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About CSH

Improve lives of 
vulnerable 

people

Maximize public 
resources

Build strong, 
healthy 

communities

Advancing housing solutions that:
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CSH is a national non-profit headquartered in New York with offices in 12 states and staff in 18 states. 

At CSH, it is our mission to advance housing solutions that deliver three powerful outcomes: 
improved lives for the most vulnerable people 
maximized public resources 
strong, healthy communities across the country. 

CSH is working to solve some of the most complex and costly social problems our country faces--like those related to homelessness.





THE FUSE MODEL OF 
SUPPORTIVE HOUSING



Definition of Supportive Housing

 Illinois Housing Development Authority
 A project with a preference or restriction for supportive 

housing populations that includes supportive services that 
helps people live stable, successful lives. Supportive services 
must be appropriate to the needs and preferences of residents, 
available either on-site or closely integrated with the housing, 
the acceptance of which is not a condition of tenancy

 CSH
 Supportive housing is a combination of affordable housing and 

supportive services designed to help vulnerable individuals 
and families use stable housing as a platform for health, 
recovery and personal growth.

 See http://www.csh.org/qualitytoolkit for more details

http://www.csh.org/qualitytoolkit


FUSE

Thousands of people 
with chronic health 

conditions cycle in and 
out of jails, diversion 

courts, hospital 
emergency rooms and 

homelessness - at great 
public expense and with 
limited positive human 

outcomes. 

Targeted supportive 
housing for this most 

vulnerable and costly of 
this group can reduce 

costs while getting 
better outcomes

By finding a solution to 
the frequent user issue, 

the FUSE program 
serves as a catalyst for 

system change

Frequent Users Systems Engagement: FUSE



FUSE Benefits

 Providing frequent users of systems with safe, 
stable supportive housing leads to:

Increased… Decreased…
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So again: FUSE uses data to identify the homeless who cycle in and out of crisis systems such as jail and hospitals; then through assertive outreach and engagement, provides them with affordable housing with wraparound support services. 

For today, we will be discussing primarily the outcomes for individuals who are cycling between homelessness and incarceration, though of course because . For this population, the benefits are proven. FUSE tenants will decrease their shelter usage, jail recidivism, and use of other public systems when stabilized with supportive housing. For them, quality of life and self sufficiency will increase

Health Care benefits/MCOs: Housing IS healthcare

System impacts include increased collaboration among stakeholders and cost savings. Also, jails can benefit from being better able to focus on inmates who are not high need and homeless who drain staff resources. 



Planning Framework: The FUSE Blueprint

Data-Driven 
Problem-Solving

Cross-system data 
match to identify 

frequent users

Track implementation 
progress

Measure 
outcomes/impact and 

cost-effectiveness

Policy and Systems 
Reform

Convene interagency 
and multi-sector 
working group

Troubleshoot barriers 
to housing placement 

and retention

Enlist policymakers to 
bring FUSE to scale

Targeted Housing 
and Services

Create supportive 
housing and develop 
assertive recruitment 

process

Recruit and place 
clients into housing, 

and stabilize with 
services

Expand model and 
house additional 

clients
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While CSH has helped many communities implement high utilizer/frequent user initiatives and adapts the model to suit unique local contexts and conditions, at the core of FUSE are three essential pillars:
Data-Driven Problem-Solving Data is used to identify a specific target population of high-cost, high-need individuals who are shared clients of multiple systems (jails, homeless shelters and crisis health services) and whose persistent cycling indicates the failure of traditional approaches. Data is also used to develop a new shared definition of success that takes into account both human and public costs, and where the focus is on avoiding institutions altogether, as opposed to simply offloading clients from one system to another.
 Policy and Systems Reform Public systems and policymakers are engaged in a collective effort to address the needs of shared clients and to shift resources away from costly crisis services and towards a more cost-effective and humane solution: permanent housing and supportive services.
 Targeted Housing and Services Supportive housing—permanent housing linked to individualized supportive services—is enhanced with targeted and assertive recruitment through in-reach into jails, shelters, hospitals and other settings, in order to help clients obtain housing stability and avoid returns to costly crisis services and institutions.






King Co FACT

KCC/SIF

10th Decile Project
Just in Reach 2.0

Project 25 Maricopa Co 
FUSE

Hennepin Co 
FUSE

Washtenaw 
FUSE/SIF

Detroit FUSE

Chicago FUSE

Columbus BJA 
FUSE

Wash. DC FUSE

NYC JISH
CT SIF

CT FUSE
Rhode Island FUSE

Richmond FUSE
MeckFUSE

Denver FUSE

Travis Co 
BJA

Louisville ACT

30 Communities Strong 
(…more like 34)

Miami Coalition LIFT –
Planning

Hudson Co 
FUSE

Iowa City FUSE 
- Planning

Clark Co FUSE -
Planning

Houston 1185 
Program

Tarrant Co. FUSE

Orlando Hospital FUSE

Fredericksburg  FUSE

Lane Co. FUSE -
Planning

Palm Beach County FUSE-
Planning

Re-entry FUSE

Health FUSE

Health + Reentry focused FUSE

Penn Place FUSE 
(Indy)

Pittsburgh FUSE



DIGGING INTO THE MODEL:
DATA, SYSTEMS INTEGRATION, AND TARGETING



Data-driven problem solving and 
demonstrating evidence

 Data matching to identify the most frequent users of 
more than one systems’ costly services

 Utilize a list-based outreach or “in-reach” approach to 
ensure that targeting most vulnerable and costly

 Measure and track program implementation and 
outcomes
 How long does it take to place people in housing
 Housing retention
 System use – incarcerations, ER visits, hospitalizations

 Evaluate programs using control or comparison group to 
demonstrate results and scale the model

Use data from multiple systems for targeting, 
outcome tracking, and evaluation to arrive a new 
shared definition of responsibility and success
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Data-Driven Problem-Solving Data is used to identify a specific target population of high-cost, high-need individuals who are shared clients of multiple systems (jails, homeless shelters and crisis health services) and whose persistent cycling indicates the failure of traditional approaches. Data is also used to develop a new shared definition of success that takes into account both human and public costs, and where the focus is on avoiding institutions altogether, as opposed to simply offloading clients from one system to another.




Data sharing flow

Corrections 
data

HMIS/ 
Shelter 

data

Health -
Hospital/

MCO

Mental 
health/

Substance 
use data

Least 
restrictive

Most 
restrictive
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Heallth and hipaa vs hmis



Systems working together can 
reform

 Ongoing meetings of stakeholders ensures 
barrier busting for tenants with multiple 
issues 

 One time data matches don’t live beyond a 
pilot project, more work needed to be done 
to integrate data-driven targeting 

 Engaging with coordinated entry processes 
early on is key to ensuring prioritization of 
housing resources

Partnerships between systems emerge as 
most effective means of serving frequent 
users
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Policy and Systems Reform Public systems and policymakers are engaged in a collective effort to address the needs of shared clients and to shift resources away from costly crisis services and towards a more cost-effective and humane solution: permanent housing and supportive services.

Identify the key public agencies, policymakers, and community stakeholders and bring them together in  a working group to help adapt the model, assemble resources, track and troubleshoot processes, oversee outcomes, and advocate for the expansion of the model. An essential motivator of the stakeholder group in a FUSE initiative is the concept that the targeted recipients of supportive housing are shared, therefore require a shared solution.
- See more at: http://www.csh.org/fuseRC#sthash.CVOXikKU.dpuf




Targeted housing and services 
works

 Stakeholders must coordinate on outreach 
and referral to find and engage tenants 
(not a service seeking population)

 A Housing First approach is essential to 
serving this high need population

 Pay close attention to case ratios because 
the model requires an enhanced approach

Stabilization in housing results in decreased 
reliance on crisis care systems



ER/Hospital Inpatient  
Prison/Jail/Courts
Detox
Population

Homeless 
Population

Frequent 
Users

Chronically 
Homeless

Finding the target population



CSH Social Innovation Fund
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SUPPORTIVE 
HOUSING

Data Driven 
Targeting

Assertive Outreach 
and Housing First

Patient Navigation/Health 
Care Coordination

Clinical Partnerships with 
Health Care Providers

5-year national effort to pilot supportive housing linked to coordinated 
health care for high utilizers of crisis health services

CSH SIF is adapting housing as  a health care 
intervention
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With support from the Center for National and Community Service, CSH is currently in year 4 of a 5-year national effort to pilot supportive housing linked to coordinated health care for high utilizers of crisis health services.  The goals of this initiative are to:

1. Increase health and housing stability for 549 high-need, high-cost individuals with chronic health challenges
2. Develop a replicable model for integrating housing with care management and health services
3. Build compelling evidence of the model’s impact on housing, health, and public costs and 
4. Design a policy blueprint for linking mainstream housing and health resources and payment systems (primarily Medicaid) to scale models



This new enhanced model of SH is taking advantage of Systems Level opportunities that have presented themselves since the ACA:
Alignment with health systems focus on super utilizers
Emerging care coordination models


We are adapting THE TYPICAL SUPPORTIVE HOUSING MODEL AND adding enhancements to mold it as a health care intervention:  they key components we are adding are:

1. Using a DATA DRIVEN strategy to define and identify the target population:
Prioritization of highest-need, highest-cost clients, identified through data
Homeless, high utilizer with one or more chronic health condition

2. Assertive targeting, outreach and recruitment is used to locate and engage the cohort.  This is taking place in a variety of settings including emergency rooms and health centers as well as in homeless shelters and street outreach teams.
 
3. The traditional supportive housing model is then enhanced with Care management and service coordination… which we are defining as patient navigation in order to maintain enrollment in health coverage, to connect people to primary and behavioral health care and overcome barriers to care such as stigma, transportation, fear etc.

4. CLINICAL PARTNERSHIP WITH HEALTH CARE PROVIDERS - Primary and behavioral health care
Health Coverage Enrollment
Patient Centered Medical Home
COLLABORATION WITH HOSPITALS AND HEALTH PAYERS FOR REFERRALS




ASSUMPTIONS AND OUTCOMES –
COST SAVINGS, COST SHIFTING, INSTITUTIONAL 
PATTERNS, SERVICE DELIVERY PARTNERS



Consistent Results Across 
Communities

•47% reduction in inpatient days and 73% reduction in ER visits
•100% reduction in jail days for 15-person pilot

Maricopa Co. 
FUSE

•60% FUSE participants had fewer arrests and 45%  had 1 or no 
arrests after 22 months in housing

•1704 fewer shelter nights and 700 fewer nights in jail

Hennepin Co. 
FUSE

•First 120 people housed experienced a near total decrease in 
shelter days (99%) and 73% reduction in jail days after 1 year

•State allocated 110 additional vouchers based on these results

Connecticut 
FUSE/CCR

•Early results show 20% reduction in jail stays
•Recently awarded HUD-DOJ funds to expand program using a 

Pay For Success funding model

Just In Reach 2.0 
– Los Angeles
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* The Hennepin County, MN, FUSE initiative found dramatic reductions in shelter and arrests – 60% of FUSE participants experienced fewer arrests in the 22 months post-housing, and 45% had 1 or no arrests at all. There were 1,704 fewer shelter nights and 700 fewer nights in county jails.
* Connecticut’s statewide FUSE initiative, which housed 120 individuals, found that after the first year of housing, individuals experienced a 99% decrease in shelter days and a 73% decrease in jail episodes. The State recently expanded the program, now called the Connecticut Collaborative on Reentry, with 110 additional housing vouchers allocated by the State.
* For Denver FUSE, headed by the Denver Sheriff’s Department, there has been a 90% decrease in annual jail days for participants, translating into $114,480 savings to the Department annually.




Homeless frequent 
users receiving services 

and connected to 
permanent housing

•Reduced average ED 
visits 34%

•Reduced average 
inpatient days 27%

•Reduced average 
inpatient charges 27%

Homeless frequent 
users receiving services 
but NOT connected to 

permanent housing

•Reduced average ED 
visits 12%

• Increased average 
inpatient days 26%

• Increased average 
inpatient charges 49%

Supportive Housing Increases Impact Of 
Multidisciplinary Care
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Supportive Housing Increases Impact Of Multidisciplinary Care

From FUHSI - Five year project funded by The California Endowment and the California HealthCare Foundation, based at Corporation for Supportive Housing California Program. This study was completed and published in 2009 and included 6 sites in California – Programs and Interventions were diverse, almost all included linkages to housing
         Alameda County         Los Angeles County         Sacramento County           Santa Clara County           Santa Cruz County
          Tulare County 


Local hospitals and service providers collaborated in the development and implementation of more responsive systems of care to address unmet needs, produce better outcomes, and reduce unnecessary use of emergency services.
 




Evaluation Results:
FUSE Reduces Recidivism in NYC

 40% fewer jail days
 91% fewer shelter days
 50% fewer psychiatric 

inpatient 
hospitalizations (not 
shown)

 Cost benefit analysis 
showed $15,000 in 
savings per client

Results from Columbia 
University’s evaluation of 
the New York City FUSE 

program, released in 
November 2013
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Now on to the evidence that FUSE works.
 
At 12 months, 90% remained in FUSE housing
At 24 months, 81% remained in FUSE housing
At 24 months, 86% had permanent housing




Impact on Health Services Utilization in Portland, ME 
(% change after 1 year) 

-100%
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Psychiatric hospitalizations
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Prescription drug costs

$569,419

$338,337

41%

Supportive Housing Increases the Use of Routine 
and Preventative Care
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Supportive Housing Increases the Use of Routine and Preventative Care


This study was conducted in 2010 in Portland, Maine and one of the first ones to document the increase in routine and preventative care compared to expensive emergency interventions post PSH intervention


Mental Health Care Costs pre  $569,419 (psychiatric hospitalizations) post $338,337  (treatment)    41% reduction




University of Southern Indiana 
Study – Cost Savings

$535.30 

$472.97 

$82.24 

$381.97 

$357.18 

$0.00 

$1,649.62 

$202.23 

$108.49 

$474.75 

$1,001.38 

$1,046.77 

$1,881.67 

$7,407.13 

Outpatient Mental
(165% Increase)

Outpatient Medical
(336% Increase)

Criminal Justice
(83% Saving)

Inpatient Mental
(62% Saving)

Emergency Services
(66% Saving)

Shelter
(100% Saving)

Inpatient Medical
(78% Saving)

Change in Service Use Cost – Evansville, Indiana
Pre PSH Post PSH
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Key Findings: Change in Service Costs Post-entry

100% reduction in use of emergency shelters

83% savings associated with incarceration

78% savings for medical hospitalizations 

66% savings for emergency room services 

62% savings for mental health hospitalizations 




Attracting Housing Resources 

FUSE Site Leveraged Resources 

NYC Justice Involved Supportive 
Housing 

Secured City-funded rental and 
support funding for ~150 new slots

CT Collaborative on Reentry State funded an additional 110 slots

Hudson County NJ FUSE First 27 vouchers through CoC, next 
100 through Gov. Christie’s state 
funded Housing First vouchers

Just In Reach 2.0 (Los Angeles) County Criminal Justice funding 
mandated to use for housing assistance 
– 40% for supportive housing



Pay for 
SuccessSocial Impact 

Bonds

Medicaid 
financed 
services

More 
state/local 
funding
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Lots of ways to scale up – what is the best way for each community depends



Implementing Data-Driven Justice and 
Health Initiatives

http://www.csh.org/wp-content/uploads/2016/07/CSH-
Frequent-User-Initiative-Profile-Washtenaw_final.pdf

Washtenaw FUSE Initiative
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Once identified, the outreach coordinator locates housing and assists the individual through move-in, where they are assigned a case manager.  Outreach job can fall under housing provider or other partner (examples)
Case Managers coordinate care to address physical and behavioral health needs, linking clients to a primary care provider and assisting with navigation of mental health and substance abuse treatment systems.  
Team-based approach with intensive case management.  The team meets weekly to discuss incoming referrals and current clients.
FUSE clients were identified through a data match process with the two hospital systems, homeless shelter providers, and behavioral health providers to create a recruitment list.  Now in its fourth year, the project has moved to a direct referral system.





Types of partnerships

Referrals

• Client referrals 
to preferred 
services

• Client initiated
• Partners retain 

autonomy and 
operations are 
independent; 
resources 
generally not 
shared

• Low 
collaboration

Care Coordination

•Client Centered 
joint care plans

•May include 
centralized intake

•Client initiated 
with strong 
transition supports

•Organizations 
operate 
independently but 
may share 
resources and 
funding

•Moderate to high 
collaboration, 
with cross-training 
and frequent 
communication

Co-Location

•Health center 
operates satellite or 
full center on-site 
at supportive 
housing or shelter

•Wrap-around care 
housed in a site 
that tenants access 
for various services

•Partners operate 
jointly, but may 
retain autonomy

•Can be 
incorporated into 
existing site, mobile 
services or new 
joint site

•High 
collaboration

Full Service 
Integration

•Single point of 
entry, integrated 
assessment

•Joint case 
planning/managem
ent

•Wrap-around care 
that may be 
brought to where it 
is most accessible 
to the client

•Partners may have 
independent or 
joint operations

•Very high 
collaboration, 
with integrated 
resources, service 
delivery and 
sometimes funding
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There is no right or wrong type of partnership, but it’s important to know the pros and cons of the partnership types for health and housing. Let’s walk through them really quickly. 

How do you know what the right structure is? Based on partnership needs and resources of partners. Perhaps an overlap target population was identified and partners want to launch an initiative to serve that population, or perhaps grant funding spawned a particular collaboration. 

Referrals:
Client referrals to preferred services
Partners retain autonomy, operations are independent
Resources generally not shared

Care Coordination:
Client-centered joint care plans
Client initiated with strong transition supports
Organizations operate independently but may share resources and funding
Written agreements such as a Memorandum of Understanding (MOU) or an Affiliation Agreement would be helpful for this type of partnership since it requires good communication and accountability. 

Co-Location
Health center operates satellite or full center on site at supportive housing or vice versa
Wrap-around care housed in one site
Partners operate jointly, but may retain autonomy
Can be incorporated into existing site, mobile services or new joint site
Co-location works well for a target population with many complex needs, as it provides wrap-around services that are coordinated along a continuum, at one location. This model can assist to overcome barriers to services and focuses on meeting clients’ short and long-term health needs. Organizations that wish to engage in this type of collaboration should ensure that all partners have the capacity, buy-in and enthusiasm to sustain the partnership. 

Full Service Integration:
Single point of entry/ integrated assessment
Joint case planning
Wrap-around care at place most accessible to client
Independent or joint operations
Can blend with co-location
It can involve larger community collaborations that span systems outside of housing and healthcare to better serve clients holistically. Full service integration tends to work rather well for highly vulnerable populations and frequent users of systems and institutions. 


Note:   Careful measures should be taken to ensure that a highly-integrated approach does not jeopardize the Health Center Program Grantee’s designation. 






Developing partnerships

Stage I: Make 
the Case

Stage II: Make it 
Happen 

Stage III: Make it 
Work

Stage IV: Make it 
Last
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In response to questions and comments from folks in our training and webinars – we created the Health and Housing Partnership Guide.  It is available on our website.
The guide takes you through 4 stages - 

Stage I: Make the Case starts with your awareness and capacity to lead a partnership, being very realistic about the commitment and value a partnership or collaboration would bring. 
Stage II: Make it Happen guides you in exploring your community to identify and assess organizations that might fit with your needs and goals. 
Stage III: Make it Work challenges you to start the conversations and connect with potential partners, share information, and design and implement a plan with the partners who are a fit. 
Stage IV: Make it Last ensures you take steps to make a collaboration that can be sustained. 




Contact Information & Resources

 Illinois Program
 Betsy Benito, betsy.benito@csh.org
 John Fallon, john.fallon@csh.org

 Government Affairs and Innovations
 Kim Keaton: kim.keaton@csh.org
 Andy McMahon: andy.mcmahon@csh.org

 FUSE Resource Center: www.csh.org/fuse
 More about SIF: www.csh.org/sif
 Pay for Success Learning Hub: www.csh.org/pfs
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