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Chicago’s homeless count compared 
to other US Cities
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Our partner, the Center for Housing & Health, promotes the coordination, research, 
evaluation and policy development of housing and health programs that serve vulnerable 

populations in the Chicago Metropolitan Area.

UIH pays CHH $1,000 pmpm for each patient housed up to 12 months

Healthcare Housing

Rush University M edical Center
Swedish Covenant

Northwestern
Cook County Health

27 Supportive Housing Agencies

4,000 scattered site units
125-150 Vacancies

3 Single Room  Occupancy (SRO) Hotels

Outreach Worker

UI Health

To Date
November 2015 to present

• 48 transitioned into permanent 
supportive housing from UIH

• 91 total from all five hospitals
• UIH leadership commitment to 

fund through FY2023

UI 
Health

Ste p h e n  B ro w n  M SW  LC SW

D ire cto r o f P re ve n tive  E m e rg e n cy M e d ic in e

26 patients referred into permanent supportive housing

First Cohort Retention, Cost & Utilization

67%
Drop in ED Utilization

57%
Drop in IP 
Utilization

21%
Cost Reduction

47%
Housing Retention
(8 of 17 survivors)

31%
Mortality Rate
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Lesson # 1:
Homelessness is a 
dangerous health 
condition.

The average life 

expectancy is 27.3 years 

less than the average 

American

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

period. JAMA Intern Med. 2013 Feb 11; 173(3): 189-195. 
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Source: Roncarati JS, Baggett TP, O'Connell JJ, et al. Mortality among unsheltered 
homeless adults in boston, massachusetts, 2000-2009. JAMA Intern Med. 

2018;178(9):1242-1248

Unsheltered Homelessness have 3.6x Mortality Risk 
Compared to Sheltered Homeless

In Chicago, there is now just one 
lsm all ow-barrier shelter. The rest 

have strict disciplinary policies.  
Surveys to hom eless indicate the 

m ajority of those with severe m ental 
illness or substance abuse have been 

banned from  crisis shelters
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Very high rates of severe mental illness, substance abuse, 
chronic & infectious diseases, and cancer 
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Lesson # 2:
The homeless are 
invisible in 
healthcare.

In 2015, only 48 

homeless patients 
had been identified 

by ED & Psych staff 

interviews.

Underreporting of a dangerous condition
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Historically Homeless

(2010 to Present):
4,660 Homeless

FY2018 Count:

1240 Homeless

* A Natural Language Processing (NLP) project is currently 
underway in order to identify homeless patients from over 

twenty million clinical notes. Preliminary results will be 

reported in the Spring of 2019. 
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Lesson # 3:
The chronically 
homeless have 
exorbitant healthcare 
costs & utilization.
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Moving from  Contribution to Accountability
• Excess cost of $2,559 per admission 1

• 2.32 days longer length of stay 1

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

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

Impact on Cost & Utilization: Hospitals

S o u rce s: 
1 ) H w an g  SW , W e ave r J, A u b ry T , H o ch  JS . H o sp ita l co sts an d  le n g th  o f stay  am o n g  h o m e le ss p atie n ts ad m itte d  to  m e d ica l, 

su rg ica l, an d  p sych iatric  se rv ice s. M ed  C a re . 2 0 1 1  A p r; 4 9 (4 ): 3 5 0 -3 5 4 .
2 ) 2 ) D o ran  K M , R ag in s K T , Iaco m acci A L , C u n n in g h am  A , Ju b an yik K J, Je n q G Y . T h e  re vo lv in g  h o sp ita l d o o r: H o sp ita l 

re ad m issio n s am o n g  p atie n ts w h o  are  h o m e le ss. M ed  C a re . 2 0 1 3  Se p ; 5 1 (9 ): 7 6 7 -7 7 3 .
3 ) 3 ) U I H e a lth  B H H  p ro g ram  e va lu atio n

Decile # of 
Homeless

Avg. UIH 
Patient 

Revenue

Total 
Revenue

Average 
Revenue 

Average  
Factor

High 
Revenue

High 
Factor

10th 123 $5,835 $11,195,902 $90,290 15.47 938,133 160

9th 123 $5,835 $3,143,801 $25,535 4.35 36,141 6.19

8th 123 $5,835 $1,807,524 $14,577 2.50 18,770 3.22

7th 123 $5,835 $1,109,073 $8,944 1.53 11,138 1.91

6th 123 $5,835 $699,902 $5,644 .97 7,055 1.21

5th 123 $5,835 $433,458 $3,496 .60 4,388 .75

4th 123 $5,835 $231,159 $1,864 .32 2,530 .43

3rd 123 $5,835 $120,533 $972 .17 1,306 .22

2nd 123 $5,835 $58,523 $472 .08 672 .12

1st 123 $5,835 $26,845 $216 .04 321 .06

FY2018 cost analysis com paring patients believed to be hom eless to all other 

UIH patients who had charges > $100.  n= 162,178

FY2018 UI Health Homeless Revenue
Rankings by decile
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“It would cost us 1/3 to a ½ 
of what we now spend 

collectively on the homeless 
if we simply gave them a 

place to live.”

Sam Tsemberis – Pathways to Housing, 
NYC

A Classic Wrong-Pockets Problem: Siloed systems cause cost-
shifting to the most expensive public sector resources

Source: https://www.pathwayshousingfirst.org

43.8

20.7
17.9

7.3

2.87

Per Diem Costs

Cost
Factor

Michigan Avenue 
Hotel: 

$625/ evening

Lesson # 4:
More alignment, 
coordination & resultant 
collective impact is needed 
among healthcare, payors
and other public sectors.

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

(CDPH), the Department of Family and Support Services (DFSS) and the 

Corporation for Supportive Housing (CSH) is implementing a model from LA 

County called the Flexible Housing Subsidy Pool.

• Mitigates the “Wrong Pocket Problem” by braiding together subsidies, 

grants and investments into a common funding pool.

• $1.9m commitment from CDPH, DFSS, DPD

• Attracts investment from non-traditional funders (hospitals, insurance 

companies)

• Facilitates capacity-building: more apartments to come online

Collective Impact: The Flexible 
Housing Subsidy Pool

750 more apartment units
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For patients with refractory, severe mental illness
LOCUS: 28 +

INSTITUTIONALIZATION

For patients with severe mental illness or substance abuse
LOCUS 25-27

CLUSTERED OR PROJECT-BASED  WITH ONSITE SUPPORT

For patient with moderate or well-controlled mental illness or 
substance abuse

LOCUS: 23-24

SCATTERED SITE – WITH ASSERTIVE COMMUNITY TREATMENT (ACT)

Patients with controlled or mild mental illness and/or 
substance abuse

LOCUS 10-22 

SCATTERED SITE - HOUSING CASE MANAGEMENT

Patients identified as needing assistance locating affordable or 
supportive  housing:

LOCUS: 0-9

AFFORDABLE  OR SUPPORTIVE HOUSING

WHAT HEALTHCARE 
NEEDS FOM HOUSERS

• This is a proposed “straw man” to hammer out between 
healthcare & housing.  Housing and Supports need to 

match the acuity of the patient.

• A separate ladder is needed for those with  complex 

medical needs or palliative care

BHH’s  housing retention rates did not match other Housing First 

projects. 

• Privately managed crisis shelters with strict disciplinary policies

• No low barrier crisis shelters
• ED sees more unsheltered patients with higher acuity levels of 

mental illness / substance abuse

• Only housing available was Level 2, limited Level 3

• In Medicaid expansion states, cost savings are important, but 
may not the primary reason for hospitals*

• In non-Medicaid expansion states, hospitals can reduce losses
• Insurance companies are jumping in
• It is a devastating health condition
• Non-profit hospitals can demonstrate community benefit
• A step into ACA population health
• Opportunity for capacity-building through collective impact 

with other hospitals

* 85% have some form of insurance

“It was the right thing to do.”
D r. A v ijt G h o sh , fo rm e r C E O  U I H e a lth

Final Lesson:
How to collaborate with 
healthcare

Questions?

Stephen Brown MSW LCSW
Director, Preventive Emergency Medicine

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

312-996-4859

mailto:sbbrown9@uic.edu
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EDs have been revolving doors
Fragmentation of Care: Healthcare’s Role

Treat & Release Injury, Public Nuisance, 
Intoxication, Psychiatric Crisis

ED Workup or Psych Admission Transport To ED by police & fire

Repeat

Breaking the Cycle

For patients who  have untreated severe mental 
illness  who cycle through EDs, EMS and police.  
Patients placed on long-acting injectables and 

monitored by the courts

Assisted Outpatient 
Treatment

Suboxone, Methadone or Vivatrol for Opioid Use 
Disorders, coupled with trauma-informed 

psychotherapy

Medication Assisted Therapy

Psychiatric Stabilization Centers, Sobering Centers, 
Re-entry healthcare for patients exiting jail & prison

Diversion Strategies


