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Most stakeholders interested in ending chronic homelessness are familiar with the 
recently published cost avoidance analysis conducted for the New York/New York 
Initiative (hereafter, “NY/NY analysis.”1 The NY/NY analysis looked at the NY/NY 
Initiative, which placed homeless individuals with serious mental illness (SMI) in a 
variety of permanent supportive housing (PSH) arrangements, and helped them stay 
there.2 It examined three issues—changed use of public services, changed costs 
resulting from the changed use, and savings (whether PSH cost the same or less than 
pre-PSH use of public services). 

The Corporation for Supportive Housing (CSH) promoted the NY/NY analysis because it 
thought the results might provide powerful evidence of supportive housing’s ability to 
produce outcomes that policy makers want—reductions in inappropriate use of 
emergency public services, and their associated costs. The results fulfilled these hopes, 
showing significant savings. Together with evidence that PSH is able to attract and 
retain chronically homeless disabled people (Shern et al., 1997; Tsemberis and 
Eisenberg, 2000) and that the probable number of such people is small enough to be a 
feasible policy target (about 200,000 to 250,000 nationally), the NY/NY analysis has 
galvanized many cities and the country as a whole to adopt the goal of ending chronic 
homelessness. 

Intended Users of This Guide 

Stakeholders in many cities and counties have expressed interest in conducting their 
own NY/NY analysis. This guide lays out the issues that any jurisdiction needs to think 
about before committing itself to that endeavor. Its intended readers include city and 
county agencies; individual homeless assistance providers; homeless advocacy groups; 
associations and coalitions of providers, advocates, and consumers; foundations and 
private homeless assistance funders; and planning agencies, commissions, task forces, 
and committees. 
                                            

 
1 Culhane, Dennis P., Stephen Metraux, and Trevor Hadley. 2002. Public service reductions associated 
with placement of homeless persons with severe mental illness in supportive housing. Housing Policy 
Debate, 13(1), 107-163. 
2 We use “PSH” as the generic term for the housing provided by the NY/NY Initiative, but in fact the 
housing was of two distinct types. About two-thirds of the 3,600 units were what we usually think of as 
permanent supportive housing. The emphasis is on the housing, and the right to remain in it is distinct 
from acceptance of or participation in mental health or other supportive services. The remaining third 
were more properly thought of as treatment programs—community residential settings more traditional to 
mental health systems, where participation in mental health services is a condition of remaining in 
housing. In addition to differences in philosophy and perhaps acceptability to chronically homeless 
people, the latter require more staffing and are consequently more expensive on a per-unit basis than the 
former.  
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Throughout this guide we use the terms “you” and “researchers” interchangeably. Most 
of the time it makes little difference whether “you,” in your research guise, are a 
provider, a funder, a city agency, or an advocacy group. However, in the section that 
describes how to access the service use and cost data needed for analysis, it makes a 
big difference whether “you” are the agency that already controls the data or someone 
hired by that agency to do the analysis, or are, instead, a stakeholder who has to gain 
the cooperation of the agencies that hold the data. In those sections we describe the 
process of data acquisition separately for stakeholders who need to gain data access 
and agencies that already have it. 

It is unlikely that any state or local jurisdiction will completely replicate the NY/NY 
analysis, as it was very expensive and time-consuming. Luckily, it probably will not be 
necessary for a jurisdiction to do that much in order to make a case for PSH within its 
boundaries. A jurisdiction may choose to examine only changes in use of publicly 
funded services, if that information is sufficient to impress policy makers that investing in 
PSH is a good idea. The examination may even be limited to one or two services rather 
than the eight institutions included in the NY/NY analysis, again depending on what 
local decision makers think is most important. Or a jurisdiction could do use and cost 
reduction, without taking the final step to calculate savings.  

This brief walks you through the thinking and data gathering needed to make a decision 
about whether to take on a cost avoidance analysis, and if yes, what scope and 
complexity your jurisdiction needs and is able to produce. It offers a simplified 
description of the methods used for the NY/NY analysis, to serve as a baseline against 
which a jurisdiction can compare its own information needs, data availability, and 
analytic capability. It also offers for comparison brief descriptions of two similar but less 
expensive analyses and two simple pilot efforts. These descriptions are followed by a 
detailed presentation of what conditions need to be met for a jurisdiction to pursue its 
own NY/NY-type of analysis.  

The final section of this brief describes options for producing useful cost data without 
completely replicating the NY/NY analysis. The section discusses how to think about 
what data one needs to design a policy, and what data one needs to generate the 
political commitment to invest in PSH as a normalized government activity. 
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The NY/NY analysis was expensive—$450,000, not counting the unpaid efforts during 
the two years before the project officially began that researchers and their partners at 
CSH devoted to getting permission to use public agency data and other start-up 
activities. It was complicated and thorough. It used a sophisticated design, examining 
public costs for eight public agencies,3 each with its own data system, and constructed 
unique comparison groups for most. The NY/NY analysis included three components: 

1. Identifying service use for two years up to PSH placement compared to service use 
for two years following PSH placement, for all 4,679 people who received a NY/NY 
placement. 

2. Identifying service use for two years up to a date equivalent to PSH placement 
compared to service use for two years following that date, for 3,336 pairs, each 
consisting of one person who received a NY/NY placement and one matched for 
similar characteristics who did not (data limitations constrained a number of 
subanalyses to much smaller subsamples). 

3. Identifying the costs associated with services in each period and the costs 
associated with the NY/NY placements, and calculating cost savings by comparing 
the costs avoided to the cost of PSH.  

Selecting the Intervention Group and Creating Matched Pairs for Analysis 

Through the NY/NY Initiative, 4,679 chronically homeless people with SMI were placed 
in PSH over the eight-year period from 1989 to 1997. These became the base sample 
for the intervention group. Unique sets of matched pairs were created for each public 
agency in the service use and cost analysis. NY/NY Initiative residents who had used 
the public agency were first selected. The public agency database was then searched to 
find someone who matched each of the NY/NY residents on pre-placement service use, 
and who also appeared in the shelter database of the Department of Homeless 
Services. Several factors affected the number of matched pairs in the final subsamples 
for different public agencies—the number of NY/NY residents who had used the public 
agency in the four-year period under investigation, the ability to find people among the 
public agency’s other users who met the match criteria, and the years for which the 
public agency had data available. Some public agency subsamples were as small as 
several hundred matched pairs, despite the large number of people who received 
NY/NY placements.  

                                            

 
3 The eight public agencies included one federal agency (the Department of Veterans Affairs), three New 
York state agencies (Medicaid, mental health, and corrections), and four New York City agencies (human 
services, homeless services, locally funded health and hospital care, and city jails). 
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Accessing Public Databases 

NY/NY researchers spent several years gaining access to public agency databases; 
each agency required separate negotiations. Once a public agency granted access, 
researchers could begin to search its database for records of service use by each 
person with a NY/NY placement, and then for matching people. Because people had 
entered PSH over such a long period, the NY/NY researchers had to search eight years 
of databases (if they were available) to get data for two years before and after entry into 
PSH.  

Analyzing Data 

The basic data extracted from public agency records were number of visits (emergency 
room and outpatient) or number of inpatient days (for prisons, days of incarceration). 
Dates of service use were limited to the study period (two years before and after NY/NY 
placement, or its equivalent for the matched controls). Diagnoses were also extracted, 
and permitted the researchers to determine what proportion of service use was 
associated with particular mental illness and substance abuse disorders, whether the 
visit was for that disorder or not.  

Using the number of visits/days and the subsample size, researchers calculated several 
very simple statistics, separately for the pre-placement and post-placement periods and 
for all NY/NY placements, the placement members of the matched pairs, and the control 
members of the matched pairs: 

• Number of people using the service even once 

• Total number of visits/days 

• Average number of visits/days for all subsample members 

• Average number of visits/days for the people who had had any visits/days. 

 

These raw statistics revealed (mostly) large differences between the PSH placement 
and control samples in their use of crisis/emergency, residential, inpatient, and 
institutional services in the post-placement period. 

The goal of the NY/NY analysis was to understand how much change in service use 
was caused by a PSH placement. Unfortunately, because matching (and even random 
assignment) never creates completely equal treatment and control groups, one cannot 
be sure that some factors other than the presence or absence of a PSH placement 
accounted for the impressive differences in the raw statistics. The NY/NY researchers 
therefore used statistical techniques (regression analysis) to control for a variety of 
factors that could also have affected the results. These included gender, diagnosis 
(schizophrenia, affective disorders, and drub/alcohol dependency diagnosis), and 
whether a person had used any of the service in the pre-placement period. 

Obtaining Cost Data 

Except for the costs of PSH, the NY/NY analysis used per diem (or per visit, for 
outpatient Medicaid costs) cost information provided by the public agencies supplying 
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the service use data. Cost data for shelter days was available through New York’s 
Department of Homeless Services, which pays for 80 percent of the shelter bed nights 
available in the city through contracts with private providers. Cost data for 
hospitalizations and outpatient care was available from the various health agencies, or 
from reimbursement sources such as the Medicaid office. Corrections and Veterans 
Affairs costs were likewise available from those public agencies themselves. It seems 
relatively simple to get these per diem/per visit costs, but it is less simple to be sure that 
using them will give us “apples to apples” comparisons—that is, to be sure the public 
agency costs and the PSH costs include or exclude the same cost components. We’ll 
say more about this after describing how the costs of PSH were calculated. 

The cost data the NY/NY researchers spent the most effort to acquire were the costs of 
PSH. Because the PSH in the NY/NY analysis was all part of an organized state-city 
program, the NY/NY Initiative, the NY/NY researchers were able to identify cost data in 
consultation with the state and city agencies that provided the money (some of which 
was federal and under the control of the state and city agencies). Researchers 
accounted for construction and renovation, debt service, operating, and supportive 
services costs for PSH. If tenants contributed rent (usually through a housing subsidy 
such as Section 8), the amount paid by the tenant and the amount paid by Section 8 
were both calculated. Even with the consolidation of all the PSH under study within one 
initiative, many different providers actually ran the different PSH sites, under contract 
with different public agencies for different components of costs (capital, operating, and 
supportive services). Contract terms differed, and different providers had different 
sources of funds. Thus many budgets had to be reviewed and key informants 
interviewed to be sure that all relevant costs were being accounted for properly. 

For the final cost analyses, researchers first figured out how many fewer units of service 
PSH residents used, compared to the control groups. For example, suppose they 
determined that those in PSH used 15 fewer inpatient psychiatric hospital days during 
the study period than their matched pairs. Researchers would then multiply the per diem 
cost of an inpatient day by 15 to arrive at the reduction in inpatient psychiatric hospital 
costs due to PSH placement. These calculations were repeated for each type of public 
agency use. 

Researchers then added up all public agency costs and cost savings, annualized them 
(they had initially been calculated for a period of two-years), and calculated costs per 
placement and per unit. This distinction is important because, on average, turnover 
resulted in more than one person being placed in some units in a year’s time (4,679 
people were placed into 3,600 units between 1989 and 1997). Researchers presented 
annualized per unit costs avoided for each of the eight public agencies in the analysis, 
and compared these with the annualized cost of housing someone in a PSH unit. 

Note that in the NY/NY analysis the PSH cost figures include capital and debt service 
costs. Further, their operating and service components tended to be calculated by 
taking total program budgets and dividing by the number of units. It is highly unlikely 
that the per diems obtained from public agencies included as comprehensive an array 
of costs, as public agencies tend to handle their capital and debt service expenditures 
through budgets that are completely separate from their operating budgets. One can 
just imagine how the NY/NY analysis results might have differed if capital costs had 
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either been included in the public agency rates or excluded from the PSH costs, to see 
how important these complications may become. Later in this paper we discuss the 
issues involved in getting as close as possible to “apples to apples” cost comparisons. 
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We include brief descriptions of several other cost avoidance studies to show the range 
of what has been done to date and how much mileage can be achieved with relatively 
limited and focused efforts. Two studies—Connecticut’s Supportive Housing 
Demonstration Program and the cost analysis of San Francisco’s Health, Housing, and 
Integrated Services Network—were fairly extensive while three were fairly limited as to 
sample size, time period examined, and number of programs and agencies involved. 
But each may serve as an example of what a local jurisdiction can do with cost 
information. 

Connecticut Supportive Housing Demonstration Program 

Starting in 1992, the State of Connecticut and the Corporation for Supportive Housing 
(CSH) joined forces to promote the Connecticut Supportive Housing Demonstration 
Program, which ultimately produced 281 units of PSH in nine projects located in six mid-
sized Connecticut cities.4 The first tenants took possession in June 1996; 444 
individuals received placements between then and February 2001. The projects are 
intentially mixed-use; 70 percent of the units are reserved for individuals who were 
formerly homeless or at risk of homelessness, and about half are reserved for people 
with identified special needs, defined as HIV/AIDS, mental illness, or a history of chronic 
substance abuse. According to enrollment data, only 23 percent of enrollees had been 
in situations that would qualify them as literally homeless (shelters or streets) just before 
moving into PSH. Most had been living independently, with family, or in congregate 
living situations. Arthur Andersen LLP, together with several consultants and 
subcontractors, conducted an evaluation of the program, including a cost analysis. Key 
components of this study’s cost methodology, including which aspects of the NY/NY 
analysis it did not do, were: 

• Of the 430 people who were placed in PSH and completed enrollment forms during 
the study period, the sample for the cost analyses included only the 126 people who 
also were Medicaid beneficiaries and signed a consent for access to their Medicaid 
data. 

• Comparisons were made for residents’ public agency service use for two years 
before PSH placement and three years after. No control or comparison groups were 
used. 

• The service use and cost analyses used only one public database, for Medicaid-
reimbursed services. Results were analyzed separately for eleven types of care, 
grouped into four major categories: 1) substance abuse and medical inpatient 

                                            

 
4 Arthur Andersen, LLP; Center for Mental Health Policy and Services Research, University of 
Pennsylvania; Kay E. Sherwood; and TWP Consulting. 2000. Connecticut Supportive Housing 
Demonstration Program: Final Program Evaluation Report, New Haven, CT: Corporation for Supportive 
Housing. 
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treatment; 2) pharmacy, home health care, and medical equipment; 3) ambulatory 
substance abuse, medical, psychiatric, and case management assessment and 
monitoring; and 4) physician care, care by other providers, and dental care. 

• To guard against false positive results because no control group was used, 
researchers divided the “before” and “after” periods into 6-month increments, four 
occurring prior to PSH placement and six following placements, to create a time 
series. Results mostly showed that service use was consistent in each period before 
PSH placement, and increasingly different in each period after a person entered 
PSH. Documenting consistent patterns of pre-PSH service use and post-placement 
changes lends more confidence to the findings in the absence of a control group.  

• No calculations were made of the cost of the PSH itself, including on-site medical, 
mental health, substance abuse, or other supportive services. Nor were use or cost 
data obtained for use of emergency shelter or other residential options within the 
homeless assistance network either before or after PSH placement. 

Results showed that tenants “decreased their use of acute and expensive health 
services, mostly medical inpatient services’ and increased “utilization of necessary on-
going health care and support...such as home healthcare and outpatient substance 
abuse treatment services, that enabled tenants to remain in the community, rather than 
be hospitalized.”5 More tenants used appropriate outpatient services and fewer used 
inpatient services, increasing the efficiency of health care use.  

San Francisco’s Health, Housing, and Integrated Services Network 

San Francisco is home to many PSH programs, several of which are linked to each 
other through a PSH network—the Health, Housing, and Integrated Services Network 
(HHISN). A CSH study6 of supportive housing programs in San Francisco used limited 
components of the NY/NY methodology to document cost savings to the public health 
and mental health systems attributable to PSH. Key components of these studies’ 
methodology, including which aspects of the NY/NY analysis it did not do, were: 

• The sample included only the residents of two PSH buildings that were part of the 
HHISN, and was small compared to the NY/NY analysis—253 people in the base 
sample, and as few as 95 for selected analyses. 

• Comparisons were made only for residents’ public agency service use for two years 
before PSH placement and two years after. No control or comparison groups were 
used. 

                                            

 
5 Andersen, et al., p, 33. 
6 Early results are summarized in Proscio, Tony. 2000. Supportive Housing and Its Impact on the Public 
Health Crisis of Homelessness, New York: Corporation for Supportive Housing. Later follow-up results 
described here are available in Martinez, Tia and Martha R. Burt. 2003. Changes in Service Use Patterns 
for Chronically Homeless People Placed in Permanent Supportive Housing. Oakland, CA: Corporation for 
Supportive Housing. 
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• The service use and cost analyses initially focused on only two public systems of 
care. The computerized data systems for these two public agencies contain records 
of care paid for through Medi-Cal (California’s Medicaid program) and 
“uncompensated care” paid for by local government resources: 

1. Inpatient and emergency room care from San Francisco General Hospital and 
outpatient care received from the primary care clinics operated by the San 
Francisco Department of Public Health (together, the hospital and clinics are 
referred to as the Community Health Network, which also includes Laguna 
Honda Hospital, San Francisco’s public long term care facility)  

2. Mental health care from San Francisco Community Mental Health Services (the 
county mental health system, which also includes services run by nonprofit 
providers under contract with the county). 

• Later analyses extended these examinations to include the county jail, jail medical 
and psychiatric services, and substance abuse services. 

• To guard against false positive results because no control group was used, 
researchers divided the “before” and “after” periods into four one-year periods and 
showed that service use was basically similar in each of the years before PSH 
placement, and quite different in each year after a person entered PSH. The 
inference is that in the year immediately before entering PSH, sample members 
showed typical patterns of service use, not unusual patterns. Documenting the 
consistency of pre-PSH service use lends more confidence to the findings in the 
absence of a control group. 

• No calculations were made of the cost of the PSH itself, including on-site medical, 
mental health, substance abuse, or other supportive services. Nor were use or cost 
data obtained for use of emergency shelter or other residential options within the 
homeless assistance network either before or after PSH placement. 

Results were impressive, even with these significant deviations from an ideal evaluation 
design and calculation only of costs avoided in two public systems, not cost savings 
overall. As more cost avoidance/savings studies are done and obtain similar results, 
each one reinforces the others, increasing confidence in the results even of studies with 
limited designs. For residents of the two San Francisco PSH programs studied, 
emergency room visits fell by half (from approximately two to less than one per person 
per year). Inpatient days went from 441 in the year before PSH to 278 in the year after. 
For those in PSH for two full years, the second year of PSH saw an additional 15 
percent reduction. For the year that began 24 months before PSH placement (i.e., 
months 13-24 pre-placement), days of residential mental health treatment outside of 
hospitals had been 465 for the 177 people for whom informed consent was obtained to 
search the relevant records, and for whom data were available. These days went to 415 
during the year just before PSH placement, and to none during their first full year of 
residence. Costs avoided were comparable.  
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San Diego’s Highly Focused Cost Studies 

San Diego has a Homeless Outreach Team (HOT) Program that helps chronically 
homeless street people with serious mental illness to leave the streets. When HOT was 
still a pilot (it is now county-wide, thanks in part to its financial analysis), the program 
asked the UCSD Medical Center to track care received at Scripps Mercy Hospital, 
UCSD Medical Center, and the San Diego emergency medical services system by 15 
mentally ill chronically homeless individuals well-known to the HOT workers during an 
18 month period from July 1, 1997 through December 31, 1998. The 18-month cost for 
these 15 individuals alone was just under $1.6 million, including physician fees but not 
including care that might have been incurred at other regional hospitals. HOT’s 
expenditures of $69,820 a person a year, to get chronic street homeless people with 
multiple disabilities into stable housing situations represented a substantial savings from 
the alternative emergency service expenses. 

San Diego also has a Serial Inebriate Program (SIP), which arrests chemically 
dependent homeless street people and, following a drug court model, offers them a 
choice of jail or treatment (California law stipulates up to six months in jail for public 
drunkenness). SIP staff did a cost analysis showing the very high levels of public 
resources being absorbed by serial inebriates, compared to the costs of treatment. They 
calculated a cost of $977 for maintaining one serial inebriate in housing plus outpatient 
substance abuse treatment for one month, compared to $1,470 for the cost of one 
police contact with an ambulance visit to the emergency room followed by a day in jail. 
Based in part on this analysis, local dollars were committed to make adequate treatment 
resources available. SIP participants are all people with very long histories of addiction 
and street homelessness, and all were treatment resisters. Nevertheless, over three 
years the program has an average annual substance abuse treatment completion rate 
of over 40 percent compared to average completion rates for voluntary substance 
abuse treatment programs for homeless people of between 20 and 33 percent, with 
most falling at the lower end.  
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Jurisdictions thinking about doing their own cost avoidance analysis for their PSH 
programs can begin by asking themselves a number of questions. The first two 
questions are preliminary; the last three questions focus on the three major outcomes 
you might want to document—use, cost, and savings. We list the five questions first, 
then examine each in turn, discussing approaches for and challenges of getting the 
different types of data that are needed to answer each question as the questions arise. 

1. Does the PSH we have meet minimal criteria for a cost avoidance analysis?  

2. What types of people are in our PSH?  

3. (Use) Does living in PSH change residents’ use of public crisis services? 

4. (Cost) How much less are public agencies spending for people living in PSH, 
compared to public cost in the year(s) before PSH? 

5. (Savings) Does the money saved from reduced use of public crisis services 
equal or exceed the cost of PSH? (Is PSH cost-effective?) 

Does Our PSH Meet Minimal Criteria for a Cost Avoidance Analysis? 

The basic criteria relate to how many units of PSH you have and how long you have 
had it.  

• Your jurisdiction actually has to be providing some PSH to a reasonable number of 
people.  

• The PSH, and the people in it, have to have been around for at least two to three 
years. 

 

Whether you are only trying to measure changes in service use or are also trying to 
assess costs and savings, you need to have a reasonable number of people in PSH to 
include in the analysis. You should be trying for not fewer than 100 PSH units and 
occupants; two or three times that number is desirable, if possible. The more people 
who are in the intervention condition, the less likely you are to have a few people whose 
extreme behavior changes the results for the whole group. Sometimes smaller samples 
can be used to provide information meaningful to policy makers, but it is extremely 
difficult to get statistically significant results with small samples. 

Further, the date that a reasonable number of people entered PSH generally has to be 
at least two to three years earlier than the date when you want to conduct your 
analyses. This is true for two reasons. First, you want people to have been in PSH at 
least one year, to give PSH a reasonable length of time to make a difference to its 
residents’ service use. Some evidence indicates that two years is even better (see 
results for HHISN, summarized above). Second, it takes at least 12 months (and 
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sometimes up to 24 months) for service and cost data to become reasonably complete 
for Medicaid and other data systems that rely on billing information submitted by service 
providers.7. Medicaid data, in particular, are necessary to assess use of medical, mental 
health, and some substance abuse services. The combination of waiting 12 to 24 
months for Medicaid and other relevant data and preferring one or two full years of PSH 
residence as a requirement for inclusion in the financial data analysis dictates that the 
intervention group have entered PSH at least two to three and ideally up to four years 
ago. It is possible to do your analysis more quickly IF you are reasonably confident that 
billing information in the central databases is up to date and complete, but you will miss 
services and costs if the data do not meet those criteria. 

 

The sample “count backward” timeline displayed above gives a quick picture of the time 
frames involved. It starts with allowing two years for Medicaid data to become available 
for the period after move-in. It then gives the period of tenancy after move-in—one year 
for the top set of bars, and two years for the bottom set of bars. It shows a three-month 
move-in period (which is actually pretty short for rent-up in many PSH projects). Finally, 
it shows a two-year period before move-in, which is what you will be using as the 
comparison to your tenancy period.  

For a PSH project to be included in a financial analysis beginning in Fall 2003 that 
wants to cover one year after move-in, if you want to avoid missing data because of 
routine billing delays, the last tenant included in the analysis has to have moved into 
PSH no later than Fall 2001. (To assure that all Medicaid data is complete, the last 
tenant should have moved in by Fall 2000. If you want to cover two years after move-in, 
the last tenant has to have moved into PSH by Fall 1999.  

                                            

 
7 This is because hospitals or other service providers may be permitted to bill for services at any time 
during a fiscal year or contract period, so some service utilization information may not be submitted and 
recorded in central data bases until the end of the fiscal year. Also eligibility for Medicaid or other benefits 
may be pending at the time of service delivery. In these cases, when retroactive eligibility is established, 
service providers may bill for services provided up to 24 months earlier. 
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What types of people are in our PSH? 

The point of a NY/NY-type analysis is to show that homeless people cost the public a lot 
if they are left homeless—possibly nearing or equaling the cost of housing them and 
offering supportive services that help them keep their housing. The analysis shows this 
cost differential by looking at the year (or two years) before PSH move-in and the year 
(or two years) after move-in.  

Several factors may affect whether you find big service use and cost reductions as a 
result of PSH, and also whether you will be describing changes attributable to ending 
homelessness or attributable to other effects of PSH. Chief among the factors to 
consider are whether the people receiving PSH used lots of very expensive services 
before moving into PSH, and whether they did so while being homeless. So it is very 
important to know where your PSH tenants were before they moved into PSH—were 
they homeless or in other publicly funded settings, and for how long—so you can 
characterize the comparison accurately. 

Given the costs associated with PSH, the “before” period has to be one of high publicly 
funded service use for one to be able to demonstrate net savings. Generally, the people 
who will have high use levels are chronically homeless people with one or more major 
disabilities. The more your PSH tenants meet this description, the more likely you are to 
find that the costs of supportive housing are offset by savings that come from reduced 
service use and costs in other systems. Conversely, if your PSH tenants have fewer 
major disabilities (i.e., they do not have a severe mental illness, long-standing 
substance abuse disorder, various physical disabilities, HIV/AIDS, and/or other high-
service-use conditions) they are less likely to have used expensive public services and 
your analysis is less likely to be able to show substantial cost savings. 

It may be that significant numbers of your PSH tenants were never homeless or not 
homeless for long periods of time, but were in institutional or other high-cost service 
settings. Then the analysis may be able to show savings after PSH – but it will not be 
accurate to describe this as a comparison between the costs of homelessness and the 
costs of PSH.  

If your goal is to compare the costs of PSH to the costs of homelessness, you will be 
able to do this best if your PSH tenants, and anyone you want to use as part of a 
comparison group, have been chronically homeless (so that they were homeless for all 
of the “before PSH” time period). Otherwise even if you are able to get data from 
several public agency databases for service use over the year or two before PSH 
placement, it will not be clear how you should interpret this information for people who 
were not homeless for most of that period. It should be relatively easy to tell whether 
people in a particular PSH program have a long history of homelessness. This should 
be enough if you want to do a program-specific analysis. If you want to include a 
comparison group of people who did not receive PSH, you will also need to have a way 
of knowing that these comparison people have equally long homeless histories, and that 
they continued to be homeless during the period after PSH placement for the tenant 
population. 

Finally, the more heterogeneous the group of people who receive an intervention (in our 
case, PSH), the bigger the group needs to be to see reliable results because there will 
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be a lot of variety among people’s histories before moving into PSH. If everyone in your 
PSH has serious illness with co-occurring substance abuse and a 10-year homeless 
history, you will need fewer people to see reliable patterns than if you have some with 
mental illness, some with only substance abuse, some with both, some with HIV/AIDS, 
some with chronic physical illnesses, and so on. Also, for interventions that have small 
impacts or different impacts for different types of people, you will need a big group to 
get measurable results. In PSH, because participating in supportive services in not a 
condition of tenancy, some tenants may be very involved in supportive services and 
may experience large changes shortly after moving in, while others may be harder to 
engage and may achieve changes more slowly and require greater service input before 
that happens. 

A “Bonus” Outcome—Changes in Tenant Mix 
Although not part of the NY/NY analysis, communities seeking to conduct a cost 
avoidance analysis may also find themselves in the position to document an “extra” 
outcome—increasing use over time of PSH for (formerly) chronically homeless people 
with major disabilities. At the least, understanding who occupies PSH for the cost 
avoidance analysis will give you a baseline against which to track changes in tenant 
mix. In mid-2003, CSH’s best estimates are that perhaps as few as 20 to 30 percent of 
PSH tenants are people with major disabilities who were once chronically homeless. 
Other PSH tenants include people with disabilities who were at risk of homelessness, 
people who were previously living in more restrictive settings, and people who have 
been homeless for shorter periods of time, Communities that start off with a higher 
percentage of tenants who were chronically homeless or those with the most severe 
disabilities who have a history of using high-cost services are more likely to be able to 
document cost advantages of PSH. It also follows that if communities are able to 
increase the percentage of PSH units occupied by people who have been chronically 
homeless over several years through targeting and selection criteria, and serve them 
effectively, they will see improvements in their savings of public dollars attributable to 
PSH.  
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A community may decide to pursue one or more of the three components of the NY/NY 
analysis—use, cost, and savings. Cost and savings calculations depend on having 
service use data, so if you are only doing one component, that will be service use. 
Targeting, a fourth possibility not pursued in the NY/NY analysis, was already 
described—whether PSH is reaching its intended target population(s) of homeless 
people with disabilities, including those with the most long-term homelessness or those 
who face the greatest barriers to housing stability. Which you choose to do will depend 
on your assessment of (1) whether service use and cost data from public agencies exist 
in retrievable formats, (2) whether the data are or can become accessible for analysis, 
(3) whether you can obtain comparable unit cost data from public agencies and PSH, 
and (4) what types of data will make the most powerful impact on your community’s 
policy makers.  

Before discussing any of these issues, however, it is essential to consider requirements 
for accessing any type of public data linked to individuals. This issue, often referred to 
as “informed consent” or “data privacy,” is so important that we discuss it first, as an 
inquiry’s total strategy will depend on whether or not the researchers need to obtain 
informed consent to access public data from the people in PSH whose use of public 
crisis services you want to track. In most situations, analysts will face this issue whether 
they work for the relevant public agencies as staff or contractors or are completely 
independent. 

Understanding the Need for Tenant Identifiers, and Hence for Informed Consent 

Generally speaking, any economic analysis you undertake will involve using personal 
identifiers to match the people in PSH to their records of service use from one or more 
public agencies. At a minimum these identifiers will include each individual’s first and 
last names, gender, and date of birth. Either a full social security number (SSN) or the 
last four digits of the SSN are also desirable. The NY/NY researchers used the first four 
to identify homeless people in the various public agency databases they searched, and 
used SSN as a backup match element in case the first four did not yield a definite 
match. At first glance one would think that SSN would be sufficient, but SSNs may leave 
a lot of room for error, both in the way people give them and the way they are recorded. 
One can always try to use the SSN first, but have the other information available as 
backup—you will need it. 

Because researchers will be dealing with data that can identify individuals and put them 
at some potential risk, the project will have to develop appropriate procedures to protect 
the privacy of PSH tenants (and comparison group members, if any) and assure the 
confidentiality of all data pertaining to them. These procedures fall under the general 
rubric of getting informed consent and protecting data privacy.  

Many public agencies have legal or regulatory obligations that limit their ability to 
provide data with identifiers to people who are not agency employees or agents. 
Further, recent federal regulations known as HIPAA (after the Health Insurance 
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Portability and Accountability Act of 1996, which required them) place serious 
constraints on access to certain types of health-related information. Restrictions also 
affect the ability of the public agencies involved to share each others’ data at the 
individual level. 

That being said, there are many legitimate reasons why public agencies and external 
evaluators want to access public administrative data, and many circumstances under 
which access is allowable. Allowable situations (described in more detail in the 
Appendix) include use of de-identified data sets and those with limited identifiers, and 
procedures that have received the approval of an Institutional Review Board (IRB) 
established for the purpose of protecting data privacy. Standards for informed consent 
are particularly high with respect to mental health and substance abuse service data.  

Analysts (including those who work for public agencies) should be sure they know what 
these standards are and develop plans to meet them, or they may find themselves 
unable to access data about important aspects of care. Your approach for obtaining 
informed consent should be reviewed by an appropriate authority, usually and 
Institutional Review Board (IRB). All universities, many research firms, and some public 
agencies have their own IRBs. Most, but not all, research situations require researchers 
to obtain the informed consent of the people whose records are to be examined. 

Under certain limited circumstances, such as when all of the records to be used, 
including the records of shelter use and PSH tenancy, are maintained by the same 
public agency or agencies that are conducting or sponsoring the data analysis and the 
actual analysts are working as agents of these agencies, the law does not require 
informed consent from each person in the analysis. This was the situation in New York, 
where the Department of Homeless Services maintains a database of emergency 
shelter users going back more than a decade, and tenancy in NY/NY housing was a 
matter of public record. Thus researchers were able to identify both “treatment” and 
case control individuals from public databases, without having to go to homeless 
assistance or PSH providers. Basing their approach on provisions of city and state 
regulations that allow public administrators to use their own data for purposes of 
managing and improving public agency performance and efficiency, which was an 
avowed purpose of the NY/NY analysis, the NY/NY researchers could match people 
within and across the different public agencies included in the study without having to 
obtain informed consent from the thousands of program participants and case controls 
for whom data were examined.8 Even so, it took many months to work out the 
agreements for data access.  

                                            

 
8 Having direct conversations about requirements and procedures with the agencies whose data are 
desired for the study is the best way for researchers to learn what restrictions and requirements apply in 
their state. These agencies should be cognizant of the state and federal regulations that govern their 
behavior. These conversations are essential if the researchers are not agency employees or agents, but 
they are also worthwhile if the analysts work for a public agency, as there will still be issues of cross-
agency data matching to be handled. The important thing for researchers to know going into these 
discussions is that ways exist to do this – you just have to find the ones that will work where you are.  
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Very few communities in the country will be in the NY/NY analysts’ situation. That is, 
they will not have any public administrative data that can tell them who is in the 
“treatment” condition of living in PSH. Nor will any public administrative data be able to 
help them identify a comparison group of people who were homeless in the same pre-
treatment period. The vast majority of emergency shelter and transitional and PSH 
programs are run by private nonprofit providers, with only the provider being 
knowledgeable about who has been in residence and when. These providers do not 
have the right to convey individual identifiers of consumers to public agencies without 
those consumers’ consent.  

As new HMISs are implemented, increasing numbers of communities will maintain 
information about the people who use residential homeless assistance programs in a 
community-wide database. Different communities will have different rules governing 
who can access these HMIS data; if yours is one that gives access to one or more 
public agencies, your requirements for informed consent may change in future years. 
But it will be several years before HMIS data are maintained consistently enough to 
provide comparable data for the years before and after homeless people move into 
PSH, and most data systems being developed will never be able to capture homeless 
assistance system use for the years before they began to collect data. So, while an 
HMIS may make the job of conducting an economic analysis easier in the future in 
some communities, each situation will still have to be examined carefully to see what 
types of privacy protections may still be needed.  

There may be “in-between” situations that would take review by an IRB to determine 
whether or not informed consent is needed. For instance, say a public agency such as a 
health department funds services at a PSH program. Could the PSH program, without 
getting informed consent, supply the health department with tenant identifiers and 
move-in dates (but no further information about tenant characteristics) so the health 
department could analyze the cost offsets in other parts of its health system using its 
own staff or consultants? One might argue that this does not pose great risk to the 
tenants, that the health department would not be revealing sensitive health data to the 
PSH program, and that the PSH tenants are already known to the health department as 
they are clients and receive department-supported services. We are not an IRB, so we 
can’t say whether this scenario would be acceptable. An IRB will need to review the 
specifics of this approach, but we believe in many cases it may be acceptable.   

For better or worse, the need to obtain informed consent from PSH tenants (and if 
applicable, from a comparison group of homeless people) to access public records will 
be a fact of life for most jurisdictions interested in pursuing economic analyses of use, 
costs, and savings. This will be true regardless of who the analysts are, what type of 
access they ultimately get, and what data they get access to—because the issue is as 
much one of revealing to public agencies the identities and current circumstances of 
PSH tenants (and possibly comparison group members) as it is revealing to researchers 
what public agencies know about those tenants. As long as public agencies have no 
way of knowing who is or is not in PSH (or in a comparison group) unless the 
researchers or the PSH programs themselves reveal this information, the study will 
need informed consent to convey identities to public agencies as well as to search their 
records. 
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Who Might the Analysts Be, and What Data Formats Might They Obtain? 
The people doing the analysis of public administrative records for a NY/NY-type cost 
analysis are likely to fall into one of three categories, each with advantages and 
limitations: 

• They are regular employees of the public agencies whose data will be analyzed; 

o Advantages: easy access to the full universe of agency data, and 
experience manipulating it. 

o Limitations: does not know which people are in PSH (or comparison 
group) or when they moved in, and must receive this information and 
relevant identifiers from outside source. Does not have other PSH tenant 
information that can help to explain observed service use patterns (e.g., 
length of homelessness, nature of disability) unless this too is received 
from an outside source. 

• They are in a business relationship with the public agency. For example, the 
analyst could be in the budget office that provides oversight of the agency’s 
spending, or work for one public agency that has an agreement with the other 
public agency(s) to share data for program planning and administration, or be a 
consultant engaged by the public agency and working “as an employee” to do 
this analysis, or have entered into a formal partnership with the agency; 

o Advantages: potentially as easy access to the full universe of agency data 
as regular agency employees; may or may not have as much experience 
manipulating it. Once matches are made, may be able to make a data 
extract and take a mostly de-identified data set outside the agency for 
further analysis, with appropriate data security safeguards. 

o Limitations: could be same limitations as for regular employees, but a 
contractor might also be able to fulfill both “inside” and “outside” roles, by 
working within the agency on administrative data sets and also being the 
ones to obtain informed consent, identifying information, and other 
personal characteristics from PSH tenants (and comparison group 
members). 

• They are completely independent of the agency or agencies involved, such as 
being at a university or private research organization. 

o Advantages: Would be the ones to obtain informed consent, identifying 
information, and personal characteristics from PSH tenants and 
comparison group members. 

o Limitations: would have to negotiate agreements with public agencies for 
data access. The result could be a memorandum of understanding 
granting access as free as a “business relationship,” including permission 
to take a de-identified data extract outside the agency for further analysis. 
At the most restrictive extreme, however, it might be limited to receiving 
only aggregated data from public agencies. In such a case, the agency 
would not allow the analysts access to its data, but would be willing to take 
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tenant identifiers and move-in dates (the critical pieces of information for 
reviewing agency files for this analysis) and have its own analysts search 
its databases, conduct the analyses, and assemble the results in 
aggregate form. The research project analysts would receive only these 
aggregated data—they would know what proportion of PSH tenants (and 
comparison group members) had emergency room visits, hospitalizations, 
and so on, but would not know which specific tenants used these services. 
They therefore would not be able to conduct analyses linking client 
characteristics to changes in service use. 

Obviously the best of all worlds would be to have agency analysts working closely with 
the people who will obtain consent and information on individuals. Then the public 
administrative data can be manipulated by the people who know it best, and other 
analysts can take it and pursue more complex analyses to figure out what it all means 
and how it might relate to public policy. We’ll return to some of these issues below, 
when we discuss the practicalities of obtaining agency data. But for now the important 
thing to note is that these issues will have to be resolved before you can write your 
procedures for obtaining consent and for assuring data privacy, which you will need to 
take to an IRB for approval.  

Actually Getting Consent 
Consent can only come from the individuals themselves (unless they are incompetent to 
give it, in which case it must come from a conservator or guardian). It cannot come from 
the PSH program, as the program does not have the right to give it. Strict expectations 
apply for what people must be told about why the researcher needs the data, what 
potential risk there might be to the person if he or she gives permission, how that risk 
will be minimized, what benefits might accrue to the person or to others, and so on. We 
include a sample consent form in the Appendix that covers all of these points, from a 
project involving families in PSH in San Francisco. 

Further, “normal” informed consent, such as one would get to conduct an interview with 
someone, is not enough when you need the individual’s permission to search public 
records. The requirements escalate in this case—which is our case in this guide. 
Releases must be very specifically worded, must name each agency for which 
permission is desired and must get explicit permission for each agency, must get 
explicit permission for accessing mental health and substance abuse diagnoses and 
treatment, and so on. Again, the Appendix contains an example of such a release form 
being used in the San Francisco family PSH project. 

Any informed consent and release forms you develop should be reviewed by the 
agencies from which data will be obtained and by an IRB for compliance to relevant 
rules and regulations. In addition, it is a good idea to have the PSH program staff review 
these forms also, so they know what their tenants are being asked to sign and can 
provide feedback to the researchers about phrasing, issues likely to be red flags, and so 
on. 

Many practical issues will need to be resolved before you are ready to begin asking 
tenants for their consent. These include who will actually do the asking, when, where, 
what else will be going on at the time, and so on. 
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Who will do the asking could be PSH program staff, case managers, researchers, and 
possibly others. Each has advantages and disadvantages, including who has the time to 
do it, who has the best access to and rapport with tenants, what might happen to staff-
tenant rapport if tenants might see staff asking for consent as compromising trust or 
confidentiality, and how staff time is to be compensated if staff do the asking. Research 
project staff will have to work out these issues with PSH programs. 

When and where tenants are asked for their consent depends in part on who is doing 
the asking. Case managers can ask during case conferences, but that time and place is 
not open to research staff.  

One approach to seeking consent if the one doing the asking is not a staff member of 
the PSH program is for a research team member to ask tenants to complete a brief 
survey, for which they would be compensated for their time. The survey would seek 
information of direct value to the economic analysis, such as their history of 
homelessness, service use while homeless, prior experience with PSH and other 
homeless assistance programs, and so on. Consent for that survey would be built into 
the approach to the tenant, and the tenant proceeding with the survey would be 
sufficient informed consent. At the end of the survey, the interviewer would thank the 
tenant for the completing the survey, give the tenant the compensation agreed to, and 
then ask the tenant whether he or she would also give permission for the public records 
search, using the permission/release form in the Appendix, modified to fit the specific 
jurisdiction and agency data needs. The tenant would be free to refuse this consent, but 
would still receive compensation for completing the survey. 

Researchers also need to consider whether the people who give consent will be 
representative of all of the PSH tenants (or of a comparable group of homeless people if 
you are using a comparison group). Culturally competent outreach strategies and 
modest financial incentives for participation in the initial survey can help get a good 
participation at that initial stage, which would then increase the odds of getting a 
reasonably representative sample. Even if seeking consent is the responsibility of 
program staff, care still needs to be taken to monitor representativeness—it is always 
easier for staff to ask the cooperative tenants or the tenants who have been there 
longest or whom they know the best, rather than all tenants. 

Just as the information conveyed to PSH tenants in asking for their consent must be 
clear, understandable, and honest about the risks involved to the tenant, the procedures 
must be open and most especially non-coercive. The tenants must be free to refuse, 
and must feel free to do so if they so choose. You will need to describe these 
procedures clearly to an IRB and get approval before approaching anyone to ask for 
consent. 

USE – Does living in PSH change residents’ use of crisis public services? 

Because the ability to calculate cost and savings depends on obtaining data on service 
use levels, we first discuss use, raising many practical issues as we proceed. You will 
want to describe service use by PSH tenants during the period before they moved into 
PSH and during their period of residence, and then compare the two to get changes in 
service use. The assumption is that while homeless, before PSH, the target population 
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will have used expensive crisis services such as emergency rooms, emergency 
psychiatric hospitals, other health services, and detoxification centers; the shelter 
system; the resources of law enforcement and corrections; and, if families, child 
protective services and foster care. In contrast, we assume that once in PSH, use of 
these expensive emergency services will decrease, even if use of (less expensive and 
more appropriate) public outpatient services and services attached to the PSH 
increases. Many communities could get considerable political mileage just out of 
demonstrating significant changes in crisis service use patterns, even without being 
able to attach costs to them.  

If you do not have a comparison or control group, you will not be able to attribute all 
changes in use to PSH placement, but simple data on changes in service use patterns 
can still be powerful to most policy makers. Further, it may be sufficient to document 
changes in service use for only one or a few services or institutional types (e.g., 
emergency rooms and inpatient hospitalization); you need not think that if you cannot 
get use information from all the different types of agencies included in the NY/NY 
analysis, you cannot do anything. Two of the examples described earlier (HHISN in San 
Francisco and the Connecticut projects looked (initially in HHISN’s case) only at limited 
types of data, but still produced results with policy relevance and policy effects.  

Determining Which Public Agencies Have Usable Data 
Data on service use will have to come from the public agencies that deliver or pay other 
agencies to deliver the services—the health, mental health, substance abuse, 
shelter/housing, and/or corrections agencies that homeless people use. The person or 
organization that will be gathering and analyzing data may work for one of these public 
agencies, or have established a partnership or “business relationship” with the public 
and nonprofit agencies that finance and deliver a range of services. Because it is 
unlikely that the same agency will control all of the data needed to complete the 
analysis, most communities will find it necessary to establish agreements to access and 
share information across agencies that will link tenant data from supportive housing 
programs with the same people’s data in larger data systems that track service use in a 
range of settings. 

To include a public agency in the analyses, it must be able to track and retrieve units of 
service use. This means days or nights of stay for hospital inpatient, shelter, and 
corrections agencies, and appointments/ sessions/treatments for other agencies. The 
public agency has to be able to do this tracking with sufficient detail to determine how 
many days or units of services each individual has received over the time periods 
included in the analysis. So the public agency must be able to track these service units: 

• ELECTRONICALLY, and 

• IN A WAY THAT CAN BE LINKED TO EACH PSH TENANT, and 

• IN A WAY THAT CAN BE LINKED BY DATES OF SERVICE. 
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Gaining Access to Public Agency Data 
During our discussion of informed consent we began to describe the various forms in 
which economic analysis researchers might have access to public agency data. These 
include:  

• The researcher has access to the entire service/billing database. The researchers 
then must find records belonging to the study sample within the larger database. 
Having the entire database means the researcher also may have the opportunity to 
compare results from the study sample to those from a larger group, or possibly 
even select a matched comparison group from the larger database.  

• The researcher only has service use data for each person in the study sample, but 
identifiers are still attached at the individual level. In this case, agency analysts will 
have taken the identifiers supplied by the researcher and made an extract from the 
entire service/billing database to create the analytic file given to the researcher. As 
the researchers still have identified data, they can attach other explanatory variables 
to individual cases and conduct some analyses beyond simple counts of service use 
and changes.  

• The agency creates a file of individual-level records, using individual identifiers to 
match service use information with personal characteristics (which it has received 
from the same source that supplies the identifiers). The agency then strips the data 
of individual identifiers and gives the researchers individual-level records with all the 
information necessary to conduct both descriptive and explanatory analyses, but 
without exposing individuals to risk of disclosure of personal health or other sensitive 
data because identifying information is no longer on the file. 

• Agency provides aggregated data only, giving proportions of the study sample who 
experienced particular types of service, but not providing data at the individual level. 

Researchers could have access to the entire service/billing database at the public 
agency itself, either because they are agency employees or have a business 
relationship with the agency. Alternatively, after appropriate safeguards are in place for 
assuring the security of the data,9 a public agency may give a researcher a copy of the 
entire service/billing database to analyze outside the agency. The same options are 
available for access to a data extract containing only data on the study sample, which 
would still be at the individual level. 

If no arrangements can be made for the analysts to use public agency data complete 
with identifiers at the individual level, a public agency may still be willing to do one of 
two things, both of which involve removing identifiers from the records. The first is a de-
identified data set still at the individual level. For this option, the analysts supplying the 
individual identifiers and move-in dates would also supply personal characteristics in 
addition to PSH tenancy that might help explain service use patterns. The public agency 
                                            

 
9 Including such procedures as locked file cabinets, secure password-protected servers, dedicated 
computers with limited access, and designation of one or two people as the only ones to work with the 
data, after they have signed a confidentiality pledge. 
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would extract service use records for a specific person and link them with that person’s 
own characteristics by means of individual identifiers. Once linked, the identifiers could 
be removed and the data set, now de-identified and thus cleansed of (most) risk, would 
be made available to researchers for further analysis. 

The second possibility, which is least satisfactory from a research standpoint but better 
than nothing, is for the agency to conduct its own analyses and give the researcher 
aggregated data. The public agency will still need individual identifiers and dates of 
entry into PSH to be able to extract from its own database the records pertaining to the 
people in the PSH sample or comparison groups for the appropriate pre- and post-PSH 
periods. The researchers will have to supply these identifiers and dates, after obtaining 
consent from the people involved. Then agreement will be needed on procedures for 
resolving record-matching issues. Another point on which agreement is essential is 
which types of service units to search for; we discuss this issue in the next section. The 
public agency then does the search, combines the results into pre- and post-placement 
periods, and conveys the aggregated data to the researchers.  

Which format is used will depend in part on who is doing the analyses and in part on the 
type of informed consent and data releases that your study uses. If you can only get 
aggregate data, it will limit your analysis options. You will not be able to do regression 
analyses to help you understand what factors affect any changes you see, but you will 
still be able to compare mean, median, or total levels of service use before and after 
entry into PSH. 

If the analyst is the public agency “owning” the data, then of course it will have the 
whole file. However, even a public agency analyzing its own data will need a list of 
identifiers and dates of PSH placement from the homeless assistance network or PSH 
program(s) to guide it in selecting records for its clients who are homeless, chronically 
homeless, or in PSH. It is expected that the informed consent of the clients involved is 
required before these identifiers can be released to a public agency  

Selecting the Services to Track 
So far, we have glibly been talking about “service use” as if that is a unitary or simple 
thing. It is not. Not only do homeless people and PSH tenants use all kinds of services 
from all kinds of public and private agencies, but the agencies themselves may have 
complex ways of recording service units. Several factors must be considered in 
selecting services to track, some of which are simple and some of which can be 
incredibly complicated. At the simple end is learning from PSH tenants which services 
have been important to them. At the complex end are coming to understand what 
databases exist and what they do and do not cover, and how to simplify your quest 
while still focusing on valuable information. 

Learning from PSH tenants. A focus group discussion with tenants may explore the 
question of where they turned for help and which systems they used most often while 
they were homeless. When tenants share their perspectives about what has changed in 
their own lives since they moved into supportive housing, this information can help you 
focus on those systems where changes are most likely to have occurred. 
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What changes in service use are policymakers and the public most likely to care 
about? For example, if policymakers, budget officials, or the media are particularly 
focused on emergency room overcrowding, or the costs of psychiatric hospitalizations, 
then demonstrating reductions in use or costs in those systems may have more impact 
than a study that examines services across other systems.  

What databases are available and what do they cover? In general, it will probably be 
easiest to get good data from systems where funding is allocated based on billing for 
specific services provided to individuals, and hardest to get good data from service 
systems or programs where funding is not contingent upon documenting specific 
services at the individual client level.  

A big part of the decision about which services to track will depend on which systems 
cover the people and services you want to learn about. Because some of the best data 
will be tied to reimbursement for services, you will need to understand how services are 
funded and who pays for them. For example, depending on how funding flows in your 
jurisdiction, a public health agency may maintain one or more hospitals or clinics that 
serve most homeless and very low-income people, and document services provided 
through them in a single database with data about all health services the agency 
provides to people who are uninsured as well as those covered by Medicaid or other 
health insurance. This would be ideal for your purposes. On the other hand, a number 
of different private hospitals may serve low-income and homeless people, and each 
may use a different data system. The state Medicaid program would have data 
regarding services covered by Medicaid, but the private hospitals may not be reporting 
individual-level data for services provided to people who are indigent and uninsured. If 
study participants are enrolled in managed care health services, the public agency may 
provide funding to the managed care plan based on months of enrollment, and may not 
maintain data regarding actual service use for these consumers.  

Mental health and substance abuse service and payment arrangements can be similarly 
complex. Most of the agencies that provide mental health or substance abuse services 
may receive funding from a single state or local government agency that maintains data 
on the individuals served (including dates of services) across multiple treatment 
settings, in which case you are in luck. But it is also possible that these services are 
funded through grants or contracts to agencies that each maintain client data 
separately. And it is quite possible that some treatment services are provided as part of 
a state or county-financed system with a central data base while other programs receive 
funding through federal grants and don’t participate in the same data systems. So it will 
be important to know which services are included and which are left out of the data 
systems you have access to.  

Jails and other criminal justice programs are likely to have data systems that are very 
different from those in health care systems that were designed for billing purposes. A 
data system that is designed to track inmates in custody may not contain information 
about costs of health services or psychiatric care those inmates receive.  

What services or service clusters do you really need to cover? Tracking all of the 
costs of all of the services used before and after PSH placement will be close to 
impossible. Your task will be a lot simpler if you choose just one or a few service 
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systems/settings that are most meaningful and measure impacts in those systems. With 
this approach you can’t compare total savings to the costs of PSH but you can 
demonstrate impacts that are a good sign of the magnitude and direction of changes 
you would get if you looked at a larger number of systems.  

Even in a single setting such as a hospital it may be too difficult to capture all of the 
services used by each individual. It will probably be easier, yet still reasonable, to get 
simpler data such as days of hospitalization, and work with the hospital administrators 
to estimate average costs for a day of services. This approach loses some detail, and 
may miss changes in the intensity of service use – if for example, hospital visits before 
PSH were for very complex conditions that required unusually complicated care but 
post-PSH hospitalizations were simpler. But it will probably be worthwhile to simplify the 
data request and analysis. 

Which public agencies are interested in helping? Which public agencies are active 
partners in the data collection effort, either because they are the ones that want the 
analysis or because they are willing to work with stakeholders who do? If a jurisdiction is 
ultimately interested in a fairly extensive economic analysis, analysts may want to begin 
by demonstrating the ability to manage data responsibly, and show the potential for 
measuring changes in service use in one system where data managers are enthusiastic 
partners, before other systems will make additional data available. 

Once it is clear that a public agency is going to provide access to its databases, you will 
have to sit down with agency staff and come to a mutual understanding of how the 
agency records services. This includes what units they use, how they label the various 
services a client could receive, how many different places the data could be coming 
from, and what activities that cost money are likely to be missing. For instance, in a 
hospital a two-day inpatient stay could involve expenses related to the emergency 
room, an inpatient ward, and several specialty departments such as radiology, the 
pharmacy, or the lab. With all that, the doctors’ charges probably will not show up, as 
doctors in many hospitals bill patients directly. Other charges and costs may be missing 
as well, such as overhead/hospital administrative costs and the capital costs of the 
hospital building itself.  

Developing matching procedures. Another consideration is how you will find the 
“right” people in public agency databases. It is not uncommon when using client 
identifiers in different systems for more than one potential match to show up. Mistakes 
are common when recording identifying information in public databases, and people 
may give their information differently as well (e.g., using a different form of their first 
name, or giving their age or SSN incorrectly). Different people may have the same 
name. After everything electronic has been done to select the right records, human 
judgment will be required to make final decisions about which records to include and 
which to exclude. Whoever extracts the data for the relevant individuals from public 
agency databases will need a set of decision rules for resolving which records are the 
right ones. Those decision rules will depend, in part on your knowledge of your PSH 
tenants (for instance, if you have no one older than 55 in your PSH, you can eliminate 
anyone older than 60 as a potential match for your tenants).  
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Many public agencies have very complicated sets of service codes that they have to 
use for a variety of purposes. For instance, they could have ten different “therapy” 
codes, or five different ways of recording treatment for injuries or skin diseases. Given 
this likely complexity, two things are certain. First, you must know what you want!!!--
because if you don’t, you surely will not get it. You will have to learn the names of the 
data fields that contain the data you want, and master the public agency’s service codes 
enough to be able to discuss which codes you want them to search for and how you 
want them to combine codes into larger, meaningful, categories for your analysis. Many 
projects trying to use public agency data founder on the shoals of “the data request.” 
Most agencies have one or more forms you have to fill out when asking them to extract 
data for you from their databases. Many people waste a lot of time because they don’t 
ask the right questions and don’t put the right things on the data request form. They use 
up a lot of public agency data managers’ good will with repeated requests, or else don’t 
get the data they need. 

Further, these data must be recorded in a consistent manner over the years before and 
after study participants moved into PSH. This alone can be a formidable challenge since 
information systems and billing/service categories in public agencies change far too 
often, and in ways that frequently result in non-comparable data from year to year. You 
will need to talk with people in each public agency you want to include in your analysis, 
to get the full picture of how service units have been defined and recorded during all the 
years your study wants to cover. 

Deciding Whether to Include Emergency Shelter/Transitional Housing Nights 
The final type of service for which one might want to know use levels is shelter and 
transitional housing days/nights of use. If you are going to include pre- and post-
placement shelter/housing costs in your analysis, you will need to be able to tell how 
many nights each person has spent in shelter/housing. You could guess at this, or try 
various ways to get the person to give you a rough idea, but most communities will not 
be able to get an accurate read on shelter use at the individual level, unduplicated 
across agencies and over time. Community-wide HMIS data may help with this data 
vacuum in the future, but will not be able to supply information on service use from 
before the HMIS was implemented. The NY/NY analysis did include these service units, 
and they are a significant part of the service mix in that study. However, in most 
communities shelter and transitional housing programs are not public sector agencies 
nor do the communities have a homeless management information system or other 
source of data that tracks service use at the individual level across programs and over 
time (New York City, Philadelphia, and a few others are the exceptions). Therefore 
getting data on the number of nights your PSH tenants used these services before and 
after moving into PSH may be impossible. 

Checklist for Feasibility of Conducting Analyses of Service Use Before and After 
PSH 
These are the key things you will need to determine before you can tell whether it will be 
feasible for you to conduct an analysis of changes in crisis/public service use for PSH 
tenants, and to determine the scope of your analysis: 
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�� Which public agencies have usable data? 

o Are the data available electronically? 

o Are the data at the individual level, do they include service units and dates 
of services, and do they have identifiers you can use to match PSH 
tenants with units and dates of service delivery?  

o How comprehensive are the available service data? Do they include all 
similar services (e.g. mental health services) provided by all public and 
private agencies in the jurisdiction, or only those services directly provided 
by a single agency – or under contract with that agency? Which services / 
providers are included / excluded? Has inclusion changed during the 
period of time you are looking at?10  

o Is the same information available for all individuals who have received 
service or only for some (e.g. only for those covered by Medicaid or other 
3rd party payer, or a specific program)? 

o Are definitions of services units and/or cost and reimbursement practices 
consistent across relevant years? Is complete or comparable information 
available for all of the years included in the study period or have there 
been significant changes in what is included / excluded? 

o What is the usual lag time between service delivery and data entry, and 
how long do you need to wait before you can be confident that all service 
data are present for a particular time period?  

�� For each agency with usable data, what do you have to do to get access to the 
data? 

o Informed consent from each PSH tenant? 

o Memorandum of understanding or other formal agreement? 

o Agency runs data itself and gives you:  

��Individual-level data? 

��Aggregate results? 

o Agency allows you to run the data at the individual level: 

��On-site as an official or semi-official staff person? 

��Off-site? 
                                            

 
10 If some service providers are excluded, you will not have a full picture of service use. This might be a 
fact of life, but when you report your results you should describe which providers are missing and what 
the implications might be for understanding your results. Likewise, if there have been significant changes 
in where homeless people and PSH tenants receive services during the study period, you will only 
capture the full picture if you include all the places they receive services. Otherwise, you will have to 
check to see whether a sharp increase or decrease in use of a particular type of service is due to people 
switching providers rather than to a real change in level of service. 
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�� Which service units do you want to extract? 

o Which data fields? 

o Which service codes? How defined? Consistent across years?  

o How to make the data request to get what you want.  

�� What about service units (nights of shelter) in emergency shelter and/or 
transitional housing programs? 

�� Who will help you understand the service unit categories for each agency? 

�� Who will help you understand the service databases for each agency and how to 
query them to get what you want? 

Analysis—Now That You Have Data, What Will You Do With It?  
This section is written as if you, the reader, are going to be doing your own data 
analysis, using data supplied by one or more public agencies. But don’t skip the section 
just because public agencies are going to be the ones doing the analysis. You will need 
to be familiar with the issues and challenges describe here in order to be able to discuss 
your data needs coherently with public agency data analysts, and to be sure that what 
you get is what you asked for and need. 

 

Once you have gathered the raw data from participating agencies, the next step is to 
transform them into a form that can readily be analyzed. Unless you are in the relatively 
rare situation in which all participating PSH residents moved into housing on the same 
day, you cannot evaluate the impact of PSH by simply adding up all the service use 
before a set date and comparing it to all service use after that date. Because individual 
residents move into and out of supportive housing over the course of months or years, 
each participant will have his own unique pre and post periods, calculated by adding or 
subtracting a set number of days from his or her individual move-in date. Agency data 
on service history must then be classified according to these individual pre and post 
periods. Each individual record of service receipt must be linked with information about 
when the recipient entered and exited housing and then coded according to the pre/post 
period in which it falls.  

The vast majority of large administrative data systems that track services are encounter-
based. In such systems every visit, procedure, or hospital stay has its own separate 
record that is stored electronically in the system as a row of data. For instance, one visit 
to the emergency room usually will look like this: 

Patient Name Address SSN Pt Number 
Hospital 
Service  Visit Date Charges Diagnosis 

DOE, JOHN 1440 Jones St. 123-45-6789 254 EMR 7/29/2000 165.22 789.01 

 

For even a relatively small number of participants, the sheer volume of data created by 
such a system over a four-year period can be daunting. For instance, information on 
service use for 70 residents of PSH from a countywide behavioral health service 
provider amounted to nearly 18,000 rows of data. Hospital and emergency room 
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providers typically provide two to four times this amount. While some of the 
transformations described below can be done using advanced functions in Excel and 
Access, we strongly recommend using a more powerful statistical software package 
such as SAS, SPSS, or STATA.  

The key to managing all this information is to use your statistical software program to 
work methodically through the following five basic steps: 1) clean and code encounter-
based service records; 2) attach housing entry dates to service records; 3) categorize 
each service record by the number of days before or after receipt of housing the service 
was delivered; 4) aggregate and summarize service encounters by individual resident; 
and 5) produce summary statistics documenting change over time.  

Step One: Cleaning and Coding the Data 
The first step involves checking the data for any inconsistencies (referred to as 
“cleaning” your data) and then coding and collapsing relevant service variables.  

• The cleaning process should begin by running frequencies on the variable 
describing the date of service receipt. The program will produce a long list of 
dates, in chronological order. You should check the earliest and latest date to 
confirm that you have received data for the complete period.  

• Next, look at the series of dates and see if you can identify any significant gaps in 
coverage over the years. If the service sector covered in the data is one that 
residents use infrequently, then month or even year long periods without any 
service receipt may not indicate any problem. However, if the service system is 
more heavily used, then these types of gaps should be discussed and resolved 
with representatives from the relevant agency. They may mean whole months of 
service use were not captured by the system, or even worse, were never 
entered. You would not want to interpret such gaps as real drops in service if 
what they really mean is failures to record service receipt.  

• Repeat this process separately for each service type included in the data set.  

• Once the data have been cleaned and all problems resolved, the service types 
included in the dataset must be defined, collapsed, and coded. Usually, there is 
one variable in the dataset that describes the type of service delivered to the 
resident. In our example above, the variable is called “HOSPITAL SERVICE.” 
You should print out frequency runs for this service variable. Data systems 
usually use a series of three- to eight-letter codes to describe the service type. It 
is essential that you obtain from the agency a summary sheet defining the 
meaning of these codes (often referred to as the “code book”). The number of 
service types included in an administrative data system can range anywhere 
from 5 or 6 to over 100. When you run the frequencies you can see how many of 
these service types are used by your population and which are the most 
prevalent. You must then make a decision about how you will categorize and 
collapse these service types bearing in mind that the smaller the number of 
cases in a particular service type, the more difficult it will be to show statistically 
significant changes over time. Once you’ve made these decisions, create a new 
variable that reflects your revised groupings and recode all cases into it. 
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Other things to watch out for are new services or programs entering into the data 
system you are using, or changes in service availability from providers who are not in 
the data system. These types of discrepancies should be reviewed with the MIS 
coordinator at the relevant agency, and be reflected in any report you do using these 
data. 

• New things in your data system: Typically, agency administrative data systems 
record a core group of services when they are installed. Then over time they 
expand to include a wider variety of service types that in earlier times were either 
recorded manually or entered into a separate information system. It is crucial to 
understand when different services were “folded into” the system you are getting 
data from, otherwise you risk producing findings that do not reflect residents’ 
actual use but instead simply track the gradual expansion of an agency’s data 
system. For instance, what looks like a sudden peak in use of psychiatric care in 
the past year may simply reflect the fact that psychiatric outpatient visits once 
recorded in a community clinic’s separate data system have recently been folded 
into the health department’s centralized information system. Check your 
frequency runs for service types that abruptly begin (or end) months or years 
after the study’s start date.  

• New or changed levels of service from agencies NOT in your data system. 
Suppose you are using data from your community’s public health system, which 
used to serve everyone because no other providers existed. But some time 
during your study period another agency (e.g., the VA) began an assertive 
campaign of outreach and expanded health and psychiatric services to veterans, 
and many veterans switched from using the public health system to using the VA 
system. The VA data system is totally separate from the public health data 
system, and in this example you have no way to access it. You will, however, see 
a distinct drop in use of certain public health system services—not because 
fewer such services are actually being used, but because the change has made 
the continued use invisible through the lens of the public health data system.  

Step Two: Attaching Housing Entry Dates to Service Records 
Once you’ve cleaned and coded your data, the next step is to attach housing entry 
dates to all service records. To complete this step your dataset with housing tenure 
information must use the same unique identifier as your dataset with service use 
information. This is essential because you are going to rely on this variable to link the 
two datasets and to import the housing entry dates into the service use data. Using the 
“MATCH” or “MERGE” function in your statistical analysis software, attach each 
resident’s move-in date to every record of service received by that individual. Each row 
of data should now have an additional column holding the variable “MOVE IN DATE.” If 
your software allows you to view the data, your row should now look like this: 

 

Patient Name Address SSN Pt Number 
Hospital 
Service  Visit Date Charges Diagnosis 

Move-in 
Date 

DOE, JOHN 1440 Jones St. 123-45-6789 254 EMR 7/16/2000 165.22 789.01 03/30/2000 
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Step Three: Labeling Service Use Records as Pre or Post Placement in Housing 
The next step involves categorizing services by whether they occurred before or after 
an individual’s receipt of housing. In order to do this, a new variable must be created 
that measures the time between the date the resident received a particular service and 
the date the resident moved into supportive housing. To create this new variable, which 
we’ll call TIME, take the service receipt date variable and subtract the move-in date 
variable. The resulting variable represents the number of days before or after move-in 
that the service episode occurred. The values for the “pre-housing” service episodes will 
all be negative numbers while the post period values will all be positive numbers. Based 
on these values, the service episodes can each be individually categorized into the 
appropriate pre and post period groups. For instance, all services with TIME values 
between –1 and –365 would be recoded into a new variable, which we’ll call PREPOST, 
as one year prior. Any time interval can be chosen, including months or quarters. Your 
data should now look like this (we show options for one year, one quarter, and one-
month time periods: 

 Patient Name Address SSN 
Hospital 
Service  Visit Date 

 

Move-in 
Date 

 

Time 

 

Prepost 

DOE, JOHN 

 

1440 Jones St. 

 

123-45-6789 

 

EMR 

 

7/16/2000 

 

03/30/2000 108 1 Year Post/ 

2nd Quarter Post/ 

4th Month Post 

 

At this point, you should be able to use your data to do some very basic runs comparing 
total and average use of services before and after receipt of housing. First, return to the 
service use variable created in Step One. Use your software programs SELECT 
function to limit the analysis to only those cases that fall into one of your categories. 
Now do a frequency run of the PREPOST variable. The resulting output will describe 
the total number of service episodes in that particular category consumed in each 
pre/post period for the entire sample across the entire study period. Re-run this analysis 
for each of the service type categories. In addition to providing a description of the 
pattern of total use, patterns of average use can also be computed by dividing the totals 
in each time period by the total number of residents. 

Step Four: Aggregating and Summarizing Data by Individual Resident 
For some purposes the very basic summary statistics described in Step Three may 
suffice. However, for other purposes you will need to perform more complex analyses, 
including calculating the probability of service use across time periods, exploring 
difference in use by demographic or diagnostic characteristics of residents, and 
performing advanced statistical tests. In order to do this, you will have to perform a final 
data transformation. 

Up until now you have been working with a dataset organized around service visits (i.e., 
each row is a service unit). To perform more complex analyses the data must be re-
organized around individual study participants. This involves collapsing the thousands 
of rows of service encounters into a row if data for each resident that represents his or 
her entire service history plus PSH experience. Service encounters must be aggregated 
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and transformed into a series of summary variables describing the number of visits a 
particular resident made in a particular pre/post period. Then, using unique identifiers, 
these summary variables must be linked with demographic and diagnostic variables to 
create a comprehensive case record for each resident.  

Creating the service use summary variables is the most challenging aspect of this final 
step in the data transformation process. Most statistical software programs have an 
“aggregation” function that will allow you to collapse multiple cases into a summary 
variable. The first step is to create a new variable for each service category by pre-post 
period combination. For instance, separate variables should be created for “ER visit two 
years prior,” “ER visit one year prior,” “ER visit one year post,” and “ER visit two years 
post.” Each of these variables will have only two possible values, the number 1 if the 
service delivered was an ER visit and the visit took place in the stated time period and 
the number 0 if the service delivered did not meet these specifications. These so-called 
“dummy” variables can be created through using the “if/then” syntax available in all 
statistical software programs. The code would go something like this: IF (SERVICE = 
ER) and (PREPOST=PRE1YEAR) then ER1YEARPRE =1; ELSE=0. The specific 
syntax will depend on the program you are using. The resulting row should look like this: 

 Patient Name Address SSN 
Hospital 
Service  Visit Date 

 

Move-in 
Date 

 

Time 

 

Prepost 
ER visits 2 
years prior 

ER visits 1 
year prior 

 

ER visits 1 
year post ER visits 2 

years post 

DOE, JOHN 1440 Jones St. 123-45-6789 EMR 7/16/2000 03/30/2000 108 1 Year Post 0 0 1 0 

 

Once you have created the dummy variables, you can then use the SUMMARY or 
AGGREGATE functions to collapse the multiple rows of data for each resident into one 
summary case. You will want to instruct the system to aggregate the data by each 
resident’s unique identifier. When the program groups and collapses records by, say, 
social security number, it creates summary variables based on the values of the original 
variables for all the cases in that group. Summary variables can be based on a count of 
the cases, on the first or last value, on the highest or lowest value, or on the sum or 
average of values. In our case, we want to take each dummy variable representing a 
certain service used during a certain time period, for instance the variable “ER VISITS 
TWO YEARS PRIOR,” and create a summary variable that totals the values across all 
cases with similar social security numbers. We can then name this variable “SUM OF 
ER VISITS TWO YEARS PRIOR.” The result is a new dataset made up of variables that 
summarize the total number of service type encounters an individual resident received 
during a particular pre or post period. Finally, you should use the MATCH or MERGE 
function to import demographic and diagnostic variables into this new dataset.  

The total number of observations in your final dataset should equal the total number of 
participating residents and the final case record should look something like this:  

 

Resident Name 
SSN Sum of ER visits 

2 years prior 

Sum of ER 
Visits 1 year 

prior 

Sum of ER 
Visits 1 year 

Post 

Sum of ER 
Visits 2 

years Post Race Gender Age 
Substance 

Abuse 
Mental 
Illness 

Move-in 
Date 

DOE, JOHN 123-45-6789 10 13 7 5 W M 48 1 1 03/30/2000 
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Step Five: Produce Summary Statistics Documenting Change Over Time  
Using the fully transformed database, you can now produce probabilities, means, 
medians, and distributions for all service use variables across time. Change between 
pre and post periods can be assessed using your software’s Paired-Samples T Test 
procedure. The Paired-Samples T Test procedure computes the differences between 
values of the two variables for each case and tests whether the average differs from 0. 
For instance, you could use the procedure to assess the difference between the mean 
value of the variable “ER VISITS ONE YEAR POST” and the variable “ER VISITS ONE 
YEAR PRIOR.” If this difference in means is significantly different than zero, then this 
provides some evidence that supportive housing may impact levels of service use. You 
can further support this inference by assessing whether there are any significant 
changes between successive pre-housing periods. For example, you could assess the 
difference between the mean value of the variable “SUM OF ER VISITS TWO YEARS 
PRIOR” and the variable “SUM OF ER VISITS ONE YEAR PRIOR.” If you find no 
significant change between the pre-housing periods, then this lends support to your 
hypothesis that permanent supportive housing is an important factor in facilitating the 
drop in service use. 

You can also easily examine the difference in the degree of change in service use by 
residents’ race, gender, family composition, homeless history, age, income source, or 
disability. In order to do this type of analysis, you must create a new variable, formed by 
taking the post period service use variable and subtracting the pre-period service use 
variable. For instance, you could create a new variable called CHANGE that equals 
SUM OF ER VISITS ONE YEAR POST minus SUM OF ER VISITS ONE YEAR PRIOR. 
This change variable will be a negative number if use decreased after entry into 
supportive housing and a positive number if use increased after entry into housing. If 
there was no change, the value of this variable will be zero. You can then use the your 
software’s Independent-Samples T Test procedure to assess differences in the average 
level of change in service use between different demographic groups. Regression 
analyses can also be to examine the independent impact of resident characteristics on 
changing levels of use.  

You may also be interested in exploring changes in the probability of use of a particular 
service across time periods. To do this you will have to create a new variable with 
values of either one or zero, indicating whether the resident did or did not use a 
particular service during a particular time period. The easiest way to do this is to recode 
the variable representing an individual’s sum of service visits during a certain time 
period into a new binomial variable. We will refer to this new variable as PROB VISIT. 
All residents with one or more service encounters during a particular time period are 
assigned the value one for PROB VISIT while all residents with no service encounters 
are assigned the value zero. The mean value of PROB VISIT equals the probability of 
use of this service type during the relevant time period. Changes in probability across 
time periods can be assessed using McNemar’s test. 

While exploring change over time is the most important component of your evaluation, 
you may also want to look at levels of pre-housing service use in order to assess 
whether your PSH programs are effectively capturing high users of public services. 
We suggest categorizing your residents into at least two groups representing high and 
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low users. You will have to create criteria for defining what level of use qualifies an 
individual as a high user. For some services, such as emergency department visits, 
there are standard measures in the literature defining high use (greater than 3 visits a 
year). For other service systems you may want to ask the agency analyst for description 
of the level of use among their top quintile of users. The last option is to just label the 
top 10 percent of users among your sample as the high users. You should then 
compare their demographic characteristics, including referral source, time homeless, as 
well as their rate of change in service use (CHANGE variable) over time. You should 
also assess the your PSH programs’ rate of retention of high users versus low users. 
This data can then be used to help your programs to effectively target outreach to those 
groups with the highest need. 

COST – How much less are public agencies spending for people living in PSH, 
compared to public cost in the year(s) before PSH? 

Once you have service use data, you may choose to take the next step and try to 
identify the cost of a unit of each type of service. With unit cost data and service use 
data, it is pretty simple to multiply and get final cost figures for before and after people 
move into PSH. These data will tell you whether there have been changes (hopefully 
reductions) in expenditures for the types of services you have included in your service 
use analysis. As with the service use data, if you do not have a comparison or control 
group you will not be able to attribute all of the cost changes to PSH placement, but 
your data may still convince many policy makers. Many challenges exist in getting good 
unit cost data, as discussed below.  

Obtaining Cost Data 

Some information about costs may seem relatively easy to get; but appearances may 
be deceiving. Health agencies should be able to put a unit price on a hospital day, an 
emergency room visit, and an outpatient appointment. In all likelihood they can put a 
range of prices on these units, depending on their length, complexity, and the nature of 
the illness. They have to do this to get reimbursed from Medicaid and any other 
insurers. Most public agencies that can produce the service data you will need for this 
analysis—by service units for different types of care—should also be able to include 
data fields displaying the cost of the service and possibly also who paid it. Corrections 
agencies commonly calculate per day and per year costs of keeping a person in jail or 
prison. You can use their cost calculations if you are including prison and jail days in 
your analysis.  

However….. As usual, the devil is in the details. You will need to probe at each agency 
until you have at least a basic understanding of what different agencies (and their data 
systems) mean when they attach a “cost” to a unit of service, and what components of 
cost are included in the calculations of these unit prices. If the components vary greatly, 
you will need to determine whether you can “unpack” the components somehow, and if 
not, how you are going to handle cross-agency comparisons to get “apples to apples” 
comparisons of pre- and post-PSH costs. As you are likely to be able to unpack the 
PSH costs better than public agencies will be able to unpack theirs, the solution may be 
to leave out of your PSH cost estimates the components that public agencies tend to 
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leave out of their unit cost estimates. For instance, corrections agencies will probably be 
able to give you a per diem cost, but be sure you understand what they do with their 
capital costs—usually they won’t be included. They may also exclude some activities 
that are done in the jail or prison under contract to outside agencies, such as medical 
care, mental health or substance abuse treatment, or even employment services. 

It is important to understand clearly the information that is being provided and any 
limitations that may impact how you can interpret it. For example, actual costs may 
differ from approved budgets (because of savings, over-spending, or other 
unanticipated changes) or from amounts charged to other funding sources such as 
private insurance or Medicaid. Further, reducing use of services in some settings may 
not automatically translate into financial savings to the agencies that provide or fund 
those services. A large part of the average cost for services in any setting is fixed cost 
that does not disappear when service use changes at the margin. But you can make the 
case that (1) scarce resources or limited capacity in existing systems can be used more 
effectively for others who need it and/or (2) over time, as a significant number of people 
move into PSH, it will be easier to achieve savings that can be re-directed. 

The per diem rates that are easy for agencies to give are often the amounts they can bill 
to third-party payors such as Medicaid or insurance companies. Actual costs may differ 
substantially from these rates, being either higher or lower. Getting closer to actual 
costs in public agencies is often an arduous task, but one you have to try to accomplish 
if you are seeking to compare the costs of PSH to the costs of other services. You can 
be less rigorous if you want to use cost information to demonstrate the overall direction 
and magnitude of changes attributable to PSH – especially if you will describe those 
changes in terms of percentage reductions rather than actual dollar amounts. At a 
minimum, you need to know what types of costs they include or exclude when they 
calculate these rates.  

Sometimes all you will be able to get will be Medicaid reimbursement rates—that is, you 
won’t be able to “unpack” the full cost of a service. As such rates usually do not cover 
the real cost of providing services, it may be important to determine how much public 
money is being used to cover the uncompensated portion, or at least get an 
approximate percentage to apply across the board. For each provider/system it will be 
necessary to get some information about the ratio of costs to charges reflected in the 
data system. Given these complexities, it can be very helpful to have the agency budget 
staff engaged as advisors at some time during the study process, whether for a one-
time consultation or as part of an evaluation advisory group.  

Then there are the situations in which the public agency does not deliver services itself, 
but contracts with other entities to do the actual services. For these situations in which 
funding is provided through an overall contract budget for the program and 
reimbursement is not provided on a fee for service or charge per unit basis, it will be 
necessary to calculate average costs per day or unit of service. These contractual 
arrangements often occur with mental health and substance abuse services, and may 
also be true for a residential treatment program or jail medical or psychiatric care. The 
average costs obtainable from contracted service providers may not reflect the level of 
intensity of services that some participants will have used while homeless, but it is often 
the only feasible approach for including their data. The same situation may occur even 
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in public agencies, or anywhere that costs are structured at the program level rather 
than at the individual client level. 

The final type of agency for which one might want to calculate costs are shelter and 
housing programs. If you were able to include nights in emergency shelter and/or 
transitional housing programs in your service use analysis, you will be in a position to 
think about whether you want to include their costs in your cost analysis. As a variation 
on the NY/NY analysis, a jurisdiction could do without shelter costs, although that is 
really leaving out an important element of service costs and potential cost savings (11 
percent of costs in the NY/NY analysis). 

A city such as New York, which pays on a per-night basis for 80 percent of the 
emergency shelter available in the city through contracts with private providers, has a 
very good handle on shelter costs. However, most cities do not have this sort of central 
public payment mechanism. In cities without it, analysts would have to gather program 
budget data from a high proportion of providers offering emergency shelter, as the 
NY/NY researchers had to do for PSH. Getting estimates of their per/night or total costs 
is likely to be more complicated than getting public agency costs. The approach is the 
same, but you will probably have to work with a larger number of programs to get all the 
cost information you need. 

SAVINGS – To what extent does the money saved from reduced use of public 
crisis services help to pay the cost of PSH? (Is PSH cost-effective?) 

Savings is the final component of the NY/NY analysis. You don’t have to calculate 
savings, of course. Policy makers can be very persuaded by data showing PSH impact 
on service use and costs, even if only for a few systems of care and without assessing 
the costs of PSH and comparing them to determine whether total savings outweigh the 
costs of PSH. Your choice of whether to include a savings calculation may depend on 
whose perspective one takes. County policy makers trying to decide whether to commit 
locally controlled service dollars may be concerned about PSH’s impact on use and 
costs of county health and criminal justice services—as long as the savings outweigh 
the county’s costs for services in PSH they will be happy to get federal funding for 
capital and operating costs of PSH.  

If you are going to assess public savings from PSH, you will need the cost data from 
your analysis of service use and costs. You will need to compare these to the costs of 
the PSH itself, including the services that are attached to it. Savings are the difference 
between the cost of PSH and the reductions in costs to the other agencies that formerly 
handled the crisis services for chronically homeless people (to the extent these 
reductions are attributable to PSH and not to other factors). As with the unit cost data 
for service use, there are many issues to consider in getting good cost data for PSH. 
There are also issues in the comparability of what is included in the unit cost estimates 
for PSH versus the service units delivered by public agencies. We discuss these issues 
below.  

If a provider offers PSH in addition to emergency shelter and other types of shelter and 
housing, the PSH part of the budget would have to be separated from the shelter part. 
Further, some parts of the expense of operating these shelter and housing programs 






























