and services allows the Housing First approach to provide 

consumers (i.e. the chronically homeless) with a choice about participation in treatment and the 

type of services.  Allowing them to choose is an indication that they have control and can take 

responsibility for their own health and well-being.  This is starkly different than the continuum of 

care approach where choices are made for the individuals, thus undermining the independence 

and responsibility this approach intends to cultivate in the chronically homeless.  Interviews with 

Housing First participants show that they feel that they have more choices than in traditional 

programs (Meschede, 2004; Tsemberis et al., 2004).  Furthermore, these findings highlight 

another theoretical difference between the continuum of care approach and Housing First, which 

may attribute to the mixed results on substance use.  Under the traditional model, external 

structures are the mechanism for behavioral change.  The chronically homeless are rewarded for 

“good” behaviors, such as abstinence and treatment participation until they achieve the end goal 

of permanent housing.  These requirements to earn “housing readiness” actually create a sense of 

dependency and can undermine the program’s intent to help the chronically homeless take 

control of their health and well-being.  The Housing First approach, especially when coupled 

with harm reduction, places the onus of recovery solely on the individual.  Treatment 

participation and types of services are client-driven, which advocates argue reflect the 
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individual’s desire to change and produce long lasting behavioral modification (Collins, 

Clifasefi, Dana, et al., 2012). 

 

Social Integration 

Social integration is important for two reasons.  It indicates that formerly homeless 

individuals are well-adjusted and adapting to independent living.  It can also provide support for 

those struggling with severe mental illness and/or substance use disorder.  Furthermore, social 

isolation is problematic because it may hinder recovery thus adversely affecting health outcomes.  

Housing First interventions have not produced greater social integration or community 

participation.  Several studies examined the effect of Housing First intervention on social 

integration and found little or no effect.  Kresky-Wolff et al. (2010) conducted a qualitative study 

using the Collaborative Initiative to Help End Chronic Homelessness data.  In their comparison 

of housing models, they found several disadvantages to scattered-site housing, such as 

participants complaints of social isolation and barriers to service delivery and outreach to clients 

(Kresky-Wolff, Larson, O’Brien, & McGraw, 2010).   

Tsai, Mares, and Rosenheck (2012) also used data from the Collaborative Initiative to 

Help End Chronic Homelessness to examine social integration of chronically homeless adults.  

Their findings show similar complaints of loneliness and the lack of social support.  Their 

analysis also found small, but statistically significant, increases in community participation (e.g., 

visiting friends, attending sporting events, going to the mall or library) and civic activity over 

time (Tsai, Mares, & Rosenheck, 2012a).  The lack of strong and positive effects may be 

attributed to the type of housing placement.  In a separate study, they also examined housing 

satisfaction among chronically homeless adults and found housing satisfaction was not predictive 
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of housing tenure or clinical outcomes (Tsai, Mares, & Rosenheck, 2012b). Yanos et al. (2007) 

conducted a study focused on community integration for participants in Pathways to Housing in 

New York.  Their findings showed social integration is associated with physical integration, such 

as housing type, location, and neighborhood characteristics, rather than the intervention itself 

(Yanos, Felton, Tsemberis, & Frye, 2007).  

According to USICH, there are three primary forms of supportive housing: single-site; 

scattered-site and; mixed housing.  Most Housing First programs, including Pathways, use 

scattered-site housing.  The idea behind scattered-site housing is that it removes the stigma 

associated with homelessness, severe mental illness and/or substance use.  The emphasis is to 

integrate chronically homeless individuals into “normal” living conditions rather than congregate 

housing.  There are also contextual issues that shape the type of housing provided by these 

programs, such as political environment, community collaboration, and resource constraints, and 

these will be discussed in a subsequent section.  If social integration is a goal of the Housing 

First approach, then housing type must be considered.  There may be a trade-off between 

independent living and social integration.  For example, individuals in a congregate setting 

reported finding fellowship with other mental health consumers but lacked the freedom to make 

their choices and pursue solitary activities (Yanos et al. 2007, 715).  The freedoms and/or 

restrictions associated with the type of placement may contradict some of the goals of the 

Housing First model.   

 

Methodological Issues 

In researching homelessness, several methodological challenges arise.  Given the 

transient nature of the population, it is extremely difficult to follow individuals over time as they 
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move in and out of shelters and housing and treatment programs.  Thus, researchers rely on 

administrative data and in some cases, the data are self-reported.  This raises questions about the 

validity and reliability of data.  These concerns can be addressed by matching records across 

multiple sources of administrative data.   Aside from the concerns about data quality, the use of 

aggregated data in the existing literature is also problematic.  Typically, researchers calculate the 

associated costs of service utilization by calculating at the average cost of an emergency room 

visit or inpatient hospitalization and then compare the utilization rates for the treatment and 

control groups.  However, data aggregation results in the loss of granularity and hinders the 

ability more a more detailed analysis.  This is one of the limitations of Stefancic and Tsemberis’ 

(2007) study.  Due to data limitations, they could not accurately describe the entire study sample 

and the lack of individual-level data also limited their ability to compare those housed within 

each study condition (Stefancic & Tsemberis, 2007).  

Another common issue is the difficulty in constructing a research design that carefully 

balances the concerns for equity with external and internal validity.  As with many social 

programs, it is often difficult to conduct a randomized, controlled trial due to logistical issues 

and ethical considerations.  There are a few examples of randomized, controlled trials, such as 

the At Home/Chez Soi study in Canada which is a four-year, multi-site, national demonstration 

project examining the Housing First approach (Goering et al., 2011; Hwang, Stergiopoulos, 

O’Campo, & Gozdzik, 2012).  Many of the studies cited above used quasi-experimental designs 

but grappled with how to put together a control or comparison group.  An often-cited flaw of 

Culhane, Metraux, and Hadley (2002) is their use of a matched-criteria control group.  Using 

administrative data from seven services systems, they formed a control group by matching 
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demographics, indicators of mental illness and substance abuse, and service use for the two years 

prior to the NY/NY placement date.  Others have used propensity score matching, a statistical 

approach that mimics randomization, to create a comparison group for analysis (Gilmer, 2016; 

Larimer et al., 2009; Siegel et al., 2006). 

Martinez and Burt (2006) also relied on administrative data but were able to form control 

and treatment groups given the nature of the housing intervention.  The San Francisco 

Department of Human Services used a housing lottery to randomly select eligible individuals for 

housing placement.  Those not selected were “randomly assigned” to continued homelessness.  

From this, they constructed a control group for a subset of participants at one of the permanent 

supportive housing sites.   Although this research design mirrors random assignment, their 

control group only had 25 individuals while the treatment group had 100.  A larger control group 

would be desirable for the purposes of comparison and to ensure the representativeness of the 

sample.  Additionally, they could not identify specific program characteristics that attributed to 

the success of the Housing First intervention.  Stefancic and Tsemberis (2007) randomly 

assigned sheltered users to one of two Housing First programs or treatment as usual.  However, 

random assignment was compromised because not all participants were enrolled by their 

respective Housing First agencies.  This highlights the difficulty of retaining the integrity of a 

research design as practitioners may not implement the study as desired by researchers.   

Another shortcoming of the existing literature is the failure to explicitly consider 

contextual factors.  Kessell et al. (2006) limited their study to public service utilization and found 

no changes in service utilization patterns.  However, in the last two years of their study, the 

decrease in ambulance rides to the public hospital was contemporaneous to an increase in 
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ambulance rides to a private hospital located near supportive housing projects.  While this is due 

to data restrictions, this weakens their findings.  Similarly, others have argued that the findings of 

Culhane, Metraux, and Hadley (2002) may only be applicable to New York.  The historic and 

aggressive efforts of the state and local governments to tackle homelessness, specifically its 

generous provision of resources, were unparalleled.  This may limit the generalizability of their 

results.  While Culhane, Metraux, and Hadley (2002) reported significant cost savings in New 

York, this may not be the case in other cities with limited resources and less government interest.  

Hence, housing interventions, like other social programs, do not occur in a vacuum. The 

contextual factors must be considered when evaluating such programs.  The context affects the 

implementation of the Housing First model, which may produce different outcomes across these 

programs that are the same in principle.   

Regardless of these methodological issues, the studies presented here offer a compelling 

case for the Housing First approach.  It appears to be a potentially cost-effective alternative to 

the traditional Treatment First approach for the chronically homeless.  The issues discussed in 

this chapter highlight the challenges of studying homelessness: a transient population; the use of 

administrative data, some of which is self-reported and often aggregated and; the complications 

of designing a study that balance the interests of the researchers and the well-being of the 

homeless population.   

 

Fidelity to Housing First 

Much of the literature on Housing First has focused on outcomes for participants, such as 

reduced utilization of shelter, healthcare, and criminal justice systems and housing stability.  

Findings from these studies may compel policymakers to support Housing First by presenting it 
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as a cost-effective solution to chronic homelessness.  However, in recent years, the widespread 

adoption of Housing First programs across the nation has resulted in programmatic variations 

and critics claiming the Housing First model lacks clarity.  Researchers have since started to 

examine variations of Housing First programs to assess their fidelity.   

Stefancic et al. (2013) acknowledged this variation across Housing First programs, noting 

“the effectiveness and advocacy surrounding Housing First has spurred both the creation of 

programs similar to that developed by Pathways, as well as programs that exhibit considerable 

variation from the original model” (Stefancic, Tsemberis, Messeri, Drake, & Goering, 2013).  In 

their review of the literature on supported housing, Tabol et al. (2010) conclude there is a need 

for greater model clarity and a fidelity instrument that would allow for comparisons across 

programs and (Tabol, Drebing, & Rosenheck, 2010).  Similarly, Rog et al.’s (2014) review found 

that the evidence for permanent supportive housing is promising, but “there is a need to 

determine fidelity to permanent supportive housing principles, operationalize interventions, and 

examine program components that are related to outcomes” (Rog et al., 2014, p. 293).  Pleace 

(2011) also notes the need for a better understanding of the variation in Housing First services 

given the “model drift” from the Pathways to Housing First approach (Pleace, 2011, p. 119).  

Tsai and Rosenheck (2012) echo Pleace and urge caution about the widespread adoption of 

Housing First without exploring other models (Tsai & Rosenheck, 2012).  

With variation across programs and the demand for clarity, there are an increasing 

number of studies on the implementation of Housing First programs, including fidelity 

assessments (Aubry, Ecker, Yamin, Jetté, & Sylvestre, 2015; Gilmer, Stefancic, Sklar, & 

Tsemberis, 2013; Goering et al., 2016; Macnaughton et al., 2015; Nelson et al., 2014).  Stefancic 
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et al. (2013) developed the Pathways Housing First Fidelity Scale to assess the degree to which 

programs adhere to the Pathways Housing First model.  They pilot tested this fidelity scale at 

two multi-site research projects: the At Home/Chez Soi Research Demonstration Project in 

Canada and programs in California’s Full Service Partnership (FSP) initiative (Stefancic et al., 

2013, p. 251).  They found that the At Home/Chez Soi Project programs had higher fidelity 

scores than California’s FSP programs, which is not surprising given that the At Home/Chez Soi 

Project explicitly followed the Pathways Housing First model.   

Gilmer et al. (2013) also developed a Housing First fidelity survey that assessed five 

areas: housing process and structure, separation of housing and services, service philosophy, 

service array, and program structure (Gilmer et al., 2013).  They administered the fidelity survey 

to 93 full-service partnership programs across California to compare participant experiences and 

housing outcomes.  While the number of days spent homeless declined for across all programs, 

high-fidelity programs had the great reductions – a decrease of 87 days compared to a reduction 

of 34 days in low-fidelity programs (Gilmer et al., 2013, p. 1316).  Most of the housing 

placements by low-fidelity programs were in congregate and residential settings.  Watson et al. 

(2013) also saw the diffusion of Housing First programs and variation in implementation.  They 

developed a Housing First fidelity index and assessed 51 programs across the United States (D. 

P. Watson, Orwat, Wagner, Shuman, & Tolliver, 2013).  

The fidelity assessments are helpful for comparisons with the original Pathways model, 

but do not consider if programs deviating from the Pathways model can still be considered 

Housing First.  The fidelity index developed by Watson et al. (2013) offers greater flexibility 

compared to the Pathways Housing First fidelity surveys, but there remains a need to understand 
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the variation across Housing First programs.  Pleace and Breatherton (2012) explore the meaning 

of Housing First by creating a broad taxonomy of Housing First services.  They categorize them 

into three groups: “pure” Pathways Housing First services, Communal Housing First Services, 

and Housing First “Light” services (Pleace & Bretherton, 2012, p. 8).  While variation exists, 

they note the latter two groups are influenced by or closely aligned with the Pathways paradigm 

and the term “Housing First” can refer to a specific type of service, such as the Pathways model, 

as well as a broader concept.   

The term ‘Housing First’ may not necessarily refer to the Pathways Housing First model.  

Rather, it can be used to refer to the broader approach taken by homeless service providers (i.e., 

immediate placement into permanent housing and the separation of housing and services), which 

allows for variation across programs.  This variation may reflect how the Housing First approach 

has been adapted to its environment and/or to meet the unique needs of its local homeless 

population.  Adopting a broader definition of Housing First also allows homeless service 

providers the flexibility in implementing this model as they work to address the needs and 

challenges they face in service delivery.  As Nelson et al. (2014) note, “One important 

implementation issue is the tension between fidelity to the original Pathways model and adaption 

to the local context…Adaptations to local context are possible and desirable and can occur 

without compromising essential principles or functions of the intervention” (Nelson et al., 2014, 

p. 17).  In examining the applicability of Housing First to Australia, Johnson, Parkinson, and 

Parsell (2012) argue that programs should not aim to be an exact replica of the Pathways 

Housing First model.  Rather, programs should adapt and develop interventions most suitable to 
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their local context and reflecting the needs of specified groups (Johnson, Parkinson, & Parsell, 

2012).  

The need for clarity is important for several reasons.  It provides insight about the 

variation of Housing First programs by answering three questions: what, why, and how.  To 

understand the variation, one must first identify what program characteristics are different.  This 

may include examining the type of housing (e.g., scattered or congregate setting), treatment 

approach (e.g. harm reduction), services offered (e.g., Intensive Case Management or Assertive 

Community Treatment, off-site or on-site services) among other program aspects to assess if they 

align with the Housing First approach.  Pearson, Montgomery, and Locke (2009) compared the 

implementation of three Housing First programs – Pathways to Housing (New York), Downtown 

Emergency Service Center (Seattle), and Reaching Out and Engaging to Achieve Consumer 

Health (San Diego).  One of the key differences was property ownership and control.  While 

New York and Seattle either had ownership or control over the properties where chronically 

homeless individuals were housed, San Diego’s program merely had access (Pearson et al., 

2009).  Property owners in San Diego imposed strict rules on tenants such as the prohibition of 

alcohol and drugs, which served as a de facto abstinence policy.  This contradicts one of the 

principles of the Housing First model – housing with no requirements on sobriety or medication 

adherence. 

It is also necessary to explore why these differences occur in implementation.  This 

entails examining contextual factors unique to each program, such as such as political 

environment, community coordination and collaboration, relevant local and state policies, and 

resource constraints that may affect program formation and implementation.  After identifying 
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what differences exists and exploring why variation occurs, the question that remains is whether 

the variation matters and how it may affect outcomes for program participants.  For example, 

individuals in scattered-site housing had complaints about loneliness and the lack of social 

support.  Would these concerns be addressed with congregate-site housing or would other 

complaints arise from that type of housing placement?  Understanding the variation in Housing 

First programs can provide greater clarity to service providers and policymakers alike.  It can 

help determine which programs align with Housing First principles and identify programmatic 

aspects that may be most effective for the chronically homeless.  This analysis may also help 

service providers considering the Housing First approach better formulate and implement a 

model that fits within their local context and effectively meets the needs of their chronically 

homeless population. 
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CHAPTER 3 

IMPACT ASSESSMENT: PERMANENT SUPPORTIVE HOUSING IN DALLAS 

This chapter presents the findings from the impact assessment of permanent supportive 

housing in Dallas, Texas.  Specifically, it considers the impact of permanent supportive housing 

on the utilization of healthcare and jail systems by homeless individuals.  To date, there is little 

research focused on homelessness in Dallas.  Amarasingham, Spalding, and Anderson (2001) 

conducted a descriptive study examining the health conditions of the homeless in Dallas.  They 

used patient data from the Homeless Outreach Medical Services (HOMES) program, a mobile 

healthcare clinic run by Parkland Hospital.  However, they were unable to make comparisons 

between homeless groups due to data limitations and their description excluded individuals who 

did not utilize HOMES services during their study time frame, September 1, 1991 to December 

31, 1998 (Amarasingham, Spalding, & Anderson, 2001).   

In 2011, Balfour submitted a report on the top 200 utilizers of the NorthSTAR system to 

the Dallas County Behavioral Health Leadership Team.  The NorthSTAR system was a public-

private health partnership that provided behavioral health services to indigent and Medicaid 

recipients across seven counties, including Dallas County.  Her findings showed that 

homelessness was associated with higher utilization of behavioral health services and the 

criminal justice system (Balfour, 2011).  While her findings were insightful and identified 

utilization patterns, there are several limitations to her study.  Balfour used aggregated data for 

her cost estimates.  For example, she calculated behavioral health costs using fiscal year 2009 

Parkland data and divided the total annual costs by the number of individuals served to estimate 



 

43 

the annual cost per person.  Additionally, her findings have limited generalizability because she 

focused on the highest utilizers in the NorthSTAR system. 

This study adds to the literature by providing an in-depth look at homelessness in Dallas.  

It also offers a more rigorous approach than the aforementioned study by compiling individual-

level data from multiple administrative data sources for analysis.  Furthermore, findings from 

this study may be insightful to local policymakers as they decide how to address the city’s 

homeless problem.    

 This chapter begins with a discussion on the use of administrative data, including its 

appropriateness given the research topic and its potential and limitations.  A brief description of 

each administrative data source follows.  Next is a description of the record linkage process that 

produced the initial samples used for propensity score matching.  These initial samples are 

comprised of individuals linked across data sources to create treatment (housed) and comparison 

(not housed) groups for health and jail utilization.  Appendix B has a detailed description of each 

administrative data source and the propensity score matching process that produced the matched 

samples used for the analysis below and are the basis for the findings presented here. The 

remainder of the chapter focuses on the methodological approach used for analysis, presents 

findings from the impact assessment, and concludes with a discussion the policy implications. 

 

The Use Administrative Data 

The purpose of this research project is to assess the impact of permanent supportive 

housing on the utilization of healthcare and jail systems by homeless individuals.  As such, this 

study necessitates the use of administrative data.  It also mirrors the approach of previous studies 

that relied on administrative data (Culhane et al., 2002).  This research project received 
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Institutional Review Board approval from the University of Texas at Dallas (UTD) (Protocol 15-

35) and the Texas Department of State Health Services (DSHS) (Protocol 655-25-1504).  

Additionally, the researcher obtained Memoranda of Understanding (MOUs) from each data 

source for access and use of their administrative data.  See Appendix A for a description of the 

data acquisition process.   

Goerge and Lee (2002) define administrative data as “data collected in the course of 

programmatic activities for the purpose of program operation, client-level tracking, service 

provision, or decision-making, essentially, non-research activities” (Goerge & Lee, 2002, p. 

197).  Administrative databases contain a wealth of information and research potential due to 

their longitudinal nature, large sample sizes, and accessibility.  “The value of administrative data 

is realized when data are linked at the individual level.  Data may be linked at the individual 

level within databases, across databases or both. …To truly exploit the value of administrative 

data we need to link data at the individual level across databases over time” (Stewart et al., 2015, 

p. 411).  For a transient population such as the homeless, it allows for the tracking of their 

service utilization across systems and over time.  This leverages the potential of multiple data 

sources and offers a more comprehensive understanding of homelessness.  Furthermore, the 

integration of administrative data provides a means of validating the reliability of self-reported 

data, such as individual characteristics (Culhane & Metraux, 1997).   

While administrative data possesses great potential for research purposes, there are 

several limitations.  Issues of data quality, privacy, and confidentiality are universal to 

administrative data.  This often makes accessing, cleaning, and using administrative data a 

lengthy and difficult process (see Appendix A).  Data fields are pre-determined because agencies 
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collect data based on programmatic needs and reporting requirements, which can limit the 

usefulness of administrative data.  Furthermore, data quality is highly dependent on the agencies’ 

data entry process, which raises validity and reliability concerns.  Iezonni (2002) notes that 

administrative data in health services research relies heavily on clinical insight from diagnostic 

codes, which have questionable accuracy, completeness, and meaningfulness.  Other common 

problems with administrative data include misidentification, coding errors, missing data, and 

duplicate records (Roos Jr., Nicol, Johnson, & Roos, 1979).  These problems with administrative 

data are pervasive, requiring a careful assessment prior to use for research purposes.   

Coding errors, missing data, duplicate records, the lack of a code book, and problems of 

standardization of coding for certain data fields arose during the data cleaning and record linkage 

process of this project.  In addition to these data problems, several additional limitations 

emerged.  First, the data are limited to the information contained in existing data fields, which 

were collected for programmatic use.  For example, it excludes any healthcare utilization outside 

the NorthSTAR system (e.g., unauthorized care/services).  Sample diagnoses are also restricted 

to the existing data.  Diagnoses were obtained from diagnostic codes in the claims and 

hospitalization datasets.  As such, sample diagnoses are specific to the diagnosis at the time of 

treatment.  Individuals may have other health conditions (e.g., diabetes) not captured in the data.   

Additionally, the data fields varied across data sources and similar data fields may be 

interpreted differently across data sources.  For example, the family type variable was only found 

in the housing data provided by MDHA, resulting in “unknown” family type for 288 individuals 

not in housing (i.e., the comparison group).  After a close examination of the data and existing 

literature, these individuals were recategorized.  Individuals under age 17 and female were 
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considered in households with children and adults; all others were considered as unaccompanied 

adults.  Domestic violence as a data field, was an offense type in the jail data whereas the 

housing data used it to indicate whether an individual was a victim of domestic violence. Lastly, 

some data fields were self-reported.  For example, mental health status was self-reported in the 

MDHA and Dallas County data.  The diagnostic codes from claims and hospitalization dataset 

from Beacon Health and DSHS allowed for verification of mental health status and provided a 

specific diagnosis for individuals in NorthSTAR system.  Despite these limitations, 

administrative data is appropriate for the purposes of this research project.    

 

Administrative Data Sources 

This section provides a brief overview of the administrative data.  See Appendix B for a 

detailed description of each administrative data source.  This study used data from administrative 

databases maintained by four different agencies: the Metro Dallas Homeless Alliance (MDHA); 

Dallas County; Beacon Health, Inc. (formerly known as ValueOptions); and the Texas 

Department of State Health Services (DSHS).  The study timeframe encompassed eight years, 

from January 1, 2007 to December 31, 2014.   

  

Metro Dallas Homeless Alliance (MDHA) 

MDHA is the designated lead agency for the Continuum of Care program in Dallas 

County.  They are responsible for the Homeless Management Information System (HMIS) data 

that is collected, managed, and reported to HUD.  MDHA provided data on all homeless 

individuals in permanent supportive housing between January 1, 2007 to December 31, 2014, 

yielding 4,580 unique individuals that comprised 3,261 households.  The data included 
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unaccompanied homeless individuals (i.e., homeless adults without children) and homeless 

families.  For the purposes of this study, adults are defined as individuals who are 25 years and 

older because HUD defines homeless youth as unaccompanied individuals who are 24 years or 

younger (The Federal Register, 2011).   

MDHA provided demographic and identifying information (i.e., first and last name, date 

of birth, gender, race, and ethnicity), which were used to link records across the administrative 

data sources.  Other variables included dates of housing entry and exit, program name, exit 

destination, and self-reported characteristics (e.g., substance use disorder, mental illness, victim 

of domestic violence).  The length of stay in housing, or housing tenure, was calculated using the 

dates of housing entry and exit.  All records had a housing exit date, but not all individuals exited 

housing.  The administrative database required a housing exit date be specified as part of the data 

extraction process; the end of the study timeframe was used.  Individuals with housing exit dates 

of December 31, 2014 did not exit housing.  Housing exit dates were compared to the variable, 

“Leaver / Stayer,” which indicated whether individuals left the housing program.  Only six 

individuals with housing exit dates of December 31, 2014 left their respective housing programs.  

Five achieved tenancy without a rental subsidy, and one left to be reunited with family.  Housing 

tenure ranged from zero days to 18 years.  A total of 168 individuals had a length of stay of zero 

days in housing.  The majority (97 percent) of these 168 individuals were unaccompanied adults 

that came from emergency shelters, exited transitional housing or a substance treatment facility, 

or had been staying with a friend or family member.  Since the primary focus of this study is the 

impact of permanent supportive housing, these 168 individuals with zero days in housing were 

treated as “not housed” and added to the comparison group.  After removing duplicates and the 
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168 individuals with zero days in housing, there were 4,410 unique individuals in the MDHA 

data.   

 

Beacon Health, Inc. (formerly ValueOptions) 

Beacon Health, Inc. was the contracted provider for the NorthSTAR system.  NorthSTAR 

was the Local Mental Health Agency (LMHA) for North Texas.  The NorthSTAR system 

encompassed seven counties: Dallas, Ellis, Collin, Hunt, Navarro, Rockwall, and Kaufman. It 

was launched in 1999 and was a public-private partnership that provided mental health and 

substance use disorder services to indigent and Medicaid recipients.  In 2015, the Texas 

legislature implemented the recommendation of the Sunset Advisory Commission and sunset 

NorthSTAR, effectively ending the program on December 31, 2016 (84th Texas State 

Legislature, 2015; Sunset Advisory Commission, 2014).  Currently, the North Texas Behavioral 

Health Authority is the Texas Health and Human Services Commission’s contractor that 

provides behavioral health services for the areas previously served by the NorthSTAR system 

except Collin County, which formed its own behavioral health system. 

With MDHA’s permission, the researcher shared the MDHA data with Beacon Health, 

Inc. to identify and extract data on NorthSTAR members in its administrative database.  Of the 

4,580 individuals from MDHA’s data, Beacon Health, Inc. matched 3,932 records and of these, 

201 were fuzzy matches (i.e., name misspellings, differences in dates of birth).  Each individual 

enrolled in the NorthSTAR system was assigned a NorthSTAR identification number.  Some 

individuals had multiple NorthSTAR IDs because they had multiple enrollments in the 

NorthSTAR system and/or change in status (e.g., indigent to Medicaid eligible).  After removing 
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duplicates, there were 3,628 unique individuals in the enrollment file.  These are homeless 

NorthSTAR members who also appeared in the MDHA data during the study timeframe.   

Beacon Health, Inc. provided demographic and identifying information, diagnoses and 

mental health assessments, enrollment data, claims/encounter data, and inpatient state hospital 

stays that were authorized but not claimed.  The inpatient state hospital stays were paid from a 

fund designated for state hospitals, separate from the claims data.  This means these inpatient 

state hospital stays were authorized, but not paid from claims.  While Beacon Health’s 

administrative database had records of these authorized inpatient hospital stays, it did not have 

the costs of these stays.  Beacon Health, Inc. estimated the cost per day at a state hospital was 

about $550.  The total cost for the state hospital stay was calculated by multiplying $550 per day 

by the “Approved Unit” variable, which is the number of days allowed (i.e., length of stay).  The 

claims data, also referred to as encounter data, included every claim associated for the identified 

individuals during the study time frame.  The researcher used service codes and dates to filter out 

potential duplicates.  See Appendix B for a detailed description about the data cleaning process 

and creation of the encounter data.  Diagnostic and service codes are from the fourth edition of 

the Diagnostic and Statistical Manual of Mental Disorders (DSM-IV) and the ninth edition of the 

International Statistical Classification of Diseases and Related Health Problems (ICD-9), 

reflective of the study’s timeframe (2007-2014).  Enrollment data contained the dates and type of 

enrollment (i.e., indigent, CHIP, Medicaid, or Medicaid/Medicare).   

 

Texas Department of State Health Services (DSHS) 

DSHS provided acute healthcare utilization data for NorthSTAR members.  DSHS data 

included demographic and identifying information, diagnoses, emergency room visits, and 
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inpatient hospitalizations at state hospitals, community hospitals, and residential treatment 

centers.  Of the 126,312 unique individuals, NorthSTAR identified 10,184 members as homeless.  

Admission and discharge dates were used to calculate the length of stay for each inpatient 

hospitalization.  Diagnostic and service codes are from the DSM-IV and ICD-9, which reflect the 

study’s timeframe (2007-2014).  Costs were calculated using allowed amounts (i.e., the 

maximum amount paid for a healthcare service, also known as an eligible expense) rather than 

billed amounts.  Because the NorthSTAR system used a managed care approach, the costs are 

lower than expected costs under a fee-for-service model.  The costs reflect contractually allowed 

amounts; the actual costs may be higher.  In other words, the costs here are likely underestimated 

due to data limitations.  It is important to note that individuals’ enrollment in the NorthSTAR 

system are not confined to the study period.  They may have previously enrolled prior to the start 

of the study period and/or remained enrolled following the end of the study period.  The data 

from Beacon Health and DSHS only reflect NorthSTAR members’ utilization within the system 

during the specified study period.   

 

Dallas County 

The researcher requested jail utilization data for incarcerated individuals who self-

identified as homeless or had an address linked to a local homeless shelter.  However, the data 

provided was for all individuals who had any interaction with the Dallas County jail system 

during the study time frame.  Data included types of offenses, arrests, incidents during 

incarceration, bonds, sentencing, and responses to a mental health questionnaire.  After 

reviewing the mental evaluation responses and accompanying questionnaire, the researcher 

determined the responses did not align with the questionnaire.  Thus, these two data files were 
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not used for this study.  After removing duplicates, there were 88,327 unique individuals.  Of 

those, 16,914 individuals were designated as indigent.  Dallas County assigns indigent status to 

an individual if the individual is self-reported, the individual fails to provide a home address, or 

the home address matches the address of a local homeless shelter.  Dallas County assigns a 

Person ID unique to each individual. For this study, this ID was used to match across the jail data 

sets.  The book-in date and release date from those respective datasets were used to calculate the 

length of incarceration.  Dallas County also provided the cost per jail bed per day for each fiscal 

year.  The cost of each incarceration was calculated by multiplying the number of incarcerated 

days by the cost per jail bed day by fiscal year.   

 

Data Pre-Processing and Record Linkage 

This section describes the process of preparing the data for analysis: data pre-processing 

and record linkage, constructing the health and jail samples, and propensity score matching, 

which produced the final samples used for analysis. 

The problems associated with administrative data result in “dirty” data and require an 

extensive cleaning process.  As Goerge and Lee (2002) note, data cleaning and record-linkage 

are closely related activities.  “Record-linkage is used to produce clean, comprehensive data sets 

from a single program data sets…In order to do accurate record-linkage, the data fields necessary 

to perform the linkage, typically individual identifiers, must be accurate and in a standardized 

format across all the data sets to be linked” (Goerge & Lee, 2002, p. 198).  Because this project 

combined administrative data from four sources, identifying information, such as first and last 

names and date of birth, was requested from each respective agency.  Data were pre-processed to 

prepare the data for record linkage and matching across administrative data sources.  Pre-
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processing involved four steps.  First, the researcher identified common variables for matching 

across data sources: first and last name, date of birth, race/ethnicity, and gender.  DSHS and 

Beacon Health shared NorthSTAR ID numbers, which allowed for an accurate and exact match 

between these two data sources.  Second, these variables were formatted the same way to allow 

for matching across data sources.  For example, date of birth was formatted as YYYY-MM-DD.  

All text was converted to upper case; punctuation such as hyphens and apostrophes, and common 

words (e.g., Jr., III, IV) were removed.  Leading and trailing white space were also removed 

using the trimws function in R Documentation.  Lastly, blocking fields, such as date of birth, 

sex, and agency assigned IDs, were identified and used.  Blocking divides the data into “blocks” 

of records for subsequent comparison, restricting record linkage to each block and treating 

records in other blocks as dissimilar and irrelevant (Bilenko, Kamath, & Mooney, 2006; Steorts, 

Ventura, Sadinle, & Fienberg, 2014).   

The initial matching process was exact or deterministic matching using the dplyr 

package in R.  Data quality issues, such as missing data, misspellings, and coding differences 

(e.g., Hispanic considered race and ethnicity in DSHS), necessitated probabilistic or fuzzy 

matching across data sources, which resulted in increased matches.  Multiple methods of fuzzy 

matching were attempted using the stringdist, RecordLinkage, and fuzzyjoin packages 

in R.  The researcher tested varying Levenshtein distances, ranging from 2 to 10, and determined 

the optimal edit distance to be three for first and last names.   

As noted above, MDHA data was shared with Beacon Health, Inc. to identify and extract 

data on NorthSTAR members in its database.  Beacon Health’s enrollment contained 3,932 

records, and after accounting for fuzzy matches and duplicates, there were 3,628 records.  After 
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additional cleaning of the enrollment file, the researcher used first and last name, date of birth, 

sex, and race/ethnicity to link MDHA and Beacon Health data, resulting in 3,139 homeless 

NorthSTAR members.  Beacon Health’s enrollment file included NorthSTAR ID numbers 

assigned to each member.  This allowed for exact matching between Beacon Health and DSHS, 

resulting in 1,186 individuals.  These are individuals in MDHA, Beacon Health, and DSHS data.  

The individuals in Beacon Health that did not have matches in DSHS were primarily children, 

which reduced the number of matches.  This decrease may be attributed to the type of data 

provided.  DSHS provided acute utilization (i.e., emergency room and inpatient hospitalizations) 

and Beacon Health provided claims data.  Children may have less acute utilization compared to 

homeless adults who generally use acute care as a source of primary care.   

Because MDHA and Dallas County do not share a common identification number, record 

linkage relied on common variables in both data sources: first and last name, date of birth, sex, 

and race/ethnicity.  The same approach was used for matching DSHS and Dallas County.  

However, DSHS considered “Hispanic” as race and ethnicity, so the race variable was dropped 

for the record linkage process.  Table 3.1 shows the number of unique individuals in each 

administrative data source and across matched data sources.  

 

Table 3.1 

Administrative Data Sets and Linked Records  

Administrative Data Source Unique Individuals 

Metro Dallas Homeless Alliance (MDHA) 4,580 

Beacon Health, Inc. 3,628 

Texas Department of State Health Services (DSHS) 126,312 

Homeless individuals in DSHS 10,184 
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Dallas County 88,327 

Indigent in Dallas County 16,914 

Linked Records across Data Sources* 

MDHA and DSHS Homeless 1,124 

MDHA and Beacon Health, Inc. Enrollment 3,139 

MDHA and Dallas County 183 

Beacon Health, Inc. and DSHS Homeless 1,186 

Dallas County and DSHS Homeless 544 

*This is the overlap of records (i.e., unique individuals) between administrative data sources listed. 

 

 

Constructing Samples for Analysis 

The linked records across these data sources produced two samples: one for jail 

utilization (n = 717) and one for health utilization (n = 1,454).  Descriptive statistics for these 

samples, prior to propensity score matching, are shown in Tables 3.2 and 3.3.  In both samples, 

the homeless were disproportionately African American, which is reflective of the homeless 

population in Dallas (Metro Dallas Homeless Alliance, 2014).  For the purposes of this analysis, 

the comparison group consisted of individuals with zero days in housing (not housed) and 

utilized the jail and/or healthcare system(s) whereas individuals with housing and utilization of 

these systems comprised the “treatment” group for their respective samples.  Individuals from 

the comparison and treatment groups were in both samples, dependent on their utilization with 

the jail and/or healthcare system.  As noted above, the 168 individuals with zero days in housing 

in the MDHA data were added to the comparison group.  Matches between DSHS and Dallas 

County constructed the comparison group for health utilization.  DSHS provided data on 

utilization for members across all seven counties of the NorthSTAR system but did not have a 

variable indicating the NorthSTAR members’ geographic location.  The researcher used jail 
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utilization in Dallas County as a proxy for residence.  If the NorthSTAR member had a match in 

the Dallas County data (i.e., committed an offense and/or incarcerated), then he or she was 

considered a homeless individual residing in Dallas (see Figure 3.1).   

 
 

 

 

Table 3.2 

Jail Utilization Sample Before Propensity Score Matching (N = 717) 

 Housed 

(n = 177) 

Not Housed 

(n = 540) 

Average Age (start of study period, 1/1/2007) 31 30 

Sex 

    Female 83 205 

    Male 94 335 

Figure 3.1. Venn Diagram of Health and Jail Utilization Samples 
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Race 

    White 43 232 

    African American 134 308 

Ethnicity 

    Hispanic 15 44 

    Non-Hispanic 162 496 

Country of Birth* 

    United States (including Puerto Rico) 121 417 

    Outside the United States 54 120 

Marital Status** 

    Married 17 69 

    Divorced  17 35 

    Single 113 373 

    Widowed 4 8 

    Unknown 0 53 

Average number of Offenses (n = 712) 5.91 

(n = 175) 

8.88 

(n = 537) 

Average number of Incarcerations (n = 698) 3.78 

(n = 171) 

5.02 

(n = 527) 

Average Housing Length of Stay 13 months -- 

Note: Utilization averages are divided by the total number of unique individuals in those datasets. 

*Country of birth missing for 5 individuals.  

**Marital status missing for 29 individuals. 
 

 

Table 3.3 

Health Utilization Sample Before Propensity Score Matching (N = 1,454) 

 Housed 

(n = 1,123) 

Not Housed 

(n = 331) 

Average Age (start of study period, 1/1/2007)   

Sex 

    Female 465 122 

    Male 658 209 
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Race 

    White 456 145 

    African American 667 186 

Ethnicity 

    Hispanic 47 18 

    Non-Hispanic 1,076 313 

Family Type 

    Unaccompanied Adults (no kids) 1,014 43 

    Adults and Children 109 0 

    Unknown 0 288 

Diagnosis* (n = 1,391) 

    Alcohol abuse 233 23 

    Substance use disorder 621 66 

    Severe Mental Illness 558 59 

Average number of ER Visits (n = 514) 4.17 

(n = 331) 

3.67 

(n = 183) 

Average number of State Hospital Stays (n = 133) 1.74 

(n = 81) 

2.26 

(n = 52) 

Average number of Community Hospital & 

Residential Center Stays (n = 723) 
4.62 

(n = 478) 

4.27 

(n = 245) 

Average Housing Length of Stay 1 year, 4 months -- 

Note: Utilization averages are divided by the total number of unique individuals in those datasets.  

*Diagnoses excludes the 63 individuals who had no diagnostic information. These individuals only appear in the 

DSHS ER data, which does not have variables for diagnosis or service codes.  

 

Propensity Score Matching  

While this study necessitated the use of administrative data, one of the limitations to the 

study’s design is the lack of random assignment which allows for causal inference.  The nature 

of administrative data does not allow for random assignment.  The homeless individuals in the 

administrative data used for this study were not randomly assigned to permanent supportive 
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housing.  Rather, their housing placement was the result of a variety of factors, such as the 

availability of housing and the discretion of case managers and program administrators.  

Propensity score matching was used to bolster the study’s design and allow for causal inference.  

Propensity score matching is a statistical technique that mimics randomization by accounting for 

observed differences in baseline characteristics between the treatment and comparison groups 

(Austin, 2011; Rosenbaum & Rubin, 1983, 1985; Z. Zhang, 2017).  Appendix B provides details 

on the propensity score matching process that created the samples used for analysis.  This 

approach mirrors previous studies (Gilmer, 2016; Gilmer et al., 2010; Larimer et al., 2009; 

Siegel et al., 2006).  Propensity score matching produced a balanced, matched jail utilization 

sample (n = 350), but offered only slight improvements to the matched health utilization sample 

(n = 542).  This may be due to the limitations of the administrative data.  The matched samples 

(i.e., after propensity score matching) show comparable demographics and utilization of health 

and jail services between the housed (“treatment”) and not housed (“comparison”) groups 

whereas the samples prior to propensity score matching do not reflect this balance.  The 

subsequent statistical analysis conducted and findings of this study are based on the matched 

samples.  Descriptive statistics of the matched samples are in Tables3.4 and 3.5. 

 

Table 3.4 

Jail Utilization Sample After Propensity Score Matching (N = 350) 

 Housed 

(n = 175) 

Not Housed 

(n = 175) 

Average Age (start of study period, 1/1/2007) 31.82 32.03 

Sex 

    Female 81 81 
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    Male 94 94 

Race 

    White 43 39 

    African American 132 136 

Ethnicity 

    Hispanic 15 11 

    Non-Hispanic 160 164 

Country of Birth 

    United States (including Puerto Rico) 121 125 

    Outside the United States 54 50 

Marital Status 

    Married 17 20 

    Divorced  17 10 

    Single 113 123 

    Widowed 4 1 

    Unknown 0 21 

Average number of Offenses  5.91 8.28 

Average number of Incarcerations (n = 337) 0.96 

(n = 169) 

0.96  

(n = 168) 

Average Housing Length of Stay 1 year, 7 

months 

-- 

Note: Not all offenses resulted in incarcerations.  

 
  

 

Table 3.5  

Health Utilization Sample After Propensity Score Matching (N = 542) 

 Housed 

(n = 271) 

Not Housed 

(n = 271) 

Average Age (start of study period, 1/1/2007) 44.79 32.47 

Sex 

    Female 129 107 

    Male 142 164 
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Race 

    White 91 129 

    African American 180 132 

Ethnicity 

    Hispanic 10 14 

    Non-Hispanic 261 257 

Family Type 

    Unaccompanied Adults (no kids) 216 262 

    Adults and Children 55 9 

    Unknown   

Diagnosis 

    Alcohol abuse 96 23 

    Substance use disorder 239 66 

    Severe Mental Illness 227 59 

Average number of ER Visits (n = 220) 6.14 

(n = 97) 

4.26 

(n = 123) 

Average number of State Hospital Stays (n = 76) 2.21 

(n = 24) 

2.27 

(n = 52) 

Average number of Community Hospital & 

Residential Center Stays (n = 392) 
5.66 

(n = 147) 

4.28 

(n = 245) 

Average Housing Length of Stay 2 years -- 

Note: Utilization averages are divided by the total number of unique individuals in those datasets.  

 

 

Identifying information (e.g., Person IDs, NorthSTAR IDs) from the matched jail and 

health samples were then matched to the MDHA, Beacon Health, DSHS, and Dallas County data 

sets to extract records for individuals in the matched samples.  The original data was structured 

as individual events (e.g., each observation representing an ER visit), but was subsequently 

aggregated and restructured into yearly data format for analysis.  The restructured panel data 

captured each individual’s total utilization and associated costs for each year.  It is important to 
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note that while the jail and health matched samples respectively had 350 and 542 individuals, not 

all individuals appeared in each of the datasets used for analysis.  For example, only 214 

individuals (of the 542 from the matched health sample) had ER utilization during the study 

period. 

The remainder of the chapter focuses on the analysis and results from the impact 

assessment.  The next section discusses the statistical method selected for analysis, followed by a 

presentation of the results.  The chapter concludes with a discussion of the findings and 

limitations of the study.  

Statistical Model and Analysis 

This research examined the impact of housing on the utilization of healthcare and criminal 

justice systems by the homeless.  Specifically, the research hypotheses proposed that placement 

and tenure in permanent supportive housing:  

(1) reduces the use of acute healthcare services, such as visits to the emergency room (ER) 

and inpatient hospitalizations, and associated costs, 

(2) increases the use of ambulatory healthcare services and associated costs, and  

(3) decreases jail utilization, such as the number of offenses and incarcerations, and 

associated cost.  

The data was longitudinal and included repeated measurements (e.g., ER visits per year) on a 

group of subjects over time.  Additionally, these categorical responses were correlated and 

clustered.  Thus, Generalized Estimating Equations (GEE) were appropriate for analysis.  This 

approach follows the methodology of previous studies (Cheng et al., 2007; Collins et al., 2016; 

Culhane et al., 2002; Larimer et al., 2009; Russolillo, Moniruzzaman, Currie, & Somers, 2016).   
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Liang and Zeger (1986) extended the generalized linear model to allow for correlated 

observations and introduced GEE by applying the quasi-likelihood approach to the analysis of 

longitudinal data (Zeger & Liang, 1986).  Quasi-likelihood only requires the specification of the 

relationship between the mean and variance (Wedderburn, 1974).  As such, GEE does not 

require the specification of a distribution.  Additionally, GEE allows for consistent estimation 

even if the correlation structure is mis-specified because GEE treats the correlation structure 

across time as a nuisance and estimation is only dependent on the first moment – the mean 

(Wang, 2014; Zeger & Liang, 1986; Zeger, Liang, & Albert, 1988; H. Zhang et al., 2012).  Issues 

with the standard errors arising from the mis-specification of the correlation structure can be 

addressed by using the robust sandwich estimator.   

 GEE models the mean response and is a population-averaged approach.  Rather than 

estimating the expected response for an individual (i.e., subject-specific approach), GEE focuses 

on the average population response to x.  In other words, the focus is the marginal expectation, 

𝜇𝑖𝑡 = 𝐸(𝑌𝑖𝑡), and the population-averaged approach to longitudinal data analysis assumes:  

 

ℎ∗(𝜇𝑖𝑡) =  𝑋𝑖𝑡
′ 𝛽∗    and    𝑣𝑎𝑟(𝑦𝑖𝑡) =  𝑔∗(𝜇𝑖𝑡) ∙  𝜙 

 

for some link function ℎ∗ and variance function 𝑔∗ (Zeger et al., 1988, p. 1050).  Fitting a GEE 

model requires three specifications: (a) the link function; (b) the distribution of the response or 

dependent variable, and (c) the correlation structure of the dependent variable (Ballinger, 2004).  

The research hypotheses focused on the impact of housing on the use of healthcare and criminal 

justice systems and the associated costs of such utilization.  The intensity of utilization was 

defined as the number of visits.  For acute healthcare, this was measured as the number of ER 

visits and inpatient hospitalizations.  For ambulatory healthcare, it was the number of claims.  
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For jail utilization, it was the number of offenses and incarcerations.  Each of these is a count, 

which is Poisson distributed, so the log link function was used.  Analyses on the length of stay 

also used Poisson GEE; the dependent variable was a count of the number of days hospitalized 

and incarcerated.  Results for the Poisson GEE models are presented as incidence rate ratios, or 

relative risks.  Rate ratios higher than one indicate an increased relative risk whereas rate ratios 

less than one indicate decreased relative risk.  The lower the rate ratio, the lower the relative risk.  

For the cost analyses, healthcare and jail costs were log transformed so that the data 

approximated normality, and an identity link function was used.  The results tables for the costs 

analyses show the coefficients, which were used to calculate the percent change for interpretation 

of the results.  Because the dependent variable (i.e., costs) was log transformed, the percentages 

were calculated by exponentiating the coefficient, subtracting by one, and then multiplying by 

one hundred, (𝑒𝛽 − 1) × 100.  The correlation structure specified for each model is listed under 

each of the respective results tables.  Analysis included multiple model specifications, and the 

best ones are presented in the results section below. Model comparison relied on the quasi-

likelihood under the independent model criterion (QIC) (Pan, 2001).  The analysis was 

conducted with geepack and MuMIn packages in R.  

 

Results 

For the purposes of this study, acute healthcare utilization is defined as visits to the 

emergency room (ER) and inpatient hospitalizations at state or community hospitals and 

residential treatment centers. The analysis of acute healthcare utilization considered the number 

of ER visits and hospitalizations and their associated costs.  The ambulatory care analysis relied 

on the encounter data and examined the number of claims, or encounters, as an indirect measure 
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for the intensity of such utilization.  The number of claims is a rough but useful proxy for 

ambulatory healthcare.  A close examination of the encounter data shows a wide range of 

services provided: case management, observation and evaluation, follow-up appointments with 

physicians and medical professionals, medication management and prescription refills, and 

support services like skills management and counseling.  Diagnoses in the health analysis were 

taken from the ICD-9 codes associated with each claim and/or hospitalization.  Severe mental 

illness were defined as disorders with ICD-9 codes 295 to 298, which align with DSM-IV Axis I  

disorders (Byrne et al., 2017).  All other disorders, such as personality disorders, were 

categorized as a mental health diagnosis.  Missing values in the costs analysis for acute and 

ambulatory care were imputed using predictive mean matching from the mice package in R.  

Overall, the findings show placement and tenure in permanent supportive housing is 

associated with reduced acute healthcare utilization and jail utilization.  It is also associated with 

increased ambulatory healthcare use. Presentation of the findings proceeds in the following 

order: acute healthcare utilization (emergency room visits and hospitalizations), ambulatory 

healthcare utilization, and jail utilization.  The covariates of interest are the housing categories. 

Individuals who had 30 or more days in housing were considered housed (Martinez & Burt, 

2006).  The reference group was comprised of individuals who remained homeless or had fewer 

than 30 days of housing.  Each respective model controlled for demographics (e.g., sex, race, 

age) and any health or jail utilization while in housing.  

 

Acute Healthcare Utilization: Emergency Room Visits 

 Results from the Poisson GEE regression examining the impact of housing placement and 

tenure on the number of ER visits are shown in Table 3.6.  Some individuals had ER visits while 
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in housing, which was incorporated into the model as a control variable.  It is a count, indicating 

each additional visit to the emergency room per year.  Nineteen individuals (or 24 observations) 

used the ER while in housing, ranging from one to nine visits annually.  Only one individual had 

nine ER visits in one year.  

 The findings show housing placement and tenure (i.e., the longer an individual remains in 

housing) is significantly associated fewer ER visits.  Compared to the group not in housing, on 

average, the housed group had a reduced relative risk (RR = 0.425) of an ER visit following 

initial placement in housing (i.e., housing tenure of one to three months).  There was a slight 

increase with housing tenure, rate ratio of 0.569, for those housed three to six months, 0.664 for 

those housed six to nine months, and 0.554 for those housed up to a year.  Although the rate 

ratios slightly increased with the length of time in housing, overall housing tenure remained 

significantly associated with fewer ER visits.  Medicaid coverage appears to have no impact on 

ER utilization, but when combined with housing, there was a significant association following 

initial housing placement (RR = 3.135; p < 0.05).  Permanent supportive housing is a targeted 

intervention intended for the most vulnerable and the sickest among the homeless.  The 

adjustment to housing, as well as establishing a primary care routine to manage an array of 

health problems, may take time.  This is a possible explanation for the associated increase in ER 

use for the group with Medicaid following initial housing placement.  However, this increase in 

ER use should also occur in the same housing tenure group without the Medicaid interaction, but 

did not.  This association could be the result of data limitations, a small sample size, or the model 

specification with too many covariates.  For comparison, Appendix C presents findings of an 

alternate model specification with fewer covariates.   
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Of the diagnostic variables, only mental health diagnosis and co-occurring disorders, 

defined as severe mental illness (SMI) and substance use disorder, were associated with an 

increased risk of an ER visit with rate ratios of 1.3467 and 1.672 respectively.  Even when 

considering Medicaid coverage, the increased risk remained for those with SMI or substance use 

disorder but was associated with a decreased risk for those with co-occurring disorders (RR = 

0.328).  ER utilization while in housing was also associated with a slight increase in the risk of 

an ER visit (RR = 1.181).  This is consistent with studies examining survey or claims data, which 

show that previous utilization is a strong predictor of future utilization (Diehr, Yanez, Ash, 

Hornbrook, & Lin, 1999).  

 

Table 3.6 

Poisson GEE Regression Results on the Number of ER Visits (N = 395) 

Covariate Rate Ratio 95% CI p 

Intercept 2.235 0.507 – 9.848 0.028 

White 0.972 0.766 – 1.234 0.817 

Male 1.370** 1.112 – 1.688 0.003 

Unaccompanied Adults (no kids) 0.628 0.310 – 1.272 0.197 

Hispanic 1.018 0.715 – 1.448 0.922 

Age at time of ER visit 0.996 0.935 – 1.060 0.889 

Age at time of ER visit squared 1.000 0.999 – 1.000 0.801 

Housed, 1-3 months 0.425*** 0.335 – 0.538 <0.001 

Housed, 3-6 months 0.569** 0.395 – 0.822 0.002 

Housed, 6-9 months 0.664* 0.474 – 0.929 0.017 

Housed, 9-12 months 0.554** 0.372 – 0.826 0.003 

Medicaid coverage 0.902 0.708 – 1.149 0.404 

ER visits while in housing 1.181*** 1.090 – 1.278 <0.001 



 

67 

Substance use disorder 1.061 0.759 – 1.482 0.729 

Severe Mental Illness (SMI) 0.775 0.579 – 1.037 0.087 

Mental Health Diagnosis  1.346* 1.022 – 1.772 0.035 

Housed, 1-3 months & Medicaid coverage 3.135* 1.251 – 7.855 0.015 

Housed, 3-6 months & Medicaid coverage 
0.654 0.398 – 1.073 0.093 

Housed, 6-9 months & Medicaid coverage 
0.748 0.341 – 1.637 0.466 

Housed, 9-12 months & Medicaid 

coverage 
0.993 0.604 – 1.632 0.978 

Co-occurring disorders  

(Substance use disorder & SMI) 
1.672* 1.064 – 2.627 0.025 

SMI & Medicaid coverage 2.354** 1.325 – 4.098 0.002 

Substance use disorder & Medicaid 1.972* 1.089 – 3.570 0.025 

Co-occurring Disorders & Medicaid 

coverage  
0.328** 0.147 – 0.734 0.006 

  

N (clusters) 214 

QIC 47.942 

*p < 0.05. **p < 0.01. ***p < 0.001. Independence working correlation structure specified. 

 

 

Acute Healthcare Utilization: Hospitalizations 

 The other component of acute healthcare utilization  is inpatient hospitalization at state or 

community hospitals and residential treatment centers.  Forty-one individuals (or 50 

observations) had inpatient hospitalizations while in housing, ranging from one to seven 

hospitalizations in one year.  Only one individual had seven hospitalizations in on year.  The 

Poisson GEE results of the analysis on the number of hospitalizations are in Table 3.7.  Like the 

ER results, initial housing placement was significantly associated with a reduced relative risk of 

hospitalization (RR = 0.801; p < 0.01). Initial housing placement may be associated with a 
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reduced risk of hospitalization because individuals may no longer seek hospitalization as an 

alternative form of housing.  Informal discussions with homeless service providers during my 

field work revealed that homeless individuals would use hospitalization or incarceration as a 

method to get off the streets or out of shelters.  While this is based on case managers’ speculation 

and merits additional research, it offers a possible explanation for the reduced risk associated 

with initial placement.  Compared to the results of the ER analysis, only housing tenure of nine 

to twelve months was significantly associated with a reduced risk of hospitalization (RR = 0.700; 

p < 0.01), whereas housing tenure of three to six months and six to nine months had no 

statistically significant impact.  It is hypothesized that a longer housing tenure is associated with 

a reduction in the relative risk of acute care use, reflecting possible participation in treatment 

programs and/or outpatient services (Tsemberis & Asmussen, 1999).  Analysis of this hypothesis 

was not possible due to data limitations.  

 All the diagnostic variables were associated with an increased relative risk of 

hospitalization.  This is not surprising given these treatment facilities primarily serve individuals 

with mental and behavioral health issues.  On average, homeless individuals with severe mental 

illness, regardless of housing status, experienced the greatest relative risk of hospitalization (RR 

= 2.405) compared to those with substance use disorder (RR = 1.985) or another mental health 

diagnosis (RR = 1.626).  Medicaid coverage itself was also associated with a slight increased 

relative risk of hospitalization (RR = 1.224).  Medicaid may reduce the financial barrier to 

treatment, thus making individuals more inclined to seek psychiatric and/or drug or alcohol 

rehabilitation services, including inpatient admission to a state hospital or residential treatment 

center.  The combination of housing and Medicaid was significantly associated with a reduced 
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relative risk of hospitalization for the group in housing from three to six months (RR = 0.636; p 

< 0.001) and nine to twelve months (RR = 0.684; p < 0.05).  The reduced risk for these two 

groups may be driven by housing tenure since Medicaid coverage itself is associated with a 

slightly increased risk of hospitalization.  

 

Table 3.7 

Poisson GEE Regression Results on the Number of Hospitalizations (N = 793) 

Covariate Rate Ratio 95% CI p 

Intercept 0.684 0.335 – 1.398 0.298 

White 1.087 0.966 – 1.223 0.167 

Male 1.215*** 1.088 – 1.358 <0.001 

Hispanic 0.904 0.706 – 1.157 0.423 

Unaccompanied Adult (no kids) 1.142 0.772 – 1.690 0.507 

Age at time of admission 1.001 0.968 – 1.036 0.938 

Age at time of admission squared 1.000 0.999 – 1.000 0.718 

Housed, 1-3 months 0.801** 0.680 – 0.944 0.008 

Housed, 3-6 months 1.017 0.828 – 1.249 0.875 

Housed, 6-9 months 0.999 0.629 – 1.587 0.998 

Housed, 9-12 months 0.700** 0.551 – 0.889 0.003 

Hospitalizations while in housing 1.111** 1.040 – 1.186 0.001 

Severe Mental Illness (SMI) 2.405*** 2.133 – 2.712 <0.001 

Substance use disorder 1.985*** 1.740 – 2.263 <0.001 

Mental Health Diagnosis 1.626*** 1.436 – 1.840 <0.001 

Medicaid coverage 1.224** 1.075 – 1.394 0.002 

Housed, 1-3 months & Medicaid  1.501 0.933 – 2.414 0.093 

Housed, 3-6 months & Medicaid 0.636*** 0.494 – 0.820 <0.001 

Housed, 6-9 months & Medicaid 1.226 0.748 – 2.012 0.419 
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Housed, 9-12 months & Medicaid 0.684* 0.499 – 0.938 0.018 

    

N (clusters) 395 

QIC -136 

*p < 0.05. **p < 0.01. ***p < 0.001. Exchangeable working correlation structure specified.  

 

 

The hospitalization analysis also examined whether housing had an impact on the 

hospital length of stay (LOS), defined as the number of days hospitalized.  Prior studies 

examining hospital LOS used different approaches, such as a logarithmic transformation of 

hospital LOS (Freitas et al., 2012).  This approach would have reduced the sample size, given the 

number of zeros in the data, which cannot be log transformed and would have been subsequently 

removed (see Appendix B for a histogram of the days hospitalized).  Thus, Poisson GEE was 

used for the hospital LOS analysis because of the count nature of the data and its distribution, 

and to maintain a large sample size (n = 793).  The average hospital LOS was 15.5 days with a 

standard deviation of 24 days. The median hospital LOS was nine days. Ninety percent of the 

sample spent no more than a month (i.e., 31 days) hospitalized, but some outliers exist. For 

example, one individual had two lengthy hospitalizations: the first hospitalization was 309 days, 

and the second hospitalization lasted 255 days.  Results from the length of hospitalization 

analysis are shown in Table 3.8. 

 Initial housing placement was not associated with longer hospitalization (RR = 1.168).  

Housing tenure had similar results, except for the group with housing tenure of six to nine 

months, which had a strong association with a longer hospitalization (RR = 2.457; p < 0.01).  It 

is unclear why this group is associated with lengthier hospitalizations.  This may be due to the 

small sample size and the limitations of administrative data.  Analysis with a larger sample size 
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may reveal insight into the relationship between housing tenure and the length of hospitalization.  

Housing itself had no association with the hospital LOS, but when combined with Medicaid 

coverage, there was an associated reduction in the length of hospitalization for housing tenure 

groups three to six months (RR = 0.493) and six to nine months (RR = 0.480).  As noted above, 

this may reflect increased ambulatory use following housing placement, thus allowing hospital 

providers to refer individuals to primary care providers for outpatient services.  Among the 

diagnoses, only SMI was significantly associated with a longer hospital stay (RR = 2.550).  

When also factoring Medicaid coverage, this association remained, but it was no longer 

significant.  Rather, the combination of substance use disorder and Medicaid coverage were 

significantly associated with a longer hospital stay (RR = 2.645; p < 0.05).   

These lengthier stays may be due to the nature of residential treatment centers, which are 

expected to provide “24-hour per day, 7 days per week multidisciplinary professional clinical 

support to facilitate recovery from addiction” (25 Texas Administrative Code § 448.903(a)).  

Additionally, Medicaid coverage may reduce the financial barrier to treatment offered in a 

structured therapeutic environment.  It could also reflect the impact of state legislation, which 

expanded Medicaid coverage to inpatient services for substance use disorder for adults. In 

September 2010, the Texas Health and Human Services Commission began a phased-in 

implementation of a comprehensive substance use disorder benefit for Medicaid, which included 

residential treatment and detoxification (Texas Health and Human Services Commission, 2017a).  

These services were not considered Medicaid payable prior to 2009.  

Overall, the findings suggest housing placement and tenure may reduce acute healthcare 

utilization.  Housing is associated with fewer emergency room visits and inpatient 
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hospitalizations.  Furthermore, the combination of housing and Medicaid coverage is associated 

with shorter hospitalizations.  While housing alone may reduce the number of visits, the results 

show Medicaid can also strengthen the impact of housing on acute healthcare use and further 

reduce utilization.  Permanent supportive housing offers stability to the homeless while Medicaid 

coverage allows them to seek treatment for health problems, including behavioral health issues.  

Table 3.8 

Poisson GEE Regression Results on the Length of Hospitalizations (Number of Hospital 

Days) (N = 793) 

Covariate Rate Ratio 95% CI p 

Intercept 7.992** 1.747 – 36.557 0.007 

White 1.060 0.775 – 1.451 0.714 

Male 0.922 0.679 – 1.252 0.603 

Hispanic 0.905 0.519 – 1.580 0.726 

Unaccompanied Adult (no kids) 0.694 0.406 – 1.187 0.182 

Age at time of admission 1.005 0.939 – 1.076 0.883 

Age at time of admission squared 1.000 0.999 – 1.001 0.923 

Housed, 1-3 months 1.168 0.701 – 1.947 0.552 

Housed, 3-6 months 0.980 0.615 – 1.561 0.932 

Housed, 6-9 months 2.457** 1.385 – 4.359 0.002 

Housed, 9-12 months 0.747 0.415 – 1.347 0.332 

Hospitalizations while in housing 0.861 0.722 – 1.026 0.093 

Severe Mental Illness (SMI) 2.550** 1.290 – 5.040 0.007 

Substance use disorder 1.755 0.896 – 3.437 0.101 

Mental Health Diagnosis 0.977 0.798 – 1.196 0.819 

Medicaid coverage 0.529 0.212 – 1.321 0.173 

Housed, 1-3 months & Medicaid  0.632 0.303 – 1.317 0.221 

Housed, 3-6 months & Medicaid 0.493* 0.265 – 0.914 0.025 



 

73 

Housed, 6-9 months & Medicaid 0.480* 0.254 – 0.910 0.024 

Housed, 9-12 months & Medicaid 0.831 0.437 – 1.580 0.572 

Co-occurring Disorders  

(Substance use disorder & SMI) 
0.816 0.380 – 1.750 0.601 

SMI & Medicaid 1.900 0.745 – 4.846 0.179 

Substance use disorder & Medicaid 2.645* 1.028 – 6.807 0.044 

Co-occurring disorders & Medicaid 0.585 0.223 – 1.532 0.275 

    

N (clusters) 395 

QIC -44,795 

*p < 0.05. **p < 0.01. ***p < 0.001. Exchangeable working correlation structure specified.  

 

 

Acute Healthcare Costs: Emergency Room Visits and Hospitalizations  

For the cost analysis, the dependent variable was the total billed cost. This reflects the 

total amount billed for each ER visit and hospitalization.  The natural logarithm was taken, 

which followed a normal distribution.  The data also included Medicaid cost and total allowed 

cost, the amount permitted for services rendered. As noted above, NorthSTAR was a publicly 

funded managed care program that provided behavioral health services to indigent and low-

income individuals based on clinical need. Managed care organizations typically aim to reduce 

costs while providing quality care through a variety of methods, such as having a network of 

healthcare providers and capitation rates. Thus, the total allowed amount would underestimate 

the actual cost of acute healthcare use. Data constraints did not permit analysis using Medicaid 

cost.  The Medicaid cost variable contained too many missing values, which would have required 

imputing 72 percent of the ER data and 67 percent of the hospitalization data.  

Total billed costs for ER visits ranged from $100 to $51,935.48 (mean = $4,301.65; SD = 

$5,624.05).  Hospitalization costs ranged from $80 to $114,649 (mean = $8,191; SD = $12,309). 
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Note, these ranges also indicate that the total billed cost underestimates the actual cost of acute 

care but still provides a more accurate estimate than the total allowed cost. Summaries of the 

results for the impact of housing on the cost of ER visits and hospitalizations are shown in Table 

3.9.  

Compared to the ER utilization analysis, the results for the impact of housing on costs are 

mixed. While all housing categories were associated with fewer ER visits, only the ends of the 

housing tenure spectrum had significant association with ER cost reductions.  Initial housing 

placement was associated with a nearly 61 percent decrease, and the group with nine to twelve 

months of housing with a 72 percent decrease.  Medicaid coverage alone was associated with a 

53.6 percent increase in ER costs, but when combined with housing, there was significant cost 

increases for two housing categories.  Medicaid and initial housing placement was associated 

with a 217 percent cost increase, and housing retention of three to six months with Medicaid was 

associated with a 277 percent increase. Recall, Medicaid and initial housing placement had a 

moderate association with increased ER visits (RR = 3.135; p < 0.05).  As noted above, one 

possible explanation for the increased visits and costs associated with initial housing placement 

is the health status of the homeless targeted for permanent supportive housing.  In addition to 

mental health and substance use disorders, they may have chronic health problems, which could 

have been undiagnosed or untreated prior to housing placement.  Due to data limitations, the 

models could not control for variables like physical health ailments.  Substance use disorder was 

strongly associated with an 82 percent cost increase, but there was no significant association 

between the other diagnoses and ER costs. Perhaps those struggling with substance use disorder 
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require additional or more expensive services during their ER visits (e.g., treatment for an 

overdose).  The ER data did not contain information on services provided.  

The results suggest neither housing placement not housing tenure have a significant 

impact on hospitalization costs.  The ends of the housing spectrum, initial housing placement, 

and tenure up to a year, were associated with decreased costs of about ten percent, whereas those 

in housing from three to nine months had cost increases of 27 and 17 percent, respectively.  The 

length of hospitalization was associated with a two percent cost increase.  By itself, Medicaid 

coverage was associated with a 31.4 percent increase in total billed costs.  Medicaid and all 

housing tenure categories were associated with cost reductions, though only housing tenure of 

nine to twelve months was statistically significant with a 48.9 percent decrease (p < 0.05).  The 

results suggest the strongest predictors of hospitalization costs are the diagnostic variables, all of 

which were statistically significant.  Individuals with SMI were associated with a cost increase of 

337 percent compared to those without SMI.  Substance users had an associated 32 percent 

increase and those with other mental health issues had an associated 112 percent increase in total 

billed hospitalization costs.  

While housing was associated with reduced utilization (i.e., fewer ER visits and 

hospitalizations), the results on the costs of acute care are mixed.  Only initial housing placement 

and tenure of up to a year were associated with cost reductions, but neither were statistically 

significant.  Rather, it was the diagnostic variables that primarily influenced billed 

hospitalization costs.  Housing may be insignificant at the time of admission to the ER, hospital, 

or residential treatment center since costs are primarily driven by the services rendered, which 

are dependent on the severity of the health problems to be addressed.  However, housing should 
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not be deemed irrelevant.  An alternative model for hospitalization costs, presented in Appendix 

B (Table B.6), include the interactions of SMI and substance use disorder with housing.  

Estimates from the alternative model show cost reductions up to forty percent for the group with 

SMI and housing tenure of three months or more.  However, these results are insignificant.  

Analysis with a larger sample size may reveal if the interaction between housing and behavioral 

health issues have an impact on acute healthcare costs.  

 

Table 3.9 

GEE Regression Results on the Logarithm of Total Billed Costs for ER Visits and 

Hospitalizations 

Covariate 

ER Visits 

N = 395 

Hospitalizations 

N = 793 

Estimate Std. Error Estimate Std. Error 

Intercept 7.0438*** 1.0107 7.1468*** 0.4844 

White 0.1333 0.1573 -0.1024 0.0756 

Male 0.0861 0.1343 0.1274 0.0773 

Unaccompanied Adult  

(no kids) 
0.1326 0.5348 -0.1046 0.2488 

Hispanic 0.3430 0.2474 -0.2525 0.1982 

Age at time of admission 0.0032 0.0433 -0.0157 0.0244 

Age at time of admission 

squared 

-0.0001 

 
0.0005 

0.0002 

 
0.0003 

Housed, 1-3 months -0.9378** 0.2975 -0.0963 0.1843 

Housed, 3-6 months -0.6237 0.3663 0.2367 0.1901 

Housed, 6-9 months -0.7276 0.5086 0.1550 0.3569 

Housed, 9-12 months -1.2799*** 0.3662 -0.1118 0.2834 

Medicaid coverage 0.4293** 0.1601 0.2727** 0.0948 

Utilization while in housing 

(ER visits or hospitalizations) 
0.2559** 0.0804 0.1480* 0.0724 

Substance use disorder 0.5992*** 0.1594 0.2785** 0.0963 

Severe Mental Illness (SMI) -0.0577 0.1570 1.4748*** 0.0979 
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Mental Health Diagnosis 0.3518 0.1992 0.7494*** 0.0869 

Housed, 1-3 months & 

Medicaid coverage 
1.1538* 0.5301 -0.0208 0.3334 

Housed, 3-6 months & 

Medicaid coverage 

1.3267* 0.6495 -0.4883 0.4151 

Housed, 6-9 months & 

Medicaid coverage 
-0.6062 0.5319 -0.1699 0.4436 

Housed, 9-12 months & 

Medicaid coverage 
0.6555 0.3813 -0.6706* 0.3169 

Length of Hospitalization --- --- 0.0194*** 0.0034 

     

N (clusters) 214 395 

QIC 181 -18.8 

*p < 0.05. **p < 0.01. ***p < 0.001. Independence working correlation structure specified for ER costs.  

Exchangeable working correlation structure specified for hospitalization costs.  
 

 

Ambulatory Healthcare Utilization: Number of Encounters and Costs 

 The ambulatory care analysis examined encounter data, which included all claims or 

encounters with service providers for the identified individuals during the study period. Each 

claim had an ICD-9 code, which provided detailed health diagnoses. The icd package was used 

to convert ICD-9 codes to their corresponding descriptions. In addition to the behavioral health 

diagnoses, the encounter data also offered diagnostic codes for physical health problems. 

Examples of these ailments include diabetes, skin diseases, infections, and hypertension.  Claims 

with physical health diagnostic codes comprised only two percent of the original encounter data.  

ICD-9 codes for physical health ailments were aggregated and categorized as a physical health 

diagnosis.  

This analysis used the number of claims as a measure for the intensity of ambulatory 

healthcare utilization. Results are shown in Table 3.10.  Housing placement and tenure were 

associated with increased ambulatory care.  Initial housing placement had a strong association 
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(RR = 2.395; p < 0.001) with increased ambulatory care.  This increase may reflect the efforts of 

housing programs connecting homeless individuals with healthcare providers and services.  This 

increased care utilization may also include initial assessment and support services (e.g., 

evaluation, skills training) that help homeless individuals smoothly transition into housing.  

Ambulatory healthcare utilization increased slightly among those in housing for six to nine 

months (RR = 2.485).  For the group that retained housing up to a year, there was still an 

association with increased utilization (RR = 1.90) but not to the extent of initial housing 

placement.  The decreased rate ratio from initial housing placement to housing tenure of nine to 

twelve months may indicate improved management of health conditions that require less intense 

utilization over time.  It could also suggest less intensive case management as stability improves 

over the course of housing tenure.  Also noteworthy was the utilization while in housing (RR = 

1.415), revealing the receipt of ambulatory care is associated with continued and increased 

engagement with service providers.  

As with the ER and hospitalization analysis, Medicaid coverage showed a weak but 

significant association on ambulatory healthcare utilization (RR = 1.131; p < 0.05).  This aligns 

with the NorthSTAR system’s approach of providing care based on clinical need rather than 

ability to pay.  All the diagnostic categories, except mental health diagnoses, were associated 

with increased ambulatory care use.  Those with SMI had the highest increase (RR = 3.723; p < 

0.001).  This is shown in the encounter data; 88 percent had claims with service codes indicating 

receipt of psychiatric treatment like psychotherapy and psychiatric evaluation.  This finding is 

also reflective of the NorthSTAR population, which was comprised of individuals seeking 

behavioral health services.  However, the relative risk of ambulatory use decreased for those with 
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SMI in housing, and this pattern held across all housing tenure groups.  Substance use disorder 

was associated with increased ambulatory care use (RR = 2.814).  When this group was housed, 

there was an associated decrease in ambulatory care as seen with the SMI group.  However, there 

was a significant association with reduced ambulatory care use only for those housed for up to a 

year (RR = 0.757; p < 0.01).   

By itself, housing for the homeless is associated with increased ambulatory care as 

hypothesized.  However, when individuals with SMI or substance use disorder are housed, the 

utilization decreases.  One possible explanation for decreased ambulatory care may be barriers to 

access, such as lack of transportation.  It is unclear why the use of ambulatory care decreases for 

these groups, though it does suggest that the impact of housing for certain groups may extend 

beyond acute care utilization reductions.  Homelessness may exacerbate health problems like 

SMI and substance use disorder. The stress and instability of homelessness can present unique 

challenges to adhere to a medication regimen or treatment routine.  Additionally, some may self-

medicate with drugs and alcohol to cope with their homelessness. Perhaps some opt for the 

stability of housing in lieu of ambulatory care. The results suggest that permanent supportive 

housing may be particularly beneficial for this group.  

 The findings from the analysis of the total cost of ambulatory care closely mirror the 

utilization findings.  The dependent variable was the total cost, which was log transformed. See 

Table 3.11 for a summary of the results. Housing placement and tenure were associated with 

increased costs, ranging from 84 to 214 percent. This associated cost increase was statistically 

significant only for the group with housing tenure of six to nine months (p < 0.001), which is 

reflective of the greatest increase in use of ambulatory care among housing tenure groups (RR = 



 

80 

2.485).  Compared to those without behavioral health issues, SMI and substance use disorder 

were strongly associated with increased costs of ambulatory care, with 176.5 percent and 152 

percent respectively. Housing placement and retention for those with behavioral health issues, 

specifically SMI or substance use disorder, were associated with cost reductions.  The decreases 

ranged from two to 47 percent for those in housing with substance use disorder, and 35 to 71 

percent for those in housing with SMI.  Housing alone was associated with increased ambulatory 

healthcare utilization and costs, but this was reversed for housed individuals with behavioral 

health issues.  The findings suggest that permanent supportive housing for those with behavioral 

health issues may reduce acute and ambulatory healthcare use.  This suggests that the stability of 

permanent housing is much needed for this group and lends support to the idea that housing is 

healthcare (Moses & Davis, 2015).  

Table 3.10 

Poisson GEE Regression Results on the Number of Claims (N = 1,606) 

Covariate Rate Ratio 95% CI p 

Intercept 2.707 0.902 – 8.122 0.075 

White 1.202*** 1.082 – 1.334 <0.001 

Male 0.998 0.900 – 1.107 0.970 

Hispanic 1.164 0.828 – 1.637 0.382 

Unaccompanied Adult (no kids) 1.436** 1.103 – 1.868 0.007 

Age at time of service 1.017 0.968 – 1.069 0.506 

Age at time of service squared 1.000 0.999 – 1.000 0.364 

Housed, 1-3 months 2.395*** 1.491 – 3.847 <0.001 

Housed, 3-6 months 1.848 0.724 – 4.714 0.199 

Housed, 6-9 months 2.485** 1.425 – 4.334 0.001 

Housed, 9-12 months 1.900* 1.051 – 3.435 0.034 
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Medicaid coverage 1.131* 1.012 – 1.265 0.031 

Severe Mental Illness (SMI) 3.723*** 2.713 – 5.110 <0.001 

Substance use disorder 2.814*** 2.004 – 3.953 <0.001 

Mental Health Diagnosis 1.008 0.870 – 1.167 0.918 

Physical Health Diagnosis 1.239*** 1.134 – 1.354 <0.001 

Claims while in housing 1.415* 1.059 – 1.891 0.019 

Co-occurring Disorders  

(Substance use disorder & SMI) 

0.730 0.523 – 1.018 0.064 

Housed, 1-3 months & SMI 0.533** 0.359 – 0.790 0.002 

Housed, 3-6 months & SMI 0.621 0.238 – 1.619 0.329 

Housed, 6-9 months & SMI 0.445** 0.254 – 0.781 0.005 

Housed, 9-12 months & SMI 0.564* 0.341 – 0.934 0.026 

Housed, 1-3 months & Substance 

use disorder 

0.797 0.598 – 1.064 0.124 

Housed, 3-6 months & Substance 

use disorder 

0.852 0.627 – 1.159 0.308 

Housed, 6-9 months & Substance 

use disorder 

0.841 0.593 – 1.191 0.328 

Housed, 9-12 months & Substance 

use disorder 

0.757** 0.617 – 0.930 0.008 

    

N (clusters) 314 

QIC -275,367 

*p < 0.05. **p < 0.01. ***p < 0.001. Exchangeable working correlation structure specified.  

 

 

 

Table 3.11 

GEE Regression Results on the Logarithm of Total Costs of Ambulatory Care (N = 1,606) 

Covariate Estimate Std. Error 

Intercept 3.9475*** 0.6598 

White 0.3834*** 0.0791 

Male 0.0913 0.0803 
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Unaccompanied Adult (no kids) 0.4639** 0.1461 

Hispanic 0.1182 0.1964 

Age at time of service 0.0493 0.0305 

Age at time of service squared -0.0006* 0.0003 

Housed, 1-3 months 0.6520 0.5043 

Housed, 3-6 months 0.6811 0.4267 

Housed, 6-9 months 1.1433*** 0.2688 

Housed, 9-12 months 0.6122 0.3403 

Severe Mental Illness (SMI) 1.0171*** 0.1456 

Substance use disorder 0.9259*** 0.0832 

Mental Health Diagnosis 0.4925*** 0.0839 

Physical Health Diagnosis 0.1768** 0.0617 

Number of claims/services while in housing 0.5877** 0.1794 

Medicaid coverage 0.2327** 0.0826 

Housed, 1-3 months & Substance use disorder -0.3599 0.2159 

Housed, 3-6 months & Substance use disorder -0.1239 0.1881 

Housed, 6-9 months & Substance use disorder -0.0246 0.2396 

Housed, 9-12 months & Substance use disorder -0.6304*** 0.1339 

Housed, 1-3 months & SMI -0.4327 0.4794 

Housed, 3-6 months & SMI -0.6974 0.4155 

Housed, 6-9 months & SMI -1.2390*** 0.2806 

Housed, 9-12 months & SMI -0.4843 0.2886 

   

N (clusters) 314 

QIC 296 

*p < 0.05. **p < 0.01. ***p < 0.001. Exchangeable working correlation structure specified.  
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Jail Utilization Results 

The homeless often interact with the criminal justice system.  In Dallas, they can receive 

citations for violating quality of life ordinances, such as aggressive panhandling, loitering, and 

sleeping in public.  This study used jail data from Dallas County, which has six detention 

facilities and maintain custody of incarcerated individuals who commit offenses ranging from 

Class C misdemeanors (e.g., outstanding traffic citation) to capital murder.  The analysis of jail 

utilization consisted of two parts: offenses and incarcerations. Note, not all offenses result in 

incarceration.  The number of offenses and incarcerations are measures of the intensity of jail 

utilization by the homeless.  The offense types covariates are dichotomous.  The data did include 

a wide range of offense types, but most of the offenses were the ones shown in the results tables 

below.  The severe offenses had few observations (e.g., arson, n = 2). Marital status, whether the 

individual identified as a mental health patient, and indigence were all self-reported.  The data 

did not specify a mental health diagnosis.  The variable, American, indicated if the individual’s 

place of birth was in the United States, including the District of Columbia and other U.S. 

territories like Puerto Rico.  Offenses while in housing was a count variable indicating the extent 

of jail utilization for those in housing.  Overall, housing placement and tenure were associated 

with reduced jail utilization: fewer offenses and incarcerations, shorter lengths of stay in jail, and 

cost reductions. The findings from the offenses analysis are presented first, followed by the 

results from the incarceration analysis.  

 

Jail Utilization: Offenses 

 The number of offenses committed per year ranged from one to 28 (mean = 3, SD = 3).  

The findings are presented in Table 3.12.  Initial housing placement had no effect on the number 
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of offenses (RR = 0.911), but housing tenure was associated with fewer offenses per year.  This 

decrease became greater and more significant with longer lengths of time in housing. Those 

housed from three to six months had a relative risk reduction of 0.70 whereas those in housing up 

to a year had the greatest decrease (RR = 0.486).  This finding suggests the length of time in 

housing reduces jail utilization, even when controlling for those who commit offenses while in 

housing.  Each type of offense was significantly associated with an increased risk of committing 

another offense.  Drug-related offenses (RR = 1.574), fare evasion (1.519), and theft (RR = 

1.485) had the greatest increased relative risk among the offenses shown here.  This indicates 

homeless individuals who commit such offenses have a greater risk for additional offenses that 

year.  This may mirror the health analysis where previous utilization serves as a strong predictor 

of future utilization.  

Table 3.12 

Poisson GEE Regression Results on the Number of Offenses (N = 857) 

Covariate Rate Ratio 95% CI p 

Intercept 2.242** 1.309 – 3.841 0.003 

White 1.072 0.934 – 1.231 0.320 

Male 1.184** 1.046 – 1.340 0.007 

Hispanic 0.957 0.763 – 1.202 0.707 

American 1.244** 1.064 – 1.455 0.006 

Married 0.892 0.741 – 1.074 0.229 

Age at Offense 0.991 0.960 – 1.023 0.569 

Age at Offense squared 1.000 1.000 – 1.000 0.892 

Mental Patient 1.095 0.967 – 1.240 0.152 

Indigent 0.920 0.814 – 1.039 0.178 

Housed, 1-3 months 0.911 0.669 – 1.242 0.556 
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Housed, 3-6 months 0.700* 0.534 – 0.918 0.001 

Housed, 6-9 months 0.758 0.530 – 1.085 0.130 

Housed, 9-12 months 0.486*** 0.409 – 0.577 <0.001 

Offenses committed while in housing 1.198*** 1.145 – 1.253 <0.001 

Theft 1.485*** 1.293 – 1.705 <0.001 

Prostitution 1.276* 1.017 – 1.600 0.035 

Assault 1.384*** 1.173 – 1.632 <0.001 

Marijuana related offense 1.414*** 1.220 – 1.639 <0.001 

Drug related offense 1.574*** 1.335 – 1.856 <0.001 

Fare evasion 1.519*** 1.246 – 1.851 <0.001 

    

N (clusters) 350 

QIC -686 

*p < 0.05. **p < 0.01. ***p < 0.001. Exchangeable working correlation structure specified.  

 

 

Jail Utilization: Incarcerations 

 The number of incarcerations for the sample ranged from one to ten per year, with a 

mean of one and a standard deviation of one.  The findings on the number of incarcerations, 

shown in Table 3.13, were similar to the results of the offense analysis.  Initial housing 

placement had no effect on the number of offenses, but it was associated with a decrease in the 

relative risk of incarceration (RR = 0.796) compared to those not in housing.  Furthermore, 

housing tenure was strongly associated with a decreased relative risk of incarceration.  The 

greatest decrease was for the group that maintained housing for nine to twelve months (RR = 

0.499).  This suggests permanent supportive housing for the homeless can reduce jail utilization.  

It was also associated with fewer offenses and incarcerations, which may produce cost savings 
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for the taxpayers of Dallas County.  Of the type of offenses, only prostitution (RR = 1.351) and 

fare evasion (RR = 1.163) had significant associations in an increased relative risk of 

incarceration.  Severe offenses, like assault, had no effect (RR = 1.073) on the number of 

incarcerations but did have a strong association with a longer stay in jail (RR = 1.561; p < 

0.001).  

 Results for the analysis on the length of incarceration, defined as the number of days in 

jail, are shown in Table 3.14.  For the same reasons as the hospital LOS data, Poisson GEE was 

used for this analysis on the length of incarceration.  The average length of incarceration was 

26.5 days with a standard deviation of 41.5 days. The median was a week, or seven days.  

Seventy-five percent of the sample spent no more than a month (i.e., 31 days) in jail, but there 

were several outliers. For example, one individual spent 248 days of the year in jail.  During the 

study time frame, this individual was arrested and subsequently incarcerated four times for 

prostitution.  Her prior offenses included aggravated assault with a deadly weapon, distribution 

of controlled substances, and multiple probation violations.  These former offenses were 

excluded because they occurred before the start of the study period (2007). It is possible this 

homeless individual received lengthier sentences given her previous criminal history, resulting in 

outliers in the current data used for analysis.  

 As with the previous results on jail utilization, housing placement and tenure were 

associated with fewer days in jail.  The rate ratio decreased as more time was spent in housing.  

Initial housing placement had a rate ratio of 0.524 whereas those housed for nearly a year had a 

rate ratio of 0.228.  In addition to fewer offenses and incarcerations, this finding shows that 

housing placement and tenure are associated with shorter lengths of stay in jail even when 
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controlling for demographic factors and reasons for incarceration.  Mental health status and 

indigence did not have a significant effect on the number of offenses or incarceration, but 

indigence had a strong association with increased number of jail days (RR = 1.809; p < 0.001).  

This may be due to an inability to post bail, resulting in longer incarcerations.  While assault did 

not have an effect on the number of incarcerations, it did have a strong association with the 

length of incarceration (RR = 1.531; p < 0.001).  Prostitution and theft showed a slight increase 

in the number of jail days, but neither were statistically significant.  The group incarcerated for 

evading or resisting arrest were associated with fewer days in jail (RR = 0.524).  This reflects the 

relationship between the severity of the offense and the length of incarceration.  

 Results for the analysis on jail costs are in Table 3.15.  The dependent variable, 

incarceration costs, was log transformed.  Incarceration costs ranged from $35.30 to $25,881.90.  

The average cost of incarceration was $1,780 with a standard deviation of $3,121.41.  The length 

of incarceration was associated with a three percent increase in incarceration costs.  However, 

even when controlling for length of incarceration and offense types, housing tenure was 

significantly associated with reduced incarceration costs, ranging from 37.5 to 57.5 percent 

reductions.  Initial housing placement, albeit insignificant, was associated with a 27 percent 

decrease. The type of offense did not appear to affect costs.  Only theft and marijuana were 

significantly associated with reducing costs by 15 and 19 percent, respectively.  Housing was 

associated with fewer offenses and incarcerations, shorter lengths of days spent in jail, and cost 

reductions.  The findings support the hypothesis that permanent supportive housing reduces jail 

utilization and associated costs. 
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Table 3.13 

Poisson GEE Regression Results on the Number of Incarcerations (N = 971) 

Covariate Rate Ratio 95% CI p 

Intercept 1.651* 1.002 – 2.720 0.049 

White 0.933 0.866 – 1.005 0.067 

Male 1.215*** 1.119 – 1.320 <0.001 

Hispanic 1.129 0.962 – 1.325 0.138 

American 1.158** 1.058 – 1.267 0.001 

Married 0.944 0.844 – 1.056 0.312 

Age at Book-In 0.980 0.953 – 1.008 0.155 

Age at Book-In squared 1.000 1.000 – 1.001 0.196 

Mental Patient 1.018 0.931 – 1.112 0.701 

Indigent 1.014 0.928 – 1.107 0.758 

Incarcerations while in housing 1.479*** 1.388 – 1.577 <0.001 

Housed, 1-3 months 0.796** 0.684 – 0.926 0.003 

Housed, 3-6 months 0.697*** 0.597 – 0.814 <0.001 

Housed, 6-9 months 0.640*** 0.496 – 0.826 <0.001 

Housed, 9-12 months 0.499*** 0.441 – 0.564 <0.001 

Theft 1.091 0.990 – 1.203 0.079 

Prostitution 1.351*** 1.158 – 1.576 <0.001 

Assault 1.073 0.953 – 1.209 0.246 

Marijuana 1.134 0.978 – 1.314 0.095 

Drug-related offense 1.016 0.911 – 1.132 0.778 

Fare evasion 1.163* 1.018 – 1.330 0.027 

    

N (clusters) 337 

QIC 1,714 

*p < 0.05. **p < 0.01. ***p < 0.001. Exchangeable working correlation structure specified.  
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Table 3.14 

Poisson GEE Regression Results on the Length of Incarceration (Number of Jail Days)  

(N = 971) 

Covariate Rate Ratio 95% CI p 

Intercept 4.800** 1.516 – 15.195 0.008 

White 1.080 0.839 – 1.392 0.550 

Male 1.467** 1.148 – 1.873 0.002 

Hispanic 1.542* 1.064 – 2.233 0.022 

American  1.175 0.840 – 1.644 0.348 

Married 0.900 0.645 – 1.256 0.537 

Age at Book-In 1.039 0.975 – 1.106 0.240 

Age at Book-In squared 1.000 0.999 – 1.000 0.247 

Mental Patient 1.111 0.883 – 1.397 0.369 

Indigent 1.809*** 1.435 – 2.279 <0.001 

Housed, 1-3 months 0.524* 0.284 – 0.965 0.038 

Housed, 3-6 months 0.626 0.325 – 1.208 0.162 

Housed, 6-9 months 0.363* 0.148 – 0.891 0.027 

Housed, 9-12 months 0.228*** 0.109 – 0.474 <0.001 

Incarcerations while in housing 1.531** 1.139 – 2.059 0.005 

Theft 1.210 0.980 – 1.493 0.078 

Assault 1.539*** 1.205 – 1.964 <0.001 

Evading/resisting arrest 0.524** 0.326 – 0.841 0.007 

Prostitution 1.268 0.752 – 2.139 0.374 

Drug related offense 1.163 0.901 – 1.500 0.246 

    

N (clusters) 337 

QIC -123,791 

*p < 0.05. **p < 0.01. ***p < 0.001. Exchangeable working correlation structure specified.  
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Table 3.15 

GEE Regression Results on the Logarithm of Incarceration Costs (N = 971) 

Covariate Estimate Std. Error 

Intercept 4.974*** 0.3001 

White 0.1441 0.0819 

Male 0.1971** 0.0685 

Hispanic 0.0301 0.1387 

American 0.1143 0.0715 

Married 0.0258 0.0904 

Length of incarceration  0.0295*** 0.0013 

Age at Book-In 0.0190 0.0161 

Age at Book-In squared -0.0002 0.0002 

Mental Patient 0.0964 0.0660 

Indigent 0.0192 0.0692 

Housed, 1-3 months -0.3158 0.1706 

Housed, 3-6 months -0.4697** 0.1727 

Housed, 6-9 months -0.7310*** 0.1877 

Housed, 9-12 months -0.8568*** 0.1748 

Incarcerations while in housing 0.5093*** 0.0965 

Theft -0.1697* 0.0692 

Assault 0.0459 0.0778 

Prostitution -0.0137 0.1309 

Marijuana -0.2106* 0.1000 

Evading/resisting arrest -0.1724 0.1261 

Drug related offense -0.1299 0.0811 

   

N (clusters) 337 

QIC -123 

*p < 0.05. **p < 0.01. ***p < 0.001. Exchangeable working correlation structure specified.  
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Discussion 

The findings show that placement and tenure in permanent supportive housing for 

homeless individuals is associated with reductions in acute healthcare and jail utilization.  

Moreover, the potential impact is even greater with the combination of housing and Medicaid.  

There are several policy implications for Dallas.  First, it lends credibility to the value of 

permanent supportive housing projects.  For example, the Cottages at Hickory Crossing, a 

permanent supportive housing program with a Housing First approach for chronically homeless 

individuals has been criticized for being over budget and behind schedule.  Critics also expressed 

skepticism over whether housing would have any measurable impact on acute healthcare and jail 

use.  However, results from this study suggest housing can have an impact, and that permanent 

supportive housing may be an appropriate intervention for frequent utilizers of health and jail 

systems. This may be of importance for policymakers seeking to contain taxpayer dollars spent 

on healthcare and jail costs incurred by the homeless.  Further, these findings may be of interest 

to the Citizen Homeless Commission, an advisory body tasked with developing policy 

recommendations “to enhance efficiency, quality, and effectiveness of the community-wide 

response to homelessness” (City of Dallas, 2018, para. 1).  

Second, the results of this study underscore the need for additional permanent supportive 

housing.  In its final report, the Dallas Commission on Homelessness recommended adding 

1,000 new permanent supportive housing units to existing inventory by 2021 (Dallas 

Commission on Homelessness, 2016).  The 2018 Point-In-Time (PIT) count found 4,140 

individuals experiencing homelessness in Dallas, of which 383 were considered chronically 

homeless (Metro Dallas Homeless Alliance, 2018).  There remains a need for investment in 



 

92 

permanent supportive housing to meet demand in Dallas, though there are glimmers of hope.  At 

the time of this writing, Catholic Charities had started renovation of St. Jude’s Center, a former 

assisted-living facility.  It is scheduled to reopen in the fall of 2018 as permanent supportive 

housing for 104 homeless seniors, ages 55 and up.  Findings from this study may be informative 

as city and county officials debate the future of housing policy in Dallas and determine which 

strategies are appropriate and effective for tackling the city’s homeless problem.  

 

Limitations 

This study has several limitations.  Given the small sample size, the findings are not 

generalizable to other cities.  Additionally, individuals may have accessed other health and/or 

criminal justice systems not captured in the administrative data used here.  Homeless individuals 

not enrolled in the NorthSTAR system were also excluded.  The administrative data used for this 

study only included individuals who utilized the NorthSTAR system and Dallas County jail.  

This study would have been bolstered by health data from Parkland Hospital and the Dallas-Fort 

Worth Hospital Council.  Both organizations declined to participate.  Another limitation is due to 

the nature of the administrative data.  Some of the data were self-reported, such as indigence 

status in the jail data.  There were some missing values in the cost data that required multiple 

imputation, and it is possible the actual cost of healthcare utilization is higher than reported in 

the existing data.   

However, this study does offer several contributions.  At the time of this writing, there 

has not been a comprehensive study using this methodology to examine the impact of housing on 

healthcare or jail use in Dallas.  The previous study by Balfour (2011) used aggregated data to 

calculate costs and focused only on the top 200 utilizers of the NorthSTAR system.  This study 
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takes a more rigorous approach by compiling individual-level data from multiple administrative 

data sources for analysis.  This level of granularity allows for a more precise estimate of 

utilization and associated costs.  While administrative data presented several unique challenges, 

it also highlighted the potential of using administrative data for research purposes.  This 

administrative data could be used to examine other research questions related to the homeless 

population in Dallas.  Future research should consider the factors related to housing exits and 

explore what helps homeless individuals retain housing, which would be bolstered with a 

qualitative approach.  The next two chapters discuss the qualitative findings, offering insights 

into the challenges faced by Housing First programs and the strategies adopted by service 

providers as they work to meet the needs of their homeless clients.   
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CHAPTER 4 

COMPARATIVE CASE STUDIES OF HOUSING FIRST PROGRAMS IN FIVE CITIES 

 

Introduction 

 The federal government’s embrace of Housing First resulted in widespread adoption of 

this approach in cities across the nation.  However, critics argue that the Housing First model 

lacks clarity, and the tenet of consumer choice rewards bad choices that may be responsible for 

the client’s predicament (Padgett, 2013).  The critique about the lack of clarity is not without 

merit.  Padgett, Henwood, and Tsemberis (2016) noted that the rapid growth of Housing First 

programs resulted in different versions of Housing First.  They discuss examples of Housing 

First adaptations in Salt Lake City, Utah; Charlotte, North Carolina; Seattle, Washington; and 

Denver, Colorado, but they do not explore the reasons contributing to the variation across cities.  

In response, Pathways developed a fidelity measure for programs seeking to adopt the Pathways 

Housing First model, which was pilot tested at two multisite research projects (Stefancic et al., 

2013).  The fidelity measure has 38 items across five domains: housing choice and structure, 

separation of housing and treatment, service philosophy, service array, and program structure 

(Padgett, Henwood, & Tsemberis, 2016).  Much of the existing literature on Housing First 

focused on the impact of such interventions, primarily cost savings due to reduced utilization of 

acute healthcare and jails.  Recently, researchers have examined whether the Housing First 

model could be adapted and if such local adaptations could maintain fidelity to Housing First 

principles (Macnaughton et al., 2015; Nelson et al., 2014; Pleace & Bretherton, 2012; D. P. 

Watson et al., 2013).  This study explored the variation of Housing First programs, factors that 

may contribute to these differences, and the implications for service delivery. 
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Methodology 

The nature of the research questions necessitates a qualitative approach.  The 

comparative case study method was exploratory, considered the case in its real-life, 

contemporary context, and utilized in-depth data collection (Creswell, 2013).  The methodology 

allowed for detailed findings and the discovery of nuance and complexity for each case.  This 

approach was used to examine Housing First programs in five select cities: Dallas, Texas; 

Austin, Texas; Houston, Texas; Salt Lake City, Utah; and Los Angeles, California.  The 

researcher selected Austin and Houston for in-state comparisons with Dallas.  Los Angeles was 

chosen for its large homeless population, and Salt Lake City was chosen because of its success 

and early adoption of the Housing First model.  Utah was the first state to adopt the Pathways 

Housing First model state-wide (McEvers, 2015).   

Data were collected from documentation review, site-visits, and in-depth interviews with 

participants, which included CEOs, program administrators, case managers, and street outreach 

team members.  Fifty-three participants were interviewed.  The term “participant” refers to 

individuals that participated in this study; “client” refers to the homeless individuals served by 

the participants’ programs and organizations. Participants’ names and affiliations are not 

disclosed for confidentiality purposes.   

The interviewed participants represented thirty-seven organizations and programs across 

the five cities.  Interviews lasted approximately 45 to 60 minutes.  A uniform list of questions 

was utilized, but interviews often strayed from the list of questions and became a conversation 

that covered specific issues raised by participants.  Despite the deviation from the list of 

questions, all interviews covered similar topics of discussion.  These topics included an overview 
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of the participant’s role and responsibilities, definitions of Housing First and its 

operationalization, programmatic successes and challenges, and partnerships formed in service 

delivery.   

The researcher identified prospective participants through an extensive online search for 

service providers in each city and used information from the lead agency for each CoC, news 

articles in local papers, and grant applications available on HUD Exchange.  Participants were 

recruited via emails and phone calls.  Snowball sampling was used to identify other major 

service providers and key individuals within each CoC.  This technique also served as an 

indicator of data saturation because similar names would be suggested for prospective 

participants.  Additionally, this allowed for the researcher to verify that major service providers 

and key individuals in each CoC had been identified and offered the opportunity to participate in 

the study.  Interviews were transcribed and coded using NVivo.  The review and analysis of 

interview transcripts generated codes and themes identified within each city as well as cross-case 

themes.  Information from participant interviews, such as dates of certain events (e.g., 

introduction of a Coordinated Assessment System, also known as Coordinated Access or 

Coordinated Entry), were cross-referenced with available documentation, such as annual reports, 

CoC meeting minutes, news articles, press releases and the like, for validation purposes.  

 The researcher also conducted site visits to as many programs as possible across the five 

cities.  These visits typically entailed meeting with homeless service providers, observing 

meetings and providers’ interactions with staff, other organizations, and homeless clients, and 

touring housing sites and the surrounding neighborhoods.  Site visits to Houston, Los Angeles, 

and Salt Lake City were conducted in July 2016; Austin in September 2015; and Dallas in 
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November/December 2015 and again in August 2016.  During the study timeframe, the Dallas 

Commission on Homelessness held a series of public meetings to discuss the city’s homeless 

problem, to obtain community feedback, and to develop a strategy.  The researcher attended 

these meetings and observed the interaction among Commissioners and community responses to 

proposed ideas.   

The remainder of the chapter proceeds as follows: (a) a discussion on the variation of 

Housing First programs represented in this study, (b) factors that may contribute to such 

differences, and (c) an in-depth look at each city.  

 

A Brief Recap: Defining Housing First 

Tsemberis developed the Consumer Preference Supported Housing model, referred to as 

the Pathways Housing First model, on the premise that housing is a basic right.  Tenets of the 

Pathways Housing First model include: (a) homeless individuals with mental illness can maintain 

independent housing of their choice with the appropriate supports; (b) the individuals select their 

housing; (c) apartments are rented from landlords in the community, and landlords do not 

provide support services; (d) clinical crises, such as a relapse to substance abuse, do not put the 

individuals at risk of losing their housing; (e) services are offered by an Assertive Community 

Treatment (ACT) team in the community, available 24 hours a day; (f) the individuals determine 

the type, frequency, and sequence of services; and (g) sobriety, medication adherence, or 

participation in treatment is not mandatory, and the staff uses a harm reduction model for drug 

and alcohol abuse (Tsemberis & Asmussen, 1999).  USICH also developed a Housing First 

checklist, which allows programs to assess their alignment with Housing First principles.  This 
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list includes eleven items and much like the Pathways Housing First model, USICH emphasizes 

low barrier to housing entry, the separation of housing and treatment, consumer choice, and the 

use of a harm reduction approach (United States Interagency Council On Homelessness, 2016).  

Both the Pathways Housing First fidelity scale and USICH checklist call for programmatic 

commitment to rehousing, which provides clients the opportunity to transfer from one housing 

program or location to another if tenancy is in jeopardy.  Both programs take measures to help 

clients avoid eviction. 

The fidelity scale and checklist highlight the need for clarity on the Housing First model.  

Pleace and Breatherton (2012) discussed the definitional ambiguity of Housing First and argued 

that variants of the Pathways Housing First model could also result in sustained exits from 

homelessness.  Housing First has been redefined in two ways: (a) a term referring to all 

“housing-led” homeless services and (b) homeless services that are influenced by the Pathways 

Housing First concept but do not replicate its service model.  As a result, some have conflated 

Housing First and housing led.  Pleace and Breatherton conclude, “What appears to matter most 

is not whether something is ‘Housing First’ in the sense of adhering precisely to the PHF model, 

but the extent to which these aspects of the broad philosophy of Housing First influence service 

design.  Housing First, in this broad sense, is beneficial because [it] encourages service provision 

to move beyond the primitivism that reduces homelessness merely to individual pathology, 

regarding groups like chronically homeless people as ‘sick’ and/or ‘consciously deviant’ 

population who need to be ‘corrected’ and instead sees another human being” (Pleace & 

Bretherton, 2012, p. 13).  
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The term Housing First need not specifically refer to the Pathways Housing First model.  

Rather, it can refer to a broader conceptual approach taken by service providers: a client-centered 

approach that emphasizes immediate placement into permanent housing without conditions for 

entry or retention, such as sobriety or treatment.  This approach can manifest in a variety of 

ways, and the variation across programs may reflect how providers adapted Housing First to its 

local environment, meeting the needs of its local homeless population and its organizational 

mission.  Nelson et al. (2014) astutely noted, “One important implementation issue is the tension 

between fidelity to the original Pathways model and adaption to the local context…Adaptations 

to local context are possible and desirable and can occur without compromising essential 

principles or functions of the intervention” (Nelson et al., 2014, p. 17).  Similarly, Johnson, 

Parkinson, and Parsell (2012) argued that programs should adapt and develop interventions most 

suitable to their local context rather than seeking to replicate the Pathways Housing First model.  

In other words, context matters.  Adopting this broader definition of Housing First allows 

homeless service providers flexibility as they work to address clients’ needs and challenges in 

service delivery.   

 

What Variation? 

This section identifies the variation in Housing First programs across the five cities.  

Programs varied in several aspects: housing type; separation of housing and services (physical 

and organizational); service provision; and consumer choice.  Programs in Texas preferred 

scattered-site housing, which allowed them to avoid issues typically associated with single-site 

housing, such as NIMBY (Not In My Back Yard) or in the case of Dallas, BANANA (Build 

Absolutely Nothing Anywhere Near Anything).  In Los Angeles and Salt Lake City, programs 
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tended to utilize any housing available, though service providers in Los Angeles seemed to 

embrace the single-site model due to the dire need for housing because of its large homeless 

population.   

For programs using single-site housing, participants also emphasized the importance of 

creating community.  They believed single-site housing would address client concerns about 

loneliness and social isolation.  Programs using blended management models were more 

prevalent in Los Angeles and Salt Lake City; Houston had one program that operated this way.   

Blended management refers to the organizational model that combines service provision 

and property management.  Both functions are within the same organization and are intended to 

work together but are kept separate through organizational structure, such as having different 

chains of commands.  All participants noted the conflict of interest that exists between property 

management and service provision, but these programs acknowledged this tension could be 

addressed with organizational structure and management, such as having clearly delineated roles 

and meetings to resolve conflicts.  These programs often used single-site housing and provided 

on-site case managers.  Programs not using blended management models found the potential 

conflict of interest to be too great and instead focused solely on service provision, working with 

private landlords or contractors for clients’ housing needs.  

Across the programs, there were several differences in service provision: case load size; 

on-site services versus referrals; and treatment approach (harm reduction, Intensive Case 

Management, Critical Time Intervention, and/or Assertive Community Treatment).  The 

caseload ratios across the five cities ranged from 1:10 to 1:93. For most programs, case managers 

had an average of 15-20 cases.  The program with the largest caseload ratio was based in Los 
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Angeles, which had a single case manager responsible for 93 clients.  Although client 

participation in services is voluntary under the Housing First model, participants expected clients 

to meet with case managers regularly.  For some programs, participants described it as a rule 

while other programs were more flexible.  

One participant stated, “These meetings are entirely voluntary for the client, but 

mandatory for the case manager. They are to follow-up with the client as much as possible, even 

if the client doesn’t want to meet.  For example, case managers can leave a note on the clients’ 

door saying they dropped by to see them.”  In the interviews the participants indicated that 

clients were typically eager to meet with case managers and/or seek treatment, and the clients 

that withdrew either required additional attention or failed to take medication for their mental 

illness.   

All the single-site programs had case managers on-site with designated office space and 

office hours to meet with clients.  However, only seven programs (three in Los Angeles; two in 

Austin; one in Dallas; and one in Salt Lake City, which was in the process of hiring a nurse) also 

had healthcare providers on-site.  The clinical staff were not program staff but associated with 

other organizations that partnered with these programs.  The scattered-site programs had case 

managers in the field that travelled to meet clients and made referrals to help clients obtain 

requested services.   

The Pathways Housing First model specifies service delivery using an Assertive 

Community Treatment (ACT) team.  ACT teams are multidisciplinary and comprised of 

psychiatrists, nurses, social workers, substance use counselors, vocational rehabilitation 

specialists, and peer support workers.  ACT is designed to provide holistic and direct services 



 

102 

and assertive outreach to clients who are reluctant to engage in services (Bond & Drake, 2015; 

Tsemberis & Asmussen, 1999).  As for treatment approach, programs in this study primarily 

used Intensive Case Management (ICM), where service delivery is through individual case 

managers instead of ACT’s team-based approach.  Programs that used ACT teams had access 

through their partnerships with other organizations.  In Salt Lake City, participants shared how 

ACT teams were embedded with street outreach teams; programs in Texas relied on their 

partnerships with the Local Mental Health Authority (LMHAs) that had ACT teams.   

Some programs used other treatment approaches.  For example, one program used a 

psychosocial rehabilitation model and emphasized self-sufficiency and independence.  This 

participant described the case manager-client relationship as “working in junction with them, not 

taking care of them.”  Two programs used Critical Time Intervention (CTI), though a participant 

from one of these programs candidly admitted she was not sure about the program’s case 

management approach.  CTI is an intensive, time-limited approach that is deployed at critical 

moments in the lives of clients, such as during the initial transition to permanent housing (De Vet 

et al., 2013).  The literature continues to explore other approaches, such as Maintaining 

Independence and Sobriety through Systems Integration, Outreach, and Networking (MISSION), 

a structured intervention targeted at chronically homeless individuals with co-occurring disorders 

(Smelson et al., 2016).  

Whether Housing First programs embraced harm reduction or not was another variation 

across programs, and the extent of its implementation was uneven across Housing First 

programs. This is similar to findings from the reviews of the Housing First literature (D. P. 

Watson, Shuman, Kowalsky, Golembiewski, & Brown, 2017). Of the 53 participants, only 19 
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explicitly mentioned harm reduction when discussing Housing First.  Some participants 

described their strategies to address clients’ substance use, but they did not appear to emphasize 

harm reduction.  Some participants seemed to tolerate clients’ substance use and stressed the 

importance of preventing clients from “sliding backwards.”  In contrast, programs that embraced 

harm reduction were emphatic about how harm reduction was essential to the Housing First 

approach.  For example, one program in Los Angeles had a needle exchange program and gave 

overdose kits to clients who were active users.  They also provided training to teach clients how 

to administer Narcan (also known as naloxone) should they and/or their friend overdose.   

A program in Houston integrated harm reduction into its case management approach.  

This participant shared how a case manager celebrated small victories with clients who struggled 

with substance use disorder.  She gave the example of a client who became intoxicated and made 

a scene in the communal area of the building.  The following week the client was drunk but 

remained in his room without disrupting others.  The participant described this as a “baby step” 

worth noting to the client with the hopes that next time the client might reduce his alcohol 

consumption.   

Another variation of the key features of the Housing First approach is emphasis on 

consumer choice.  The model is inherently client-centered where the client is the consumer 

determining whether to participate in services as well as the type, frequency, and sequence of 

treatment.  All the programs in this study honored client choice regarding participation in 

treatment and services, but programs varied in their application of consumer choice in the aspect 

of housing choice.  Participants from Los Angeles and Salt Lake City indicated they gave serious 

consideration to clients’ preferences and needs regarding housing units and location and 
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attempted to accommodate clients when possible.  Dallas, Austin, and Houston did not disregard 

client choice, but they did not appear to value it compared to programs in Los Angeles and Salt 

Lake City.   

Application of consumer choice varied within sites, too. For example, a program in Los 

Angeles had conflicting views about Housing First and its implementation.  The program’s 

leadership adhered to a mild version of the Treatment First philosophy, speaking about the need 

for flexibility and assessing clients on a case-by-case basis while noting the need for client 

compliance with program rules.  In contrast, program administrators and case managers 

responsible for daily operations and interactions with clients closely followed Housing First 

principles, including consumer choice.  

The limited availability of units due to affordable housing stock or programmatic 

structure may also impact the programs’ ability to offer choices to clients based on their needs 

and preferences.  Though participants in all cities cited the shortage of affordable housing as a 

challenge for their programs, it appeared to have greater impact on how Texas programs 

implemented client choice.  For example, a participant in Houston remarked, “When we have a 

unit come up, that’s what you get.  Whatever is the next one available because we have wait lists 

that are two to three months long for every project.”  Similarly, when discussing client concerns 

about housing placement in certain neighborhoods, a participant in Dallas shared, “The political 

and financial variables outweigh the concerns about how neighborhood features affect outcomes 

for program participants.  Crime, violence, death, and drugs are horrible, but you’re still saving 

more people by being there [in housing] than not.”  Both statements illustrate participants’ views 

that homeless clients should be grateful for housing irrespective of the unit or location.  
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These programs differed in housing type, the physical and organizational separation of 

housing and services, service provision, and consumer choice.  This discussion shows the 

variation in the implementation of the Housing First approach across programs in these five 

cities.  The findings are similar to Dickson-Gomez et al. (2017) who examined the variation of 

permanent supportive housing programs in Chicago, Illinois.  They found that programs differed 

in housing configuration (scattered or single-site housing), service provision, and the use of harm 

reduction approach (Dickson-Gomez et al., 2017).   

The variation across programs led to critiques about the clarity of the Housing First 

model and subsequent fidelity assessments.  However, little research has focused on factors that 

may attribute to differences across Housing First programs, including contextual factors, such as 

the challenges and partnerships formed in service delivery.   

 

Sources of Variation 

 The variation across Housing First programs could stem from multiple sources.  These 

programs are typically operated by nonprofit organizations, each with its own mission, history, 

and Board of Directors.  Each nonprofit may define and implement the Housing First approach in 

a manner consistent with its organizational values.  When asked to define Housing First, 

participants often listed the following criteria: accepting clients without conditions, low barriers 

to housing entry, and voluntary participation in treatment and services.   

One participant noted, “It is literally housing first” and another participant succinctly 

stated, “Everyone is housing ready.”  Participants in Dallas referred to the USICH checklist on 

Housing First while service providers in other cities were more flexible with their definitions.  
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The USICH Housing First checklist includes items such as voluntary participation in services 

and program entry regardless of income, sobriety, treatment compliance, and criminal history 

(United States Interagency Council On Homelessness, 2016).  In Austin, participants referenced 

the community-wide definition they collectively established while those in Salt Lake City 

specifically mentioned the Pathways Housing First model.   

Although the Utah adopted the Pathways Housing First approach statewide, participants 

in Salt Lake City discussed how the variation in implementation across programs presented a 

challenge to the community’s collective efforts in addressing homelessness.  One participant 

from Salt Lake City noted, “One general hurdle has been that we (different staff, agencies, 

community partners) all have a different understanding of what Housing First means.  For some 

it is the strict adherence of HUD/Federal definition and is regulation that we must follow; for 

others it is a more conceptual understanding that it means we should do whatever it takes to keep 

someone housed; and while for others, it is understood that it is a general concept that you 

provide housing first without expectations and from [that] stable base, each individual can seek 

the support they need.”   

Definitions may also vary within organizations, such as differing views between program 

leadership and case managers who interact with clients directly on a daily basis.  For example, 

participants from a program in Los Angeles gave conflicting answers when defining Housing 

First, specifically with regards to the conditionality of housing placement and retention.  

Leadership took a Treatment First perspective and emphasized the importance of client 

participation in services with the goal of self-sufficiency.  The case managers fully embraced 

Housing First and noted the voluntary nature of client participation in services and treatment.    
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 How programs define goals and success may also contribute to the variation in the 

implementation of Housing First.  The Housing First approach is client-centered and client-

driven and as such, program goals and success ought to align with client goals and success.  

Participants’ responses show how their definitions of success are client-oriented.  As one 

participant stated:  

Success is whatever the clients’ goals are.  There’s a difference here between 

programmatic thinking versus Housing First thinking.  For the program, success is 

whatever these five things are on my checklist at the end of the month and that’s 

graduation. Housing First says, I have to look at an individual and say, “For you, what is 

success?” because they’re different from their neighbor.  

 Participants defined success as housing retention and stability and often referenced their 

programs’ retention rates.  One participant remarked, “It’s about ending their homelessness.  

Success is making sure they’re never on the streets ever again.”  While retention rates indicate 

the housing stability of clients, it is also necessary to consider client outcomes and attrition and 

examine reasons for clients’ exits from housing.  However, client outcomes, such as improved 

quality of life, are not easily quantifiable, thus it is harder to measure.   

 Some programs used additional metrics to define the program’s success.  One program in 

Los Angeles considered the number of clients placed into housing and whether clients increased 

their ability to self-determination (e.g., employment, community interaction, and support group 

attendance) when defining success.  A program in Houston used reduced emergency room and 

jail visits to assess successful client outcomes, but this participant acknowledged her program 

was still refining its understanding of success.  While programs used a variety of ways to 
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measure success and client outcomes, their definitions of success aligned with the Housing First 

approach.  

 The challenges programs face in service delivery may explain the variation across 

Housing First programs.  Participants described challenges and how their organizations 

responded with creative solutions, including reliance on partnerships, to meet the needs of their 

chronically homeless clients.  These providers realized their chronically homeless clients may 

require support services indefinitely, necessitating different approaches. The discussion on 

challenges and partnerships is in the following chapter on cross-case analysis.   

 For the purposes of this chapter, two examples highlight how challenges in service 

delivery may affect variation in Housing First: (a) barriers to housing entry and (b) housing 

retention.  Though programs adhered to the principle of low barriers to housing entry, 

participants explained that landlords and property management screened out clients, such as 

those with criminal history.  In the case that the clients are housed, their housing retention is 

conditional due to the property management’s abstinence policy.  As one participant explained: 

 I think it is…as much as we are in control of it, we eliminate as many barriers as possible 

for people moving from the street into housing. I also feel there are some limitations to it 

[Housing First] because we don’t own the housing we operate.  All of our permanent 

supportive housing are partnerships with for-profit and nonprofit housing providers and 

it’s hard because sometimes they put up barriers that we aren’t in control of. 

 Another participant shared how rules put in place by property management conflict with 

the Housing First approach.  She explained: 
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We don’t run the building.  Another group runs the housing site and their rule is that any 

alcohol or drug use is against the house rules.  So, we explain that to clients that is the 

property management’s rule not ours and that they might get evicted.  

To ensure clients’ housing placement and retention, programs responded to these challenges with 

a common approach – responsive case management.  Both participants explained how case 

managers worked to develop a rapport with landlords and sought to reach a mutual 

understanding about their clients, often promising to respond immediately in cases of 

emergencies.   

 These examples highlight how organizations may espouse a Housing First approach, but 

challenges can affect its implementation and program operations, resulting in tension with 

Housing First principles and variation across programs.  

 The next section presents findings from each city.  It provides a brief overview and 

history followed by a discussion of themes that emerged from participant interviews and site 

visits.  The Table 4.1 lists the themes from each city.  

Table 4.1 

Comparative Case Study Themes 

Site Themes 

Los Angeles 

• Challenges related to the magnitude of the homeless 

population and urban sprawl 

• Whatever it takes approach 

Salt Lake 
• Collaboration 

• Collective Impact 

Austin 
• Challenges related to development 

• A strong lead agency: ECHO’s leadership 



 

110 

Houston 
• Hitting the reset button: a system realignment 

• Collaboration and institutional humility 

Dallas 

• Lack of political will 

• Fragmentation and territorialism 

• Resistance to Housing First 

 

 

Los Angeles, California 

Overview 

Los Angeles was selected for this study because of the magnitude of its homeless 

problem.  Of the five cities in this study, Los Angeles is the largest in geographic size and 

population.  The County of Los Angeles encompasses 4,058 square miles of land and is home to 

over ten million people; the City of Los Angeles has nearly four million residents (United States 

Census Bureau, 2015).  Though the county contains 88 separate cities, the Los Angeles CoC has 

85, excluding Glendale, Pasadena, and Long Beach.   

The City of Los Angeles has a Mayor-Council-Commission form of government (i.e., 

weak Mayor).  The City Council is comprised of 15 members, with each member elected to a 

four-year term and limited to no more than two terms.  Members of the Commissions are 

appointed by the Mayor and approved by the City Council.  Examples of these Commissions 

include the Affordable Housing Commission, Area Planning Commission, and the Commission 

for Community and Family Services among others (City of Los Angeles, 2017).  The County of 

Los Angeles is governed by the Board of Supervisors, which is comprised of five members that 

are elected by voters.   

The Department of Public Health (DHS) divides the County of Los Angeles into eight 

geographic areas, known as Service Planning Areas (SPAs) (see Figure 4.1).  This allows DHS 

to develop public health and clinical services specific to the population in each SPA.  Similarly, 



 

111 

the Los Angeles Homeless Services Authority (LAHSA) tries to balance homeless services in 

each SPA.  LAHSA was created in 1993 as an independent entity to serve as the lead agency for 

the Los Angeles CoC.  It manages over $132 million annually in federal, state, and local funding 

and coordinates housing and services for the homeless (Los Angeles Homeless Services 

Authority, 2017b).  This entails working with nonprofit organizations, community leaders, 

governmental agencies, and elected officials to determine priority needs and services locally, 

regionally, and county-wide.  

 Los Angeles has a sizeable and visible homeless population.  The 2016 PIT count found 

that one of every five individuals experiencing homelessness did so in New York City or Los 

Angeles.  For the third year in a row, the Los Angeles CoC ranked second in the country for the 

largest homeless population with a total homeless population of 43,854 and the majority (74.8 

percent) are unsheltered (United States Department of Housing and Urban Development, 2016).    

Additionally, among major cities, Los Angeles’ homeless population has the largest number of 

individuals with patterns of chronic homelessness.  Between 2015 and 2016, the Los Angeles 

CoC experienced a 12 percent increase (4,057 people) in individual homelessness and a five 

percent increase in chronically homeless individuals, the largest increase in the country (United 

States Department of Housing and Urban Development, 2016).  Los Angeles CoC also 

encompasses a large geographic area with significant urban sprawl.  However, pockets of the 

homeless population congregate in certain areas; the most notable is Skid Row, a 50-block area 

located in the heart of downtown.  As seen in Table 4.2, the highest concentrations of 

homelessness are in SPA 2 (San Fernando Valley), SPA 4 (Metro LA), and SPA 6 (South LA).  

Skid Row is in SPA 4.  
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Table 4.2 

2016 Point in Time Count by Service Planning Area (SPA) 

SPA Total Unsheltered 

Chronically 

Homeless* 

Mental 

Illness 

Chronic 

Substance 

Abuse 

1 (Antelope Valley) 3,038 2,671 894 1,073 659 

2 (San Fernando Valley) 7,094 5,663 2,546 2,464 2,109 

3 (San Gabriel Valley) 2,612 1,662 935 793 653 

4 (Metro LA) 11,860 8,069 3,480 3,815 2,787 

5 (West LA) 4,659 3,608 1,466 1,603 919 

6 (South LA) 7,459 5,658 2,280 1,705 1,246 

7 (East LA County) 3,469 2,482 1,015 945 1,258 

8 (South Bay / Harbor) 3,663 2,968 904 653 346 

Source: (Los Angeles Homeless Services Authority, 2016) 

*Chronically homeless category includes chronically homeless individuals and chronically homeless family 

members.  

 

 

 

 
Figure 4.1. Los Angeles’ Service Planning Areas. Source: (Los Angeles Homeless Services 

Authority, 2016) 
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Governmental Efforts to Address Homelessness 

Given the magnitude and visibility of its homeless population, the Los Angeles city and 

county governments have been active in their attempts to address homelessness.  In 2007, the 

Board of Supervisors launched a pilot project known as Project 50. The objective was to 

replicate the success of Common Ground’s Street to Home Project in New York that caught the 

attention of Zev Yaroslavsky, a member of the Los Angeles County Board of Supervisors.  

Project 50 sought to “identify, engage, house and provide supportive services to the 50 most 

vulnerable, long-term chronically homeless adults living on the streets of Skid Row” (Toros, 

Stevens, & Moreno, 2012).   

The County’s Homeless Prevention Initiative provided a $3.6 million for Project 50’s 

two-year demonstration project.  An evaluation of Project 50 found that it yielded total cost 

offsets of $3.284 million.  The costs associated with increased utilization of mental health and 

substance abuse treatment services were offset by savings in incarceration and medical services, 

producing a surplus of $4,774 per occupied unit over the two-year study period.  As of 2012, the 

number of participants grew to 133, of whom 94 remained housed (Zavis, 2012).  In addition to 

housing those most at risk of dying on the streets, volunteers at Project 50 spent 12 days 

canvassing Skid Row and surveying people on the streets and in shelters (Leopold & Ho, 2015; 

Toros et al., 2012).  This resulted in a homeless registry filled with valuable data about Skid 

Row’s homeless population.  The success of Project 50 increased awareness of street 

homelessness and built momentum for Housing First (Leopold & Ho, 2015).  

In 2012, DHS established its Housing for Health Initiative, which “strives to end 

homelessness in Los Angeles County, reduce inappropriate use of expensive health care 
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resources, and improve health outcomes for vulnerable populations” (Los Angeles County 

Department of Health Services, 2015).  To achieve its goal of housing 10,000 individuals over 

the next ten years, in January 2014 Housing for Health also launched a supportive housing rental 

subsidy program known as the Flexible Housing Subsidy Pool.  The $18 million funding for the 

Flexible Housing Subsidy Pool came from a variety of sources: $13 million from DHS; $1 

million from the Office of Supervisor Mark Ridley-Thomas; and a match of $4 million from the 

Hilton Foundation (Moorghen, 2014).   

In August 2015, the Los Angeles County Board of Supervisors launched a new initiative 

entitled the Homeless Initiative.  The objective was to develop strategies to combat 

homelessness.  The Homeless Initiative brought together County departments, 30 cities and other 

public agencies, and community partners for a series of 18 policy summits.  These summits 

resulted in 47 recommended strategies compiled into a report released in February 2016.  

Concurrently, the city began working on a comprehensive homeless strategy, and in January 

2016, it produced a report with 62 recommendations to address homelessness over the next ten 

years at an estimated cost of $1.87 billion.  The city’s plan highlighted the coordination and 

collaboration between the city and the county, stating “This collaborative and shared approach 

creates a dynamic for a system wide change, resulting in mutual responsibilities and aligned 

goals between the City and County of Los Angeles” (City of Los Angeles, 2016, p. 12).  

Other examples of the city-county partnership included requests for assistance from the 

state and complementary funding proposals.  Mayor Eric Garcetti and the Board of Supervisors 

separately asked Governor Jerry Brown to declare of a “state of emergency” on the homeless 

crisis; Governor Brown refused both requests.  On May 17, 2016, the Board of Supervisors also 
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passed a resolution requesting permission from the state for authority to seek voter approval for a 

“millionaires tax” to pay for housing and services for the homeless (Los Angeles County Board 

of Supervisors, 2016b).  Governor Brown also refused this request.   

Though the state declined to act, the city and county put the issue before the voters.  The 

City Council passed a resolution to put a measure known as Homeless Reduction and Prevention, 

Housing and Facilities Bond (Proposition HHH) on the ballot.  Proposition HHH called for two 

things: (a) the issuance of $1.2 billion in bonds to fund housing for the homeless and those at risk 

of homelessness, and (b) support for facilities to provide mental health care, treatment for 

substance use disorder, and other services.   

In November 2016, voters in Los Angeles approved Proposition HHH with 77 percent of 

the vote (Los Angeles County Clerk, 2016).  In December 2016, the Board of Supervisors 

unanimously voted for a special election for Measure H, a countywide quarter-cent sales tax for 

the next ten years (Los Angeles County Board of Supervisors, 2016a).  This measure was 

intended to complement the city’s effort, Proposition HHH, and would generate approximately 

$355 million annually for services and programs dedicated to preventing and combatting 

homelessness in Los Angeles County.   

On January 27, 2017, the City Council passed a resolution supporting the county’s 

Measure H proposal.  In March 2017, voters in Los Angeles approved Measure H and rejected 

Measure S.  Measure S sought to impose a two-year moratorium on the construction of new 

buildings that fail to confirm to the city’s general plan.  Opponents argued this would exacerbate 

the city’s affordability crisis and hinder efforts to build more affordable housing.   
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The passage of Proposition HHH and Measure H and the defeat of Measure S indicated 

public recognition of the need to address the growing homeless population.  These examples of 

governmental action show how the city and county have grappled with Los Angeles’ 

longstanding homeless problem.  To deal with the magnitude of its homeless population, they 

have coordinated their efforts, embraced Housing First, and sought more funding and public 

support.  

 

Findings 

Of the eight programs from Los Angeles in this study, two use scattered-site housing, 

three use single-site housing, and three use a combination of scattered- and single-site housing.  

The programs using single-site housing preferred to build and own their property, whereas 

scattered-site housing programs partnered with housing authorities for vouchers and private 

landlords.  Six of the eight programs have a blended management model, which combines 

service provision and property management.  Two of the programs recently adopted the Housing 

First approach.   

One of these programs previously had a “zero-tolerance, termination-first” approach but 

began incorporating evidence-based practices of harm reduction in 2008.  This program slowly 

transitioned to Housing First.  The other organization describes itself as a Housing First program 

that offers the full continuum of housing – emergency, transitional, and permanent supportive 

housing.  However, interviews with five participants from this program revealed confusion about 

Housing First and how those principles were implemented across its programs, highlighting the 

disconnect between leadership and program managers.   
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For example, these participants gave conflicting answers about the conditionality of 

housing placement and retention (i.e., requirement(s) to participate in treatment and services).  

Views from leadership indicated a Treatment First philosophy, but program managers 

responsible for day-to-day operations seemed to adhere strictly to a Housing First philosophy.  

Three of these participants expressed skepticism about Housing First’s effectiveness; the other 

two participants fully embraced the Housing First model for vulnerable populations.  Though this 

program claims to be Housing First, it could be classified as housing-led.   

From interviews with 14 participants in Los Angeles, the following themes emerged: 

challenges related to the magnitude of the homeless problem and urban sprawl, and using a 

whatever-it-takes approach.  

 

 Magnitude of the Homeless Population. 

Participants shared a sense of urgency and frustration about the homeless problem, 

especially those service providers working in Skid Row.  They acknowledged the challenging 

nature of their work and the difficulty of remaining optimistic when faced with a large and 

growing homeless population.  For service providers in Skid Row, this can be particularly 

overwhelming when faced daily with an estimated population of 4,000 homeless, of which half 

are unsheltered.  Some participants shared how the development of areas surrounding Skid Row, 

including efforts to revitalize downtown, magnified the homeless problem for them.  They 

described this gentrification as an encroachment on Skid Row, which forced the homeless to 

concentrate in a smaller area already densely populated.   

Participants serving in Skid Row noted that the sheer number of the unsheltered homeless 

can be daunting.  This perception of a large and growing homeless population is not unmerited.  
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As seen in Table 4.3, the homeless population in the Los Angeles CoC increased from 2010 to 

2016 and the majority are unsheltered.  

 

Table 4.3 

Los Angeles (CA-600) Point in Time Count 

Year 

Total Homeless 

Persons Sheltered Unsheltered 

Chronically 

Homeless 

2010 33,243 14,050 19,193 7,661 

2011 34,622 16,882 17,740 9,640 

2012 31,553 13,813 17,740 7,930 

2013 35,524 12,934 22,590 8,702 

2014 34,393 11,803 22,590 8,882 

2015 41,174 12,226 28,948 14,173 

2016 43,854 11,073 32,781 13,468 

Source: (United States Department of Housing and Urban Development, 2017) 

 

 

There is a concentration of services for the large number of homeless individuals in Skid 

Row, such as health clinics and a needle exchange.  Their programs primarily used single-site 

housing, some with on-site services, and opted to house individuals in Skid Row rather than 

dispersing them throughout Los Angeles.  This may seem counter-intuitive and conflicting with 

the Pathways Housing First approach, which calls for the use of scattered-site housing for social 

integration purposes.  However, these programs cited three reasons for the use of single-site 

housing in the midst of Skid Row.   

First, placing clients in single-site housing in Skid Row provides the clients with easy 

access to the many services concentrated there.  Some programs provide on-site services; the 

first floor of one building is home to a DHS office and a primary health clinic.  Other programs 
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do not provide on-site services, aside from office space for case managers, because they want a 

strict separation between housing and treatment.  One participant explained that people often do 

not have a psychiatrist or Alcoholics Anonymous meeting in their home, so this separation of 

treatment and housing is intended to protect clients from feeling stigmatized.  He also noted that 

clients could easily walk across the street to the health clinics for physical or mental healthcare 

or substance use issues.  

Second, many of these programs’ clients have lived on the streets for lengthy periods of 

time and have developed friendships with fellow homeless individuals.  These programs 

recognize the importance of these social networks to their clients and seek to preserve these 

relationships to the extent possible.  This has often entailed trying to place clients and their 

friends in the same building.  For example, one participant shared a story about a client who was 

housed in an apartment (i.e., scattered-site housing), but requested to be moved into a single-site 

housing complex in Skid Row because she missed her friends that lived in the area.   

Third, programs seek to leverage the concentration of homeless in Skid Row to create a 

sense of community and dispel the stigma associated with Skid Row.  Programs’ strategic 

decisions, such as constructing beautiful apartment buildings and housing clients close to their 

social networks, reflects the intent to carefully craft a community in Skid Row.   

During a site visit, one participant boasted about the building’s physical appearance and 

emphasized that the program’s buildings blend in with the surrounding development like the new 

apartment buildings in downtown.  While each housing type has its advantages and 

disadvantages, he explained that single-site housing and Housing First are not mutually 

exclusive.  He stated, “[It is] the physical manifestation of Housing First by design. It’s not just 
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accepting the concept, but how it permeates. If you really listen to the residents, it can really 

inform the design.”  This program sought client input on the building’s design and amenities 

offered, highlighting the Housing First principle of treating the homeless as consumers and 

giving them choice and control.  The client-centered approach also helps this program create 

community because clients feel their input is valued and have a vested interest in the building 

and fellow residents.  

 Adding to the difficulty of serving a large homeless population, service providers outside 

of Skid Row must grapple with how to deliver services in the Los Angeles CoC, which 

encompasses a large geographic area with significant urban sprawl.  Participants noted this 

presents unique challenges, such as barriers to accessing treatment and services.  Similar to 

providers in Skid Row, some programs utilized single-site housing with on-site services.  

Participants from scattered-site programs tried to link clients to mainstream systems, such as 

DHS, the Department of Public Health, and the Department of Mental Health, but noted their 

clients complained about lengthy waits and/or disliking their physicians and ultimately, withdrew 

from treatment.   

The impact from the large homeless population in Los Angeles also manifests in other 

ways.  When asked about the Coordinated Entry System (CES), also referred to as coordinated 

access or coordinated assessment, and prioritization of clients (i.e., housing list), one participant 

remarked: 

 The problem with working with homeless people is that the big list goes stale 

immediately…Adding people to this list doesn’t resonate because it takes tons of time to 

energize. It’s easy to add someone to the bottom of this 20,000 list.  The amount of time 
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to stay in touch and engage people is a whole other kettle of fish and that’s what we are 

doing in our system.  

This statement shows how the volume of homeless clients can render tools like CES, the 

prioritization of clients, and a housing list ineffective.   

 Again and again, participants acknowledged the challenges of dealing with a large and 

growing homeless population.  Programs are addressing these challenges in a variety of ways, 

such as using single-site housing with on-site services or leveraging the concentration of 

homeless in Skid Row to carefully craft a sense of community, but overall, participants 

understand their efforts alone will not end homelessness. They shared a sense of frustration with 

the homeless problem in Los Angeles, and only a few participants had an optimistic perspective.  

One participant remarked, “There’s a continuous flow of homeless.  What does it mean to end 

homelessness?  The providers all sort of laugh at that because we are never going to end 

homelessness.  It sets up a false expectation.”  Another participant shared this sentiment, noting 

that the only way to end homelessness would be to stop the inflow, which would require 

addressing poverty and the affordable housing shortage as well as providing adequate treatment 

for mental illness and substance use disorder.   

 

 Whatever It Takes. 

 While participants across all five cities expressed strong commitment to their clients, this 

sense of dedication was particularly noteworthy in Los Angeles.  Regardless of the service 

providers’ treatment approach (e.g., Intensive Case Management, Assertive Community 

Treatment, Critical Time Intervention), participants in Los Angeles repeatedly emphasized using 

a “whatever-it-takes” approach to engage clients, connect them to services, and help them retain 
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housing.  Participants believed it aligned with their programs’ Housing First philosophy and the 

magnitude of the homeless population necessitated this approach.   

 This is reflected in the use of the Flexible Housing Subsidy Pool (FHSP), which was 

launched by DHS’ Housing for Health Initiative in February 2014.  This program provides a low 

barrier subsidy to provide housing for DHS patients who are homeless and have physical and/or 

behavioral health conditions.  Individuals with a criminal background, a history of evictions, or 

are undocumented are typically deemed ineligible for housing vouchers from local housing 

authorities.  One participant noted FHSP subsidies are essentially “no barrier” because DHS will 

accept individuals traditionally denied by the housing authorities.  This allows DHS and service 

providers increased flexibility to house homeless clients.   

 For the FHSP, DHS uses a range of housing options such as scattered-site, supportive 

housing, and master lease buildings.  Though the Pathways Housing First model specifies the use 

of scattered-site housing, participants cited the need for a variety of housing options due to the 

shortage of affordable housing, low vacancy rates, and the size of the homeless population.  In 

response to questions about housing type, one participant remarked, “We don’t have the luxury 

with the housing shortage to be ideological.”  Participants also recognized that Los Angeles 

would not be able to build its way out of the homeless problem, which is why some programs 

disregarded specifications about housing type and used whatever housing available for clients. 

 This whatever-it-takes sentiment echoes a 2009 report that compared the public costs of 

individuals in supportive housing to homeless individuals.  It recommended increasing the 

supportive housing supply through new construction, master leases, and scattered site housing 
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(Flaming, Burns, & Matsunaga, 2009).  Overall, participants emphasized the need to move 

homeless clients into housing regardless of the programs’ housing type.  

 Another example of the whatever-it-takes approach is the level of engagement between 

service providers and their clients.  Some participants shared how they continued to follow-up 

with clients even after exits from housing and/or the program; one even noted that she remained 

with some clients until their deaths.  In addition to persistent case management, one program 

incorporated this whatever-it-takes approach in its service provision by offering an array of 

treatment options.  This participant expressed the program’s willingness to do whatever possible 

to address clients’ health concerns and described the program as “very clinical, but we operate 

more drug treatment…syringe exchange, acupuncture – we’re crazy and do all that type of shit.  

[We have] active heroin users and it’s a challenge.”  The program’s service array shows their 

commitment to client choice, which aligns with the Housing First concept of being client-

centered.  These examples show how service providers incorporate Housing First principles in all 

aspects of their programs – housing, case management, and service provision.  

 

Discussion 

 Though Los Angeles has a long history with Housing First, service providers are still 

tweaking the model to improve its effectiveness.  As one participant noted, “Today’s innovation 

becomes tomorrow’s orthodoxy.  We must continue to innovate.  Housing First isn’t the final 

answer. We need to keep pushing the boundaries and keep innovating, re-thinking how we do 

things.”   

 These findings show how programs adapted the Housing First approach to address 

challenges, such as using single-site housing to deal with urban sprawl and remove access 
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barriers.  Furthermore, the findings reveal how service providers incorporated Housing First 

principles into all programmatic aspects: housing, case management, and service provision.  

Though elected officials, government agencies, and services providers embrace the Housing First 

approach, challenges remain.  Participants indicated the need for greater coordination and 

collaboration and additional resources, including affordable housing, to address the magnitude of 

the homeless population in Los Angeles.  They are keen to build on their successes and increase 

the scale of their Housing First programs.  With the recent passage of Proposition HHH and 

Measure H as well as Mayor Eric Garcetti’s support for Housing First, service providers and the 

homeless can be cautiously optimistic about their future.   

 

Salt Lake City, Utah 

Overview 

The researcher selected this location because it has been widely heralded for its success 

in reducing chronic homelessness.  Since implementing its ten-year plan in 2005, Salt Lake City 

has reduced chronic homelessness by 72 percent, or 1,393 individuals overall (Day et al., 2014).  

In its 2016 Comprehensive Report on Homelessness, the state hailed the success of its ten-year 

plan and attributed the reduction in chronic homelessness to providing permanent supportive 

housing to targeted individuals using a Housing First approach (Hartvigsen et al., 2016).  Salt 

Lake City also became the second city in the nation, behind Phoenix, to end veteran 

homelessness (LaPointe, 2013).   

Salt Lake City is the smallest of the selected cities, with an estimated population of 

192,672; the County of Salt Lake has about 1.1 million individuals (United States Census 

Bureau, Population Division, 2015).  This is also reflected in the size of the homeless population, 
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which is smaller than the other cities in this study (see Table 4.4).  Salt Lake City has a Mayor-

Council system of governance (i.e., strong mayor).  Similar to Los Angeles, the county 

government plays an active role in addressing homelessness.  The State of Utah has three CoCs: 

Salt Lake City and County; Provo / Mountainland; and Balance of State.  The majority of the 

state’s homeless population are in the Salt Lake City and County CoC, which participants 

attributed to the density of service providers in the area.  

 

Table 4.4 

Salt Lake City (UT-500) Point in Time Count 

Year 

Total Homeless 

Persons Sheltered Unsheltered 

Chronically 

Homeless 

2010 1,968 1,739 229 200 

2011 2,033 1,844 189 264 

2012 2,463 2,273 190 317 

2013 2,133 2,034 99 313 

2014 2,150 2,040 110 369 

2015 2,176 2,086 90 182 

2016 1,891 1,834 57 164 

Source: (United States Department of Housing and Urban Development, 2017) 

 

 

A State-wide Embrace of Housing First 

Responding to the federal government’s call to end chronic homelessness in 2002, then 

Lieutenant Governor Olene Walker pledged Utah’s support and committed to developing a ten-

year plan.  In 2003, a group representing the State’s Homeless Coordinating Committee attended 

HUD’s Policy Academy in Chicago, which outlined the Bush administration’s vision for ending 

chronic homelessness.  This team was tasked with developing a blueprint for ending chronic 
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homelessness in Utah by 2014.  During this time, the State of Utah also asked the Long Range 

Planning Committee of Salt Lake County to create a unified strategy to reduce shelter usage and 

increase permanent supportive housing for the chronically homeless.  This planning committee 

was established in 1997 and its primary purpose was to examine how to shelter the homeless 

population instead of expanding shelters in downtown Salt Lake City. 

In 2005, Lloyd Pendleton invited Sam Tsemberis, CEO of Pathways to Housing and 

creator of the Housing First approach, to visit Utah and share about Housing First and its 

potential adaptation to the context of Salt Lake City.  At the time, Pendleton was “on loan” to the 

state from the Church of Latter Day Saints’ (LDS) Welfare Department at the request of then 

Governor Jon Huntsman, Jr. to help develop and implement the state’s ten-year plan.  Pendleton 

subsequently retired from his position with LDS and began working for Utah’s Department of 

Workfare Services.  In 2006, Pendleton became Director of Utah’s Homeless Task Force.  

 Utah’s first experience with Housing First was a pilot project launched in August 2005.  

The county placed seventeen chronically homeless individuals, with an average of 25 years on 

the street, into scattered-site housing.  Except for one death, all of these individuals retained their 

housing 21 months after their initial placement (Working Towards Ending Homelessness, 2007).  

Building on this success, additional projects emerged around the state.   

Plans developed by the State of Utah and Salt Lake County emphasized the need to adopt 

best practices and strategically shift to a Housing First model.  The county plan noted, 

“Affordable permanent housing is not enough…Best practice standards demonstrate that 

providing supportive services in the context of permanent housing is the best way to effect 

change” (Salt Lake County Council of Governments, 2006, p. 9).  Utah then became the first 
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state to adopt the Pathways Housing First model state-wide and relied on a centrally led, locally 

developed process for implementation.   

While the state determined priorities like Housing First, it also recognized the need to 

provide communities flexibility to adjust for contextual factors.  The state’s 10-year plan 

outlined strategies to end chronic homelessness and reduce overall homelessness, and organized 

subcommittees to locally implement these strategies.  For example, it established 12 Local 

Homeless Coordinating Committees, each tasked with preparing and implementing its own 10-

year plan adapted to meet local needs (Utah’s Homeless Coordinating Committee, 2008).  These 

local plans served as an extension of the state plan. 

Overall, the programs in Salt Lake appear to have high fidelity to the Pathways Housing 

First model.  This is not surprising as Tsemberis worked closely with the state in adopting the 

Housing First model.  In its embrace of Housing First, the state also had support from national 

organizations such as Community Solutions and the National Alliance to End Homelessness.   

In 2011, Salt Lake County joined Community Solutions’ 100,000 Homes campaign and 

building on that success, the entire State of Utah joined the Zero: 2016 campaign, which sought 

to end veteran and chronic homelessness by 2016.  One participant shared how Salt Lake County 

consulted with Norm Suchar, a fellow Utahan who later became Director of HUD’s Special 

Needs Assistance Programs, on best practices, including Housing First and Coordinated Access.  

Utah’s state-wide embrace of Housing First is the result of a strategic approach to addressing 

homelessness built on evidence from pilot projects and in consultation with national experts and 

organizations.  

 

 



 

128 

Findings 

The findings are based on in-depth interviews with five participants, site visits, and 

documentation review.  During the site-visit to Salt Lake City, the researcher observed a triage 

meeting and visited 10 programs, which yielded discussions with 12 additional individuals 

including representatives from a street outreach team and an emergency shelter.  All programs 

used scattered-site housing, though two programs also utilized single-site housing.  Participants 

indicated a preference for using scattered-site housing because the units become available faster, 

as opposed to developing single-site housing while also avoiding the NIMBY problem.  As one 

participant noted, “[scattered-site housing] is more palatable to the community because it blends 

in easier than congregate sites.”   

The scattered- and single-site housing programs had on-site case management, and one 

program was in the process of hiring on-site clinical staff (i.e., a nurse) to provide medical 

expertise to residents.  While programs used ICM and/or CTI case management approaches, Salt 

Lake City and County also used ACT teams, which were embedded with street outreach workers.  

Two programs used a blended management model.  Participants from these programs 

acknowledged the difficulty of balancing the competing interests of service provision and 

property management.   

Case management is responsible for the client while property management is responsible 

for the building, which can lead to conflict when a client is disruptive, late on rent payments, or 

damaging property.  One participant stated, “It’s tricky. [Program name] has a Director of 

Services and Director of Property Management.  They have separate lines of supervision and 

very clear goals and responsibilities.”  The blended management model appeared to work well 
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for these programs because of clearly defined roles, separate leadership structures, and the 

mutual recognition that the clients’ success (e.g., stability and housing retention) would have a 

positive impact on the property and its community of residents.   

As previously noted, the programs in Salt Lake City appeared to have high fidelity to the 

Pathways Housing First model.  In particular, participants emphasized the importance of client 

choice and control, which appeared to be incorporated in organizational processes as much as 

possible.  For example, participants shared how client preferences on housing type (i.e., specific 

unit and communities/neighborhoods) were respected and discussed at triage group meetings 

rather than placing a homeless individual into any available unit irrespective of the client’s 

preference.  In some cases, programs would try multiple housing placements for clients as 

needed and if possible.  One participant shared how her program sought to find a suitable 

housing match for clients and explained:  

If an individual does not succeed in one place, then we do try to re-house them 

immediately.  Sometimes it takes more than one placement for the experience to really 

sink in.  People are used to not succeeding and they don’t understand all the things you 

have to do to maintain an apartment.   

From participant interviews and site-visits, the following two themes emerged: (a) 

communication, coordination and collaboration, and (b) collective impact.  

 

Communication, Coordination, Collaboration. 

There is a strong collaborative spirit among service providers in Salt Lake City and 

County.  Participants spoke of the frequent communication among providers as well as their 

coordination and collaboration.  For example, service providers gathered together for weekly 
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triage meetings, which are a part of the county’s Coordinated Access System, to discuss the 

status of clients and availability of housing and services.  One participant explained, “We also 

have a weekly meeting that discusses the chronically homeless.  We are looking at names, who 

has the resources, how to get them placed, and what other needs we can address – it helps us 

rapidly move people into housing.”  Participants emphasized the necessity of these meetings to 

assess the status of clients and improve the communication and coordination among service 

providers to move clients into housing as soon as possible.   

An effective homeless response system necessitates the pooling of resources.  To 

participate in weekly triage meetings, attendees are expected to make their organizations’ 

resources, be it housing or services, available regardless of the recipient.  This means attendees 

must recognize and accept that their client may not benefit immediately based on the 

prioritization of homeless individuals but will eventually benefit from the shared resources.  As 

one participant explained, “Nobody gets housed through triage without them [the clients] 

receiving a supportive service so that’s why it is important for all the partners to come to the 

table, to put forth their housing stock and their supportive services.” 

 During the site-visit to Salt Lake City, the researcher observed a weekly triage meeting.  

Attendees represented organizations across the homeless service continuum, including street 

outreach teams, shelters, housing and service providers, and governmental agencies.  There was 

a detailed discussion about a list of homeless individuals, which entailed assessing the client’s 

status, barriers to housing (e.g., lack of documentation), available resources, and action items for 

service providers.   
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The triage group discussed a case of a wheel-chair bound homeless individual who 

requested a handicap accessible apartment, such as one on the ground floor.  The only available 

unit was located on the second floor and was not handicap accessible.  After a discussion, the 

group reached a consensus and decided to continue searching for a unit better suited for this 

client’s needs.  This example illustrates how the combined knowledge of the client’s needs (from 

the caseworker) and the available housing options (from the housing provider) allowed the triage 

group to thoroughly and efficiently assess each case.   

After the triage meeting, one attendee instructed another to follow-up with his 

organization and provide a report to the triage group.  She followed this request with a playful 

remark, noting she could not “officially” give him orders since they do not work for the same 

service provider.  Her off-handed remark highlights the collegial rapport and mutual respect 

among triage group attendees, and the extent of their collaboration was evident in their approach 

to clients, discussion, and coordination.  Furthermore, there appeared to be no sense of 

territorialism among service providers.  This collection of individuals, representing varying 

organizations with differing missions and stakeholders, operated as a single entity united by a 

common goal of ending homelessness.   

 This collaboration extends across policy sectors, including health and criminal justice.  

Homeless service providers also work closely with others, such as behavioral health 

organizations, law enforcement, the criminal justice system, and the LDS church.  For example, 

one program offers its clients a “homeless court” where a local judge visits every other Friday to 

hear cases, typically involving misdemeanors like trespassing, littering, and public urination.  

This homeless court stemmed from the recognition that homeless individuals do not have the 
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money to pay the fines, and jailing the homeless for failure to pay would only increase public 

costs.  The program representative explained that the judge often dismissed offenses in exchange 

for community service hours.   

Other examples of collaboration with the criminal justice system include Housing Not 

Jail, a diversion program, and First Step House, which focuses on individuals discharging from 

jail who have behavioral health issues.  Though these programs do not specifically focus on the 

chronically homeless, they do highlight the partnership between homeless service providers and 

the criminal justice system.   

As for collaboration with health providers, ACT teams are embedded with street 

outreach, and homeless service providers work closely with local clinics that provide healthcare 

to low-income and indigent populations, such as the homeless.  Homeless service providers, 

specifically street outreach teams, also meet with local police to discuss issues affecting their 

homeless clients.  One participant cited issues such as the influx of gang members that prey on 

the vulnerability of the homeless and the prevalence of drugs, such as Spice, a synthetic 

cannabinoid also known as K2, Kush, and potpourri.   

This discussion highlights the extent of the collaboration in Salt Lake City, which exists 

among homeless service providers and across sectors to include health and criminal justice.  

Based on participant interviews and researcher observations during the site visits, the 

collaborative spirit among service providers appeared natural.  However, participants described 

the effort required for this collaboration, such as their frequent communication, the coordination 

and sharing of resources, and recognition of working toward a common goal. 
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Collective Impact. 

 Another theme that emerged, which is closely linked to collaboration, is Salt Lake 

County’s collective impact initiatives.  Participants cited this as an example when discussing 

collaboration, partnerships, and political leadership.  Under County Mayor Ben McAdams, Salt 

Lake County has three projects using the collective impact model: Collective Impact on 

Homelessness; The Future We Choose in Kearns; and Partnership for a Greater Salt Lake.  These 

initiatives are based on Kania and Kramer’s (2011) work, which defines collective impact as “the 

commitment of a group of important actors from different sectors to a common agenda for 

solving a specific social problem” (Kania & Kramer, 2011, p. 36).   

The collective impact model extends beyond collaboration; it emphasizes cross-sector 

coordination instead of the isolated impact of individual organizations.  According to 

Hanleybrown, Kania, and Kramer (2012), the “collective impact is not just a fancy name for 

collaboration, but represents a fundamentally different, more disciplined, and higher performing 

approach to achieving large-scale social impact” (p. 2).  Kania and Kramer (2011) list five 

conditions for collective impact initiatives to produce true alignment and results: (a) a common 

agenda, (b) shared measurement systems, (c) mutually reinforcing activities, (d) continuous 

communication, and (e) backbone support organization.  Salt Lake County’s Collective Impact 

on Homelessness meets these conditions.  

The purpose of the Collective Impact on Homelessness is “to set a common agenda, 

determine outcome measures, and foster a culture of continuous improvement in homeless 

service delivery” (Salt Lake County, 2017, para. 1).  In 2015, Mayor McAdams convened a 

Collective Impact on Homelessness Steering Committee comprised of representatives from faith-
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based organizations like the LDS Church, homeless service providers, law enforcement, 

healthcare providers, the business community, and government agencies like the Department of 

Workforce Services.  The Steering Committee meets monthly to discuss issues such as funding, 

legislative updates, and strategies to shift to a system-oriented approach and solutions. 

In January 2017, the committee issued a resolution outlining its vision and 14 shared 

outcomes for those experiencing or at risk of homelessness, homeless service and housing 

systems, prevention efforts, and communities and public spaces.  Examples of shared outcomes 

for homeless service and housing systems included reducing the rate of homelessness, 

coordinated entry, and using a consistent assessment tool (e.g., the Vulnerability Index – Service 

Prioritization Decision Assistance Tool known as the VI-SPDAT).  The 14 outcomes sought to 

redesign the homeless service system by moving from a siloed, agency-oriented approach to a 

collaborative, system-oriented approach and realign funding and resources to achieve the 

Steering Committee’s vision.   

Additionally, the resolution states the purpose of these shared outcomes.  These are to 

reflect the consensus of the committee, to guide the realignment of efforts and resources, and to 

signify support for the redesign of the system that requires the partnership of stakeholders.  This 

might include entities such as state and local government, service providers, private funders, 

business and community leaders, and representatives for homeless individuals (Salt Lake County 

Collective Impact on Homelessness Steering Committee, 2017).   

The recurring themes in participants’ discussion of collective impact was the need for a 

cross-sector and system-wide approach and political leadership.  One participant defined the 

collective impact homeless initiative as “a system-wide, coordinated strategies that offer 
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effective service delivery to the homeless.”  This system-wide approach to homelessness 

necessitates the support and involvement of leaders from different sectors, such as housing, 

health, criminal justice, and the business community.   

However, gathering a diverse group of individuals is no easy task as they may operate in 

silos and rarely interact with each other.  It requires a leader like an elected official to leverage 

his or her influence to achieve this.  Participants described how McAdams gathered individuals 

from across the community for the Collective Impact on Homelessness.  One participant 

explained it like this:  

Salt Lake County Mayor Ben McAdams has led a collective impact initiative where he is 

pulling together, in a much more formal way, all of the leaders and interest groups to 

figure out what we want to do to address the homeless community...Salt Lake has been 

good at fighting homelessness, but at the same time, it [homelessness] is on the rise.   

Participants also praised McAdams for exhibiting leadership by prioritizing the issue of 

homelessness and using his political capital to seek out new funding and realign existing 

resources.  One participant shared the following:  

A strong leader can come in and identify new funding sources and redirect existing 

funding sources.  At the county level, Mayor McAdams has taken on collective impact 

and I think he is laying the groundwork to have the County, and the Council, to [sic] try 

and bring along other funders and to prioritize funding to fund programs that have clear 

outcomes.  They have the ability to look at what is working and prioritize funds for what 

works. 
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Participants also noted the close relationship between McAdams and Salt Lake City 

Mayor Ralph Becker, citing how the two mayors met frequently to coordinate city and county 

efforts to address homelessness.  Participants valued the partnership of leaders like McAdams 

and Becker to facilitate collaboration, raise awareness for homelessness, and identify new 

funding, resources, and partnerships.   

They also noted how Mayor Becker has used his political capital to impact homelessness. 

Participants talked about how Becker wrote letters to prospective landlords requesting they 

consider housing homeless veterans and how it resulted in new partnerships with landlords.  In 

2015, Becker launched the 5,000 Doors Initiative, which sought to build and preserve 5,000 units 

of affordable housing over the next five years; half of the units targeted extremely low-income 

individuals.  These examples highlight the importance of political leadership on collective 

impact.  Participants valued the influence of leaders like McAdams and Becker, which they 

believed facilitated collaboration, raised awareness for homelessness, and identified new 

funding, resources, and partnerships.   

Salt Lake’s Collective Impact on Homelessness shows the necessity of collaboration to 

address a complex social problem like homelessness.  Alongside other efforts, such as Pay for 

Success and the Homes Initiative, this reflects the collaborative spirit embraced by Mayor 

McAdams and the community.  The strong sense of collaboration in Salt Lake City is noteworthy 

and appears to attribute to the successful implementation of the Housing First approach and 

reduction in chronic homelessness.  The importance of collaboration will be discussed in further 

detail in the following chapter on cross-case analysis.  
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Discussion 

These findings highlight the importance of collaboration, collective impact, and political 

leadership to the implementation and success of the Housing First approach in Salt Lake City.  

Participants valued how Mayors McAdams and Becker prioritized addressing homelessness and 

used their influence to rally community support, funding, and resources.  Based on discussions 

on the Collective Impact on Homelessness, participants believed it fostered collaboration that 

resulted in new partnerships with landlords and coordination across health, housing, and criminal 

justice sectors.   

Overall, service providers in Salt Lake City adhered to the Pathways Housing First model 

and emphasized consumer choice and harm reduction.  Although Utah adopted Housing First 

statewide, its use of a centrally led, locally developed implementation processes reflects how the 

model can be adapted to local contextual factors and needs.   

There are several features that support the efforts of these service providers, such as the 

LDS Church, the Olene Walker Housing Loan Fund (OWHLF), Pamela Atkinson Homeless 

Trust Fund (PAHTF), and a statewide Homeless Management Information System (HMIS).  

Participants from all programs emphasized the generosity of the LDS Church.  While homeless 

service providers often partner with community and faith-based organizations, the relationship 

with the LDS Church is unique.  From donating food to furnishing apartments and providing 

monetary assistance, the LDS Church has a noteworthy presence in the programs in Salt Lake 

City.  This is reflective of the community and the LDS Church’s prominence in Utah; 55 percent 

of adults in Utah identify as Mormon (Pew Research Center, 2014).  Given the size of the LDS 
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congregation, its resources, and emphasis on charity, there is a close partnership between the 

church, homeless service providers, and the government (e.g., Lloyd Pendleton).   

These Housing First programs are also bolstered by other resources, such as OWHLF and 

PAHTF.  OWHLF is a public-private partnership that creates and preserves affordable housing in 

Utah, which includes the development of units for the homeless.  Since 2005, OWHLF supported 

the construction of 793 units for the homeless (Utah Department of Workforce Services, 2016).  

PAHTF is a competitive grant program funded by the state legislature that supports activities 

such as case management and outreach.  Also, Utah has a statewide HMIS that facilitates data 

sharing and coordination by allowing providers to track clients across programs and the state.  

The generosity of the LDS church, resources like OWHLF and PAHTF, and infrastructure such 

as the statewide HMIS provide a supportive environment for homeless service providers. 

 

Austin, Texas 

Overview 

 This site was selected for in-state comparison with Dallas and Houston; however, aside 

from a shared political environment at the state level, Austin differs from the other two Texas 

cities.  Dallas and Houston brand themselves as cities focused on business development, 

highlighting industries like energy and technology.  In contrast, Austin prides itself on its quirky 

nature and civic culture, which may attribute to its out-of-the-box thinking and innovative 

strategies for addressing homelessness.  For example, one Housing First program in Austin 

offers a variety of unique housing options for its clients: micro-houses, canvas-sided cottages, 

and recreational vehicles (RVs).  Typical housing options in other cities are more traditional: 

scattered-site or single-site housing.   
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Austin is also smaller than Dallas and Houston.  The Austin/Travis County area has an 

estimated population of 1.17 million (United States Census Bureau, Population Division, 2015).  

The homeless population in Austin/Travis County (see Table 4.5) is comparable to the homeless 

population in Salt Lake City and County.  

 

Table 4.5 

Austin (TX-503) Point in Time Count 

Year 

Total Homeless 

Persons Sheltered Unsheltered 

Chronically 

Homeless 

2010 2,087 1,254 833 982 

2011 2,362 1,358 1,004 793 

2012 2,244 1,375 869 733 

2013 2,090 1,325 765 458 

2014 1,987 1,539 448 384 

2015 1,832 1,165 667 494 

2016 2,138 1,322 816 742 

Source: (United States Department of Housing and Urban Development, 2017) 

 

 

An Engaged City Council 

Though Austin has a weak mayor like Los Angeles and Dallas, the City Council has 

actively addressed the issue of homelessness.  In 2008, the City of Austin requested a consulting 

firm to conduct a comprehensive market study to identify the existing and future housing needs 

of its residents.  The report found that housing costs rose 85 percent between 1998 and 2008, and 

the city had a great need for affordable housing.  For example, in 2008 there were only 7,150 

affordable units in the market for the 44,700 renters earning below $20,000 per year (BBC 

Research and Consulting, 2009).  Since inclusionary zoning is prohibited in Texas, the report 
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recommended the city establish affordable housing targets to indicate its priority for the city and 

provide incentives to developers to help achieve these goals.   

Concurrently, the Mayor’s Mental Health Task Force Monitoring Committee and 

Austin/Travis County Re-entry Roundtable contacted the Corporation for Supportive Housing 

(CSH) to conduct an assessment of Austin’s need for permanent supportive housing and provide 

a programmatic and financial model (Corporation for Supportive Housing, 2010).  CSH released 

its report in February 2010 and recommended the creation of 350 new permanent supportive 

housing units over the next four years.  It also directed service providers to implement a 

voluntary services approach where client participation in treatment is not a condition for housing 

retention; this is consistent with the Housing First model.  The following month, the City 

Council passed a resolution calling for the construction of 350 permanent supportive housing 

units over the next four years, and the city manager developed a comprehensive strategy for 

these units (City of Austin, 2010).  Austin’s permanent supportive housing initiative is known as 

A Roof Over Austin. 

In 2011, the City Council adopted the permanent supportive housing strategy as outlined 

by CSH and asked the city manager to create a Leadership Committee on Supportive Housing 

Finance, which would include representatives from the City of Austin, Travis County, the 

Department of Veteran Affairs, the Local Mental Health Authority (LMHA), housing authorities, 

and homeless service providers.  It is important to note that part of the permanent supportive 

housing strategy calls for a system-wide approach, which is a departure from the siloed, agency 

approach and requires greater coordination and collaboration.  As stated in CSH’s report, “The 

City is engaging in the present PSH strategy as part of an intentional effort to redesign the 
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delivery of homeless services to explicitly achieve the goal of markedly reducing long-term 

homelessness in Austin” (Corporation for Supportive Housing, 2010, p. 3).   

In 2014, the City Council passed three additional resolutions.  One called for the 

development of an additional 400 units, of which a minimum of 200 units were devoted to 

Housing First programs, and recommended that permanent supportive housing be the “primary 

intervention to end chronic homelessness for the City of Austin” (City of Austin, 2014c, para. 

11).  This echoes the recommendation from an analysis of 160 individuals permanent supportive 

housing conducted by the Ending Community Homelessness Coalition (ECHO), the lead agency 

for the CoC.  In that report, ECHO emphasized using Housing First and permanent supportive 

housing strategies for frequent users of shelters and jails and individuals with co-occurring 

disorders (Ending Community Homelessness Coalition, 2014c).   

The second resolution directed the city manager to develop a voluntary Good Landlord 

Program to address the city’s affordable housing shortage (City of Austin, 2014d).  This program 

targeted private landlords to help housing efforts for the difficult-to-house individuals by 

providing various incentives for landlords who house individuals with housing barriers (e.g., 

mental illness, substance use disorder, criminal history).  While the Good Landlord Program 

offers incentives for landlord participation, the City Council also passed a resolution mandating 

compliance.   

The third resolution entailed a city ordinance banning discrimination on the source of 

income, such as Housing Choice Vouchers (City of Austin, 2014b).  This ordinance resulted in a 

lawsuit by the Austin Apartment Association and state legislation, S.B. 267, which prohibits 

such bans and only extends this protection to veterans.  In June 2015, Governor Greg Abbott 
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signed S.B. 267 into law in.  In response, the Inclusive Communities Project filed a lawsuit 

against the State of Texas in February 2017.  The Inclusive Communities Project alleged this law 

violated the Fair Housing Act and the Fourteenth Amendment of the Constitution.  At the time of 

this writing, the lawsuit is still pending.  

In January 2017, the City Council issued a resolution in support of another program, the 

Pay for Success Program developed by ECHO.  This resolution noted the need for an additional 

1,000 permanent supportive housing units and directed the city manager to develop an action 

plan, including a plan for the appropriation of funds (City of Austin, 2017b).  The Pay for 

Success initiative is an ongoing part of Austin’s continued efforts to end homelessness.  It targets 

250-300 homeless individuals who are frequent users of healthcare and criminal justice systems 

and homeless shelters. Its goal is to work toward:  

improving [the homeless’] well-being while reducing public costs, scale up high quality 

PSH services, attract new and private resources to drive social goals, allow government 

to test the efficacy of an intervention and only pay for services if outcomes are achieved, 

and use evidence-based practices to drive performance management (Ending Community 

Homelessness Coalition, 2016a, p. 5). 

In July 2016, ECHO received nearly $900,000 in federal grant funding from HUD and 

the Department of Justice to develop this initiative (Barragan, 2016a).  In January 2017, Austin 

received a $1.5 million grant from Bloomberg Philanthropies.  This three-year grant bolsters 

ECHO’s efforts by providing funding for additional staff to improve data collection, analysis, 

and sharing; the data will be shared with Austin Police Department’s Homelessness Street 
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Outreach Team, which is modeled after a similar program in Houston (Barragan, 2016b; Hicks, 

2017).   

The local government in Austin has played a key role in addressing homelessness and 

supporting the efforts to move to Housing First.  The City Council heeded the advice of experts 

and passed resolutions based on the recommendations in reports and analysis by experts and 

organizations like CSH.  The resolutions demonstrate that addressing the issues of homelessness 

and affordable housing are priorities for Austin.  Furthermore, it shows that leaders in Austin 

value and seriously consider these reports in their policymaking process.   

It also highlights the importance of data for the city and ECHO.  Examples of ECHO’s 

use of a data-driven approach include conducting pilot studies and outcome evaluations, 

implementing a systematic data collection approach to improve HMIS, and identifying and 

adopting evidence-based models like Housing First and harm reduction for vulnerable 

populations (Community Action Network’s Homelessness Task Force, 2004; Ending 

Community Homelessness Coalition, 2010).   

Austin’s shift to Housing First was built on its data driven approach and supported by the 

City Council.  This is a stark comparison to Dallas where evidence-based practices like Housing 

First and harm reduction are met with skepticism and resistance by policymakers and the 

community.   

 

Findings 

The findings are based on interviews with seven participants representing six programs, 

site visits to two programs, and documentation review.  The researcher also attended and 
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observed a state-wide training and conference for service providers.  Homeless service providers 

from Austin, Houston, and Dallas also attended both events.  Of the six programs, four used 

scattered-site housing, one used single-site, and one used a mix of scattered- and single-site 

housing.  At the time of the interview, the mixed-use program had just began construction on a 

new single-site development, which would provide 50 units of permanent supportive housing 

with on-site integrated care (i.e., behavioral health and primary care) and have staff on-site 24/7.  

This participant explained this would give the program increased control over the property 

because many clients received lease violations for having unauthorized guests.  It would also 

create a sense of community for clients who complained of loneliness and social isolation, a 

common complaint among clients in scattered-site programs.   

Similarly, the other single-site program specifically chose this model to cultivate 

community.  This stemmed from the participant’s view of the underlying source of 

homelessness: broken relationships.  Thus, the appropriate solution is community.  While 

programs in Austin seem to prefer scattered-site housing, one participant noted, “We need a 

diverse array of housing options to meet the needs of the homeless population…Single-site 

housing could work for some folks, but we need to have more options.  Services need to follow 

the person and not the unit.” 

Partnerships with landlords are crucial for scattered-site programs, especially given the 

barriers to housing (e.g., low occupancy rates, stigma associated with homelessness).  The five 

scattered-site programs depend on their partnerships with private landlords to house clients.  As a 

result of this reliance, these programs have staff dedicated to developing and maintaining 

relationships with landlords.  One participated estimated he spends 30 percent of his time making 
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new connections while maintaining existing partnerships with landlords.  Another participant 

joined realtor and apartment associations to attend their meetings for potential network 

opportunities.  She described it as “infiltrating” these groups so they would see her as “one of 

them.”   

Participants viewed educating landlords about their programs, clients, and the Housing 

First approach as part of their job responsibilities as well as networking and addressing 

complaints about clients.   Participants believed educating landlords would alleviate the 

apprehension to housing their clients and help the landlords understand that Housing First means 

landlords would get the clients and case managers.  Many noted the similarities between 

managing landlords and clients.  One participant remarked, “Working with these [landlord] 

partners is like working with a client; we have to educate the landlords.”  Another participant 

stated, “I do this by being the most ridiculously responsive person ever.  I try to call landlords 

back within the hour.  I help property managers feel supported.  I still do case management, but 

my clients are property managers now.”   

All participants opposed the blended management model, citing the need for separation 

due to complications that could potentially undermine service delivery to clients.  The single-site 

housing programs hired contractors for property management, which kept case management and 

property management responsibilities and staff separate.  One participant noted: 

It is a best practice to have that part [property management] separate because we want to 

focus on services and advocating for the client.  We don’t want to be in a position where 

we cannot do that.  It gets muddy when you have to do case management/service 

provision and property management. 
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From data collection and analysis, two themes emerged: (a) the challenges related to 

development, and (b) ECHO’s leadership, the lead agency for the Austin/Travis County CoC.  

 

Challenges Related to Development. 

Participants perceived the rapid development in Austin as presenting challenges to their 

scattered-site programs and clients.  The challenges they noted include the increased difficulty of 

finding housing and the location of available housing, which presented additional issues for 

client access to service and case management.  Participants discussed how the construction of 

new housing, primarily luxury lofts, and increasing rent and housing prices exacerbated the 

shortage of affordable housing.   

Participants described how middle-income households are also struggling and now 

compete with their clients and low-income households for a limited number of affordable 

housing units.  Between 2007 and 2012, high income renters in Austin increased by 15,000 

compared to about 1,000 low income renters earning less than $25,000 annually (BBC Research 

and Consulting, 2014).  This large pool of high income renters drove the development for higher 

priced rentals, such as those aforementioned luxury lofts.  For renters with an annual income 

between $0 and $25,000, there was a rental gap of 47,968 units.  Based on this analysis, without 

the city’s efforts to create and preserve affordable housing, the gap could be larger by as many as 

1,000 units.   

The rental gap is the difference between the supply of affordable housing, like rental 

units, at a range of different prices and what households can afford.  Housing gap analysis 

defines the extent of housing needs in a community and serves as a benchmark for measurement 
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over time.  Similarly, ECHO’s needs and gap assessment found that access to affordable and low 

barrier housing is the single greatest challenge to ending homelessness.  According to the Ending 

Community Homelessness Coalition (2016b): 

 In a city whose population is rapidly increasing with unprecedented demand for rental 

units, and whose overall affordability is collapsing, finding affordable housing stands as 

the single most pressing challenge faced by individuals experiencing homelessness 

themselves and by the services providing assisting them. (Ending Community 

Homelessness Coalition, 2016b, p. 25).   

Homeless individuals that have greater barriers to housing, such as criminal history, substance 

use disorder, and low or no income, now also face increased competition for a limited number of 

affordable units.  

Participants also discussed how the homeless population have moved to the periphery of 

the city due to development, making it difficult for clients without cars to access services.  One 

participant shared how her client traveled one and a half hours each way on public transportation 

to access services but eventually stopped receiving services because the client was either 

unwilling or unable to commit that much time to travel.  This participant remarked: 

The biggest challenge is that Austin is growing so quickly.  The demographics are 

changing.  The space between the very affluent and not affluent is growing larger.  A lot 

of these people are getting pushed out so accessing services is increasingly difficult.  

Everything is on the outskirts so people aren’t accessing services, which doesn’t mean 

there isn’t a demand for it…there is…but they’re [the clients] on the outskirts and we are 

in a spot of trying to figure out why people are on the outskirts of the city.  Public 
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transportation and traffic is horrible.  Even though the service is free and helpful, people 

can’t get to it.   

Another participant shared how his program carefully considered the location of the housing 

sites and its impact on clients.  To address transportation barriers, this program partnered with 

Austin’s transit system so clients received complimentary bus passes to travel to grocery stores 

and doctor’s appointments.  The location of housing sites may also impact case managers who 

are mobile and traveling to meet clients on-site.   

Overall, participants perceived that the city’s new development displaced people and 

concentrated the affordable housing at the periphery of the city.  An analysis of Austin’s housing 

market found Austin had geographically limited housing opportunities (i.e., scarce west of I-35) 

and affordable housing was concentrated at the city’s periphery and more likely to be in poor or 

fair conditions (BBC Research and Consulting, 2014).  Furthermore, the report acknowledged 

there was a growing need for affordable housing to be located near transit and services to provide 

a wider array of housing choices for individuals with disabilities and the elderly.   

  With the shortage of affordable housing and its concentration in the periphery of the city, 

participants spoke about the growing importance of their programs’ landlord specialists and the 

techniques to maintain these partnerships.  Participants identified the uncertainty of existing 

relationships with landlords as a challenge to their programs and emphasized the need for 

landlord retention.  One participant stated: 

[It’s] not knowing whether or not I’ll be able to maintain these relationships with these 

property managers.  Proving [ourselves] to a property owner can take up to a year.  Urban 

development is driving that fear – the expansion into Austin, and the expansion is not 
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focused on the population we serve…It has been very intense - partnerships ending and 

properties selling left and right.  

 This statement shows the anxiety participants have about how development, specifically as it 

expands into Austin, will directly impact their programs’ ability to house clients.  As this 

participant noted, it may take months or years for Housing First programs to initiate, cultivate, 

and maintain a relationship with landlords.   

Participants recognized the reluctance of landlords and sought to gain their confidence by 

providing responsive case managers, demonstrating clients’ success, and offering financial 

incentives.  As one participant stated: 

Our biggest negotiating tactic is that our client is like everyone else.  We respond to calls 

within 24 hours.  We will step in and mediate.  We will guarantee that rent is paid on 

time, at least for the first couple of months.  We will get calls from landlords that just 

want to be heard and if we go out and visit the tenant, they’re satisfied.   

In 2013, ECHO conducted a survey to identify how programs utilized housing specialists to 

develop and maintain relationships with landlords.  Survey results found variation in the roles 

and functions of housing specialists across programs.  Results of the survey also indicated that 

the current housing market made it increasingly difficult to find housing for clients (Ending 

Community Homelessness Coalition, 2013).   

As development continues in Austin, these challenges will remain for Housing First 

programs.  However, homeless service providers are learning to develop innovative strategies to 

address these challenges, such as leveraging their case managers to alleviate landlords’ concerns.  

Another idea might be to establish core elements to address programmatic variation and offer 
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landlords a standard package of services to alleviate concerns about housing the homeless. 

Additionally, having an engaged City Council and the leadership of ECHO provides a supportive 

environment for Housing First programs.    

 

A Strong Lead Agency: ECHO’s Leadership. 

The Ending Chronic Homelessness Organization Coalition was formed in 2005 as a 

planning entity to engage community stakeholders.  Its mission overlapped with the Homeless 

Task Force, an entity formed by the City Council in 1996 to develop a strategic plan and 

compliance with federal grants like HUD’s Continuum of Care Program.  In 2007, these two 

organizations merged and selected a new name – the Ending Community Homelessness 

Organization (ECHO).  ECHO now serves as the lead agency for the Austin/Travis County CoC.  

This means it is the designated administrative agent responsible for carrying out activities of the 

CoC, which include monitoring projects, coordinating funding opportunities, and reporting data 

to HUD (U.S. Department of Housing and Urban Development, 2013).   

Participants shared how they appreciate ECHO’s support and leadership in ending 

homelessness in Austin.  They cited examples of ECHO’s efforts such as establishing 

community-wide definitions for Housing First, rapid rehousing, and case management, and the 

implementation of coordinated assessment.  Participants often described ECHO as a “driving 

force” that pushed for change and new strategies like Housing First to address homelessness.  

One participant stated, “ECHO is driving change.  It was the one who pushed for PSH and 

Housing First.  It was the one who pushed for coordinated assessment.”  Another participant 

echoed this sentiment, “ECHO was our primary partner and helped us roll out the coordinated 
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assessment.  They help us set standards and a universal definition for prioritization, which was a 

big system’s change in pooling resources together rather than every organization for 

themselves.”  These examples of community-wide definitions and coordinated assessment are 

noteworthy because they represent a shift to a system-wide approach, similar to the shift in Salt 

Lake City with its Collective Impact Initiative.   

ECHO saw the variation across Housing First programs and the need for a shared 

definition.  It gathered service providers and community stakeholders to discuss and vote on 

definitions for Housing First, Rapid Rehousing, and case management.  In describing the 

process, one participant noted the community-wide definitions allow the community to have 

greater fidelity to the Housing First model.  She remarked: 

The community came together and voted on these definitions.  We recognized that there 

is variation across programs claiming to be Housing First and we are trying to keep the 

highest fidelity to Housing First.  Variation still exists and it is a work in progress.  We 

have used this to leverage more funding and if we fund new projects, programs have to 

indicate if they are Housing First and explain how Housing First is implemented. 

The community-wide definition of case management is “a collaborative, client centered process 

that assesses, plans, implements, coordinates, monitors, and evaluates the options and services 

required to meet the client’s health and human service needs” and its primary focus is housing 

placement and stability (Ending Community Homelessness Coalition, 2014a, para. 1).  The 

Austin/Travis County CoC defines Housing First as “an approach that centers on providing 

individuals experiencing homelessness with appropriate housing quickly, regardless of potential 

barriers, then providing support services as needed” (Ending Community Homelessness 
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Coalition, 2014b, para. 1).  The definition also outlines core elements of the Housing First 

approach, such as harm reduction, and takes all possible steps to avoid eviction back into 

homelessness.   

These community-wide definitions are important for several reasons.  First, they provide 

clarity to service providers and their partners (e.g., landlords, funders) about Housing First and 

case management by setting expectations.  Service providers are expected to use a service 

approach that adheres to the community-wide definitions.  Programs can also leverage these 

definitions to educate landlords that may be reluctant about housing program clients and 

references these definitions as a standard of care.  Second, this effort indicates the community’s 

collective recognition of the need for community-wide definitions and their willingness to adhere 

to such standards.   

The other example participants mentioned was coordinated assessment, which is a system 

designed to improve collaboration, effective distribution of resources, and accountability of 

service providers.  In 2012, HUD issued an interim rule requiring all CoCs to implement a 

coordinated assessment system, also referred to as coordinated entry or access.  Some of the core 

elements of an effective coordinated assessment include prioritization, standardized access and 

assessment, and having a Housing First orientation (U.S. Department of Housing and Urban 

Development, 2015a).  The overarching idea is a homeless individual should only have to tell 

his/her story once, which requires service providers to operate as a system that uses a 

standardized assessment as part of their intake process (e.g., VI-SPDAT).  From that assessment, 

clients are assigned a score (i.e., the client’s vulnerability) and prioritized accordingly.  
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Coordinated assessment is discussed in further detail in the following chapter on cross-case 

analysis.   

Following HUD’s issuance of the coordinated assessment rule, ECHO requested 

technical assistance from HUD on how to design such a system.  The request was approved in 

early 2013, and technical assistance began in March 2013.  In September 2013, the City Council 

authorized an additional $60,000 for ECHO to hire staff to help with the development and 

implementation of coordinated assessment.  The total contract awarded for fiscal year 2012-2013 

was $377,000.  In October 2014, four service providers spearheaded the implementation that 

included a coordinated and community-wide intake process that would (a) assess individuals 

using a common tool to determine appropriate housing interventions; (b) prioritize individuals 

for assistance based on the severity of their needs; and (c) screen individuals for program 

eligibility to make appropriate program referrals (Ending Community Homelessness Coalition, 

2016a).   

The City Council bolstered ECHO’s efforts by awarding them a contract for $1.3 million 

over a five-year period  to hire two additional staff member: one to lead community coordination 

activities related to the coordinated assessment system and the other to serve as a Community 

Housing Liaison (City of Austin, 2014a).  As of March 2016, the system assessed 5,400 

individuals, housed 874 individuals, and has the participation of 17 agencies and 36 programs 

(Ending Community Homelessness Coalition, 2016b).  

The programs represented in this study are part of the coordinated assessment system.  

Participants described how coordinated assessment holds programs accountable, noting that prior 

to its implementation service providers were “creaming the crop” (i.e., housing the least 
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vulnerable who were most likely to succeed in housing).  With prioritization, service providers 

can no longer refuse to accept the most vulnerable clients.  This is a significant departure for 

service providers in Austin.  Though the city approved the permanent supportive housing 

strategy in 2011, service providers were not required to adopt the strategy, which includes 

concepts like Housing First and prioritization (Ending Community Homelessness Coalition, 

2014c).  For programs participating in coordinated assessment, there is a collective agreement to 

operate as a system and to accept clients matched to their programs.  One participant attributed 

the collaboration among service providers to ECHO’s leadership, stating, “ECHO is holding us 

accountable and bringing us together.  Constant communication has been a driving force.”   

Coordinated assessment also necessitates data sharing among service providers.  A 

participant described the coordinated assessment meetings where representatives from different 

programs sit together and discuss a list of clients.  This is similar to the triage meetings 

conducted in Salt Lake City where participants assess client status, address barriers, and identify 

housing and resources.  These meetings are weekly and provide opportunities for greater 

communication and coordination among programs.  Another example of data sharing is ECHO’s 

community-wide release of information form.  Clients can sign and grant permission for their 

information to be shared with other programs.  Data sharing facilitates coordination and is 

considered a key aspect of the coordinated assessment system by the National Alliance to End 

Homelessness.  

 Participants spoke of the support and leadership from ECHO, which they believe resulted 

in increased collaboration and the City Council’s support for more affordable housing, 

permanent supportive housing, and Housing First.  Austin and Dallas participants had starkly 
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different perceptions of their respective lead agencies, ECHO and MDHA.  In Austin, ECHO 

appears to have the influence in the community to exhibit its leadership where the City Council 

takes note of its recommendations and service providers support its strategy for the CoC.  In 

Dallas, MDHA has neither the established legacy nor influence; it has faced resistance in its 

efforts for service providers to adopt Housing First and to share data.  The examples of 

community-wide definitions and coordinated assessment highlight ECHO’s efforts to provide 

clarity, ensure accountability, and help service providers operate collectively as a homeless 

response system.  

 

Discussion 

Austin uses data-driven solutions and evidence-based practices, such as Housing First 

and harm reduction.  Overall, Housing First programs appear to benefit from an engaged City 

Council and a strong lead agency for the CoC.  Under ECHO’s leadership, service providers 

developed community-wide definitions and implemented coordinated assessment, which 

demonstrate a shift to a system-wide approach to addressing homelessness.  Participants strongly 

believe in the success of Housing First and its potential to end homelessness.  One participant 

quipped, “It’s really a simple solution.  It’s housing and the rest will follow.”   

Although Housing First programs have a supportive environment, the city’s development 

presents challenges that must be addressed.  It remains to be seen if the current strategies, such as 

financial incentives, responsive case management, and dedicated landlord specialists are 

sufficient to combat these challenges.      
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Houston, Texas 

Overview 

This site was selected for in-state comparison with Austin and Dallas.  Houston has an 

estimated population of nearly 2.3 million, and the areas of Harris and Fort Bend Counties 

combined have an estimated population of 5.25 million (United States Census Bureau, 

Population Division, 2015).  Although Houston has a larger population than Dallas, the two 

cities had a comparable homeless population in 2016 (See Table 4.6. Dallas had 3,810 homeless 

persons in 2016).  Houston differs from Austin and Dallas in two ways: (a) it has a strong mayor 

(i.e., Mayor-Council government), and (b) it has no zoning ordinances (City of Houston, 

Department of Planning and Development, 2017).  However, Houston shares similarities with 

two of the cities in this study: (a) like Austin, Houston has a strong lead agency for its CoC, the 

Coalition for the Homeless of Houston/Harris County, and (b) like Los Angeles, Houston 

encompasses a large geographic area with significant areas of urban sprawl.  

 

Table 4.6 

Houston (TX-700) Point in Time Count 

Year 

Total Homeless 

Persons Sheltered Unsheltered 

Chronically 

Homeless 

2010 6,368 4,249 2,119 1,581 

2011 8,471 4,053 4,418 1,914 

2012 7,187 3,363 3,824 1,422 

2013 6,359 3,381 2,978 1,309 

2014 5,308 3,017 2,291 769 

2015 4,609 2,659 1,950 600 

2016 4,031 2,835 1,196 516 

Source: (United States Department of Housing and Urban Development, 2017) 
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Strategic Plans: Rapid Rehousing or Housing First? 

Much like other cities, Houston’s introduction with Housing First began with developing 

a strategic plan to end chronic homelessness.  The Blue Ribbon Commission to End Chronic 

Homelessness (BRC) was established in April 2004 and collaborated with the Coalition for the 

Homeless of Houston/Harris County (Coalition) to develop a strategic plan to address 

homelessness.  The BRC included representatives from the city and county, USICH, HUD, the 

business community, healthcare providers, philanthropic organizations, and homeless service 

providers.  Its mission was “to mobilize resources in Houston/Harris County to assure that no 

one in the community will be driven to homelessness due to lack of income, support services or 

access to affordable housing” (Blue Ribbon Commission to End Chronic Homelessness, 2006, p. 

5).   

Based on a needs assessment, the BRC found that many programs focused on providing 

temporary care, devoted little to prevention and permanent housing, and that funds needed to be 

allocated more effectively.  Recommendations in the 2006 plan included creating Housing First 

facilities, increasing affordable housing such as building up the stock of single-room occupancies 

(SROs), targeting street outreach for the chronically homeless, developing standards of care, and 

involving funders in the implementation of such standards.  Specifically, the plan states: 

To assure a level of care across agencies, a collaboration of service providers, under the 

direction of the Coalition for the Homeless, can create standards of care for all major 

services, shelter and housing programs that serve the homeless.  The degree to which 

agencies within the Continuum of Care are invited or required to adhere to the standards 
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will be the decision of providers and funders. (Blue Ribbon Commission to End Chronic 

Homelessness, 2006, p. 31).  

 This need to develop a standard of care highlights the variation across programs and 

service delivery, which could be attributed to the varying missions, Boards of Directors, and 

focus of these nonprofit service providers.  As with the community-wide definitions in Austin, 

such standards can provide accountability and clarity to service providers and their partners.  The 

plan’s original and explicit inclusion of funders was important because it indicated an additional 

level of accountability and increased collaboration.  The 2008 updated plan called for the 

refinement of the standards of care, which had been adopted by service providers.  The 

implementation of these standards began in the 2008 CoC competition for funds (Coalition for 

the Homeless of Houston/Harris County, 2008).  The plans also added other accountability 

measures, such as on-going data collection, process monitoring, and outcomes measurement; 

within three years, all agencies receiving CoC funding had to demonstrate their efforts to comply 

with the plan’s priorities.   

Though the initial discussion for the developing a standard of care began in 2006, 

participants noted the need still exists.  One participant identified the variation in service 

provision as problematic, stating:  

A huge barrier to helping clients is that the role of case management is so undefined.  

Nobody knows what it means.  I don’t know what it means!  I really don’t and I’m one of 

the more experienced ones. There’s very little guidance provided, and even if there is 

guidance, it is ‘Okay, do this.’ But you’re so overwhelmed that there is so much to do 

that you go through the day putting on band-aids. 
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Both strategic plans include goals for addressing chronic homelessness and building on 

pilot projects conducted in Houston.  For example, in March 2005, BRC and the Coalition sent 

case managers and outreach teams to offer housing to homeless individuals living under an 

overpass on Pierce Street in downtown.  Housing options offered to the 178 homeless 

individuals, most of whom were chronically homeless, included service programs, motels, 

reunification with their families, or relocation to other cities.  BRC and the Coalition used a 

Rapid Rehousing intervention for this project and suggest replicating it.   

Although the strategic plans list adopting evidence-based practices like Housing First as a 

goal, much of the discussion focused on Rapid Rehousing.  There are similarities between 

Housing First and Rapid Rehousing (e.g., voluntary participation in services and harm 

reduction), but these are different interventions for different target populations.  Housing First is 

typically targeted to the most vulnerable, such as the chronically homeless, and provides 

intensive support services.  Rapid Rehousing can be effective for many homeless subpopulations 

like homeless families. Notably, HUD specifically exempts chronically homeless from this 

intervention (U.S. Department of Housing and Urban Development, 2014); however, because 

Rapid Rehousing offers financial assistance and services with less intensity and includes time 

limits it may not be appropriate for chronically homeless individuals (United States Interagency 

Council On Homelessness, 2015).  Lastly, these interventions also differ in housing type. Rapid 

Rehousing is almost exclusively scattered-site housing (e.g., apartments where clients sign a 

standard tenancy agreement), whereas Housing First uses SROs, apartments, and master leasing 

(OrgCode Consulting, Inc., 2012).   
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 The distinctions between Rapid Rehousing and Housing First are not trivial.  It is 

important to understand the differences because these interventions target different homeless 

subpopulations.  While the concept of adopting evidence-based practices such as Housing First is 

mentioned as early as 2006, much of the discussion continued to focus on Rapid Rehousing – an 

intervention not appropriate for the chronically homeless for the reasons discussed above.  It was 

not until 2012 that Houston experienced a drastic change, shifting to a system-wide approach 

with a culmination of events that participants referred to as the “perfect storm.”  

 

“The Perfect Storm” 

 Participants noted that Mayor Annise Parker, elected in 2010, played a crucial role by 

making homelessness a priority for her administration.  In 2012, HUD identified Houston as one 

of the ten priority communities that would receive additional technical assistance (National Low 

Income Housing Coalition, 2012).  Shortly afterwards, Parker announced her goal of housing 

100 homeless veterans in 100 days.  This initiative led to the creation of the Housing Houston’s 

Heroes workgroup, a collaborative effort of nonprofit organizations, local housing authorities, 

the Department of Veterans Affairs (VA), and the city.  By August 2012, 450 community 

stakeholders gathered to participate in a charrette process (i.e., an intensive planning process that 

identifies problems and maps solutions), which produced a strategic action plan for the next year 

and a roadmap through 2015.   

The following month the CoC Steering Committee reviewed recommendations from the 

charrette and adopted multiple system practices, such as Housing First, harm reduction, HUD’s 

equal access rule on gender identity, and the use of evidence-based practices for funding and 

policy determinations (The Way Home, 2016).  In February 2013, Parker appointed the city’s 
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first Special Assistant to the Mayor for Homeless Initiatives (Morris, 2013).  Responsibilities of 

the Special Assistant included supporting the implementation of the CoC’s strategic plan to end 

homelessness, monitoring its progress on behalf of the Mayor, and serving as a liaison to the 

community on all issues related to homelessness.  In 2014, Parker hired a Deputy Special 

Assistant tasked with developing a strategy to end chronic homelessness.  The creation of these 

positions within the Mayor’s office illustrated how important Parker viewed the issue of 

homelessness and the need for a governmental support and action.  

 In addition to the Mayor’s efforts, Houston also received support from CSH, HUD, and 

philanthropic organizations.  Houston participated in CSH’s 100,000 Homes campaign and 

during its registry week, it collected 850 unique records of individuals who were prioritized 

using the vulnerability index for coordinated access.  Houston also received technical assistance 

from HUD.   

Private funders bolstered the city’s efforts to address homelessness.  In October 2013, 

Wells Fargo awarded $760,000 in grants to CSH and the Coalition to support Parker’s efforts to 

end chronic homelessness (City of Houston, 2013).  The Houston Endowment awarded six 

grants totaling $12.5 million to nonprofit organizations serving the homeless (The Way Home, 

2015).  CSH was one of the grantees and received $4 million over a three-year period to help 

with an initiative to build 2,500 permanent supportive housing units for homeless veterans and 

the chronically homeless.   

During this time, the Houston and Harris County Housing Authorities experienced a 

change in leadership.  The new CEOs prioritized homeless clients for Housing Choice Vouchers 

(HCVs) and adopted the Housing First approach.  These events culminated in a community-wide 
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shift in how Houston addressed homelessness – a move to a system-wide approach that 

embraced Housing First and coordinated access.   

This discussion highlights the dynamic environment in which homeless service providers 

operate and the impact of elected officials, such as Mayor Parker, whose efforts helped 

fundamentally change the homeless response system in Houston.   

 

Findings 

The findings are based on interviews with 17 participants, a site visit to Houston, and 

documentation review.  The site visit also yielded discussions with five additional individuals, 

including members from two street outreach teams and case managers from Housing First 

programs.  During the site visit, the researcher spent five hours observing a street outreach team.  

The researcher also visited a property that housed clients from three of the Housing First 

programs represented in this study and observed a brief exchange between a case manager and 

her client.   

There are 13 organizations represented in these interviews.  Two organizations were 

philanthropic funders that support the work of homeless service providers and Housing First 

programs.  Five of these organizations are homeless service providers that do not offer 

permanent housing for homeless clients.  However, they work closely with Housing First 

programs and played a significant role in transforming the homeless response system in Houston, 

including the shift to Housing First and coordinated access.  Six organizations are Housing First 

programs.   
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Of the six Housing First programs, three used scattered-site housing, two used single-site 

housing, and one used a mix of scattered- and single-site housing.  Two of these programs 

recently adopted the Housing First approach.  Of the two recent adoptees, one program 

previously provided transitional housing and changed to permanent supportive housing; the other 

program switched from a Treatment First approach.  Participants from both programs 

acknowledged the transition to Housing First required a cultural change in their respective 

organizations, which was difficult but necessary given the target population they served (the 

chronically homeless).  They realized their existing models of transitional housing and Treatment 

First were not appropriate for chronically homeless individuals.  One participant stated, 

“Housing First just turned us on our head. It was a different model for us and we weren’t sure if 

it would work, but we stepped out in faith.” 

 When discussing Housing First, all participants mentioned harm reduction as part of their 

approach.  Programs used motivational interviews, CTI, and/or ICM; participants only referred 

to ACT when discussing their partnerships, such as with the Harris Center, the LMHA.  One 

program provided clinical case management and integrated care through its partnership with 

local federally qualified health centers (FQHCs).  In 2014, two FQHCs began offering integrated 

care to chronically homeless individuals in permanent supportive housing.  Funding for this 

came from the State’s 1115 Medicaid waiver, which created an $11.4 billion Delivery System 

Reform Incentive Payment Pool (DSRIP).  DSRIP offers incentive payments to providers that 

develop programs or strategies to enhance access to care and increase quality of care and the 

cost-effectiveness of care.  Houston directed its1115 funds to provide comprehensive services to 

individuals through partnerships between FQHCs and homeless service providers.  One of the 
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goals in the Way Home’s 2015-17 action plan is to work with more FQHCs to expand integrated 

care services to new developments.  The Way Home is a collaborative effort to prevent and end 

homelessness in Houston and has over 100 community partners.  Much like programs in other 

cities, Houston relies on its partnerships to provide clinical care.   

One of the single-site programs uses a blended management model. Participants 

described the single-site housing as utilizing existing resources in the community and partnering 

with these organizations to provide comprehensive services to clients.  Its case managers 

typically serve as an on-site tenant liaison and supplement case managers from other programs 

that house clients in their properties.  Programs offered on-site case management with specified 

office hours. As one participant remarked, “The SROs were preexisting in our community and 

they were already housing folks, but they weren’t providing services so then six or seven years 

ago we started providing supportive services so that’s how it became a congregate site.”  The 

scattered-site programs rely on partnerships with private landlords to house clients and struggle 

to find affordable housing.   

As for the single-site programs, they face some resistance from the community (i.e., 

NIMBY), but work to engage residents and neighborhood associations to share about their 

programs.  Participants noted that the lack of zoning ordinances also work in their favor.  One 

participant stated: 

NIMBY not as big of a problem in Houston as it is in Dallas, but it is still one of the 

biggest problems.  Houston has different zoning and so people are used to different 

buildings going up in the neighborhood.  Over here, there’s a preschool and a bar.  They 

share a wall and are in the same building, so I think people are used to this.  
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Participants noted that affordable housing is typically located in less than desirable areas. 

During the site visit, the researcher noticed the property was aesthetically pleasing, but it was 

located in a neighborhood that a participant described as “less than safe.”  The participant noted 

her frequent sightings of prostitutes and drug dealers in the surrounding area.  Another major 

challenge of developing single-site housing is finding a suitable location that benefits the tenants 

and can overcome potential community opposition.  One participant explained the factors 

considered when determining a new housing site stating, “We're looking for access to 

transportation, grocery stores and that is a difficult thing because in depressed areas of town, 

there aren’t a lot of groceries, and we don’t want a lot of distractions.”   

 Houston is an interesting case because it presents challenges such as a large homeless 

population and a fragmented network of providers, yet it has demonstrated success in reducing 

its homeless population and transforming its homeless response system.  In June 2015, HUD 

announced Houston had effectively ended veteran homelessness and attributed the success to 

Mayor Parker’s leadership, support from the federal government, and the collaboration of local 

and regional leaders (U.S. Department of Housing and Urban Development, 2015b).  Participants 

hoped to build on this momentum and believed they were on track to ending chronic 

homelessness within the next year.  From the interviews and the site visit, the following themes 

emerged: (a) system realignment, (b) collaboration, and (c) institutional humility.  

 

Hitting the Reset Button: A System Realignment. 

When discussing the success thus far in Houston, participants described a system 

realignment that fundamentally changed the city, county, and CoC’s approach to addressing 

homelessness.  Four major factors contributed to this system realignment: (a) a community-wide 
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recognition that the existing system was broken and the need for a new approach; (b) Mayor 

Parker’s use of her bully pulpit; (c) a strong lead agency for the CoC, the Coalition; and (d) 

collaboration and institutional humility.   

The new system included the implementation of Housing First and coordinated access, 

and a new HMIS.  Participants depicted the previous “system” as fragmented, siloed, and 

ineffective, leaving service providers and the community frustrated with the lack of results.  One 

participant was particularly candid in her critique of the previous system, describing it as 

paternalistic, inadequate, and refusing to accept responsibility for program failures.  She stated: 

 There were no second chances, no restorative justice.  It was impossible for people to 

succeed…These programs also blamed the homeless for the failures.  It was the mentality 

of, “We are touching all these homeless people, but they’re not ready to participate in our 

amazing programs, and that is a reflection of them and not our programs.” 

 

Other participants spoke about the fragmented network of homeless services providers 

and the lack of partnership with the healthcare and criminal justice systems.  One participant 

noted: 

We were so siloed as a community that the re-structure was actually really challenging 

for everyone because we had to systematically un-silo ourselves. I think the players in the 

very beginning of the initial discussion of system change were the folks who came to the 

table and realized there were gaps in services, gaps in housing, and we weren’t providing 

a continuous continuum of care.  It sort of was all over the place.   

 

Another participant echoed this sentiment in her description: 
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Houston had an extremely antiquated homeless response system that did not employ 

Housing First practices.  As a community, we agreed to hit the reset button and the 

community embraced the idea of transforming the system that aligned all of the 

leadership and funding, and created a single decision-making committee. 

 

Though participants realized the current system was broken and failing, the BRC had 

already identified the same problem years earlier.  As the 2006 strategic plan noted:  

Providers of services to homeless persons have long reported that most of their resources 

are spent on people who are chronically homeless and that the outcomes expected for 

these clients – re-employment and consistent housing – are virtually impossible to 

achieve within the current system of care. (Blue Ribbon Commission to End Chronic 

Homelessness, 2006, p. 28).  

The report also found that the system did not acknowledge different homeless subpopulations, 

thus failing to identify appropriate interventions and meet clients’ needs.  Participants indicated 

their frustration with the fragmentation made them eager to embrace a new approach and more 

open to collaborating with others.  One participant described her excitement about implementing 

Housing First, explaining: 

I just took hold of Housing First, harm reduction, permanent supportive housing and ran 

with it.  I am a competitive person so I want everything I do to be the best.  I went to 

trainings on Housing First and permanent supportive housing.  I started reading to find 

out what it looks like.  I went to everything the Coalition for the Homeless offered – 

trainings and seminars. 
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After implementing Housing First and seeing its success (i.e., housing retention), this 

participant referred to herself as a “true convert.”  This is contrary to the response in Dallas 

where service providers remain fragmented and experience resistance to Housing First, which is 

discussed later in the chapter.   

 Participants attributed the system realignment to the leadership of Mayor Parker and the 

CoC.  During her tenure, Parker made homelessness a priority, spearheaded multiple initiatives 

(e.g., housing 100 veterans in 100 days), and appointed a Special Assistant and Deputy Special 

Assistant to the Mayor for Homeless Initiatives.  Participants described how homelessness was 

more than a policy priority for Parker; it was personal.  In 1993, Parker encountered a homeless 

teen at a local parade.  She offered to house him for two weeks, but ultimately adopted him as 

her son (Rockett, 2013).  The Special Assistant and Deputy Special Assistant also played a 

significant role by leveraging the Mayor’s influence and political capital to bring stakeholders 

and community leaders together and guide the system realignment.  This highlights the 

collaboration between the local government, the Coalition, and homeless service providers.   

Although Parker made homelessness a priority, it did not result in additional 

governmental funding.  Rather, the city opted to reorganize and streamline its funding.  Over 

four years, the city’s Housing and Community Development Department reallocated 

approximately $102.6 million in federal, state, and local funding to build and support the 

Housing First approach adopted by the Coalition and CoC (City of Houston, Housing and 

Community Development Department, 2017).  In addition to the collaboration between the local 

government, the Coalition, and homeless service providers, governmental agencies began 

coordinating with each other.  In 2013, the City of Houston, Houston Housing Authority, and 
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Harris County issued a joint request for proposals to support the community’s efforts to end 

chronic homelessness and to create 2,500 units of permanent supportive housing.  The request 

for proposals specified it would only consider applicants using the Housing First approach and 

coordinated access as the sole referral source for permanent supportive housing units.  This is 

notable because it highlights the extent of the collaboration within and outside of government.  It 

also shows how the city and county supported the Coalition’s efforts to move service providers 

to the Housing First model.   

While participants were grateful for Parker’s support, they also recognized this approach 

was not sustainable.  Mayor Parker was term limited.  Participants were concerned the support 

and momentum would dissipate with a change in administration.  They shared how the Coalition 

began broadening its approach, shifting the system’s focus from the city level to the county level.  

As one participant astutely observed, “If there is too much on the shoulder of the elected official, 

then when they move on so does that initiative.  So, it was important to be seen that this wasn’t 

her [Mayor Parker] initiative but the system’s initiative.”   

This is where the Coalition, specifically the CoC Steering Committee, led the efforts to 

ensure the new system would not revert to its previous siloed approach.  Examples include 

implementing coordinated access, proposing community-wide prioritization standards, 

developing shared metrics to measure program success, and identifying core elements of 

permanent supportive housing, Housing First, and standards of care to hold service providers 

accountable (Coalition for the Homeless of Houston/Harris County, 2015).  Houston integrated 

Housing First and coordinated access into its new HMIS system.   
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Phase I of the Coordinated Access System began in January 2014 with operations in five 

regional hubs and included permanent supportive housing placement.  In September 2014, the 

Coordinated Access System opened a phone assessment line that accepted calls four days a 

week.  This phone system was piloted with the Harris County Jail Diversion Project and Harris 

Health System, a collaboration of three systems: homeless response, health, and criminal justice.  

Phase II of coordinated access began in January 2015 and expanded to include rapid rehousing 

placement.  In 2015, the Coalition established standardized training for coordinated access 

assessors and navigators and granted navigators direct access to the “Barrier Buster” fund, which 

provides financial assistance to help individuals with security deposits and purchasing household 

goods (The Way Home, 2015, 2016).  It also established standardized coordinated access 

training for permanent supportive housing providers.  These examples show how the Coalition 

sought to instill in service providers the new way of operating – a system-wide approach and as a 

collective.   

 

Collaboration and Institutional Humility. 

 Participants discussed how the move to a system-wide approach to addressing 

homelessness requires collaboration and institutional humility.  The failure and inadequacy of 

the siloed approach of the past was recognized by homeless service providers, governmental 

agencies, elected officials, and funders alike.  The community decided to make a fundamental 

change in its approach to addressing homelessness.  It took a collaborative approach to establish 

a new homeless response system.   

As mentioned in the overview, 450 community stakeholders participated in a charrette 

process in August 2012.  Participants remarked how it was the first time many different 
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organizations and interests had gathered together at the same table.  The Coalition, which 

describes itself as the backbone organization for the CoC, embraced this collaborative approach 

to adopting Housing First system wide and implementing coordinated access.  One participant 

shared: 

From a policy standpoint and getting close to Housing First, our system has come 

together to work collaboratively and collectively in transformation.  We have had lots of 

community input, looking at systems, being involved in the tweaks as a community 

coming together and agreeing on Housing First. 

Another example of collaboration is the community-wide definitions of permanent 

supportive housing, Housing First, and standards of care.  Like Austin, the lead agency 

spearheaded this effort, and service providers reached a consensus on these definitions.  

According to participants, the process entailed large group meetings with over 100 individuals in 

one room discussing program models.  One participant described the need for community-wide 

definitions stating: 

I go back to the business example.  If I go to Chicago and order a Big Mac, I know 

what’s going to be on it.  So, if you say you’re running a permanent supportive housing 

program, there should be commonalities, minimum standards, and collectively they came 

up with that.  Now, you can provide more than that, but you can’t provide less than that. 

This collaboration extends beyond homeless service providers.  Healthcare providers, 

local housing authorities, public funders (e.g., city and county), private funders, law 

enforcement, and the criminal justice system all play a part in improving the communication, 

coordination, and collaboration the new system necessitates.  For example, public and private 
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funders began conversations about how to maximize impact by aligning their priorities to the 

broader plan to end homelessness.  As a result, public and private funders shifted their focus to 

funding programs that provide permanent supportive housing and use the Housing First 

approach, as defined by the Coalition.   

The support from public and private funders is particularly important for two reasons.  

First, it incentivizes programs to adopt the Housing First approach.  In addition to providing 

funding, philanthropic organizations also offer other resources, such as training and technical 

assistance, to help programs build the capacity to adopt the Housing First model.  Second, this 

example highlights the collaboration between the funding community (public and private) and 

the Coalition.  By using the agreed upon definition, this ensures alignment and accountability 

from all service providers.  As Kania and Kramer (2011) noted, “funders can play an important 

role in getting organizations to act in concert” (Kania & Kramer, 2011, p. 39).   

Collectively, participants recognized homelessness as an issue that involves different 

sectors and necessitates support from those systems.  The Texas Workforce Commission is an 

example of successfully working across systems.  This program embeds income specialists and 

case managers at the local offices of the Texas Workforce Commission so clients do not have to 

wait in line with others.  Clients interact with the case managers who are accustomed to working 

with the homeless and can help clients navigate the system.  As one participant explained: 

It is learning how to make relationships with other systems. We have to learn their 

language and their process and where in their process where our clients fall off.  Then can 

you put a solution in right there that works the same way the other system is doing it 

rather than having them change their system to fit how we do it. We have to go learn their 
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world rather than change their world to match ours. It sounds simple, but some agencies 

have gotten very frustrated trying to change their world or duplicating the world. 

When participants discussed the new collaborative, system-wide approach, institutional 

humility was a recurring theme.  In this context, service providers demonstrated institutional 

humility by acknowledging flaws in their programs and system and adopting new approaches, 

such as participating in an interdependent system that requires surrendering some programmatic 

control (e.g., unable to reject clients matched to their programs through coordinated access) and 

agreeing to the demands for greater transparency and accountability.   

Programs represented in this study participated in the system transformation but 

acknowledged the process was difficult.  For example, participants stated that some programs 

disagreed with the prioritization of homeless veterans and the chronically homeless, instead 

wanting efforts to focus on their target clientele – homeless families and youth.  This conflict of 

interest stems from the fact that many service providers are nonprofit organizations, and each has 

its own vision, mission, and Board of Directors.  Organizations devoted to serving homeless 

families and youth would naturally prefer their subpopulations be prioritized.  However, rather 

than dismissing these disagreements, participants shared how leaders sought to get “buy in” from 

the community of service providers, assured these concerns would be addressed, and sought their 

input to develop solutions collectively.   

This process embodies what is necessary for organizations with different interests to rally 

around a common cause and strategy.  As Barnes and Fisher (2016) noted, “Successful alliances 

respect differences and work through problems as they develop new norms” (Barnes & Fisher, 

2006, p. 121).  One participant remarked, “There is a collective agreement, shared goals, shared 
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measurement tools, and coordination, but [there is also] acknowledging and respecting individual 

organizational identity.”  However, participants noted that not all service providers were 

supportive of the new approach.  Some programs refused to adopt the Housing First model, and 

others chose not to participate in coordinated access.  For these programs, the refusal to align 

their programs and resources with the community’s priorities meant forfeiting any federal CoC 

funds.  One participant shared an example of a program that refused to adopt the Housing First 

approach, which resulted in surrendering its CoC funding.  The impact may be even more severe 

given how other funders (city, county, and philanthropic organizations) also aligned their 

priorities with the CoC and chose to fund Housing First programs.   

 This discussion shows how collaboration and institutional humility attributed to 

Houston’s successful move from a siloed, fragmented group of services providers to a system-

wide approach.  Service providers learned to operate collectively as a system with a common 

goal and shared metrics to assess their outcomes.  Complex social problems, such as 

homelessness, cannot be solved with a single entity or policy.  As Houston demonstrates, it 

requires collaboration across systems, and such collaboration requires institutional humility on 

the part of service providers.  The National Academies of Science, Engineering, and Medicine 

(2017) astutely said, “In order to have a positive collective impact, institutional egos must be put 

aside, with all partners understanding that no single policy, program, or group can solve a 

complex social problem by itself” (National Academies of Science, Engineering, and Medicine, 

2017, p. 6).  
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Discussion 

 The collaborative, system-wide approach contributed to Houston’s success in reducing its 

homeless population.  Since the system realignment began in 2012, the total number of homeless 

individuals has declined from 7,187 in 2012 to 4,031 in 2016; its chronically homeless 

population has fallen from 1,422 to 516.  Due to the system realignment, Housing First programs 

in Houston enjoyed the support of former Mayor Parker, local housing authorities, and public 

and private funders.   

It is important to note that the city did not allocate additional governmental funds to 

support its effort.  Instead, it chose to reorganize existing funds and resources to align with the 

CoC’s strategies to ending chronic homelessness by supporting Housing First programs.   

Participants indicated they have now shifted their focus to building on their success and tweaking 

the system as they move forward to ensure continued collaboration as they identify and develop 

appropriate interventions for homeless families and youth.  One participant remarked, “It’s a 

good moment for Houston and what I would hope is – writ large – if we are more transparent and 

keeping on top of the data, what is working and not working and how to tweak, change and pivot 

accordingly.”   

Institutional humility and collaboration will be crucial elements to sustaining Houston’s 

system-wide approach.  As one participant perceptively noted: 

We need a system that is still there and ready to respond and help people move out of 

homelessness. It is staying committed to the long term and understanding this is how we 

operate and not turning around to go back to the way we were.   
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Dallas, Texas 

Overview 

The researcher selected this site to complement the quantitative component of this project 

(see Chapter 5).  The City of Dallas has an estimated population of 1.3 million; the County of 

Dallas is home to 2.5 million individuals (United States Census Bureau, Population Division, 

2015).  The City of Dallas has a Council-Manager form of government, where the Mayor and 

City Council set the agenda, adopt policy, and appoint the City Manager who is tasked with 

overseeing the City’s operations.  The Council is comprised of 15 members, of which 14 are 

elected from single-member districts and the fifteenth member, the mayor, is elected at large.   

Like Los Angeles and Austin, Dallas has a weak mayor.  Although the mayor is the official head 

of the city government, the mayor has no more power than any other council member and does 

not have veto power, thus relying on his/her ability to influence other council members to 

achieve desired goals (City of Dallas, 2015).   

While programs in all five cities in this study faced challenges, the programs in Dallas 

operate in an environment that appears to hinder their efforts of ending chronic homelessness.  

As the findings show, the lack of political will, fragmentation and territorialism among service 

providers, and community opposition to Housing First are contextual factors that hinder the 

development of a system-wide approach found in other cities.   

 

A Mixed Record on Homelessness 

Dallas has a mixed record on addressing homelessness.  Like many cities around the 

nation, Dallas responded to President Bush’s initiative to end chronic homelessness by creating a 

ten-year plan.  In 2003, then Mayor Laura Miller formed a Task Force on Homelessness to 
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develop the City’s ten-year plan.  The recommendations from this task force included a call for 

developing more permanent supportive housing units, adopting a Housing First approach, and 

establishing Safe Havens for the chronically homeless (Dallas Homeless Task Force, 2004).  

Dallas’ ten-year plan defined Housing First as an approach that “assumes that the factors that 

have contributed to a household’s homelessness can best be remedied once the household is 

housed [sic]. This model seeks long-term self-sufficiency, promoted through a wraparound 

service philosophy” (Dallas Homeless Task Force, 2004, p. 15).   

The plan specified that Dallas would form the capacity to utilize a “Housing First” 

approach by using Safe Havens.  This approach is housing led, not Housing First.  Though the 

plan refers to Housing First, the authors did not understand the meaning of Housing First and 

neglected to embrace the core tenets of this approach (such as connecting individuals to 

permanent housing as soon as possible).  While Safe Havens offer supportive housing, they are 

not permanent housing.  These facilities provide homeless individuals with severe mental illness 

private/semi-private accommodations and on-site services without time limits on the length of 

stay (United States Department of Housing and Urban Development, 2012).  While there are not 

requirements for participation in treatment or services in Safe Havens, individuals are expected 

to stabilize, transition to permanent housing, and re-engage treatment.  The Housing First 

approach targets chronically homeless individuals who are vulnerable but high acuity, so self-

sufficiency is often not a programmatic goal for this population in Housing First programs.   

 The Task Force presented its plan to the Mayor and City Council for final approval and 

subsequent submission to USICH on May 12, 2004.  In September 2004, Mayor Miller 

appointed Tom Dunning as the city’s first “homeless czar.”  Miller was tasked with developing 
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plans for a new facility for the homeless, now known as the Bridge Homeless Recovery Center 

(Zeveloff, 2008).  At the time, the Bridge was seen as a critical component of achieving Dallas’ 

ten-year plan to end homelessness by 2014.  In 2005, Dallas residents approved a $23.8 million 

bond package to support the construction of the Bridge, and the center opened in May 2008.   

 Mike Rawlings, the current mayor of Dallas, succeeded Dunning as the city’s homeless 

czar and served in that capacity from 2005 to 2010.  In September 2011, the Bridge became its 

own nonprofit and separated its leadership structure from MDHA.  Though MDHA is technically 

the lead agency for the Dallas CoC, participants indicated much of the political influence 

continues to reside with leaders at the Bridge.  Participants noted that the imbalance of political 

influence between MDHA and the Bridge can result in confusion among homeless service 

providers and contributes to the territorial culture that is prevalent among these nonprofit 

organizations.   

This tension may explain why there is resistance and resentment among service providers 

to the vision of Cindy Crain, the current CEO of MDHA.  Prior to Crain’s arrival at MDHA in 

2015, it appeared that MDHA operated in a subservient role, taking its orders from the Bridge.   

However, under Crain’s leadership, MDHA has advocated for a more strategic and data-driven 

approach to addressing homelessness in Dallas, specifically calling for (a) a Housing First 

strategy, (b) the introduction of Coordinated Assessment, and (c) the widespread use of the 

Homeless Management Information System (HMIS).   

 While homelessness is not new to Dallas, in 2016 the city had a renewed interest in 

addressing the issue after several large homeless encampments emerged. Residents in the 

affected areas associated these encampments with crime, quality of life problems, and public 
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health and safety concerns.  In 2016, Tent City, a large homeless encampment underneath an 

intersection of two interstate highways (I-45 and I-30), had a population of 70 individuals; at its 

height, the encampment grew to about 400.  In response to two stabbings in the encampment and 

two unexplained deaths nearby, Mayor Mike Rawlings ordered the closure of Tent City by May 

4, 2016 and created the Dallas Commission on Homelessness (DCOH, or “the Commission”) on 

May 9, 2016.   

Forty members of the community, including a representative from each council district, 

comprised the Homeless Commission.  The Commission was tasked with analyzing the current 

system of addressing homelessness, comparing it to best practices in similar communities, and to 

delivering strategies and recommendations for the city and county to consider (Rawlings, 2016).  

In his memo to City Council, Mayor Rawlings noted the need for more affordable housing, 

stating that, “A major piece of this will be working on a plan to add more affordable and 

supportive housing inventory for homeless citizens throughout the area” (Rawlings, 2016).  The 

Commission began its work by holding community meetings and dividing into subcommittees 

that focused on identifying problems and gaps and developing recommendations for the overall 

plan.  This would be presented to the Mayor and City Council.   

Meanwhile the closure of Tent City continued to have ramifications for the city, most 

notably for residents from the Central Business District and the Cedars who were among the 

most vocal at Commission meetings.  Residents often complained about the impact of the 

homeless on their communities, specifically on quality of life issues.  For example, a significant 

portion of the Commission’s September 2016 meeting was spent discussing whether individuals 

should call 911 or 311 when encountering a homeless individual.  
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Frustrated, Commissioner Steve Davies rebuked his fellow Commissioners for focusing 

on the effects of homelessness (e.g., quality of life complaints) rather than addressing the 

problem of homelessness.  Subsequent Commission meetings were just as contentious with some 

Commissioners accusing others, specifically those affiliated with homeless service providers, of 

proposing solutions to obtain more city funding and advancing their own interests (Kalthoff, 

2016a).  As for the homeless residents of Tent City I, they dispersed.  Due to the efforts of 

MDHA and other service providers, some entered housing while many others simply relocated to 

Tent City II, located at I-45 and Coombs Street, or other smaller encampments.   

Tent City II had an estimated population of 120 people.  Bernadette Mitchell, Director for 

the City’s Housing and Community Development Department, described this encampment as 

“delicate” and “much needier” compared to homeless residents of the previous encampment 

(Observation, September 13, 2016).  The city eventually closed Tent City II on July 19, 2016, 

citing health and safety concerns as the reason for its closure.  Similar to the effects following the 

closure of Tent City I, the homeless residents of Tent City II again moved to other encampments, 

including Tent City III, also known as Haskell Hotel, located at I-30 and South Haskell.  As of 

September 2016, Tent City III had a population of 200 individuals.  Mitchell referred to this 

group as “more houseable,” and at the Commission’s October 2016 meeting, Crain reported that 

31 of the 82 remaining individuals had been housed (Observation, October 18, 2016).  Dallas 

closed Tent City III on October 25, 2016.  Like the previous closures, the homeless dispersed to 

other areas around the city.  Mitchell estimated there are still about 80 smaller homeless 

encampments, even in parts of North Dallas that is far from the central business district where 
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service providers are concentrated.  A larger encampment (i.e., larger than five to ten 

individuals) has also sprung up in Buckner Terrace.  

 Following a series of community, subcommittee, and Commission meetings, the 

Commission presented a plan to the Mayor and City Council in November 2016.  The 

recommendations included: (a) developing a formal, community-wide structure that provides 

leadership, accountability, and sustainable funding; (b) increasing targeted street outreach, 

housing placement, and supportive services to manage encampments and unsheltered 

individuals; (c) converting to a single HMIS and community-wide Coordinated Entry System; 

(d) expanding shelter capacity and creating respite facilities; (e) creating a system navigator 

program within the criminal justice and treatment facilities; and (f) most notably, adding 1,000 

units of permanent supportive housing to existing inventory by 2021 (Dallas Commission on 

Homelessness, 2016).   

The Commission expects the full implementation of these strategies to take five years.  

Whether the city takes action remains to be seen.  In 1990, the Community Council of Greater 

Dallas Homeless Services Task Force issued a report that outlined recommendations and critical 

gaps facing the Metroplex.  In the City’s 2004 Ten Year Plan to Address and End Chronic 

Homeless released in 2004, the Task Force noted that as of 2003, many of the service areas 

identified in the 1990 report, such as single room occupancies (SROs) remained underfunded 

(Dallas Homeless Task Force, 2004).  
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Findings 

Over the years, the city has put together multiple task forces and commissions to develop 

plans and strategies, but the homeless population has remained fairly steady.  Table 4.7 presents 

the homeless population from the annual PIT counts in Dallas from 2010 to 2016.  The 2016 PIT 

count showed 3,810 homeless persons, but participants estimate that the actual count is closer to  

10,000.  

 

Table 4.7 

Dallas (TX-600) Point in Time Count 

Year 

Total Homeless 

Persons Sheltered Unsheltered 

Chronically 

Homeless 

2010 3,710 3,509 201 514 

2011 3,540 3,297 243 760 

2012 3,447 3,242 205 442 

2013 3,163 2,912 251 502 

2014 3,514 3,272 242 489 

2015 3,141 2,778 363 615 

2016 3,810 3,071 739 597 

Source: (United States Department of Housing and Urban Development, 2017) 

 

 

The findings are based on interviews with ten participants representing eight programs, site visits 

to these programs, documentation review, and observations of Commission meetings.  During 

the study period, the Dallas Commission on Homelessness held a series of community meetings 

on topics such as shelters, youth homelessness, mental health, and housing.  Commissioners also 

met to identify problems and discuss potential.  Commission meetings and community meetings 
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were open to the public.  The researcher attended these meetings and observed the 

Commissioners’ interactions with each other and the public.   

Service providers in Dallas primarily use scattered-site housing, relying solely on their 

partnerships with private landlords to house their clients.  They require case managers to work 

closely with property management to help clients maintain housing and to address any problems 

that may threaten the clients’ housing stability.  Only one program uses single-site housing.  The 

programs represented here are recent adoptees of the Housing First approach.  Some adopted 

Housing First principles ten years ago while others embraced it four years ago.  From interviews 

with ten participants in Dallas, three themes emerged: (a) the lack of political will; (b) 

fragmentation and territorialism among homeless service providers; and (c) resistance to 

Housing First. 

 

Lack of Political Will. 

All participants shared their frustration with the lack of political will to address 

homelessness and expressed a desire for stronger leadership.  They expressed general 

disappointment with the city and the county, but some singled out Rawlings specifically.  One 

participant lamented, “As for our Mayor, Mike Rawlings, we aren’t seeing a lot of the strong, 

centralized push from the Mayor.  There is not a strong leader to unite us.”  As discussed in the 

preceding section, Mayor Rawlings served as the city’s homeless czar from 2005 to 2010.  

Because of this, many homeless service providers had high hopes for strong leadership when 

Rawlings became Mayor.   

Participants expressed their disappointment in Rawlings’ lack of action and failure to 

prioritize homelessness on his Mayoral agenda upon assuming office.  Some participants in the 
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study remarked that Rawlings did not pay attention to the city’s homeless problem until he was 

forced to deal with Tent City, and their perception is not unique.  At one of the Commission’s 

community meeting in July 2016, one of the Commissioners stated, “Dallas has never had a 

problem to get money for the things it wants to do - $550 million for a hotel, the bridge to 

nowhere, and now we’re building a road in a flood plain.  This is a willpower issue.”  A 

participant echoed this sentiment, noting: 

A lot of it [the homeless problem] is denial on the city’s part.  They just want it to go 

away. They don’t want to deal with it…People don’t want to see ‘em [the homeless]. 

They don’t wanna pay for it. They just want to put the money into pot holes and 

cops…We’ve got to have skin in the game and we don’t. 

Although service providers face resource limitations, these statements highlight that the 

challenge in Dallas is not merely one of funding.  Rather, it reflects a perception that Dallas can 

find a way to fund what matters to the city and community and historically, homelessness has not 

been a priority.   

 Overall participants see the formation of the Commission as a first step and are cautiously 

optimistic.  However, there are problems with the Commission.  The researcher attended two 

Commission meetings and three community meetings organized by the Commission.  At these 

meetings, Commissioners often traded accusations, questioned the Commission’s structure, and 

discussed quality of life complaints rather than solutions to the city’s homeless problem.   

For example, at the September 2016 meeting, Commissioner Tanya Ragan recommended 

the Commission be re-structured.  A handful of others agreed, going as far as proposing a motion 

to remove and exclude any individuals associated with homeless services organizations.  This 



 

185 

would effectively remove all service providers and their knowledge, experience, and expertise 

about homelessness, leaving the Commission with well-intentioned community members.  

Chairman Britton Banowsky rejected the motion, noting any concerns about structural issues 

should have been addressed at the Commission’s inception rather than two months before its 

November deadline to submit recommendations to the Mayor and City Council.   

Though selected to represent a wide range of perspectives, the Commissioners appear to 

have competing interests (e.g., shelter beds, affordable housing, funding for behavioral health, 

and quality of life concerns attributed to homeless individuals in certain neighborhoods).  This 

has resulted in gridlock and has contributed to antagonistic exchanges between Commissioners at 

meetings and division over proposed strategies, including adopting Housing First.  Notably, the 

final plan submitted to the Mayor and City Council did not receive agreement from all the 

Commissioners.  Several Commissioners representing shelters, downtown, and the Cedars 

encouraged the Commission to focus on immediate solutions, such as expanding shelter capacity.  

 At the October 2016 meeting Commissioner Cara Mendelsohn questioned an analysis 

conducted by the Corporation for Supportive Housing (CSH), which had been used as the basis 

for the proposal to develop an additional 1,000 units of permanent supportive housing.  

Mendelsohn and Ragan pushed back against this proposal citing the need for immediate 

solutions.  Some suggested using the abandoned Dawson State Jail as a shelter.  This proposal 

received strong support from downtown and Cedars residents.  Officials, such as County 

Commissioner Theresa Daniel and Dallas County Health and Human Services Director 

(DCHHS) Zachary Thomas, toured the facility to explore its feasibility for housing homeless 
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individuals (Kalthoff, 2016b).  At the time of this writing, the city and county has not yet 

determined whether to move forward with this option.   

 Consequently, the city has taken limited action in addressing the homelessness problem 

in Dallas.  In January 2017, the Commission briefed the city’s Housing Committee, which 

included a discussion about forming an ongoing Commission to continue advising City Council 

on homeless issues.  In the spring of 2017, the City Council created the Citizen’s Homeless 

Commission, an advisory body tasked with developing policy recommendations “to ensure 

alignment with city services with regional services to enhance efficiency, quality, and 

effectiveness of the community-wide response to homelessness” (City of Dallas, 2018).  Initially 

there was debate about the structure of this Commission, but ultimately, the city and the county 

each contributed $50,000 towards operating costs for the Citizen’s Commission’s first term 

(Young, 2017b, 2017a).   

Aside from forming a new commission, it remains uncertain whether the City Council 

will enact the strategies outlined in the Commission on Homelessness’ plan.  The city’s FY2017 

budget proposal provides an additional $1 million for homeless services, a miniscule amount 

compared to the Commission’s plan which calls for $75 million in new and existing funding over 

the next five years (City of Dallas, 2016a; Dallas Commission on Homelessness, 2016).  In the 

preface of the budget proposal, City Manager A.C. Gonzalez wrote, “The budget for 2017 

reflects what our citizens and this Council have told us is important.  It shows that we continue to 

raise the bar in being respectful, responsive and resourceful in serving our citizens and our city” 

(City of Dallas, 2016a, p. 11).  If Gonzalez’s statement is true, then ending homelessness does 

not appear to be a priority for Dallas.   
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Although participants complained about the lack of political will in Dallas, they remain 

hopeful. They expressed their desire for strong leadership on homelessness because they believe 

it will raise awareness, garner community support for their cause, and even potentially unite a 

fragmented network of homeless service providers.   

 

Fragmentation and Territorialism. 

Though political will is lacking, Dallas has a wealth of nonprofit organizations and 

philanthropic foundations dedicated to addressing the city’s social problems.  While numerous, 

these nonprofit organizations are fragmented.  There is limited coordination and collaboration, 

and organizations are siloed in their efforts and programs.  This is a stark contrast to the 

collective, systematic approach found in the other four cities in this study.   

One example of the fragmentation in Dallas is the lack of data sharing.  Participants 

indicated that not all homeless service providers participate in HMIS.  This makes it difficult for 

MDHA and other participating agencies to track homeless individuals across the service 

continuum, especially if an individual receives services from an agency not participating in 

HMIS.  These data limitations suggest that the full scope of the homelessness in Dallas may not 

be known.  Without all service providers agreeing to share data and participate in HMIS, current 

data cannot provide the true size of the homeless population nor the severity and need of each 

homeless individual.  At a June 2016 community meeting hosted by the Commission, one 

panelist remarked: 

I have 3,700 unduplicated names [of homeless individuals].  I’m not willing to give that 

information to HMIS so they can take it to Austin and get more [funding for] permanent 
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supportive housing when my folks aren’t the ones going to those permanent supportive 

housing units. (Observation, 2016). 

Similarly, at the Commission’s October 2016 meeting, Jay Dunn, CEO of the Bridge, remarked 

that he was not interested in sharing data for the purposes of obtaining comprehensive data on 

the homeless population.  Dunn only wanted to share data to the extent it would automate 

responses to clients rather than using a case-by-case approach.  Both of these examples highlight 

the resistance to data sharing; this also reveals the territorial attitude among service providers.   

One participant attributed the level of animosity among service providers to the way 

funding is structured.  He explained that nonprofit organizations compete for limited funds, 

public or private, and often operate in a “survival” mentality.  This makes collaborating with 

competitors difficult.  As a result, service providers tend to be territorial and protective of 

organizational interests.   

Homeless service providers are also divided by their philosophical approaches (e.g., 

Treatment First versus Housing First) and their respective clientele (e.g., homeless youth, 

families and children).  Programs appear to be siloed amongst themselves as well as by sector – 

housing, health, and criminal justice.  These factors hinder efforts toward greater coordination 

and collaboration and reveal why Dallas does not yet have a systematic approach to address 

homelessness.   

Participants recognize the need for a collective approach and the difficulty of achieving 

this goal.  As one participant remarked, “Even if you look at the efforts of the faith-based 

communities, even when we put all our resources together, it’s better [the collaboration] and it 

can kind of look like it is unified…and it’s not [unified].”   
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Participants in Austin and Houston are familiar with the challenges Dallas faces; some 

noted these problems in comparing programs in their respective cities to Dallas.  One participant 

in Houston remarked, “There is a lot of territorialism and lots of trust issues [in Dallas].  It’s the 

people part that is going to kill you.”   

Since taking over as CEO for MDHA, Crain has pushed for the implementation of a 

Coordinated Assessment System and a new HMIS to improve coordination among service 

providers.  However, her efforts have been met with skepticism and resistance as seen in the 

examples discussed above.  Dallas’ fragmented network of providers underpins its need for 

leadership, from Crain and political leaders, to address these challenges and unify providers.  

 

Resistance to Housing First. 

Though Dallas has several Housing First programs, participants perceive that there is 

little support for Housing First from fellow homeless service providers (e.g., shelters, street 

outreach teams) and the community.  At Homeless Commission meetings, there was strong 

opposition to Housing First.  For example, at a June 2016 community meeting a local resident in 

attendance cited Salt Lake City as an example of the failure of the Housing First approach and 

urged panelists to consider alternative approaches.   

One of the proposed alternatives is Dignity Field.  Its stated goal is “to help its members 

become self-reliant [sic], and to attain an unsubsidized lifestyle” (Sitarzewski, 2016, p. 14).  The 

proposal called for using Hensley Field, an old Dallas Naval Air Station, to house homeless 

individuals.  It outlined a two-year program with a “Care First” approach by providing on-site 

services and a tiered housing structure ranging from open-air camping to private units.   
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Michael Sitarzewski, the author of the Dignity Field idea, and his fellow Cedars residents 

called for the Homeless Commission and City Council to seriously consider this option.  Those 

opposed to Dignity Field referred to it as a homeless concentration camp and raised concerns 

about access to services given its remote location.   

 The resistance to Housing First can be attributed to several reasons: (a) Dallas’ previous 

experience with “Housing First” in 1994; (b) a lack of understanding of the Housing First 

approach; and (c) philosophical differences in addressing homelessness.   

 One participant recalled Dallas’ preparation for hosting the World Cup in 1994.  At the 

time, about 200 homeless individuals resided in an encampment known as Shanty Town located 

under I-45 near Deep Ellum.  The Dallas City Council voted to evict the residents of this 

encampment and subsequently bulldozed it (Eig, 1994; Herz, 1994).  The evicted homeless 

individuals were given housing vouchers with a “Housing First” approach.  As one participant 

described: 

The County at that time had some sort of housing available, but it was in a couple 

apartment complexes that had several units, and they were going to be set up with 

donated furniture.  The County comes in and snatches up these people and puts them in 

these apartments and there’s no caseworker, no follow-up.  They finally decided to check 

on the people…the people weren’t in the apartments anymore.  Instead, people were 

selling drugs and the apartment had been subletted and all the furniture had been sold.  

So, we were like, “If this is Housing First, this is not the model you need to do.” After 

doing the research, we learned that Housing First provides wrap-around services and then 
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you’re able to do what you need to do.  The person is off the street and is safe.  Harm 

reduction model. So, if you do all that, it works great. 

 

This participant’s story describes Dallas’ previous experience with “Housing First” in 

1994 and adds to the city’s complicated history with homelessness.  As this participant astutely 

noted, this “Housing First” attempt failed because the implementers did not understand the 

approach.  They did not provide the support services and case management necessary to help 

individuals maintain housing.  Opponents of Housing First point to this example as the failure of 

the Housing First model and the need for alternative approaches in Dallas.   

The misperception about the Housing First approach persists.  At Commission meetings, 

the researcher observed Commissioners and community members who voiced concerns about 

Housing First.  Among the concerns, they claimed Housing First would provide housing to the 

homeless without the necessary treatment, support services, or accountability, thus neglecting to 

address the individuals’ behavioral health issues that might undermine their housing stability.  

They viewed a Housing First approach as rewarding individuals for the poor choices that resulted 

in their current homeless status.  They argued it would be setting up a homeless individual for 

failure.   

The debates about Housing First at Commission meetings demonstrated philosophical 

differences in addressing homelessness in Dallas.  One participant shared:  

I understand the need for Housing First and the priority for HUD because shelters cost a 

lot compared to an apartment.  But you pay down the road because of the loss of the 

client who isn’t staying in the property is more than if you did some intensive case 

management with them. 
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This statement reveals the participant’s misunderstanding about Housing First and her belief that 

clients need to be properly vetted and treated prior to housing entry.    

 Philosophical differences persist at all levels.  Some homeless service providers strongly 

disagreed with MDHA’s push for Housing First, which aligns with priorities set by HUD and 

USICH.  They argued homeless individuals must be stabilized prior to housing.  Others took 

more personal offense, viewing the move towards Housing First as an attack on their personal 

values.  One participant described the polarization surrounding the phrase “Housing First.”  The 

participant put it this way:  

In our community, Housing First has been divisive enough that I avoid using the term.  

People have an emotional reaction to it. Some service providers feel that by adopting 

Housing First, that their work is somehow not meaningful and they are wrong, that their 

work is not important.  People are taking it personally.  It is about defining the issue.  At 

some point in time, to end someone’s homeless experience that you have to move 

someone into a home.  That’s non-controversial enough that we can all agree on it.  

This statement reveals how the resistance to Housing First exacerbates the existing fragmentation 

among service providers.  In response to the opposition, Housing First providers are defending 

their programs, often citing the success of other cities and client outcomes.  Similarly, Treatment 

First providers defended their approach and programs in response to the CoC and federal 

government’s move towards Housing First.  They argue for the importance of addressing 

underlying issues (e.g., mental illness, substance use disorder) to help clients achieve and 

maintain housing.   
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As seen from this discussion, some are strongly opposed Housing First due to 

philosophical differences while others have expressed their skepticism about the success of the 

Housing First model in other cities like Salt Lake City and its replicability in Dallas.   

 

Discussion  

 These findings show that Housing First providers in Dallas operate in a difficult 

environment.  The resistance to Housing First intensifies the division among an already 

fragmented group of service providers.  Participants expressed desire for stronger leadership to 

unite service providers and to rally the community for support.  This unity will be necessary if 

Dallas wants to implement the Commission’s recommendations, which includes developing 

more permanent supportive housing.   

The move toward Housing First may be inevitable for Dallas, especially if the city wants 

more federal funding for its efforts to address homelessness.  The federal government’s embrace 

of the Housing First approach has led to a shift in funding from transitional housing to permanent 

housing solutions (Oliva, 2013).  Participants acknowledge that Dallas’ refusal to adopt the 

Housing First model has resulted in the loss of federal funds.  In the meantime, Housing First 

providers must carefully navigate these challenges to convince the fellow services providers, the 

community, and elected officials the merits of their approach. 

 

Conclusion and Discussion 

The findings in these case studies highlight the dynamic environment in which Housing 

First programs operate and some of the challenges providers face in service delivery.  The 

findings also show how contextual factors, such as the magnitude of the homeless population in 



 

194 

Los Angeles and the collaborative spirit in Salt Lake City affect how the Housing First approach 

is implemented and operationalized.   

Across the five cities, the importance of collaboration and the role of elected officials 

emerged.  In Los Angeles, Salt Lake City, Austin, and Houston, the city and/or county expressed 

support and/or acted to bolster the efforts of service providers and the Housing First approach.  

This is noticeably absent in Dallas, which appears to exacerbate the fragmentation and 

territorialism among service providers and hinders a wider community embrace of the Housing 

First approach.   

Although there is variation across Housing First programs, this does not mean the model 

lacks clarity.  The variations instead reflect the service providers’ responses to challenges and 

adjustments to contextual features.  The participants in this study demonstrate how Housing First 

programs adeptly address these challenges by being flexible and creative in their responses and 

how providers are responding through collaboration, partnerships, and responsive case 

management. This is discussed in depth in the next chapter on cross-case analysis.   

This study has several limitations.  First, the findings may not be generalizable to a 

national level given the small sample size and cities selected for this study.  However, lessons 

from each site may be applicable to other locales with comparable contextual features or 

programs facing similar challenges.  Second, the findings are based on the perspectives of 

homeless service providers.  Interviews with partners, such as landlords, healthcare providers, 

government officials, and law enforcement would provide valuable insight into their interaction 

with homeless and service providers and the extent of coordination and collaboration across 

systems.  Future research should seek to incorporate these views and explore if, and how, they 
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affect service delivery and identify ways to build upon these relationships for appropriate 

interventions for other homeless subpopulations, such as LBGTQ individuals, youth, and 

families.  
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CHAPTER 5 

CROSS CASE ANALYSIS 

Introduction 

This chapter examines the themes that emerged across the five cities.  It presents cross-

case analysis findings and frames the discussion around how programs respond to the challenges 

they face in service delivery, such as the shortage of affordable housing and barriers to housing 

entry.  Findings show that Housing First programs rely heavily on strategic partnerships for 

service delivery.  Housing First programs partner and coordinate with landlords/property 

management, healthcare providers, law enforcement, and elected officials.  These partnerships 

highlight the overarching theme of coordination and collaboration.  The discussion examines the 

partnerships homeless service providers form for service provision and the extent of 

collaboration among homeless service providers in the context of the coordinated assessment 

system.  

 

Partnerships in Service Delivery 

Housing First programs face a variety of challenges in service delivery, such as the 

shortage of affordable housing and barriers to housing entry for their clients.  Findings show that 

programs relied heavily on strategic partnerships to address challenges in service delivery.  

Participants recognized the necessity of these relationships.   

As one participant noted:  

I think it is about being strategic and finding the right partners.  We don’t want to 

reinvent the wheel.  If someone is doing job training, I don’t want to do that; I want to 
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send them [clients] over there.  Sometimes there’s a challenge because we want to be 

everything to everyone.  This causes you to water down everything you’re doing so we 

need to focus on what we’re doing great and give up on those other things like mental 

health counseling, recovery…I can lean on strategic partners to do those things.   

 

This statement reveals why partnerships are necessary for service delivery.  First, 

homeless service providers recognized their programmatic limitations, such as funding, staff, 

and/or expertise, and have chosen to rely on strategic partners.  Second, their clients may have 

had previous (and possibly ongoing) interaction with other systems, such as hospitals and jails, 

which necessitates working with these systems to address client needs.   

Participants across all five cities in the study formed partnerships with landlords and 

property management, healthcare providers, law enforcement, and elected officials.  They 

adopted a variety of strategies to develop and maintain these relationships.  The following 

section discusses common challenges participants identified and their responses.   

 

Landlords and Property Management 

Across all five cities, participants identified the shortage of affordable housing and 

barriers to housing entry as significant obstacles to achieve their primary goal: helping homeless 

clients move into permanent housing.  Housing First programs that use scattered-site housing 

rely on their partnerships with landlords to house clients, requiring them to develop and maintain 

good relationships with landlords.  These partnerships are crucial because they can affect clients’ 

housing placement and retention.  Landlords can affect the housing placement of clients by 

having barriers to housing entry, such as refusing to accept individuals with criminal history or 
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previous evictions.  Landlords also affect clients’ housing retention, depending on their 

willingness to evict an individual for lease violations.  Even though Housing First programs may 

not have conditions for housing placement and retention, landlord partners can erect barriers that 

conflict with Housing First principles.   

Participants repeatedly emphasized the importance of working with landlords to identify 

vacant units and to notify case managers about potential issues so that clients can remain stably 

housed.  However, participants also noted the difficulty of initiating contact and convincing 

landlords to partner with their organizations and house their clients.  They attributed this 

reluctance to preconceived notions about homeless individuals.  Participants stated that landlords 

often stereotyped their clients, questioning the clients’ ability to remain stably housed and raising 

concerns about potential property damage or disturbing other tenants.   

Additionally, participants indicated this challenge was exacerbated by market conditions 

and often spoke of the increased difficulty of finding landlords to house their clients due to low 

vacancy rates.  One participant stated:  

The biggest barrier in placing a client [into housing] is a system issue: having enough 

landlords to rent to Section 8 participants and overcoming the stigma…This is directly 

affecting our clients; they have poor credit histories, criminal background, and eviction.  

The biggest challenge is that we have seen in the last couple of years is due to the 

economic downfall and a lot of houses going into foreclosure so a lot of people are 

renting and the competition has really increased because of that…so our clients have to 

complete with people who are homeowners and that has been a huge system barrier.   
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A “hot” housing market, which participants defined as low vacancy rates, magnifies the stigma 

associated with their clients and increases the barriers to housing placement.  Homeless service 

providers acknowledged their clients are not as desirable as market-rate tenants, but have worked 

to develop several approaches to overcome these challenges.   

The study participants identified the following approaches to address these challenges: 

(a) utilizing networking opportunities, (b) educating landlords, (c) leveraging financial resources, 

and (d) providing responsive case management.  To find prospective partners, Housing First 

programs use their social capital while others take advantage of networking opportunities.  One 

participant shared a story about her organization’s CEO who had a friend that worked in real 

estate.  This friend made introductions on the organization’s behalf, which the participant 

described as “instrumental” to facilitating relationships with landlords.  As noted in the 

discussion on Austin, participants attended local apartment association and realty board meetings 

for networking purposes.   

In addition to identifying and networking with prospective partners, participants also 

emphasized the importance of educating their landlord partners.  They noted that landlords did 

not understand the needs of their clients, the Housing First model, or the services and support 

provided by their programs.  Efforts to educate potential landlords helped set realistic 

expectations for their clients and case managers.  One participant underscored this effort, stating, 

“The onus is on us to educate.  New property managers don’t know anything about permanent 

supportive housing, and we need to educate them on this model, how it works.” 

While participants’ viewed networking and education efforts as worthwhile, some 

astutely observed some landlords were more responsive to monetary incentives.  To incentivize 
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landlords to house their clients, some participants leveraged their organizations’ financial 

resources.  For example, some programs offered to double the amount of the deposit or pay up to 

four months’ rent in advance.  Others convinced landlords by explaining the benefits of the 

income stream attached to the client.  They argued that housing subsidies were “guaranteed rent” 

paid in a timely manner.  This approach appealed to landlords during more favorable economic 

conditions (i.e., high vacancy rates).  Many programs also used master leasing, where the 

organization’s name is on the lease, reflecting its responsibility for payment of rent and the 

physical condition of the apartment.  Participants perceived that master leasing gave landlords a 

sense of security knowing the program would be responsible rather than solely relying on the 

client.  

In addition to these tactics, participants described responsive case management as an 

effective strategy to alleviating landlords’ concerns about housing their homeless clients. 

Analysis shows persistent and consistent case management is essential, both for clients and 

landlords.  Case managers primarily help clients work towards self-determined goals, such as 

reduced substance use and adjusting to living in permanent housing.  Case managers sometimes 

serve as an intermediary between the landlord and the client to address concerns about a 

particular client or to advocate on behalf of the client.  Participants shared how some case 

managers even provide their cell phone numbers to landlords for any client emergencies.   

One program adopted behavioral modification contracts as a way to help clients avoid 

eviction.  This participant described these contracts as a last resort:  

If the landlord is getting ready to evict, then we can work with the client on something 

like a behavioral modification contract with client.  We want to advocate for you, but 
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what can you bring to the table?  What can you do to keep your housing?  We are coming 

up with a client-based contract and work with the client to achieve those goals and then 

we go present that contract to the landlord with the client with the hopes of avoiding 

eviction.   

Though this strategy may help clients avoid eviction, it may conflict with the Housing First 

philosophy because the premise of these contracts is that housing retention is conditional on the 

clients modifying their behavior in such a way that is acceptable to landlords.   

As discussed in the previous chapter, some programs also had landlord specialists 

dedicated to addressing landlords’ concerns and complaints about clients.  Landlord specialists 

work closely with case managers to find an amenable solution to resolve problems between 

clients and landlords.   

This discussion shows how persistent, consistent, and responsive case management 

benefits clients and landlords. Thus far, the discussion has primarily focused on scattered-site 

programs.  Service providers that develop and own property to house clients face a different set 

of challenges, primarily community opposition known as NIMBY (Not In My Back Yard) or 

BANANA (Build Absolutely Nothing Anywhere Near Anything).   

One participant vividly recalled the community outcry when her program sited a new 

housing development.  This program held several public meetings to allow local residents to 

voice their concerns and made aesthetic modifications to the building so it would blend in with 

the neighborhood.  Another program spent three years working with the local government 

entities on permit and zoning issues without success, eventually relocating its proposed housing 

site to the outskirts of the city and next to a residential area.  This program addressed community 
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resistance by inviting neighbors to tour the property and learn about its service approach.  It now 

hosts social events, such as movie night, that are open to the public for the purposes of increasing 

interaction between its homeless clients and the community.  Participants acknowledged there is 

not a simple solution for NIMBY.  Despite this obstacle, they have sought to develop a positive 

rapport by engaging and educating the community, a similar approach used by scattered-site 

programs.  

Aside from community opposition, these programs faced the difficulty of balancing 

service provision and property management.  Some had contractors for property management.  

while others used a blended management model.  A blended management model contains the 

service provision and the property management as part of the same organization.  Having both 

functions in the same organization can lead to tension between property management and case 

management when there are conflicting interests.  As one participant noted, “Property 

management is responsible for keeping the building healthy.  Service provision is responsible for 

keeping the client healthy.”   

In order to achieve a harmonious organizational management and service delivery, 

participants emphasized the need to clearly delineate the roles of case management and property 

management.  This separation is important because the blending of these two functions can 

hinder service provision and affect the rapport between clients and case managers.  If clients 

perceive that case management will report them to property management, they may be less 

forthcoming about problems.  Clients might choose to withhold information like active substance 

use or refusal to take prescribed medication for fear of a lease violation or fear of losing their 

housing.  Participants stressed that their organizations best addressed the tension between service 
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provision and property management by separating these roles and responsibilities and having 

distinct chains of authority.   

Case managers adopted several approaches to working with property managers, such as 

educating them about their homeless clients and providing responsive case management, much 

like scattered-site programs.  One participant shared suggestions with landlords on how to 

interact with homeless clients, such as (a) acknowledging them, (b) listening to their concerns, 

and (c) not raising their voices while talking to the clients.  Another participant described weekly 

meetings between case managers and property management teams to discuss problems and 

potential lease violations and to work together to identify a solution to prevent eviction.  This 

participant noted that during these meetings, case managers are careful about the information 

shared with property management to avoid violating the clients’ trust.  Case managers only 

divulge information deemed relevant and necessary to solving the problem at hand rather than all 

the details about the client.  This preserves the trust between the client and case manager and 

allows the case manager to work with property management on the client’s behalf.   

Despite the organizational challenges associated with the blended management model, 

participants argued that property development and ownership gave them more programmatic 

control and allowed for greater fidelity to the Housing First model (e.g., not at the mercy of 

private landlords and the barriers they may erect to housing entry).  This model enabled them to 

operationalize Housing First in a way that scattered-site providers struggle to do, specifically 

ensuring low barriers to housing entry.  These programs are not concerned about landlords 

potentially screening out clients with criminal history or who are struggling with an active 

addiction because the programs set and control the rules for housing entry and retention at their 
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buildings.  Furthermore, there is an explicit expectation for property management and case 

management to work together to ensure the client retains housing regardless of the issues the 

client may have.  The only exception was violence, which was the most cited reason for housing 

exits.   

These Housing First programs intentionally chose single-site housing to address client 

complaints of loneliness and social isolation.  In response to these issues, three service providers 

highlighted building amenities, such as gardens and a community theater, that are intended to 

cultivate community and to generate social interaction among clients.  

Overall, the relationship with landlords and property management is crucial for homeless 

service providers.  It can affect housing availability and retention for clients.  A strong 

partnership between case managers and landlords can result in a coordinated effort to help clients 

retain housing.  Furthermore, one good relationship may result in additional housing 

opportunities.  One participant explained how an initially reluctant landlord became impressed 

with her clients’ success and referred his professional contacts to her program.  This resulted in 

new partnerships and created new housing opportunities for her program’s clients.  Scattered- 

and single-site housing programs alike must work with property management, whether they be 

private landlords, contractors, or within the same organization, for clients’ housing entry and 

retention.  These partnerships are increasingly important since these cities have low vacancy 

rates and in some cases, are experiencing rapid development and increasing rents.  

 

Healthcare Providers 

Because these homeless service providers focus on serving the chronically homeless, 

their clients typically struggle with severe mental illness, substance use disorder, and/or other 
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chronic physical illnesses.  Participants emphasized the importance of support services, 

particularly medical and behavioral healthcare, to the housing retention and stability of their 

clients.  They described their clients as “high acuity” and in need of medical and behavioral 

healthcare, underscoring the necessity of such services.   

Participants lamented the insufficient and/or unavailable health resources, which they 

attributed to the lack of funding.  For example, participants in Texas expressed their frustration 

with the State’s refusal to expand Medicaid under the Affordable Care Act (ACA), which they 

believe would benefit many of their clients.  California opted to expand Medicaid; Utah did not.  

The researcher initially hypothesized Medicaid expansion would be an important contextual 

factor.  However, participants across all cities only referenced Medicaid as one of the many 

government programs for their homeless clients.  While they believed Medicaid expansion 

would benefit their clients, they also recognized the politics and polarization surrounding the 

ACA, which was beyond their control.  Dallas participants were disappointed with local hospital 

systems, perceiving the hospitals as silent and uninterested in working together to serve the same 

client population.  In Los Angeles, participants bemoaned the shortage of inpatient detox beds at 

addiction treatment centers and lengthy wait lists.  One participant explained how clients 

struggling with substance use disorder would request treatment and placement in a detox facility, 

yet by the time a spot became available, the client was actively using and no longer desired 

treatment or had exited housing.   

Service providers have adeptly navigated their respective cities for the necessary 

resources to meet their clients’ healthcare needs by developing a network of healthcare 

providers.  These partnerships typically entail working with local clinics, county health 
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departments, and other nonprofit organizations.  However, of the 37 organizations represented, 

only four programs have medical professionals on staff.  Of these four, only three provide mental 

health services and linked clients to clinics and other providers for medical needs.  The other 

program offers integrated health services to address primary and behavioral healthcare needs and 

accepts client referrals from other service providers.   

At the time of this study, one program in Salt Lake City was in the process of hiring on-

site clinical staff (i.e., a nurse) to assist clients with their medical concerns.  This participant 

described how clients make excessive and/or inappropriate calls to 911, resulting in complaints 

from the local fire department.  For example, one client dialed 911 to request assistance with 

picking up the dirty socks in his room.  Another called because he felt uncomfortable after 

adjusting his oxygen tank.  The participant from Salt Lake City shared the difficulty of 

demonstrating to program leadership the need and justification of funding for on-site clinical 

staff, but how the complaints from the local fire department would affect the development of 

future housing sites in areas.  He explained his fear that prospective communities would call 

stakeholders in the location of existing properties, such as the fire department, and would receive 

negative reviews, thus strengthening any reluctance or opposition to a new housing property in 

that location.   

While most participants refer clients to off-site services, some programs offer on-site 

services.  This might be a mobile health unit or an office space designated for their healthcare 

providers partners.  For example, the public county hospital in Dallas had a program that offered 

medical, dental, and behavioral health services for homeless children and adults.  This program 

used five mobile health clinics located at various sites to provide healthcare to the homeless.  
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Participants in Dallas relied on its partnership with these mobile health clinics as well as the 

Local Mental Health Authority (LMHA) to provide services to their clients.  Overall, programs 

in Dallas, Austin, and Houston rely on their respective LMHAs and participants in Texas have a 

positive rapport with their LMHAs.  

Some participants discussed the growing recognition among healthcare providers about 

homeless individuals over, and perhaps inappropriate, utilization of acute healthcare.  This 

results in atypical partnerships, such as homeless service providers working with an insurance 

company.  United Healthcare, a private insurer, partnered with CoC lead agencies in Austin and 

Houston to identify its members (i.e., individuals on its Medicaid health plan) that had high 

healthcare costs, complex medical diagnoses, and lacked housing.  United Healthcare provided 

“barrier buster” funds to help homeless individuals move into housing and purchase necessities 

like furniture (UnitedHealth Group, 2015; Walters, 2015).  This shared goal of reducing the 

utilization of acute healthcare services provided additional funding streams for homeless 

programs to help clients with housing entry and retention.   

In Los Angeles, the County Department of Health Services (DHS) launched a Housing 

for Health initiative to provide supportive housing for chronically homeless individuals who are 

high utilizers and have complex medical and behavioral health issues.  DHS’ Flexible Housing 

Subsidy Pool, which is a low-barrier rental subsidy, combines intensive case management and 

support services to homeless individuals to reduce excessive and/or inappropriate healthcare 

utilization.  DHS funds and works with about 30 organizations to provide a range of services for 

these individuals.  It is important to note that DHS is the second largest municipal health system 
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in the country with 19 health centers and four hospitals and an annual operating budget of about 

$4 billion (Los Angeles County Department of Health Services, 2017).   

United Healthcare and DHS recognized that their patient populations overlap with 

homeless service providers clientele.  Both also have financial incentives to serve this population 

because it reduces overall costs to their respective health systems.  Other examples that highlight 

the growing recognition of the intersection of health and homelessness are the Healthy 

Community Collaborative (HCC) and 1115 waiver projects.   

As mentioned above, participants in Texas work closely with their respective LMHAs.  

While there were already existing partnerships, the state recognized the need for greater 

coordination and collaboration to serve individuals struggling with mental illness and 

homelessness.  In 2013, the Texas State legislature appropriated $25 million in general revenue 

funds for the Texas Department of State Health Services (DSHS) to implement the Community 

Mental Health Crisis Services for Healthy Community Collaborative strategy.  The legislation 

stipulated that HCC funds “should evidence significant coordination and collaboration between 

local mental health authorities, municipalities, and other community stakeholders” (83rd Texas 

Legislature, 2013, p. II-79).  Legislation required grant recipients to match HCC funds with 

private funds and identify outcome measures such as reduced homelessness, decreased criminal 

recidivism rates and emergency room utilization, completion of substance use treatment 

programs, and increased employment rates among others.   

When DSHS developed the Healthy Community Collaborative, it was able to provide 

grant funding to an organization in five metropolitan areas: Austin, Dallas, Fort Worth, Houston, 

and San Antonio.  For fiscal year 2014-2015, Austin was awarded $3.9 million in HCC funds; 
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Houston and Dallas received nearly $7 million and $5.1 million, respectively (Texas Department 

of State Health Services, 2014; Texas Health and Human Services Commission, 2017b).  For 

fiscal year 2016, Austin received an additional $3.2 million and Dallas received another $1.5 

million.  Houston failed to meet the matching requirement and was not awarded additional funds 

for fiscal year 2016.  In October 2016, Houston withdrew from the HCC program due to its 

inability to generate private funds for the dollar-for-dollar match requirement. 

Austin used funds to hire and train staff, to provide services to clients at a permanent 

supportive housing community, and to construct a 50-unit building to house HCC clients.  

Houston directed its HCC funds to building renovations (one of the buildings would provide 

integrated healthcare) and to land acquisition for the construction of new housing for homeless 

individuals, including HCC clients.   

While Austin and Houston sought to expand housing opportunities with HCC funds, 

Dallas used HCC funds to provide case management services and to create subcontracts with 

homeless shelters and a detox facility.  Much of Dallas’ focus appeared to be on shelters rather 

than permanent and affordable housing.  At the September 13, 2016 Dallas Commission on 

Homelessness meeting, HCC was among the topics discussed.  An attendee clarified HCC 

funding requirements, stating that the law prohibited HCC funds to be used for shelter, either 

buying or building a facility.  HCC considers Austin, Dallas, and Houston as non-co-located 

collaboratives where service provision is decentralized and scattered-sited compared to co-

located collaboratives that provide services in one location (e.g., San Antonio and Fort Worth).  

Furthermore, HCC specifies non-co-located collaboratives operate coordinated assessment to 

coordinate access to rapid re-housing and permanent supportive housing; this is why HCC funds 
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cannot be appropriated to expanding shelter capacity as desired by the Dallas Commission on 

Homelessness.   

Since its inception in 2014, HCC programs have assessed 30,901 individuals through 

coordinated assessment, rapidly re-housed 1,742 homeless individuals, and placed 747 in 

permanent supportive housing and 575 in affordable housing (Texas Health and Human Services 

Commission, 2017b).  Furthermore, initial findings show that HCC clients with permanent 

supportive housing have lower utilization of inpatient substance use services than those not 

permanently housed.  From June 2014 to March 1, 2016, 144 HCC clients maintained housing 

for over a year.   

While unique to Texas, this discussion on HCC is important for several reasons.  First, it 

highlights the state’s recognition of the intersection of homelessness and mental health and the 

appropriation of funds to address this issue.  Second, HCC required grant recipients to use 

coordinated assessment and implement a Housing First approach.  It identified the key principles 

of Housing First as individual choice, separation of housing and services, recovery-oriented 

services, and community integration.  This could be interpreted as the state’s support for 

coordinated assessment and Housing First.  More importantly, the state expected greater 

coordination and collaboration among homeless service providers, LMHAs, and other 

community stakeholders.  This underscores the necessity of collaboration across systems to 

address homelessness and the needs of the homeless population.  Third, the difference in how 

Austin, Dallas, and Houston spent HCC funds reflects the cities’ respective local priorities.  

Austin and Houston focused on expanding housing opportunities for homeless individuals 

whereas Dallas bolstered its case management services.  Support services, while necessary and 
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beneficial, do not address the homeless clients’ immediate need – housing.  It is important to 

note that participants in all cities cited the lack of affordable housing as a challenge facing their 

programs.   

This provides another example of the stark contrast between Austin, Dallas, and Houston.  

Dallas has made the least amount of progress in its move toward Housing First.  One program in 

Dallas declined HCC funds entirely because it refused to adopt the Housing First model.  This 

highlights the resistance to Housing First, even among certain homeless service providers.   

To further illustrate the resistance to Housing First in Dallas, one can look at how it 

attempted to use the grant initially. Although the City of Dallas was the HCC grantee, it initially 

subcontracted with the Bridge to provide coordinated assessment, emergency shelter, and case 

management.  This may be due to the city’s longstanding relationship with the Bridge. As 

discussed in the previous chapter, participants noted that much of the political influence 

continues to reside with the Bridge rather than MDHA, resulting in confusion among homeless 

service providers and exacerbating the existing territorialism.  The appearance of awarding the 

initial subcontract to the Bridge may have undermined MDHA’s authority as the lead agency and 

its efforts to rally service providers to support coordinated assessment and Housing First.   

In its January 2017 HCC report, the Texas Health and Human Services Commission 

(HHSC) found that Dallas experienced challenges with program development and the Bridge, 

resulting in the city’s failure to spend all of its funding for fiscal years 2014 and 2015 and a 

delay in services for HCC clients (Texas Health and Human Services Commission, 2017b).  

Furthermore, HHSC Behavioral Health Services Section conducted multiple visits to provide the 

city of on-site technical assistance.  Even with additional resources from the HCC program and 
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explicit goals to coordinate and collaborate, Dallas continues to struggle to operate as a 

collective.  Notably, the Bridge is no longer the lead agency for the CoC; it is the Metro Dallas 

Homeless Alliance (MDHA).   

 

 1115 Waivers. 

  Another example of the intersection of health and homelessness is the 1115 waiver 

demonstration projects.  Section 1115 of the Social Security Act gives the HHS Secretary 

authority to waive provisions of the Act and allow states to use federal Medicaid funds in ways 

typically not permissible under federal rules.  1115 waivers give states additional flexibility to 

design and improve their programs by conducting demonstration projects that promote the 

objectives of Medicaid and the Children’s Health Insurance Program.  The purpose of these 

demonstrations is to allow states an opportunity to demonstrate and evaluate policy approaches 

that expand eligibility to individuals who are otherwise ineligible, to provide services typically 

not covered by Medicaid, and/or to use innovative service delivery systems that improve care, 

increase efficiency, and reduce costs (Centers for Medicare & Medicaid Services, 2017).  

Waivers must be budget-neutral to the federal government; that is, federal Medicaid expenditures 

cannot exceed the amount of federal spending without the demonstration project.  Generally, 

waivers are approved for a five-year period.  If the state wishes to continue, it must submit a 

request for renewal.  While California, Texas, and Utah have 1115 waivers, only the participants 

from Texas specifically mentioned 1115 waiver projects during interviews.   

 The Centers for Medicare and Medicaid Services (CMS) approved California’s initial 

1115 waiver application in 2005, Utah’s in 2006, and Texas’ wavier in 2011.  All three states 

requested extensions, and the demonstration projects are ongoing.  Unless they submit requests 
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for extensions to CMS, Texas and Utah’s 1115 waivers are set to expire at the end of 2017, and 

California’s waiver will expire in 2020.  In fiscal year 2016, federal Medicaid spending in 

California was $52.5 billion, $23 billion in Texas, and $1.5 billion in Utah (Kaiser Family 

Foundation, 2017).  After incorporating the state’s share, total Medicaid spending in California 

was nearly $82 billion, $40 billion in Texas, and $2 billion in Utah (Ibid.).  Because the 1115 

waivers are extensive and have many components, this discussion only highlights the 

demonstration projects aimed at homeless populations.   

California’s current 1115 waiver, referred to as Medi-Cal 2020, includes a project called 

the Whole Person Care Pilot Programs for Target Population(s).  This project targets high-risk, 

high-utilizing Medi-Cal beneficiaries, such as individuals currently experiencing homelessness 

and/or who are at-risk of homelessness (e.g., individuals exiting hospitals, rehabilitation 

facilities, or jails).  The goal is “the coordination of health, behavioral health, and social services, 

as applicable, in a patient-centered manner with the goals of improved beneficiary health and 

wellbeing through more efficient and effective use of resources” (California Department of 

Health Care Services, 2017, p. 80).  Recommended strategies include (a) increased integration 

among county agencies, health plans, providers, and other entities that serve this population; (b) 

developing infrastructure that supports local collaboration; and (c) increasing access to housing 

and supportive services, which is optional.  

Utah’s 1115 waiver, known as the Primary Care Network, expanded Medicaid coverage 

to groups such as adults without dependent children, the chronically homeless, individuals 

involved in the justice system, and individuals struggling with mental illness or substance use 

disorder (Utah Department of Health, 2016).  One of the goals of expanding coverage, which 
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would provide medical care and mental health and substance use treatment, was to reduce the 

length of time individuals are homeless.  The state indicated it would work with homeless 

shelters, county criminal justice partners, and the state hospital to identify and verify eligibility 

for these groups.  This shows that the state viewed cross-sector collaboration as necessary to 

meeting the needs of this population.  It is also worthwhile to mention that Utah’s 1115 waiver 

began in 2005, prior to the passage and implementation of the ACA.  Although Utah is one of the 

19 states that refused Medicaid expansion under the ACA, it had already expanded coverage 

using its 1115 waiver to include one of the ACA’s newly eligible groups – childless adults.   

 The Texas 1115 waiver is called the Texas Healthcare Transformation and Quality 

Improvement program and has three major components: (a) statewide expansion of Medicaid 

managed care; (b) the Delivery System Reform Incentive Payment (DSRIP) program; and (c) the 

Uncompensated Care Program, which helps offset uncompensated costs of hospitals and other 

healthcare providers (Texas Health and Human Services Commission, 2017a).   

DSRIP projects are akin to pilot projects that allow for the testing of innovative 

approaches to improve the quality of healthcare and the beneficiaries’ health while controlling 

costs.  Through DSRIP, providers can earn payments for meeting specified reporting and 

performance metrics.  As part of its 1115 waiver, Texas also established 20 Regional Healthcare 

Partnerships (RHPs) to promote collaboration, specifically cross-sector collaboration, and 

increase regional safety net healthcare capacity.  Each RHP has a primary organization that 

worked with other healthcare providers to identify DSRIP projects based on regional needs.  

Organizations must join a RHP to receive 1115 funds.  Across Texas, there are about 1,500 
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DSRIP projects approved and implemented to improve access to primary and specialty care, 

behavioral health, chronic care management, and prevention efforts.   

 In Dallas, the funding provided support for service providers to assist individuals exiting 

jails and state hospitals, for the establishment of an Assertive Community Treatment team, for 

additional transitional housing beds, for a housing navigator dedicated to serving the inmate 

population at the jail, and for support services for a Housing First program (Dallas County, 

2016).  In Austin, the LMHA has 11 DSRIP projects focused on integrating behavioral health 

and primary care.  One of these projects was a mobile crisis unit focused on diverting patients 

from emergency departments.  As of 2015, it had diverted more than 90 percent of individuals 

that would have otherwise entered the criminal justice system (Texas Health and Human 

Services Commission, 2015).   

Houston participants also mentioned two waiver projects: the Integrated Mental Health 

Homelessness Project and the Sobering Center Project (City of Houston, 2017).  When asked 

about the sustainability of these demonstration projects, participants indicated heavy reliance on 

the 1115 waiver funding and uncertainty about the project’s future upon the depletion of funds.  

This echoes the finding from the state’s final evaluation report on the 1115 waiver, which noted 

that sustainability would be problematic: “Sustaining projects will be difficult absent continued 

DSRIP funding…Key informants at most sites indicated total dependence on DSRIP, with no 

plans to sustain their projects without continued DSRIP funding” (Texas Health and Human 

Services Commission, 2017a, p. 28).   

 Although the 1115 demonstration waivers do not solely focus on the homeless, states 

have developed specific projects to target this population, in part because they recognize it could 
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reduce the utilization of local public health systems and jails.  Across all cities, participants 

indicated the need to help clients connect to mainstream resources like Medicaid, Social Security 

Disability Insurance, and Supplemental Security Income.  The 1115 waivers are important 

because the expansion of Medicaid coverage allows homeless individuals to seek primary care 

and treatment for mental illness and substance use disorder.  The provision of healthcare and 

treatment can have implications for the homeless individuals’ housing retention as well as 

improving their health and wellbeing.  Furthermore, these demonstration waivers highlight the 

significance of cross-sector collaboration, especially pertaining to the homeless who have 

housing needs, health concerns, and/or prior interaction with the criminal justice system.   

In addition to healthcare providers, the partnerships formed for these 1115 waiver 

demonstration projects include law enforcement, governmental entities, and social service 

organizations, such as homeless service providers.  These examples show how health systems 

and homeless service providers with different motivations (e.g., health systems seeking to reduce 

inappropriate utilization and homeless service providers devoted to housing and stabilizing 

homeless clients) can collaborate to work toward a common goal.  Participants welcomed these 

partnerships because they offer additional resources and support for homeless clients, 

particularly in states like Texas and Utah that did not expand Medicaid under the ACA.   

 

Micro-level Partnerships. 

Thus far, the discussion has focused on partnerships occurring at the system level.  

However, partnerships also occur at the micro level between case managers and healthcare 

providers.  For example, one program in Houston offers its clients the option to sign a release of 

information form, allowing case managers to communicate directly with healthcare providers.  
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Participants indicated this communication allows for greater coordination between case 

managers, healthcare providers, and even landlords.  Another participant recalled contacting a 

mental health provider directly and requesting the provider visit the client on-site due to the 

client’s erratic behavior.  The established rapport allowed this participant to contact the 

healthcare provider directly.   

All programs have partnerships established at the micro level; participants indicated 

service provision necessitates these informal relationships. While some programs have 

organizational level partnerships, these relationships appear to be more common and formalized 

with the introduction of the coordinated assessment system, HCC, and 1115 waiver 

demonstration projects.  Across all cities, participants expressed their frustration with the lack of 

resources for mental and behavioral health, specifically the shortage of inpatient treatment 

facilities and availability of inpatient detox beds, which results in lengthy wait lists.   

Faced with these challenges, partnerships are essential for service provision and critical 

for helping homeless clients remain stably housed.  These partnerships at the system level and 

the individual level highlight the need for healthcare and homeless service providers to work 

together on behalf of the client.  

 

Law Enforcement 

Participants indicated that law enforcement recognizes the inappropriate utilization of 

jails by homeless individuals with mental illness.  Police departments in these cities have 

developed formal partnerships to reach this population and to reduce their jail utilization.  For 

example, the Homeless Outreach Services Team in Salt Lake City is a partnership between the 
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police and the homeless service providers with the shared goal of connecting homeless 

individuals to services.   

The other cities have dedicated units or teams within the police department.  Dallas has a 

Crisis Intervention Team comprised of licensed social workers.  It assisted with the annual PIT 

count and conducted outreach at Tent City and other locations around the city.  If needed, they 

also transport individuals to inpatient psychiatric facilities.  The police departments in Los 

Angeles, Houston, and Austin work closely with their respective mental health systems.  The Los 

Angeles Police Department has a Mental Evaluation Unit, which was established in 1992 to 

respond to mental health emergencies.  This unit includes the Systemwide Mental Assessment 

Response Team and the Case Assessment and Management Program, reflective of its partnership 

with the County Department of Mental Health.  These teams work with police to divert 

individuals from jail by providing referrals, interventions, and/or placement into mental health 

facilities.   

Law enforcement in Austin and Houston partnered with their Local Mental Health 

Authorities.  Houston’s Homeless Outreach Team, which began as a pilot project in 2011, is a 

part of the police department’s Mental Health Division.  The team is comprised of police officers 

and mental health professionals who coordinate with homeless service providers.  Together, they 

conduct street outreach with the stated goal of helping chronically homeless individuals obtain 

housing (Houston Police Department, 2014).  In addition to making referrals and connecting 

homeless individuals with services, they also help homeless individuals obtain identification, a 

commonly cited barrier to housing entry.  As one participant noted, “You need a picture I.D. to 

get a picture I.D.  You have to go through a lot of bureaucratic hoops to get an I.D.”   
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Aside from housing applications, identification is also required for obtaining government 

resources, such as Medicaid and SSI/SSDI, and other identification like a Social Security Card or 

a birth certificate.  To reduce this barrier, the Homeless Outreach Team provides a printed, 

laminated, and notarized letter verifying the homeless individuals’ identity.  The Texas 

Department of Public Safety has approved these letters to serve as an official form of 

identification that homeless individuals can use to request their Social Security card and other 

documentation.   

Houston’s Homeless Outreach Team is an example of collaboration across organizations, 

agencies, and sectors to house the chronically homeless.  The team’s approach to addressing 

homelessness earned national recognition from the International Association of Chiefs of Police 

in 2015 (Kennedy, 2016).  Following Houston’s example, in 2016 Austin launched a pilot 

project, called the Homeless Outreach Street Team, comprised of two police officers, two 

behavioral health specialists, a paramedic, and a social worker (Barragan, 2016b; City of Austin, 

2017a).   

 Overall, participants expressed the necessity of partnering with law enforcement, 

especially for street outreach, and addressing their clients’ interaction with the criminal justice 

system.  Participants in Salt Lake City and Houston praised the local police department for 

coordinating with homeless service providers.  The police’s involvement sometimes includes 

contacting street outreach teams when they encounter a homeless individual or when a homeless 

individual needs to be located.  One participant in Salt Lake City shared a story of how the local 

police helped their organization locate a client who needed to sign a lease by close of business 

that day.  Another example of this partnership is the police attending Tuesday triage meetings in 
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Salt Lake City.  These are weekly meetings where service providers gather collectively to 

discuss newly identified homeless individuals and review the list of chronically homeless 

individuals and specific cases as needed.   

 Participants in the other cities indicated that they only had good relationships with certain 

individual police officers or specific teams within the local police department.  Participants in 

Houston shared how efforts of the Homeless Outreach Team raised awareness of homelessness 

in their community.  However, service providers in Los Angeles had mixed responses about the 

police.  Some participants had a good rapport with individual officers while others were more 

critical, noting the seemingly arbitrary enforcement of ordinances that seemed targeted at the 

homeless (e.g., limitations on the amount of personal property in public spaces and the removal 

of tents during the day).  One participant in Los Angeles described his organization’s 

relationship with the local police department as “tenuous,” but also acknowledged, “the cops 

have been dealt a tough hand.”   

 Overall, participants emphasized the value of these partnerships but noted the difficulty 

of coordination and the need for clarity about the respective roles of service providers and the 

police.  One participant described how her program had ongoing conversations with the county 

jail to “close the loops” and increase access to services, but in practice there was a lack of 

coordination.  Another participant attended a housing summit where the police were also invited 

to engage with service providers, but shared how his organization, which had a 20-year history in 

the community, continued to struggle with how to coordinate with the police.   

 These partnerships are further complicated by the police department’s enforcement 

responsibilities and public safety priorities.  Many of this program’s clients enter housing with 
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numerous citations for violations such as loitering, public urination, and the like.  One participant 

was exasperated with the ease of which the police incarcerated her clients for substance use 

episodes rather than transferring them to a detox facility.  Another participant spoke about the 

futility of ticketing homeless individuals and how case managers have to help clients clean up 

their records following initial housing placement.   These examples highlight the tension between 

police’s enforcement responsibilities and participants’ goals of service provision.  It also shows 

that police must carefully balance its outreach and enforcement efforts, especially with dedicated 

teams like the Crisis Intervention Team and Homeless Outreach Team.  Similar to homeless 

service providers using the blended management model, this separation of duties can be difficult 

and can lead to tension within the organization.  It can also result in confusion and frustration for 

service providers and homeless individuals alike who are interacting with the police.   

 While some participants expressed frustration with the police and difficulty of 

coordination, they were also empathetic to the constraints and challenges police face in dealing 

with the homeless.  This sentiment was particularly prevalent among service providers in Skid 

Row.  As one service provider in Los Angeles noted, “The police aren’t trained mental health 

professionals.  They’re here to provide safety.  They’re looking at the mental health department 

to provide support and they’re overtaxed with work.  Like an emergency call can take up to eight 

hours for a response.”  Participants appreciated the outreach efforts of dedicated units, like the 

Homeless Outreach Team, but some expressed frustration about enforcement efforts of the 

broader police force.   
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 This discussion shows how homeless service providers struggle to navigate the dynamics 

of their partnerships with local law enforcement due to differing priorities of service provision 

and public safety.  

 

Elected Officials 

Participants in all five cities spoke about the importance of working with local elected 

officials.  They believed these partnerships would bring political leadership and influence that 

could result in additional funding and resources, increased public awareness of homelessness, 

and potentially generate community support for their Housing First programs.  Mayors in each of 

the five cities signed onto HUD’s Mayors Challenge to End Veteran Homelessness, indicating 

their awareness of the homeless problem in their respective cities and signaling to their 

constituencies their commitment to ending veteran homelessness.  However, the levels of 

political support in each city diverges from this point.   

In Salt Lake City, Mayor Ralph Becker made affordable housing a priority and in 2015, 

launched a campaign to build and preserve 5,000 units of affordable housing.  Becker also sent 

letters to landlords asking them to partner with service providers to help end homelessness.  One 

participant remarked: 

When he [Mayor Becker] sends out those letters, we get a lot of responses [from 

landlords], especially in reference to veterans.  We will get landlords who come to the 

table to see how they can help and previously, these landlords did not come to the table.   

 

At the county level, Mayor Ben McAdams convened a Collective Impact on 

Homelessness Steering Committee.  Participants described this committee as a formal gathering 



 

223 

of leaders, government agencies, and various stakeholders, including individuals from housing, 

health, and criminal justice sectors, to determine how to address homelessness.  At the state 

level, homeless service providers have access to resources such as the Olene Walker Housing 

Loan Fund.  One participant described Utah’s Housing First approach as “centrally led, but 

locally developed,” indicating that all levels of government were involved.   

Participants in Houston spoke highly of former Mayor Annise Parker, noting that she 

played a crucial role in “moving the needle” on homelessness by leveraging her political, 

marshalling resources, and bringing homeless service providers together to develop a homeless 

response system.  This spurred collaboration between homeless service providers.  As noted in 

the previous chapter, Parker also appointed a Special Assistant and Deputy Special Assistant to 

tackle homelessness in Houston.  Parker then empowered them, giving them the influence and 

political capital associated with the Mayor’s office.  In accordance with Parker’s priorities, the 

city realigned funding to support the Housing First approach adopted by CoC.   

During this time, there was also a change in leadership at the housing authorities in Harris 

County and the City of Houston, which began prioritizing homeless individuals and embracing a 

Housing First approach.  Parker’s leadership and political will contributed to the reduction in 

overall homelessness as well as the chronic homeless population.  Following Parker’s departure 

from office, participants reflected on the need to continue building on the momentum established 

thus far.  In anticipation of future administration changes, participants expressed their desire to 

shift the focus from the Mayor’s office to the homeless response system, but they emphasized 

their desire to continue a partnership with elected officials and their staffs.  The examples of Salt 
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Lake City and Houston reveal how elected officials can use their influence to increase 

coordination and collaboration between homeless service providers and governmental agencies.   

Participants in Austin and Los Angeles were cautiously optimistic, noting the uncertainty 

of political will and whether the rhetoric of elected officials would materialize into substantial 

action, such as increased funding and resources.  During the tenure of former Mayor Lee 

Leffingwell, Austin adopted a permanent supportive housing strategy and launched an initiative 

called “A Roof Over Austin.”  At the time of these interviews, Austin had recently elected a new 

Mayor, Steve Adler, and participants seemed unclear about the new administration’s direction 

and whether ending homelessness would be a priority.  However, Mayor Adler continued 

Leffingwell’s efforts, such as leveraging his political capital and connections to support a risk 

mitigation fund used to incentivize landlords to house homeless veterans.  Participants hoped 

Adler would consider using this fund to house chronically homeless individuals.  In August 

2016, Adler announced Austin had ended veteran homelessness, housing 682 veterans in two 

years (Barragan, 2016c).  In December 2016, Adler wrote an open letter to the City Council 

outlining his priorities for the next year.  This included addressing the issue of homelessness in 

downtown Austin and discussed the possibility of a permanent funding stream (Adler, 2016).  

Participants in Los Angeles noted a heightened interest in homelessness among their 

elected officials and community as a whole.  This is due in part to the sheer size and visibility of 

the homeless population and a growing public frustration.  From 2014 to 2015, Los Angeles had 

a 20 percent increase in the number of homeless individuals, the largest increase among any 

major city CoCs (U.S. Department of Housing and Urban Development, 2015b).  Between 2005 

and 2016, Los Angeles had a five percent increase in individuals experiencing chronic 
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homelessness – the largest increase across the country.  In 2016, Los Angeles had the largest 

number of individuals experiencing chronic homelessness (12,970) and a staggering 95 percent 

of them were unsheltered (United States Department of Housing and Urban Development, 

2016b).  Between 2016 and 2017, Los Angeles had a 23 percent increase in its chronically 

homeless population – a total of 16,007 individuals (Los Angeles Homeless Services Authority, 

2017a).   

All the homeless service providers, particularly the programs located in Skid Row, 

noticed the increase in the homeless population and the accompanying demand for more 

resources.  They shared their desire for the city and county, and even the state government, to act 

and to provide additional funding for housing and services.  Local businesses and developers 

impacted by homelessness (e.g., homeless individuals sleeping in storefronts, defecating on 

buildings, and harassing potential customers) as well as residents of newly built luxury lofts 

(who are now concerned about resident safety) also implored the elected officials to take notice 

of the issue.     

In January 2016, a group of California State Senators finally took action and announced 

the “No Place Like Home” initiative. This initiative proposed a $2 billion bond package for the 

construction of permanent supportive housing for chronically homeless individuals with mental 

illness and $200 million over four years for temporary rental subsidies while construction is 

ongoing (City of Los Angeles, 2016).  Governor Jerry Brown signed this legislation into law in 

July 2016.  The City and County of Los Angeles put forth their respective bond measures, 

Proposition H and Measure H, which would increase funding to address homelessness. 

Participants were cautiously optimistic about this legislation.  One participant stated: 
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We [Housing First programs] are getting more visibility now, but it’s too soon to see any 

action from the government.  Like we are still waiting on decisions at the governmental 

level – that $2 billion proposed, we won’t see that until 2017. 

 

Aside from legislative efforts, elected officials formed partnerships with governmental 

agencies like LAHSA and DHS to address homelessness.  For example, in January 2016, City 

Councilman José Huizar partnered with County Supervisors Mark Ridley-Thomas and Hilda 

Solis to form the Skid Row City-County-Community (C3) program (Huizar, 2016).  In 

collaboration with health and homeless service providers, C3 conducts intensive street outreach 

to unsheltered individuals in Skid Row with the goal of reducing homelessness in the area by 25 

percent.  While participants appreciate and support these efforts, only two of the 14 participants 

mentioned partnerships with specific elected officials.  As one participant noted, “The City 

Council and County Board of Supervisors need to be more involved in this.  At least for now, 

they’re talking the talk.  It is now a question if they can identify the resources for us that we 

need.”  Meanwhile, participants continue to stretch their limited funds, resources, and staff to 

serve a growing homeless population.  

 Of the five cities, Dallas appears to have the least political support from its elected 

officials.  Participants expressed their disappointment with Mayor Mike Rawlings, especially 

given his previous role as the city’s “homeless czar.”  In particular, they lamented the lack of 

support and political will.  Dallas has a long history of ignoring social problems until forced by 

extenuating circumstances.  For example, Rawlings did not form the Dallas Commission on 

Homelessness until two deaths occurred inside a local homeless encampment known as Tent 

City. 
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With other social problems, such as poverty and the shortage of affordable housing, the 

city has taken a similar approach by commissioning a study (e.g., Anti-Poverty Task Force and 

the 2015 Urban Land Institute’s study on affordable housing in Dallas).  Following the issuance 

of these studies, the city rarely acts to address these social problems.  

Among participants in Dallas, there was a sense of frustration with the fragmentation of 

services and a yearning for greater coordination among service providers, elected officials, and 

other stakeholders.  Participants expressed belief that successful partnerships could be achieved 

with a strong leader to unite them.  However, in his opening remarks at the Commission’s final 

meeting on October 18, 2016, Rawlings stated the need for unity and collaboration yet to date 

has done little to bring this to fruition.  This is an example of how the lack of support and action 

from the local government can cripple efforts, leaving homeless service providers to navigate the 

political environment alone. 

While there is little action and leadership from the City Council, the county shows more 

promise.  County Commissioner Theresa Daniel hosts a monthly meeting called the Behavioral 

Health Housing Work Group with the goal of increased communication, coordination, and 

collaboration.  Attendees include behavioral health and homeless service providers, 

representatives from the county jail, and other interested stakeholders.  The Behavioral Health 

Housing Work Group reflects Commissioner Daniel’s longstanding interest in addressing 

homelessness.  Homeless service providers and the community alike are looking to elected 

officials, at the city and county levels, for leadership in addressing homelessness.   

 Dallas lags far behind the four other cities.  Salt Lake City has benefited from state 

leadership; Utah adopted the Pathways Housing First model statewide and has relied on local 
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governments to implement the approach.  The City and County of Los Angeles have passed bond 

measures to provide additional funding to combat homelessness.  They also collaborated with 

service providers to form the C3 program with the goal of reducing homelessness in Skid Row.  

Mayor Annise Parker used the weight and power of her office to make homeless a priority in 

Houston and took action accordingly.  In Austin, Mayor Steve Adler used his social capital to 

help fund a risk mitigation fund to help house homeless veterans.  Since ending veteran 

homelessness in August 2016, Austin shifted its focus to other homeless subpopulations.  The 

City Council also passed resolutions supporting Housing First, the development of permanent 

supportive housing, and an ordinance prohibiting the source of income discrimination.  Dallas 

followed Austin’s lead by passing a softer version of this ordinance intended to increase the 

utilization of Housing Choice Vouchers (HCVs).  Rather than requiring landlords to accept 

HCVs, Dallas’ ordinance only requires housing providers receiving city funds to accept vouchers 

and set aside ten percent of their units for voucher holders (City of Dallas, 2016b).  The Dallas 

Housing Authority estimated that 1,100 housing vouchers made available to the homeless, 

including veterans, go unused due to high occupancy rates and market demand (Dallas 

Commission on Homelessness, 2016).  This ordinance is the city’s attempt to address the 

difficulty of finding affordable housing and homelessness.   

 Findings show that elected officials can play an important role. Political support can 

generate community support, such as establishing new partnerships with landlords as 

demonstrated in the case in Salt Lake City.  More importantly, elected officials can set agendas 

and priorities that can mean additional funding for Housing First programs.  As seen in Salt Lake 

City, Houston, Austin, and Los Angeles, partnering with elected officials can help Housing First 
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programs with additional resources, with the realignment of resources, or through the heightened 

interest in homelessness.  Local government can take an active role and bolster the efforts of 

Housing First programs by making homelessness a priority.  However, a lack of leadership and 

political will, as in the case in Dallas, can impede progress.  

 

Coordinated Assessment System 

The previous section discussed partnerships homeless service providers have with 

landlords, healthcare providers, law enforcement, and elected officials.  This section focuses on 

the coordination and collaboration among homeless service providers by examining the 

coordinated assessment system.  Though this study primarily focused on Housing First programs, 

the process of moving a homeless individual from the streets into housing requires Housing First 

programs to work with other agencies and providers along the homeless services continuum 

(e.g., street outreach, shelters).  The patchwork of service providers can result in a fragmented 

and inefficient system with gaps in service delivery, as seen in Dallas.   

The overarching idea is for homeless service providers across the continuum to operate as 

a single response system to homeless clients.  In 2012, HUD issued an interim rule requiring all 

CoCs to establish and operate a coordinated assessment system, also referred to as coordinated 

entry or coordinated access (U.S. Government Publishing Office, 2012).  HUD’s primary goal 

for the establishment of such systems is that assistance be allocated effectively and be easily 

accessible for clients regardless of where and how they present.  Some of the core elements of an 

effective coordinated assessment system, as identified by HUD, include prioritization, low 

barrier, Housing First orientation, client-centered, and standardized access and assessment (U.S. 

Department of Housing and Urban Development, 2015a).   
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The assessment tool scores clients based on their vulnerability and service needs.  The 

score allows the system to prioritize clients, determine appropriate housing interventions, and 

make program referrals accordingly.  The purpose of prioritizing clients is to ensure that the most 

vulnerable receive assistance in a timely manner. Higher scores reflect increased vulnerability. 

Chronically homeless individuals typically have high scores and are prioritized for permanent 

supportive housing in accordance with HUD’s policy.   

The cities in this study, with the exception of Houston, use the Vulnerability Index-

Service Prioritization Decision Assistance Tool (VI-SPDAT), which is a combination of two 

tools: VI and SPDAT.  The Vulnerability Index, created by Community Solutions, is a tool for 

street outreach workers to determine the “chronicity and medical vulnerability” of homeless 

individuals whereas the SPDAT is for intake and case management (Community Solutions & 

OrgCode Consulting, 2014).  The VI-SPDAT assesses individuals across four domains: (a) 

history of housing; (b)risks; (c) socialization and daily functions; and (d) wellness.  Participants 

in Houston indicated a preference for the Vulnerability Index because the VI-SPDAT was 

lengthy and time consuming.   

Coordinated assessment systems may have single or multiple designated entry points 

where assessors can engage clients.  For example, Austin has two designated entry points for in-

person assessments and a phone line for homeless individuals to call.  Los Angeles adopted a “no 

wrong door approach,” placing liaisons and staffers in areas where the homeless tend to 

congregate, such as the public library.  Regardless of where clients enter the system, clients only 

share their story once.  This means clients are assessed and prioritized accordingly so they can be 

matched with a housing program rather than individuals navigating the services continuum on 
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their own and potential unaware of the variation in eligibility criteria across programs.  Prior to 

coordinated assessment, clients would visit multiple programs seeking assistance, and be 

required to retell their story each time.    

In each city, the lead agency for the CoC oversees the coordinated assessment system, 

which centralized its functions and makes them gatekeepers for the coordinated assessment 

system.  While LAHSA oversees the coordinated entry system, Los Angeles differs from the 

other cities because there is also a designated lead agency for each service planning area (SPA).  

Los Angeles began coordinated entry as a pilot project in November 2013 and had it fully 

implemented by July 2014.  Austin and Houston implemented their respective systems in 2014.  

Salt Lake City implemented coordinated assessment in 2012, where participants attempt to 

match them with available resources.  As of December 2016, Dallas had not yet fully 

implemented its coordinated assessment system.  However, Dallas has taken steps toward 

coordinated assessment, such as prioritization and using a standardized assessment tool.  In 2016, 

MDHA partnered with the Parkland Center for Clinical Innovation to develop new HMIS.  

Participants indicated the new HMIS and coordinated assessment would be introduced 

concurrently in spring 2017.  Across all cities, the coordinated assessment system was integrated 

with HMIS, with the intent of providing a dynamic, real-time list of homeless clients and 

available resources.  However, some participants in Los Angeles noted that the magnitude of the 

homeless population and demand for housing and services has resulted in the list becoming stale 

very quickly.   

 One of the main benefits of the coordinated assessment system is that the burden of 

navigating the patchwork of service providers no longer falls on the clients.  The lead agency 
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oversees the coordinated assessment system and is responsible for matching clients to programs 

after reviewing client needs, program eligibility, and the required documentation.  Participants 

noted that an added benefit of coordinated assessment is accountability.  Across all five cities, 

participants shared stories of programs turning away the hardest-to-house individuals prior to 

coordinated assessment.  A participant from Houston stated:  

Our Coordinated Assessment system in Houston started in 2014. So, before that, what I 

was seeing is that a lot of housing providers would cream the crop.  They would weed out 

people who appeared symptomatic in their mental health or if they disclosed something 

about substance use…they would get weeded out.  Now with Coordinated Assessment, a 

lot of our housing providers who are part of the Continuum of Care (CoC) and receive 

funding, they have to take those who are prioritized.   

A participant from Austin recalled a similar experience prior to coordinated assessment, sharing, 

“For a long time, we were just creaming the top.  A lot of clients were being pushed into 

permanent supportive housing that didn’t really need it and now we are targeting housing 

interventions to more appropriate populations.”   

These statements highlight the benefits to service providers.  It shows how the lead 

agency can use information to appropriately target housing interventions to specified 

subpopulations, such as placing chronically homeless individuals into permanent supportive 

housing and homeless families into rapid rehousing.  Furthermore, it also shows how coordinated 

assessment introduces transparency and accountability into the homeless response system.  

Participating organizations can no longer deny clients on an arbitrary basis.  Organizations must 

accept clients matched to their programs through coordinated assessment.  As one participant 
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astutely noted, “Everyone’s beds are on display [so it] makes it harder to circumvent the 

system.”  Participants also described how the lead agency tracked their programs’ performance 

by examining the utilization rates of their beds.   

 While participants noted the benefits of coordinated assessment, they also had similar 

complaints.  Participants shared their frustration about the lag time between being matched with 

a client and locating the client.  One participant stated: 

When this [coordinated assessment] first got started, they sent us a list of 18 people, but 

we couldn’t find these people.  So, we spent four weeks finding these people.  That was a 

waste of time!  Then we had landlords that wouldn’t take people because they had a 

criminal history.  Then we had issues because we didn’t have funding for utilities and we 

told the [lead agency], but they expected us to take care of it.  We were only able to 

provide rental assistance. 

 

In this situation, coordinated assessment matched clients to this scattered-site program, 

but then the program faced several barriers to the clients’ housing placement: (a) locating clients; 

(b) convincing landlord partners to accept these clients; and (c) seeking additional financial 

resources to assist clients with their utilities.  Participants also had other complaints about 

waiting for client matches through the coordinated assessment system.  One program’s street 

outreach teams identified new clients who were referred to coordinated assessment and then 

matched to a different program.  This participant’s frustration was twofold.  From the program’s 

perspective, she lamented the extensive efforts expended on identifying and establishing a 

rapport with new clients only to have them matched to different programs.  From the clients’ 
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perspective, this required the client to start over by working with a new case manager rather than 

building on established relationships.    

 Another common complaint about the coordinated assessment system is the 

prioritization.  As noted above, homeless individuals are prioritized based on their score from the 

assessment tool.  Cities also focus on certain homeless subpopulations, such as homeless 

veterans and the chronically homeless, in accordance with the federal strategic plan (United 

States Interagency Council On Homelessness, 2010).  While participants understood the 

necessity of prioritization to target interventions appropriately, they also complained about 

clients deemed “not vulnerable enough.”  They knew of clients in need of housing and eagerly 

wanted to immediately place them in their program but had to utilize and rely on matches from 

the coordinated assessment system.   

Prioritization was cited several times as a reason that coordinated assessment was 

problematic.  A Los Angeles participant noted his program’s refusal to participate in coordinated 

assessment.  He explained that his program wanted control over which clients were targeted but 

would accept referrals from coordinated assessment.  These referrals were typically individuals 

that could not be matched due to their criminal backgrounds, lack of legal status, and other 

barriers to housing entry.  Participants from Houston noted complaints about prioritization from 

organizations devoted to serving homeless families, youth, and children who felt their clients 

were neglected by the focus on homeless veterans and the chronically homeless.  However, these 

complaints subsided as the CoC shifted its focus on developing appropriate interventions for this 

homeless subpopulation. 
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Complaints about prioritization reflect the requirement to participate in the coordinated 

assessment system – what Houston participants referred to as institutional humility.  

Participating organizations must surrender some programmatic control and align with the 

priorities of the CoC, such as Housing First.  Participants recognized the difficulty of balancing 

the collective interest and the organizational identity and interests of participating programs.  

One participant described this as an ongoing struggle: 

Agencies are challenged because they have their own missions and boards that say, ‘We 

should be going this type of direction, we need to do this type of work, we need to be 

serving these types of client.’  When you do a systems change, you have nonprofits who 

need to focus on their mission, but also the system.  Getting people to be true to the model 

and have fidelity to coordinated assessment is something we will always have to deal with.  

Everyone’s need feels like an emergency, but coordinated assessment’s goal is to rank 

those emergencies and get the most vulnerable into housing. 

 

Each city has approached this problem differently.  In Salt Lake City, service providers 

frequently communicate with one another and benefit from Mayor Ben McAdams’ collective 

impact initiatives.  Lead agencies in Houston and Austin gather service providers to develop 

community-wide definitions and standards while also leveraging their partnerships with elected 

officials.  Participants in Houston specifically noted the importance of respecting differences, 

seeking “buy in” from service providers, and the support from Mayor Annise Parker.  Dallas 

implemented coordinated assessment in December 2016 to comply with HUD regulations, but 



 

236 

faced challenges, which may have been exacerbated by the territorialism among service 

providers and lack of support from local elected officials.   

Compared to the other cities that had implemented coordinated assessment, participants 

in Los Angeles were the most skeptical.  Some questioned the effectiveness of the system.  One 

participant remarked, “The majority are being matched, but not placed.”  This sentiment was 

echoed by another participant:  

Many of the agencies in CES [Coordinated Entry System] haven’t a clue and have been 

ignoring people.  My argument is that it can’t just be a housing match; it has to be a 

service match with the housing match…CES is just a housing match. There’s no service 

match.  Landlords and developers are getting angrier and angrier. 

 

This participant emphasized the need for a services match because the provision of wraparound 

services is essential to the Housing First model and helping clients stabilize and maintain their 

housing.  Another participant noted that CES would not provide “retention dollars” (i.e., funding 

for continuing support services to help clients retain their housing), which was a significant 

challenge for her program which adhered to a whatever it takes, for as long as it takes approach.   

One participant explained that many service providers often stopped working with clients 

upon a contract’s expiration because there was no funding for continued support services. For 

example, CES would award a two-year contract, through the Los Angeles Homeless Services 

Authority (LASHA), to a service provider to work with 75 clients.  When the contract expired, 

CES would not award additional funding for these services but would award another contract for 

the service provider to assist new clients.  As a result, the program relied on other funding 

streams to provide continuing support services to clients while also trying to identify and assist 
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new clients for the next CES contract.  This was the only program that raised this concern about 

CES, but this example highlights how service providers can be restricted by their funding 

sources.  It also shows that programs participate in CES and agree to operate within its specified 

framework because it allows them to access much needed funding.  Overall, participants agreed 

that the coordinated assessment system is needed, but it is far from perfect.  It established the 

infrastructure for homeless service providers to coordinate the allocation of their collective 

resources, but it does not necessarily result in increased collaboration.   

Many programs collaborate with other agencies and develop longstanding relationships 

prior to the implementation of coordinated assessment.  Participants in Salt Lake City referenced 

their collaborative spirit, which may have been bolstered by their weekly triage meetings.  In 

Houston, participants acknowledged that the system realignment produced communication 

among service providers that did not previously exist.  In these cases, the coordinated assessment 

system may have facilitated and promoted collaboration, but participants from these cities were 

particularly amenable to collaborating.  Some programs in Los Angeles lauded themselves as 

extremely collaborative while others viewed participation in coordinated assessment as a 

formality.  One participant noted that coordinated assessment had no impact on the program’s 

partnerships and viewed the system as a “more sophisticated way to collect information on 

homeless individuals.”  Another participant shared a story about submitting a collaborative 

request for proposal with two other homeless services providers only to find out that they had 

also submitted individual applications, which prompted him to question their collaboration.   

The coordinated assessment system provides the infrastructure for service provides to 

collaborate, but participants attributed other factors to why programs collaborated with each 



 

238 

other.  The examples of the collective impact initiatives in Salt Lake City and system 

realignment in Houston highlight the shared recognition that the homeless problem merits a 

systematic response and combined resources.  Although Los Angeles has the largest homeless 

population among the five cities and participants recognized the magnitude of the problem, the 

collaboration among service providers has been mixed.  As noted above, some questioned the 

effectiveness of CES and prioritization, one program refused to participate in CES, and others 

were reluctant to align with the CoC’s priorities.   

Programs in Salt Lake City, Houston, and Austin have moved from coordination, where 

organizations systematically adjust and align for improved outcomes, to collaboration, where 

long-term interaction is based on common goals, combined resources, and shared decision 

makers (Tamarack Institute, 2015).  The factor that led to successful collaboration in Salt Lake 

City, Houston, and Austin is the same one that produces resistance from providers in Los 

Angeles – institutional humility.   

Still, responses from participants in Salt Lake City, Houston, and Austin revealed an 

understanding that organizational interests and collective interests can be aligned.  As one 

participant from Salt Lake reflected on a triage meeting, he noted that service providers have a 

shared recognition that while their clients may not be housed today, they will eventually benefit 

from combined resources of the group.  This finding echoes Jang, Feiock, and Saitgalina (2016) 

who noted that, “benefits from collaboration will be realized collectively across partnerships, but 

costs will be experienced individually by participating nonprofit organizations” and these costs 

can dissuade nonprofits from collaboration (Jang, Feiock, & Saitgalina, 2016, p. 171).  Other 
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researchers have also examined reasons why nonprofits collaborate and the types of 

collaboration pursued (Gray & Wood, 1991; Guo & Acar, 2005; Ivery, 2007; Jang et al., 2016). 

  It is important to note that institutional humility does not entail that an organization 

surrenders control of its programmatic operations or decision-making power.  Rather, it is an 

alignment of organizational and collective interests to achieve a shared goal, using shared 

metrics to assess success while maintaining organizational identity and autonomy.  Salt Lake 

City, Houston, and Austin have also benefitted from the leadership of strong lead agencies for 

their respective CoCs and the support of local governmental actors.  The lessons from these cities 

are particularly important for Dallas where fragmentation and territorialism among homeless 

service providers appears to be the norm.   

 

Discussion and Conclusion 

This discussion shows the importance of partnerships to service delivery for Housing 

First programs.  Across all cities, participants sought to develop partnerships with landlords and 

property management, healthcare providers, law enforcement, and elected officials because they 

recognize the necessity of these relationships.  They used a variety of strategies to develop and 

maintain these relationships in order to meet the needs of clients while adapting to the dynamic 

environment in which they operate, adjusting to economic conditions, political climate, and 

policy changes.  The assortment of partnerships formed in service delivery highlights the 

intersection of housing, health, and criminal justice.  Homeless individuals with complex needs 

interact with each of these systems.  To address homelessness, there must be collaboration and 

an appropriate response from these respective systems as well as coordination among service 
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providers.  As one participant remarked, “[It is like] a marriage from which there is no divorce.  

You don’t have to like each other, but you have to work with each other on the same issue.”   

 In addition to these partnerships, findings showed how collaboration among service 

providers is necessary to producing an effective homeless response system.  Although the 

coordinated assessment system provides the necessary infrastructure, fragmentation among 

homeless service providers can still exist.  For example, service providers typically compete 

against each other for limited funding, which can result in distrust and a reluctance to 

collaborate.  As one participant shared:  

The way that money is structured causes problems.  NFL football players are trained to 

be aggressive as possible and then everyone is shocked when they beat their wife, 

girlfriend [sic].  In the same way, nonprofits are grown and developed to compete for 

funds [and] talent, but when it comes to solving the issue, are asked to work together.  So, 

you have a level of animosity between social service providers because it is survival.  In 

order to survive as an agency, they have to be competitive, whether it is public or private 

funds, it makes no different.  You have to take your own self-interest and the agency you 

are paid to support as secondary to the needs of the city in order for the system to work 

correctly.  Selflessness is very hard for human behavior. 

This statement shows that trust between service providers is necessary for collaboration but not 

always intrinsic to a good partnership.   

 Burt (2007) found widely differing perceptions in her evaluation of the Skid Row 

Collaborative, a partnership of 12 public and nonprofit organizations serving the homeless in 

downtown Los Angeles.  She concluded this was a result of “communication difficulties or 
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failures and a lack of trust in one another’s good will and good intentions to work together 

toward what should be a common mission” (Burt, 2007, p. 23).  Furthermore, this distrust 

characterized the interactions among homeless service providers and public agencies, and 

hindered efforts toward collaboration.  In addition to trust, findings from this study indicated 

institutional humility as essential for collaboration, especially for an effective coordinated 

assessment system.  Services providers must be willing to adopt shared goals, adhere to shared 

performance metrics, and accept the accountability instituted by the coordinated assessment 

system.   

Participants acknowledged there is no easy strategy to achieve collaboration and operate 

as a system rather than individual agencies serving the homeless.  They shared how 

commitments by organizational leadership and efforts to gain “buy-in” from other service 

providers and staff at all levels can assuage concerns and reluctance.  One participant described 

how these efforts make service providers more open to collaboration, stating: 

Service providers have to be able to envision themselves in a new system.  They have to 

understand their role and have a seat at the table.  You don’t need to be a [name of 

influential community leader] to make sure they can be heard.   

This corroborates what Burt and Spellman (2007) found, that “collaboration cannot happen 

without the commitment of the powers-that-be…If agency leadership is not on board supporting 

and enforcing adherence to new policies and protocols, then collaboration is not taking place” 

(Burt & Spellman, 2007, pp. 2–7). 

Collaboration requires organizational commitment from program leaders, but findings 

also show that the CoCs’ lead agencies and elected officials play an important role.  The 
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devolved state of social services produces and exacerbates fragmentation and silos.  As Allard 

(2009) noted: 

 Social service provision itself is a highly devolved activity.  Even though many social 

service programs are funded in full or in part by the federal government, they are 

designed to be administered by state and local government agencies.  State and local 

governments, in turn, work with local service organizations to formulate programs that 

then deliver assistance to poor persons. (p. 151).   

Although the devolution of social service provision complicates efforts to collaborate, 

elected officials and/or CoCs’ lead agencies can unite service providers and bring together 

stakeholders to achieve the shared goal of ending homelessness.  Examples include Houston’s 

former Mayor Annise Parker, Salt Lake County Mayor Ben McAdams, and the Ending 

Community Homelessness Coalition in Austin.  HUD has shifted from assessing the 

performance of individual service providers to community performance, which makes 

collaboration and partnerships for service delivery increasingly important.  The needs of the 

chronically homeless demand and deserve a holistic approach. If the aim is to end chronic 

homelessness, then the following is not only merited, but necessary: (a) collaboration among 

homeless service providers; (b) coordination across sectors and with other partners like 

landlords; and (c) the leadership and political will of elected officials.   
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CHAPTER 6 

CONCLUSIONS 

Homelessness is a problem that highlights the intersection of multiple policy areas.  

While the immediate need is housing, there are a variety of concerns, some of which may have 

contributed to the individuals’ homeless status, that ought to be addressed.  For the chronically 

homeless, the concerns often include behavioral health issues like mental illness and/or 

substance use disorder.  The underlying premise of the Housing First approach is the stability of 

permanent housing is a necessary first step to allow homeless individuals to achieve other self-

determined outcomes.  As Desmond (2016) noted in his ethnographic study of evictions in 

Milwaukee, “Decent, affordable housing should be a basic right for everybody in this country.  

The reason is simple: without stable shelter, everything falls apart” (Desmond, 2016, p. 300).  

Permanent supportive housing is targeted at the most vulnerable among the homeless, and often 

is coupled with the Housing First approach.   

This study examined the impact of permanent supportive housing in Dallas, Texas and 

explored the variation in the implementation of Housing First programs across five cities.  

Findings from the impact assessment show that permanent supportive housing placement and 

tenure are associated with reduced utilization of acute health services like ER visits and inpatient 

hospitalizations, and increased utilization of ambulatory health services.  The results also show 

reduced jail use, specifically fewer offenses and incarcerations with housing tenure up to a year.  

Overall, these results suggest permanent supportive housing may be an appropriate intervention 

for the chronically homeless in Dallas if the goal is to reduce acute healthcare and jail utilization.  

The comparative case studies of Housing First programs across five cities explored the variation 
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in the implementation of Housing First, the challenges service providers face, and the strategies 

they adopt to navigate their local environment.  The findings shed insight into the variation of 

Housing First programs and the themes suggest local context matters, echoing the findings from 

Weitzman et al. (2017).  Their examination of permanent supportive housing programs across 

four sites found that “program implementation and capacity for impact are both heavily 

influenced by local context and state policy” (Weitzman et al., 2017, p. 33).   

The cross-case analysis revealed the necessity of partnerships in service delivery and the 

role of Coordinated Assessment.  Partnerships with landlords, healthcare providers, and law 

enforcement, and the 1115 Medicaid waiver programs show how housing, health, and criminal 

justice intersect when serving the homeless.  Furthermore, the findings highlight the importance 

of coordination and collaboration, building on Zucchero, McDannold, and McInnes’ (2016) 

results.  While they focused on healthcare delivery for homeless veterans that were dual users 

(i.e., users of VA and non-VA health services), they identified several challenges to coordinating 

care, such as lack of communication and difficulty accessing medical records (Zucchero, 

McDannold, & McInnes, 2016).  Their results underscore the need coordination, as do the 

qualitative results of this study.  These findings add to the limited body of research on the service 

delivery of Housing First programs.  

 

Housing First Revisited 

Proponents of Housing First have long argued that this approach is a cost-effective 

solution for the chronically homeless who are typically high utilizers of acute health services, the 

criminal justice system, and other public resources.  Studies examining the impact of permanent 
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supportive housing and Housing First have shown reduced utilization of acute healthcare and 

jails, but the question remains – is Housing First a cost-effective solution?  The evidence is 

mixed.  Rosenheck’s (2000) synthesized research findings on varying service interventions for 

homeless individuals with mental illness.  His analysis showed that innovative programs are 

more effective than standard care, but also more expensive (Rosenheck, 2000).  While these 

programs may not be cost-effective, it does not mean they should halt operations nor be 

considered a waste of taxpayer dollars.  Rosenheck argues that the value of these programs 

ultimately lies in the value that society places on caring for its most vulnerable members.   

Ly and Latimer’s (2015) review of the literature find that the cost offsets of Housing First 

programs may equal the cost of the intervention in some cases, but it is not certain.  Rather than 

merely assessing Housing First based on its ability to pay for itself, they argue the outcomes of 

residential stability and improved quality of life demonstrate the effectiveness of Housing First.  

Furthermore, they argue this represents a more efficient allocation of resources compared to the 

traditional services (Ly & Latimer, 2015).  Kertesz et al. (2016) argue that the focus on potential 

cost savings overshadows other metrics of success and reduces a complex social problem to a 

simple financial calculation.  They propose reframing the discussion on Housing First, such as 

emphasizing how it upholds the human right to housing and aims “to fulfill a collective 

responsibility to account for and remediate the incongruity of persistent homelessness in one of 

the wealthiest countries in the world (Kertesz, Baggett, O’Connell, Buck, & Kushel, 2016, p. 

2117). 

Reframing the discussion on Housing First may be necessary given the concerns about 

the sustainability of Housing First programs, especially when faced with the shortage of 
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affordable housing and rising housing costs.  In 2014, the New York State Office of Mental 

Health cancelled its contract with Pathways to Housing after learning the organization failed to 

pay rent for hundreds of its clients, resulting in numerous eviction notices (Smith, 2014).  

Pathways to Housing filed for bankruptcy the following year.  The housing prices in New York 

City had outpaced Pathways’ funding.  As Yu (2016) astutely observed, “A cost-effective social 

service model has come up against a dynamic housing market that is threatening to flip the 

economics of Housing First on its head.  If homelessness is going to end, this economic reality 

will need to be reckoned with” (Yu, 2016, p. e9).   

Aside from the debate about its cost-effectiveness, there are also concerns about the 

widespread implementation of Housing First.  These include questions about fidelity to Housing 

First principles, whether it is an effective and/or appropriate intervention for other homeless 

subgroups (e.g., unaccompanied youth), and the focus on a small segment of the homeless 

population (i.e., chronically homeless individuals).  The shift to Housing First has come at a cost.  

The prioritization of ending chronic homelessness with Housing First as the designated solution 

resulted in funding to align with this policy.  Service providers using the Treatment First 

approach, serving other subgroups of the homeless population, and transitional housing programs 

can either adapt accordingly or forfeit federal funds.  In June 2017, Congressman Darrell Issa 

(CA-49) sent a letter to Secretary Ben Carson asking HUD to reconsider its prioritization of 

Housing First.  This letter was co-signed by 22 other Members of Congress.  Issa lamented that 

HUD’s imposition of national priorities such as Housing First had forced communities and 

service providers “to maximize services for certain populations – chronically homeless adults – 

at the expense of other equally worthy populations…and particular program models” (Issa, 



 

247 

2017).  Paquette and Pannella Winn (2016) argue that recovery housing, an abstinence-focused 

approach to support recovery from substance use disorder, ought to be included in the continuum 

of homeless services (Paquette & Pannella Winn, 2016).  The complexity of homelessness merits 

a multi-faceted approach with a variety of options, each tailored to meet individual needs and 

concerns.  It may be short-sighted for HUD to focus solely on Housing First, forsaking other 

programmatic models. 

 

Future Research 

Studies have shown Housing First can work for a specific population, like the chronically 

homeless, and results show outcomes such as housing retention and reduced utilization of health 

and criminal justice systems.  Housing First can also produce cost savings with the “right 

conditions for the right people” (Weitzman et al., 2017, p. 34).  What are the right conditions, 

and could these conditions result in other outcomes, such as community integration?  Future 

research should consider differing aspects of Housing First programs, such as the type and 

location of housing, and whether it affects outcomes for program participants.  Many of the 

studies that consider housing features and type of placement primarily focus on psychiatric 

patients and not the chronically homeless (Linn, Klett, & Caffey, 1980; Nelson, Hall, & Walsh-

Bowers, 1998).  To date, few studies have examined the type of housing placement (Harkness, 

Newman, & Salkever, 2004; Somers et al., 2017; Whittaker, Dobbins, Swift, Flatau, & Burns, 

2017; Whittaker, Flatau, Swift, Dobbins, & Burns, 2016).  Somers et al. (2017) compared 

congregate and scattered-site Housing First programs and found chronically homeless 

individuals remained stably housed regardless of the housing configuration.  Stahl et al. (2016) 
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used a grounded theory approach to study the experience of formerly homeless individuals in a 

single-site Housing First program.  Their findings suggest that the sense of community and 

stability of single-site Housing First programs may also support housing retention and stability 

(Stahl, Collins, Clifasefi, & Hagopian, 2016).   

Examining international implementations of Housing First may also shed insight into the 

contextual factors resulting in different programmatic configurations and whether that variation 

affects outcomes for homeless individuals.  To date, the most methodological rigorous 

implementation of Housing First is the At Home/Chez Soi study in Canada, which is a multi-site, 

randomized controlled trial.  There are also preliminary evaluations of Housing First programs in 

France, Spain, and Sweden (Bernad, Yuncal, & Panadero, 2016; Håkan & Blid, 2016; Zemmour 

et al., 2016).  A comparative analysis could identify common challenges and drivers for success, 

yielding valuable lessons for service providers.   

Future research should also examine the other parts of the housing process, such as the 

initial assessment, and barriers to housing placement.  Osborne’s (2018) ethnography of a shelter 

in the Midwest found that the eligibility process produced unequal outcomes for homeless clients 

seeking housing.  Her findings show that organizational mandates and staff expectations of 

vulnerability (e.g., how people look and act) influence the eligibility determination process 

(Osborne, 2018).  Zerger et al. (2016) explored nonstructural factors, like client preferences and 

communication with case managers, that contribute to housing delays and relocations in Toronto, 

Canada (Zerger et al., 2016).  Both studies highlight the role of Housing First staff (e.g., 

assessors, case managers, housing navigators) in determining eligibility and housing placement.  

They can either serve as a barrier to housing during the eligibility determination process, as 
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Osborne finds, or develop “therapeutic alliances” with clients that affect housing access (Zerger 

et al., 2016).  Fidelity assessments of Housing First should consider an in-depth look at 

programmatic operations, specifically the crucial role staff play in implementing these programs.  

Though Housing First programs have demonstrated some success, the debate about this approach 

remains far from settled.  It merits a more nuanced policy discussion and additional research.  
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APPENDIX A 

DATA ACQUISITION 

Administrative databases are a rich source of information on the homeless population and 

allow for the tracking of their service utilization across systems and over time.  However, this 

information is fragmented across multiple systems, which can result in a difficult and lengthy 

process to acquire data.  For this study, the data acquisition process began in October 2014 and 

took 20 months to obtain all the requested data.   

This study used administrative data from four different agencies:  

(1) Homeless and housing data from the Homeless Management Information System (HMIS) 

maintained by the Metro Dallas Homeless Alliance (MDHA);  

(2) Jail data, including offenses and incarcerations, from Dallas County;  

(3) Health data, including enrollment, claims, and authorized but not reimbursed inpatient 

stays at state hospitals, from Beacon Health, Inc. (formerly known as ValueOptions), the 

contracted provider for the NorthSTAR system; and 

(4) Health data, including enrollment, emergency room visits, and inpatient stays at state 

hospitals, community hospitals, and residential treatment centers from the Texas 

Department of State Health Services (DSHS).   

 

The researcher initially identified potential data sources as MDHA, Dallas County, Parkland 

Hospital, and Beacon Health, Inc.  The process began with contacting each organization and 

requesting meetings with key individuals, such as CEOs and program directors.  At these 

meetings, the researcher presented the project proposal and explained project goals, the benefits 
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of the results to these respective organizations, and the necessity of their data to this research.  

This typically required a series of meetings with each organization to convince key leaders to 

share their data.  In the case of Parkland, the researcher met faculty from Psychiatry Department 

at the University of Texas Southwestern Medical Center (UTSW) and Parkland officials.  

Each organization had its respective process and required paperwork, but had similar 

demands such as approval from the university’s Institutional Review Board (IRB) and data 

security measures, such as data encryption software, secure storage, and restricted access.  Due 

to the sensitive nature of the data (e.g., personal identifying information, criminal history, and 

health diagnoses), these organizations also required a detailed security protocol that specified 

measures taken to protect the confidentiality and privacy of the data to be provided.  The 

researcher requested and received letters of support from Dallas County, Beacon Health, Inc., 

and a UTSW faculty member.  These letters were submitted with the application to the 

university’s IRB.  The researcher received IRB approval (Protocol 15-35) from the university in 

May 2015.  

While waiting for IRB approval, the researcher drafted Memoranda of Understanding 

(MOUs) for each organization, which were reviewed and approved by the university’s Office of 

Research Compliance, the respective data sources’ organizational leadership, and in some cases, 

their attorneys.  This process entailed several iterations to incorporate revisions to the MOUs.  

After receiving IRB approval from the university, the MOUs were circulated, alongside a copy 

of the IRB approval letter, to the respective parties for signature.  Upon receipt of the approved 

and signed (i.e., fully executed) MOU, MDHA promptly provided its HMIS data, but the other 

data sources required additional steps.  
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Dallas County required a Federal Bureau of Investigation Criminal Justice Information 

Services Security Addendum to be completed and signed by the researcher.  This stipulated that 

the researcher maintain a security program consistent with federal and state laws, regulations, 

and standards, and the policies and standards established by the Criminal Justice Information 

Services Advisory Policy Board.  Additionally, the MOU with Dallas County needed the 

approval by the Dallas County Commissioners Court.  On September 22, 2015, the Dallas 

County Commissioners Court voted to approve the MOU for this project.  Beacon Health, Inc. 

required the researcher sign an Audit, Evaluation, and Research Agreement and obtain IRB 

approval from the Texas Department of State Health Services (DSHS).  The nondisclosure 

agreement stipulated the researcher’s adherence to 42 CFR § 2.53.   

At the onset of this project, the researcher attempted to obtain health utilization from 

Parkland Hospital, the public hospital for Dallas County that provides care to indigent and needy 

residents.  In October 2014, the researcher and her adviser met with faculty from UTSW’s 

Psychiatry Department to discuss the project and process to obtain data, which would require 

approval from UTSW IRB and Parkland.  Over the next six months, the researcher had a series 

of meetings with UTSW faculty, clinicians, and Parkland officials.  In June 2015, the researcher 

received a denial letter from Parkland’s Data Usage and Standards Committee, citing HIPPA 

protections and insufficient resources, such as funding and staffing, for the proposed project.  

After receiving Parkland’s denial letter, the researcher submitted a request for revision to the 

university IRB to include DSHS as a data source and remove Parkland.  To obtain NorthSTAR 

data, the researcher contacted the North Texas Behavioral Health Authority (NTBHA), the Local 

Behavioral Health Authority, for mental health and substance use disorder service data for the 
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NorthSTAR system.  NTBHA referred the researcher to the DSHS, which had a separate IRB 

process.  The DSHS’ IRB process had three steps.  First, the researcher applied for approval to 

apply for IRB2 with DSHS.  This was approved by the Mental Health and Substance Abuse 

Division’s Assistant Commissioner, allowing the researcher to move forward with the IRB 

process.  Next, the researcher submitted her application package, including the research protocol 

and a waiver of authorization, to IRB2, which was approved on July 2015.  The last step required 

final review and approval from the DSHS Research Education Steering Committee which meets 

monthly.  The researcher received DSHS IRB approval in September 2015 (Protocol 655-25-

1504).  Copies of the DSHS IRB approval letter were provided to the university and Beacon 

Health, Inc.  

With university and DSHS IRB approval and the fully executed MOUs, the process moved 

into the data request and extraction stage.  The researcher provided a data request to each data 

source specifying the variables to be extracted from their respective administrative databases.  In 

accordance with the MOUs, the data was stored on an encrypted external hard drive in an area 

with restricted access.  Due to the nature of administrative data, there was not an accompanying 

codebook, so the researcher worked with key personnel from the respective organizations to 

understand the complexity and limitations of the data.   
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APPENDIX B 

DETAILED DATA DESCRIPTIONS AND PROPENSITY SCORE MATCHING 

Below is a detailed description of each administrative data source followed by an 

overview of the matching process across these data sources.  It concludes with a discussion on 

the propensity score matching process used to obtain the final samples used for analysis.  

 

Administrative Data Sources 

This study used data from administrative databases maintained by four different agencies.  

The Metro Dallas Homeless Alliance (MDHA) provided data on homeless individuals in 

permanent supportive housing.  Health utilization data came from Beacon Health, Inc. (formerly 

known as ValueOptions) and the Texas Department of State Health Services (DSHS).  Jail 

utilization came from Dallas County.  The study timeframe encompassed eight years, from 

January 1, 2007 to December 31, 2014.   

 

Metro Dallas Homeless Alliance 

MDHA provided data on 4,580 unique homeless individuals.  After removing duplicates 

and the 168 individuals with zero days in housing, there were 4,410 unique individuals who 

received housing in the MDHA data.  Descriptive statistics of these 4,410 individuals are shown 

in Table B.1.   

The data included unaccompanied homeless individuals (i.e., homeless adults without 

children) and homeless families.  For the purposes of this study, adults are defined as individuals 

who are 25 years and older because HUD defines homeless youth as unaccompanied individuals 

who are 24 years or younger (The Federal Register, 2011).  Household sizes ranged from one to 
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nine individuals; only nine households had nine individuals.  Unaccompanied homeless adults 

comprised 55.7 percent of the MDHA data.  46.3 percent were female; 53.5 percent were male; 

and four individuals identified as transgender, male-to female.  For the purposes of this study, 

transgender individuals are considered female, the gender to which they identify.  Reflective of 

the overall homeless population in Dallas, African-Americans were the largest racial group (66.7 

percent) followed by whites with 28.9 percent.  The remainder identified as multi-racial, Asian 

or Pacific Islander, or American Indian or Alaskan Native.  Only eight percent, or 346 

individuals, identified as Hispanic.  

Of the 460 domestic violence victims, 90 percent were female; the remaining ten percent 

included 44 males and two transgender individuals.  Thirty-six percent reported having a 

substance use disorder and of these, 92 percent (1,460 individuals) admitted to abusing drugs and 

alcohol.  Consistent with the target population of permanent supportive housing, the majority had 

a disabling condition (59 percent) and nearly half had a mental illness (49 percent).  More than 

half (51.8 percent or 2,288 individuals) entered housing with a non-cash benefit, but the data did 

not specify. The Supplemental Nutrition Assistance Program (SNAP) and Medicaid are 

examples of non-cash benefits.  Fifty-three percent of the individuals entered into housing from 

emergency shelters or transitional housing.  Demographic information, diagnoses, veteran status, 

domestic violence victimization, and income were all self-reported.   

Table B.1  

MDHA Descriptive Statistics  

Variable N 

Sex 

    Male 2362 
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    Female* 2,048 

Race 

    White 1,279 

    African American 2,946 

    Asian or Pacific Islander 34 

    American Indian or Alaskan Native 13 

    Multi-Racial 119 

    Unknown 23 

Family Type 

    Households with children 1,951 

    Unaccompanied adult without children 2,459 

Veteran 376 

Victim of Domestic violence 460 

Substance use disorder 1,587 

Mental illness 2,176 

Disabling condition 2,607 

Residence prior to Housing Placement** 

    Emergency shelters 1,980 

    Transitional housing 408 

    Places not intended for human habitation (e.g., cars, abandoned    

    buildings) 
272 

    Family member or friend 205 

    Jail 1 

    Substance treatment facility  143 

*Includes the transgender individuals, male-to-female. 

**The remainder (1,401) were unknown or missing.  

 

 

Beacon Health, Inc. (formerly ValueOptions) 

With MDHA’s permission, the researcher shared the MDHA data with Beacon Health, 

Inc.  This allowed Beacon Health, Inc. to identify and extract health utilization records for the 
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individuals in the MDHA data.  Of the 4,580 individuals in the MDHA data, Beacon Health 

identified 3,932 records in their administrative database, and of these, 201 were fuzzy matches 

(i.e., name misspellings, different dates of birth).  NorthSTAR IDs were identification numbers 

assigned to individuals upon enrollment in the NorthSTAR system.  Some individuals had 

multiple NorthSTAR IDs because they had multiple enrollments in the NorthSTAR system 

and/or change in status (e.g., indigent to Medicaid eligible).  Following the removal of duplicates 

in the enrollment file, there were 3,628 individuals.   

After additional cleaning of MDHA and Beacon Health data, the researcher matched 

across these respective data sources using first and last names, date of birth, sex, and race, which 

resulted in 3,139 unique individuals.  These are homeless NorthSTAR members who also 

appeared in the MDHA during the study timeframe.  Since Beacon Health, Inc. used MDHA data 

for the extraction process, the summary statistics for the Beacon Health, Inc. sample are similar 

to MDHA.  African Americans were the largest racial group (66 percent) followed by whites 

who comprised 29.6 percent of the cleaned MDHA-Beacon Health matches.  The sample was 

evenly split between males and females, 53 and 47 percent respectively.  

 

Texas Department of State Health Services 

DSHS provided enrollment and acute utilization (i.e., emergency room visits, inpatient 

hospitalizations at state hospitals, community hospitals, and residential treatment centers) data 

for all NorthSTAR members during the study timeframe.  There were 126,312 NorthSTAR 

members, of which 10,184 were identified as homeless.  The summary statistics describe the 

10,184 homeless NorthSTAR members. The majority were male, 58 percent or 5,930 

individuals; females comprised 42 percent (4,254 individuals).  African Americans were the 
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largest racial group with 46 percent (4,692 individuals), followed by whites who made up 39.7 

percent (4,051 individuals).  Six percent (648 individuals) identified as other or unknown.  

Asians and American Indians or Alaskan Natives collectively made up one percent.  The 

remainder were Hispanic.  DSHS categorized “Hispanic” both as race and ethnicity, which 

created an additional obstacle during the record linkage process discussed in the following 

section.   

 

Dallas County 

Dallas County provided data on incarcerated individuals during the study period.  Data 

included types of offenses, arrests, incidents during incarceration, bonds, sentencing, and 

responses to a mental health questionnaire.  Responses from the mental health questionnaire did 

not correspond with the questionnaire key and was deemed unusable.  This data was excluded 

from the study. After removing duplicates, there were 88,327 unique individuals in the jail data.   

Of these, 16,914 individuals were designated as indigent.  These include individuals who self-

reported as indigent, failed to provide a home address, or provided an address that matched a 

local homeless shelter.  Dallas County assigned a unique Person ID to each individual, which 

was used to link records across the jail data sets.  The book-in date and release date from those 

respective datasets were used to calculate the length of incarceration.   

Seventy-two percent of the individuals in the jail data were male (63,840 individuals) and 

28 percent were female (24,455).  Whites comprised 59 percent of the jail data (52,502 

individuals).  African Americans were the second largest racial group with 38 percent (33,811 

individuals).  Asians, American Indian/Alaskan Natives, and individuals identified as unknown 

made up the remaining three percent.  Twenty percent were of Hispanic origin (18,041 
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individuals) and of those, 97 percent were white Hispanics.  Age was calculated based on the 

start of the study period (January 1, 2007).  The average age was 25 years old.  Ages ranged from 

9 to 81 years old.  Note that the younger ages reflect the reference date used for the calculate.  

The matched data sets (discussed below) include age calculated from the date of the offense and 

book-in.  For example, the age at offense ranges from 15 to 71 years.  Twenty-three percent 

(20,581 individuals) self-identified as a mental patient and/or having a mental illness.   

 

Creating Encounter / Ambulatory Care Data 

Beacon Health, Inc. provided data on enrollment, claims, and unauthorized state hospital 

stays.  The claims data included information on all health services utilized by NorthSTAR 

members identified in the MDHA data, including emergency room visits and inpatient 

hospitalizations at state and community hospitals and residential centers.  The researcher used 

service codes to identify claims affiliated with emergency room visits and hospitalizations, and 

subset the data accordingly.  The subset data (e.g., all claims with service codes related to 

emergency room visits) were then compared with the DSHS data to identify duplicate records of 

utilization and the associated costs for removal.  The remaining claims data are encounter data 

and considered ambulatory care (i.e., health services utilized by NorthSTAR members excluding 

emergency room visits, state and community hospitals, and residential centers).   

The structure of the DSHS and Beacon Health data necessitated this comparison.  During 

the initial data cleaning of the DSHS data, the researcher used dplyr package to group the data 

so each row represented a unique emergency room visit or hospitalization.  This aggregation was 

possible with the DSHS data because the admission and discharge dates were the same for each 

unique visit or hospitalization.  With the claims data, each row represented a unique claim 
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submitted to Beacon Health.  In many cases, there were multiple claims associated with a single 

emergency room visit or hospitalization.  For the emergency room visits, the researcher 

compared admission and discharge dates across datasets to identify potential duplicates for 

removal.  This was possible because the typical length of stay for emergency room visits was 

zero nights. 

With hospitalizations, the admission and discharge dates in the DSHS data did not 

necessarily match the service dates in the claims data.  In some cases, each hospitalization had 

multiple claims associated with a single inpatient stay, and each claim had different service dates 

falling within the hospitalization’s timeframe or immediately after discharge.  To identify 

potential duplicates, the researcher subset the claims data for service codes related to inpatient 

stays and hospital admissions (120, 124, 190, 99221, 99222, 99223), resulting in 1,154 claims.  

Then these claims were combined with the previously matched DSHS-Beacon Health inpatient 

stays at state hospitals data (389), which produced a dataset of all inpatient hospitalizations with 

1,543 observations.  To identify duplicates, the researcher compared service dates between the 

claims and inpatient stays.  If the claims represented a unique stay (i.e., not a duplicate), claims 

were aggregated into a single inpatient hospital stay based on two criteria: the claims had 

contiguous service dates and the same diagnostic codes.  The Beacon Health claims data also had 

different service codes for community hospitals and residential treatment centers (1001, 108BH, 

127BH, H0018, H0019).  Using the same process described above, the researcher compared 

claims with these service codes with the DSHS data on hospitalizations at community hospitals 

and residential treatment centers.   
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Record Linkage 

As noted above, Beacon Health, Inc. used MDHA data to identify matches in their 

administrative database.  The record linkage process between MDHA and Beacon Health, Inc. 

enrollment data resulted in 3,139 homeless NorthSTAR members.  Beacon Health, Inc. and 

DSHS data contained NorthSTAR IDs for each member, which was used to link records across 

these two data sources.  However, Beacon Health, Inc. and DSHS warned that some individuals 

may have multiple enrollments (e.g., once as indigent, another as Medicaid), resulting in multiple 

NorthSTAR IDs.  As a precaution, the researcher also matched Beacon Health, Inc. and DSHS 

data using first and last names, date of birth, sex, and race/ethnicity.  The match across these two 

administrative data sources resulted in 1,186 homeless individuals.  Because Beacon Health, Inc. 

extracted its data using MDHA’s data, this means these 1,186 homeless individuals also appear 

in the MDHA data.   

Record linkage between MDHA and Dallas County, and DSHS and Dallas County was 

conducted using the same variables: first and last names, date of birth, sex, and ethnicity.  DSHS 

data did not distinguish between race and ethnicity for Hispanics, listing “Hispanic” for race and 

ethnicity, thus the race variable was excluded for the data matching process.  For the matched 

data, the race variable was taken from the other data sources (MDHA and Dallas County) and 

added afterwards. The match between MDHA and Dallas County produced 183 homeless 

individuals that were in housing and interacted with the county jail system during the study 

period.  These 183 individuals were considered as part of the treatment (housed) group.   

 Thus far, the records linked across MDHA and Beacon Health, Beacon Health and 

DSHS, and MDHA and Dallas County are part of the treatment (housed) group.  The comparison 
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group consists of individuals in MDHA with zero days in housing and matches between DSHS 

and Dallas County.  The DSHS data included all NorthSTAR members across the seven counties 

of the NorthSTAR system during the study period.  It did not contain variables indicating the 

county of residence for NorthSTAR members.  The researcher matched DSHS’ enrollment list of 

identified homeless (10,184) with Dallas County to determine which individuals were homeless 

NorthSTAR members in Dallas County.  This produced 544 individuals who were added to the 

comparison group.  

 

Linked Data Before Propensity Score Matching 

These linked datasets produced two samples: one for individuals who interacted with the 

Dallas County jail system (n = 717) and the other for individuals with healthcare utilization in 

the NorthSTAR system (n = 1,454) during the study period.  The initial match across data 

sources for the jail sample had 751 individuals, but 27 individuals did not have offenses or 

incarcerations within the study timeframe and were removed.  Seven individuals whose race was 

listed as other or unknown were also dropped, resulting in a final sample size of 717 individuals.  

Similarly, the initial match across data sources for the health sample had 1,749 NorthSTAR 

members, but 272 had zero utilization (i.e., were enrolled but did not appear in the claims data or 

acute utilization data provided) and were removed from the sample.  Twenty-three individuals 

whose race was other or unknown also were removed from the sample prior to propensity score 

analysis. The final sample size for the health sample was 1,454.  The pre-matched health sample 

had 288 individuals whose family type was unknown.  Closer examination of the data revealed 

females under age 17 were typically in households with adults and children.  For the purposes of 

the propensity score analysis, the researcher assumed females under age 17 were part of 
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households that included adults and children.  All others were recoded as unaccompanied adults.  

Descriptive statistics for the respective pre-matched samples are in Tables B.2 and B.3.  These 

samples were used for propensity score matching to produce a matched and balanced sample to 

be used for analysis.   

 

 

Table B.2 

Jail Utilization Sample Before Propensity Score Matching (N = 717) 

 Housed 

(n = 177) 

Not Housed 

(n = 540) 

Average Age (start of study period, 1/1/2007) 31 30 

Sex 

    Female 83 205 

    Male 94 335 

Race 

    White 43 232 

    African American 134 308 

Ethnicity 

    Hispanic 15 44 

    Non-Hispanic 162 496 

Country of Birth* 

    United States (including Puerto Rico) 121 417 

    Outside the United States 54 120 

Marital Status** 

    Married 17 69 

    Divorced  17 35 

    Single 113 373 

    Widowed 4 8 

    Unknown 0 53 
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Average number of Offenses (n = 712) 5.91 

(n = 175) 

8.88 

(n = 537) 

   

Average number of Incarcerations (n = 698) 3.78 

(n = 171) 

5.02 

(n = 527) 

   

Average Housing Length of Stay 13 months -- 

Note: Utilization averages are divided by the total number of unique individuals in those datasets. 

*Country of birth missing for 5 individuals.   
**Marital status missing for 29 individuals.  

 

 

 

Table B.3 

Health Utilization Sample Before Propensity Score Matching (N = 1,454) 

 Housed 

(n = 1,123) 

Not Housed 

(n = 331) 

Average Age (start of study period, 1/1/2007)   

Sex 

    Female 465 122 

    Male 658 209 

Race 

    White 456 145 

    African American 667 186 

Ethnicity 

    Hispanic 47 18 

    Non-Hispanic 1,076 313 

Family Type 

    Unaccompanied Adults (no kids) 1,014 43 

    Adults and Children 109 0 

    Unknown 0 288 

Diagnosis* (n = 1,391) 
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    Alcohol abuse 233 23 

    Substance use disorder 621 66 

    Severe Mental Illness 558 59 

   

Average number of ER Visits (n = 514) 4.17 

(n = 331) 

3.67 

(n = 183) 

   

Average number of State Hospital Stays  

(n = 133) 

1.74 

(n = 81) 

2.26 

(n = 52) 

   

Average number of Community Hospital & 

Residential Center Stays (n = 723) 

4.62 

(n = 478) 

4.27 

(n = 245) 

   

Average Housing Length of Stay 1 year, 4 months -- 

Note: Utilization averages are divided by the total number of unique individuals in those datasets.  

*Diagnoses excludes the 63 individuals who had no diagnostic information.  These individuals only appear in the 

DSHS ER data, which does not have variables for diagnosis or service codes.  

 

 

Propensity Score Matching 

While this study necessitated the use of administrative data, one of the limitations to the 

study’s design is the lack of random assignment which allows for causal inference.  Propensity 

score matching is a statistical method that mimics randomization by accounting for the 

differences in baseline characteristics between the treatment and comparison groups (Austin, 

2011; Rosenbaum & Rubin, 1983, 1985; Z. Zhang, 2017).  This technique balances the data prior 

to assessing treatment effects.  “A propensity score is a conditional probability of a study 

participant receiving treatment given observed covariates…More precisely, the propensity score 

is a balancing score representing a vector of covariates.  In this context, a pair of treated and 

control participants sharing a similar propensity score are essentially viewed as comparable, even 

though they may differ on values of specific covariates” (S. Guo & Fraser, 2010, p. 130).  The 
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use of propensity score matching bolsters this study’s design by balancing the baseline 

differences treatment (housed) and comparison (not housed) participants in the sample, which 

allows for causal inference and strengthens the internal validity of the findings.   

 The propensity score matching process in R entailed the following steps (Olmos & 

Govindasamy, 2015; Randolph, Falbe, Manual, & Balloun, 2014).  First, preliminary analysis 

was conducted with a logistic regression where the dependent variable, Y = 1 (if housed), Y =0, 

otherwise.  Covariates for the pre-matched jail sample included demographic (e.g., race, sex, 

ethnicity, age) and utilization variables.  The pre-matched health sample also included diagnostic 

variables in addition to demographic and utilization variables.  The chosen covariates are 

hypothesized to be associated housing placement.  The Hosmer-Lemeshow test was used to 

assess goodness-of-fit.  Results from the logistic regression models for the pre-matched jail and 

health samples are in Tables B.4 and B.5.   

 

Table B.4 

Logistic Regression Results for Pre-Matched Jail Sample 

Covariate 

Dependent Variable: Housing Placement 

Odds Ratio 95% CI p 

Intercept 0.4952* 0.2712 – 0.8952 0.0208 

White 0.3253*** 0.2074 – 0.4978 <0.001 

Male 0.7098 0.4937 – 1.0212 0.0642 

Hispanic 2.2032* 1.0699 – 4.4133 0.0279 

Age at start of study period (1/1/2007) 1.0171* 1.0016 – 1.0329 0.0301 

Mental Patient 0.6913* 0.4803 – 0.9983 0.0477 

Indigence on File 0.6375* 0.4411 – 0.9167 0.0157 
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N 713 

AIC 766.41 

Note: Observations with missing data were dropped from model.   

*p<0.1; **p<0.05; ***p<0.01. Pseudo R2 = 0.0644 (McFadden). Hosmer-Lemeshow p=0.5961. 

 

 

 

Table B.5 

Logistic Regression Results for Pre-Matched Health Sample 

Covariate 

Dependent Variable: Housing Placement 

Odds Ratio 95% CI p 

Intercept 1.0270 0.4864 – 2.3842 0.9469 

White 0.6612* 0.4775 – 0.9151 0.0125 

Male 0.9217 0.6624 – 1.2784 0.6266 

Hispanic 1.3632 0.6426 – 3.053 0.4342 

Age at start of study period (1/1/2007) 1.0923*** 1.0759 – 1.1096 <0.001 

Family Type (Unaccompanied Adult / 

Without Children) 
0.0598*** 0.0255 – 0.1264 

<0.001 

Severe mental illness  3.3419*** 2.3485 – 4.8217 <0.001 

Alcohol abuse 2.1539** 1.3246 – 3.6390 0.0028 

Substance use disorder 3.6541*** 2.6128 – 5.1672 <0.001 

Personality disorder 0.3795** 0.1949 – 0.7603 0.0050 

Drug-induced disorder 0.7152 0.2376 – 2.7072 0.5813 

 

N 1,391 

AIC 1048.7 

Note: Observations with missing data were dropped from model.   

*p<0.1; **p<0.05; ***p<0.01. Pseudo R2 = 0.3418 (McFadden). Hosmer-Lemeshow p=0.1118. 

 

The next step was to calculate the propensity score, 𝑒(𝒙𝑖), using the MatchIt package in 

R.  The propensity score is “where the propensity score for participant i (i = 1, …, N) as the 
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conditional probability to assignment to particular treatment (𝑊𝑖 = 1) versus nontreatment 

(𝑊𝑖 = 0) given a vector of observed covariates, 𝒙𝑖: 𝑒(𝒙𝑖) = 𝑝𝑟(𝑊𝑖 = 1|𝑿𝑖 = 𝒙𝑖)” (S. Guo & 

Fraser, 2010, p. 132).  The calculated propensity scores are assessed for balance across treatment 

and comparison groups.  The researcher used graphs to examine the respective distributions.  

Next, each housed individual was matched to a non-housed individual based on their propensity 

score using nearest neighbor matching.  Using a 1:1 match (i.e., 1 treatment matched to 1 

control), the matched health sample resulted in 542 individuals and the matched jail sample size 

was 350.  Lastly, matched samples were assessed for balance using the RItools package.  This 

process produced a balanced match jail sample (χ2 = 1.3, p = 0.972, df = 6), but failed to do so 

for the matched health sample (χ2 = 400, p < 0.001, df = 10).  Although the matched health 

sample remains unbalanced, propensity score matching did offer slight improvements to the data.  

The imbalance may be due to covariates excluded from the model that affect housing placement, 

such as the length and frequency of homelessness.  However, these variables are not available 

due to the limitations of the administrative data.   

 

Histograms for Lengths of Stay Analysis 

Below are two histograms showing the distribution for the length of hospitalization and 

incarceration, defined as the number of days.   
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Figure B.1. Histogram of Length of Hospitalization 
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Figure B.2. Histogram of Length of Incarceration 

 

 

Alternative Model for Impact of Housing on Hospitalization Costs  

 

 

Table B.6 

GEE Regression Results on the Logarithm of Billed Hospitalization Costs (N = 793) 

Covariate Estimate Standard Error Percentage 

Intercept 7.1160*** 0.4939 123,051*** 

White -0.1106 0.0759 -10.47 

Male  0.1260 0.0789 11.84 

Hispanic -0.2476 0.2045 -21.93 

Unaccompanied Adult (no kids) -0.1190 0.2547 -11.22 

Age at time of admission -0.0129 0.0248 -1.28 

Age at time of admission squared 0.0002 0.0003 0.02 
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Housed, 1-3 months -0.6425 0.3713 -47.4 

Housed, 3-6 months 0.4045 0.5341 49.86 

Housed, 6-9 months 0.0063 0.6361 0.63 

Housed, 9-12 months 0.2915 0.4271 33.84 

Hospitalizations while in housing 0.2044* 0.0876 22.68* 

Severe Mental Illness (SMI) 1.4917*** 0.0997 344.46*** 

Substance use disorder 0.2861** 0.1041 33.12** 

Mental Health Diagnosis 0.7586*** 0.0880 113.53*** 

Medicaid coverage 0.2115* 0.0907 23.55* 

Length of hospitalization 0.0195*** 0.0034 1.97*** 

Housed, 1-3 months & SMI 0.3404 0.2380 40.55 

Housed, 3-6 months & SMI -0.4151 0.3338 -33.97 

Housed, 6-9 months & SMI -0.0061 0.5148 -0.61 

Housed, 9-12 months & SMI -0.5101 0.3485 -39.96 

Housed, 1-3 months & substance use 

disorder 
0.4946 0.3604 63.98 

Housed, 3-6 months & substance use 

disorder 
-0.2178 0.4843 -19.57 

Housed, 6-9 months & substance use 

disorder 
0.0403 0.5769 4.11 

Housed, 9-12 months & substance use 

disorder 
-0.7252 0.4336 -51.58 

 

N (clusters) 395 

QIC -13 

*p < 0.05. **p < 0.01. ***p < 0.001. Exchangeable working correlation structure specified. 
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APPENDIX C 

ALTERNATIVE MODELS 

Given the small sample size, it may be beneficial to reduce the number of covariates.  

One approach is to restructure the length of stay in housing and combine the housing categories, 

resulting in fewer covariates for each model specification.  The housing categories are one to 

four months, five to eight months, and nine to twelve months.  The findings presented here, and 

shown in Tables C.1 to C.10, are the results of the analysis using three housing categories with 

the same model specifications as the ones in the impact assessment chapter.    

 

 

Table C.1 

Poisson GEE Regression Results on the Number of ER Visits (N = 395) 

Covariate Rate Ratio 95% CI p 

Intercept 2.178 0.499 – 9.509 0.301 

White 0.952 0.745 – 1.218 0.698 

Male 1.362** 1.108 – 1.673 0.003 

Unaccompanied Adults (no kids) 1.053 0.745 – 1.487 0.772 

Hispanic 0.621 0.314 – 1.227 0.170 

Age at time of ER visit 0.998 0.938 – 1.063 0.961 

Age at time of ER visit squared 1.000 0.999 – 1.001 0.880 

Housed, 1-4 months 0.484*** 0.366 – 0.641 <0.001 

Housed, 5-8 months 0.631* 0.444 – 0.898 0.011 

Housed, 9-12 months 0.606 0.361 – 1.015 0.057 

Medicaid coverage 0.902 0.706 – 1.151 0.407 

ER visits while in housing 1.154* 1.020 – 1.305 0.023 

Substance use disorder 1.069 0.765 – 1.495 0.697 
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Severe Mental Illness (SMI) 0.773 0.577 – 1.037 0.086 

Mental Health Diagnosis  1.341* 1.005 – 1.789 0.046 

Housed, 1-4 months & Medicaid coverage 2.053 0.892 – 4.724 0.091 

Housed, 5-8 months & Medicaid coverage 0.505** 0.309 – 0.826 0.007 

Housed, 9-12 months & Medicaid 

coverage 
1.012 0.585 – 1.752 0.965 

Co-occurring disorders  

(Substance use disorder & SMI) 
1.673* 1.065 – 2.630 0.026 

SMI & Medicaid coverage 2.361** 1.350 – 4.129 0.002 

Substance use disorder & Medicaid 1.918* 1.039 – 3.538 0.037 

Co-occurring Disorders & Medicaid 

coverage  
0.341** 0.152 – 0.767 0.009 

  

N (clusters) 214 

QIC 58.1 

*p < 0.05. **p < 0.01. ***p < 0.001. Independence working correlation structure specified.  

 

 

 

Table C.2 

Poisson GEE Regression Results on the Number of Hospitalizations (N = 793) 

Covariate Rate Ratio 95% CI p 

Intercept 0.687 0.334 – 1.412 0.307 

White 1.073 0.952 – 1.210 0.247 

Male 1.209*** 1.081 – 1.352 <0.001 

Unaccompanied Adults (no kids) 0.915 0.713 – 1.175 0.487 

Hispanic 1.140 0.772 – 1.683 0.510 

Age at time of admission 1.001 0.968 – 1.036 0.939 

Age at time of admission squared 1.000 0.999 – 1.000 0.720 

Housed, 1-4 months 0.873 0.751 – 1.014 0.076 

Housed, 5-8 months 1.012 0.767 – 1.336 0.930 

Housed, 9-12 months 0.738* 0.579 – 0.942 0.015 
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Hospitalizations while in housing 1.090* 1.012 – 1.173 0.022 

Severe Mental Illness (SMI) 2.420*** 2.146 – 2.728 <0.001 

Substance use disorder 2.000*** 1.752 – 2.282 <0.001 

Mental Health Diagnosis  1.626*** 1.438 – 1.839 <0.001 

Medicaid coverage 1.217** 1.067 – 1.387 0.003 

Housed, 1-4 months & Medicaid coverage 1.226 0.803 – 1.871 0.345 

Housed, 5-8 months & Medicaid coverage 0.930 0.646 – 1.339 0.695 

Housed, 9-12 months & Medicaid 

coverage 
0.706* 0.508 – 0.982 0.039 

  

N (clusters) 395 

QIC -130 

*p < 0.05. **p < 0.01. ***p < 0.001. Exchangeable working correlation structure specified.  

 

 

 

Table C.3 

Poisson GEE Regression Results on the Length of Hospitalizations (Number of Hospital 

Days) (N = 793) 

Covariate Rate Ratio 95% CI p 

Intercept 8.651** 1.845 – 40.553 0.006 

White 1.055 0.773 – 1.440 0.734 

Male 0.912 0.669 – 1.242 0.558 

Hispanic 0.910 0.521 – 1.590 0.741 

Unaccompanied Adult (no kids) 0.675 0.394 – 1.157 0.153 

Age at time of admission 1.004 0.936 – 1.078 0.901 

Age at time of admission squared 1.000 0.999 – 1.001 0.944 

Housed, 1-4 months 1.112 0.791 – 1.564 0.542 

Housed, 5-8 months 1.692* 1.081 – 2.648 0.021 

Housed, 9-12 months 0.700 0.381 – 1.286 0.251 

Hospitalizations while in housing 0.897 0.754 – 1.068 0.222 
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Severe Mental Illness (SMI) 2.485** 1.267 – 4.871 0.009 

Substance use disorder 1.687 0.865 – 3.290 0.125 

Mental Health Diagnosis 0.958 0.781 – 1.175 0.680 

Medicaid coverage 0.540 0.214 – 1.361 0.181 

Housed, 1-4 months & Medicaid  0.585 0.328 – 1.046 0.070 

Housed, 5-8 months & Medicaid 0.515* 0.284 – 0.937 0.030 

Housed, 9-12 months & Medicaid 0.904 0.484 – 1.688 0.751 

Co-occurring Disorders  

(Substance use disorder & SMI) 
0.839 0.394 – 1.786 0.649 

SMI & Medicaid 1.823 0.710 – 4.681 0.212 

Substance use disorder & Medicaid 2.574 0.993 – 6.673 0.052 

Co-occurring disorders & Medicaid 0.625 0.237 – 1.650 0.343 

 

N (clusters) 395 

QIC -44,687 

*p < 0.05. **p < 0.01. ***p < 0.001. Exchangeable working correlation structure specified.  

 

 

Table C.4 

GEE Regression Results on the Logarithm of Total Billed Costs of ER Visits and 

Hospitalizations 

Covariate 

Costs of ER Visits 

(N = 395) 

Hospitalization Costs 

(N = 793) 

 
Estimate Std. Error Estimate Std. Error 

Intercept 7.0272*** 1.004 7.1485*** 0.484 

White 0.1224 0.159 -0.1045 0.076 

Male 0.068 0.134 0.1272 0.078 

Unaccompanied Adult  

(no kids) 
0.0747 0.519 -0.099 0.247 

Hispanic 0.3495 0.238 -0.250 0.198 

Age at time of admission 0.0081 0.043 -0.0161 0.024 

Age at time of admission 

squared 
-0.0002 0.0005 0.0002 0.000 
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Housed, 1-4 months -1.0089*** 0.287 0.0022 0.164 

Housed, 5-8 months -0.4351 0.345 0.1728 0.220 

Housed, 9-12 months -1.1752** 0.373 -0.0913 0.277 

Medicaid coverage 0.4309** 0.161 0.2704** 0.095 

Utilization while in housing 

(ER visits or hospitalizations) 
0.1994** 0.072 0.1369 0.073 

Severe Mental Illness (SMI) -0.0298 0.159 1.4772*** 0.098 

Substance Use Disorder 0.6064*** 0.160 0.2836** 0.096 

Mental Health Diagnosis 0.3517 0.199 0.7551*** 0.086 

Housed, 1-4 months & 

Medicaid coverage 
0.8384 0.447 -0.1428 0.302 

Housed, 5-8 months & 

Medicaid coverage 

-0.5687 0.829 -0.2972 0.365 

Housed, 9-12 months & 

Medicaid coverage 
0.8531* 0.375 -0.6543* 0.309 

Length of Hospitalization --- --- 0.0194*** 0.003 

 

N (clusters) 214 395 

QIC 183 -21 

*p < 0.05. **p < 0.01. ***p < 0.001. Independence working correlation structure specified for ER costs.  

Exchangeable working correlation structure specified for hospitalization costs. 
 

 

 

Table C.5 

Poisson GEE Regression Results on the Number of Claims (N = 1,606) 

Covariate Rate Ratio 95% CI p 

Intercept 2.751 0.930 – 8.139 0.067 

White 1.205*** 1.085 – 1.339 <0.001 

Male 0.995 0.896 – 1.105 0.927 

Hispanic 1.162 0.825 – 1.635 0.389 

Unaccompanied Adult (no kids) 1.424** 1.093 – 1.857 0.008 

Age at time of service 1.017 0.968 – 1.069 0.492 
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Age at time of service squared 0.999 0.999 – 1.000 0.354 

Housed, 1-4 months 2.587*** 1.609 – 4.159 <0.001 

Housed, 5-8 months 2.199** 1.322 – 3.659 0.002 

Housed, 9-12 months 1.952* 1.084 – 3.515 0.026 

Medicaid coverage 1.129* 1.009 – 1.263 0.035 

Severe Mental Illness (SMI) 3.628*** 2.662 – 4.944 <0.001 

Substance use disorder 2.726*** 1.994 – 3.727 <0.001 

Mental Health Diagnosis 1.005 0.868 – 1.163 0.952 

Physical Health Diagnosis 1.242*** 1.137 – 1.356 <0.001 

Claims while in housing 1.386* 1.039 – 1.849 0.026 

Co-occurring Disorders  

(Substance use disorder & SMI) 
0.759 0.560 – 1.027 0.074 

Housed, 1-4 months & SMI 0.534** 0.353 – 0.806 0.003 

Housed, 5-8 months & SMI 0.479** 0.284 – 0.808 0.006 

Housed, 9-12 months & SMI 0.562* 0.341 – 0.927 0.024 

Housed, 1-4 months & Substance 

use disorder 
0.714** 0.557 – 0.916 0.008 

Housed, 5-8 months & Substance 

use disorder 
0.946 0.715 – 1.251 0.695 

Housed, 9-12 months & Substance 

use disorder 
0.754** 0.614 – 0.927 0.007 

    

N (clusters) 314 

QIC -275,388 

*p < 0.05. **p < 0.01. ***p < 0.001. Exchangeable working correlation structure specified.  

 

 

Table C.6 

GEE Regression Results on the Logarithm of Total Costs of Ambulatory Care (N = 1,606) 

Covariate Estimate Std. Error 

Intercept 3.9203*** 0.6609 

White 0.3829*** 0.0795 
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Male 0.0907 0.0806 

Hispanic 0.1164 0.1959 

Unaccompanied Adult (no kids) 0.4519 0.1468 

Age at time of service 0.0508 0.0305 

Age at time of service squared -0.0006 0.0003 

Housed, 1-4 months 0.6933 0.5019 

Housed, 5-8 months 1.0011 0.2668 

Housed, 9-12 months 0.6391 0.3385 

Severe Mental Illness (SMI) 1.0198 0.1454 

Substance use disorder 0.9314 0.0833 

Mental Health Diagnosis 0.4868 0.0832 

Physical Health Diagnosis 0.1789 0.0613 

Number of claims/services while in housing 0.5636 0.1775 

Medicaid coverage 0.2315 0.0826 

Housed, 1-4 months & Substance use disorder -0.4226 0.1774 

Housed, 5-8 months & Substance use disorder 0.0272 0.1728 

Housed, 9-12 months & Substance use disorder -0.6315 0.1341 

Housed, 1-4 months & SMI -0.3916 0.4799 

Housed, 5-8 months & SMI -1.1482 0.2646 

Housed, 9-12 months & SMI -0.4842 0.2896 

   

N (clusters) 314 

QIC 291 

*p < 0.05. **p < 0.01. ***p < 0.001. Exchangeable working correlation structure specified.  

 

 

Table C.7 

Poisson GEE Regression Results on the Number of Offenses (N = 857) 

Covariate Rate Ratio 95% CI p 
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Intercept 2.241** 1.306 – 3.845 0.003 

White 1.073 0.934 – 1.233 0.317 

Male 1.184** 1.047 – 1.340 0.007 

Hispanic 0.950 0.756 – 1.194 0.662 

American  1.246** 1.065 – 1.457 0.006 

Married 0.898 0.746 – 1.082 0.260 

Age at Offense 0.991 0.960 – 1.023 0.576 

Age at Offense squared 1.000 1.000 – 1.000 0.876 

Mental Patient 1.100 0.973 – 1.245 0.129 

Indigent 0.918 0.813 – 1.037 0.169 

Housed, 1-4 months 0.749* 0.568 – 0.988 0.041 

Housed, 5-8 months 0.802 0.624 – 1.031 0.085 

Housed, 9-12 months 0.500*** 0.424 – 0.589 <0.001 

Offenses committed while in 

housing 
1.188*** 1.143 – 1.234 <0.001 

Theft 1.482*** 1.290 – 1.702 <0.001 

Prostitution 1.264* 1.005 – 1.590 0.045 

Assault 1.380*** 1.169 – 1.630 <0.001 

Marijuana related offense 1.419*** 1.225 – 1.644 <0.001 

Drug related offense 1.567*** 1.327 – 1.851 <0.001 

Fare evasion 1.509*** 1.235 – 1.843 <0.001 

    

N (clusters) 350 

QIC -685 

*p < 0.05. **p < 0.01. ***p < 0.001. Exchangeable working correlation structure specified.  

 

Table C.8 

Poisson GEE Regression Results on the Number of Incarcerations (N = 971) 

Covariate Rate Ratio 95% CI p 

Intercept 1.633 0.990 – 2.694 0.055 
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White 0.941 0.873 – 1.013 0.105 

Male 1.216*** 1.118 – 1.322 <0.001 

Hispanic 1.105 0.946 – 1.291 0.206 

American  1.166*** 1.067 – 1.274 <0.001 

Married 0.943 0.843 – 1.054 0.302 

Age at Book-In 0.981 0.954 – 1.008 0.166 

Age at Book-In squared 1.000 1.000 – 1.001 0.212 

Mental Patient 1.019 0.933 – 1.113 0.670 

Indigent 1.020 0.933 – 1.114 0.665 

Incarcerations while in housing 1.485*** 1.391 – 1.584 <0.001 

Housed, 1-4 months 0.739*** 0.643 – 0.850 <0.001 

Housed, 5-8 months 0.684*** 0.578 – 0.810 <0.001 

Housed, 9-12 months 0.509*** 0.449 – 0.576 <0.001 

Theft 1.093 0.996 – 1.198 0.059 

Prostitution 1.290*** 1.110 – 1.500 <0.001 

Assault 1.056 0.941 – 1.186 0.353 

Marijuana 1.143 0.993 – 1.316 0.063 

Drug-related offense 0.967 0.871 – 1.074 0.533 

Fare evasion 1.082 0.945 – 1.239 0.252 

    

N (clusters) 337 

QIC 1,712 

*p < 0.05. **p < 0.01. ***p < 0.001. Exchangeable working correlation structure specified. 

 

 

Table C.9 

Poisson GEE Regression Results on the Length of Incarceration (Number of Jail Days) (N = 

971) 

Covariate Rate Ratio 95% CI p 

Intercept 4.671** 1.469 – 14.851 0.009 
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White 1.089 0.847 – 1.401 0.506 

Male 1.461** 1.145 – 1.865 0.002 

Hispanic 1.547* 1.071 – 2.234 0.020 

American  1.160 0.829 – 1.625 0.387 

Married 0.892 0.639 – 1.245 0.501 

Age at Book-In 1.041 0.977 – 1.109 0.213 

Age at Book-In squared 0.999 0.999 – 1.000 0.219 

Mental Patient 1.109 0.882 – 1.394 0.375 

Indigent 1.807*** 1.435 – 2.276 <0.001 

Housed, 1-4 months 0.441** 0.239 – 0.811 0.008 

Housed, 5-8 months 0.625 0.338 – 1.155 0.134 

Housed, 9-12 months 0.248*** 0.121 – 0.508 <0.001 

Incarcerations while in housing 1.448* 1.071 – 1.956 0.016 

Theft 1.210 0.981 – 1.493 0.007 

Assault 1.537*** 1.205 – 1.962 <0.001 

Evading/resisting arrest 0.524** 0.328 – 0.837 0.006 

Prostitution 1.261 0.748 – 2.128 0.384 

Drug related offense 1.158 0.897 – 1.495 0.259 

    

N (clusters) 337 

QIC -123,791 

*p < 0.05. **p < 0.01. ***p < 0.001. Exchangeable working correlation structure specified.  

 

Table C.10 

GEE Regression Results on the Logarithm of Incarceration Costs (N = 971) 

Covariate Estimate Std. Error 

Intercept 4.9690*** 0.3012 

White 0.1483 0.0815 

Male 0.1975** 0.0684 
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Hispanic 0.0271 0.1376 

American 0.1057 0.0716 

Married 0.0199 0.0895 

Length of incarceration  0.0295*** 0.0013 

Age at Book-In 0.0195 0.0163 

Age at Book-In squared -0.0002 0.0002 

Mental Patient 0.0968 0.0660 

Indigent 0.0266 0.0691 

Housed, 1-4 months -0.4923** 0.1536 

Housed, 5-8 months -0.4518** 0.1558 

Housed, 9-12 months -0.8117*** 0.1755 

Incarcerations while in housing 0.4743*** 0.0961 

Theft -0.1683* 0.0696 

Assault 0.0457 0.0779 

Prostitution -0.0205 0.1305 

Marijuana -0.2146* 0.0095 

Evading/resisting arrest -0.1841 0.1254 

Drug related offense -0.1357 0.0808 

   

N (clusters) 337 

QIC -122 

*p < 0.05. **p < 0.01. ***p < 0.001. Exchangeable working correlation structure specified. 
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