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NOTE TO READER

For those reading this report on a computer, we have linked the report internally in the following ways:
(a) each section and subsection name listed in Contents has been linked to the beginning of each
section and subsection; (b) each major division of the Executive Summary has been linked to its
corresponding section in the body of the report; (c) text references to sections and subsections have
been linked to the beginning of each section or subsection; and (d) references to specific tables and
figures have been linked to the relevant table or figure. To use the links, which are hidden, place the
cursor over the section, subsection or table/figure number you wish to move to; when the cursor
becomes a hand with an index finger pointing at the link, click and the document will move to the

linked section, subsection, table or figure.
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EXECUTIVE SUMMARY

My life was in turmoil. I was trying to find myself and be somebody other
than me at the same time. 1 was fighting my addiction but running with the
guys that were getting high. I was fighting the devil. My life was a revolving
door.

--Program participant describing life before FUSE

FUSE II Program

Housing instability/homelessness increases tisk for incarceration and, conversely, incarceration
increases the risk for homelessness. To address these risks, the Frequent Users Services Enhancement
(FUSE) initiative was developed in a collaboration between the Corporation for Supportive Housing;
The New York City Departments of Homeless Services, Correction, Health and Mental Hygiene, and
Housing Preservation and Development; The New York City Housing Authority; and ten non-profit
providers of housing and services. FUSE provided supportive housing to roughly 200 individuals who
were frequently cycling in and out of jails and homeless shelters. This evaluation follows a subset of
those participants from recruitment through two years after placement into supportive housing. The
evaluation analyzes the experiences of a group of people with complex involvement in multiple public
systems, numerous bartriers to housing and complicated histories of behavioral health, physical health
and significant trauma. It shows supportive housing significantly improved their lives by reducing their
cycling between public systems, their days spent in jail and shelter and their use of crisis health
services. These service use reductions resulted in significantly lower costs for government and for
society as a whole. This report describes the intervention, evaluation and outcomes of FUSE 1I, a
second generation FUSE initiative.

Compared to people with homes, persons without stable housing necessarily live more in public
spaces, where they are more visible to authorities and are often targeted for ‘disruptive’ or ‘quality of
life’ offenses. The war on drugs captures persons for using or possessing even small amounts of
controlled substances, thereby incarcerating millions who struggle with addiction and, often, co-
occurring mental illness. At the same time, prison and jail expetience increases the risk of housing loss
and homelessness. While many people experience some form of residential instability after prison or
jail, research has identified a subset of persons with repeated episodes of both incarceration and
homelessness. They are ‘frequent users’ of other services as well, especially crisis care services such as
hospital emergency departments, inpatient and residential mental health and substance abuse treatment
facilities.

Given the success of supportive housing models to improve residential stability and community
integration of persons with histories of homelessness and behavioral health conditions, the
Corporation for Supportive Housing (CSH) launched the Returning Home Initiative to help these
frequent users. Its central premise is that the thousands of people with chronic health and behavioral
health conditions cycling in and out of incarceration and homelessness are pootly served by these
systems and at great public expense. Returning Home argues that establishing permanent supportive
housing as a key component of reentry services for persons with recurring experiences of

homelessness and criminal justice involvement will improve their life outcomes, more efficiently utilize



public resources, and likely save costs in publicly funded crisis care systems, including emergency
medical, mental health and addiction services.

As part of this initiative, CSH, along with New York City’s Departments of Correction and Homeless
Services, established the Frequent User Service Enhancement (FUSE) Program. The FUSE model has
three core elements:

®  Data-driven problem-solving. City agencies and/or setvice providers use data to identify a specific
target population of high-cost, high-need individuals who are clients of multiple systems (e.g.,
jail, shelters and hospitals) and whose persistent cycling among these systems indicates the
failure of traditional service approaches. Such data is used also to measure the success of
program efforts on human and public costs and to demonstrate that individuals are able to
avoid cycling among institutions altogether, rather than being off-loaded from one system to
another.

®  Doligy and systems reform. Public systems and policymakers engage in a collective effort to address
the needs of shared clients, shift resources away from costly crisis services towards permanent

housing solutions, and better integrate resources and policies across systems.

®  Tasgeted 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 to help clients obtain housing stability and avoid

returns to costly crisis services and institutions

After a promising first generation initiative based on these elements, known as FUSE I, was concluded
in New York City, a second generation program was undertaken, known as FUSE II. This document
reports the initial findings of an evaluation of FUSE II, conducted by researchers from Columbia
University and Shubert Botein Policy Associates.

The FUSE II Intervention

The threshold eligibility criteria for FUSE 1I participation was four jail and four shelter stays over the
five years prior to admission. These stays were determined by administrative data match between jail
and public shelter records. Additional criteria were used by specific housing providers, based on client
cligibility for available types of housing assistance. Clients either had substance abuse treatment within
the past 12 months, no recent problem alcohol or drug use and expressed readiness for change, or had
a serious psychiatric diagnosis and mental health treatment in the past year. While these criteria were
influenced by NY/NY III criteria (New York State, 2005), not all programs had these entry
requirements. FUSE 1I leveraged resources from supportive housing production programs in New
York City that were targeted to persons expetiencing or at-risk of homelessness with extremely low
incomes. It used funding committed to assisting persons expetiencing homelessness, employing
targeted units of existing government funded permanent supportive housing for extremely low income
homeless New Yorkers with diagnoses of setious and persistent mental illness (SPMI)! and/or

! The mental health community no longer uses the term ‘serious and persistent mental illness’. We are using this
term because this was the terminology specified in the NY/NY III applications at the time they wete enrolling
clients.



substance use disorder. FUSE II participants received permanent supporting housing in either
scattered-site housing with services provided through mobile case management teams and other staff,
or single site, mixed-tenancy buildings operated by non-profits as special needs housing with onsite
services. Units were subsidized such that the tenant pays no more for rent than 30% of income or of
their housing allowance from benefits. Housing providers were given a one-time $6,500 payment per
client to allow for flexible service funding during the critical period from recruitment and engagement
to linkage with sustainable, comprehensive medical and mental health services and other support
services needed to promote stability and tenant success. Use of this enhancement varied by housing
program, but included spending for clinical supervision; client recruitment and engagement; intensive
case management with lower client-to-case manager ratios; special FUSE II service staff to provide

more intensive support during the first year of housing; and/or additional specialty setvices as needed.

Evaluation of FUSE 11

We designed the evaluation to measure the impact of FUSE II on a number of outcomes consistent
with the intent of the program. We analyze the effect of the intervention on clients’ (1) retention in
permanent housing and avoiding homelessness; (2) criminal justice involvement, including arrests and
returns to jail; (3) problem drinking and drug use; (4) health and mental health; (5) connection with
family and other forms of social support; (6) use of health, mental health and substance abuse services;
(7) over all temporal patterns of institutional involvement beyond participants’ use of individual public
systems, i.e., reduced cycling between institutions. In addition, we analyze the cost of the FUSE 11
intervention and possible cost offsets resulting from reduced public expenditures associated with using
shelter, medical, behavioral health and criminal justice systems.

Our basic evaluation design is two-group pre/post, with a compatison group constructed among
FUSE II-eligible individuals who strongly match those receiving the FUSE II intervention. The
intervention group consisted of the 72 people who were provided FUSE II housing and services. We
recruited potential comparison members by working with the housing provider agencies to determine
how they selected individuals for their programs from among the larger FUSE Il-eligible population
and mimicking as much as possible the strategy and tactics these agencies used to locate and recruit
person’s eligible for their services. We visited the same few shelters from which the programs recruited
and used a screening questionnaire that covered topics the service providers used to assess suitability
for their specific housing program. Using this approach, we recruited 89 potential comparison group
members who importantly matched those selected by the agencies for the intervention.

We then used propensity score analysis to improve the comparability of the intervention and
comparison groups. This technique allowed us to estimate a “score” representing the probability (i.e.,
“propensity”) of being selected for the FUSE II program for people in both the potential comparison
group and the actual intervention group. The technique estimates this score based on a model that
incorporates many pre-intervention demographic, clinical, experiential and service use vatiables
thought to affect chances of being selected for the program and/or to affect outcomes. We used this
score to select people for the comparison group who had scores comparable to those in the
intervention group and successfully tested to make sure no strong differences exited between the two
groups. This analysis resulted in a trimmed sample for analysis of 60 intervention group members and
70 strongly matched comparison group members.
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We followed participants in both intervention and comparison groups for up to 24 months after
baseline data collection by surveying them at roughly six month intervals. For the intervention group,
we conducted the baseline assessment immediately subsequent to their move into FUSE 11 supportive
housing; for the comparison group, we conducted the baseline interview at study enrollment, which
was timed to coordinate with intervention group assessments. In addition to these surveys, we used
administrative data from the NYC Departments of Corrections and Homeless Services. An
administrative data match provided information on jail and homeless shelter experience for five years
prior and two years following enrollment in FUSE II or, for comparison group members, the baseline

assessment.

An examination of background characteristics and experiences of the study population found a pattern
of ovetlapping personal vulnerabilities and experiences of social exclusion including extreme poverty,
minotity race/ethnicity, long expetience of homelessness, chronic illness, mental health challenges,
substance use problems, lack of family or social connections and histories of victimization. Regarding
the criminal justice profile of frequent users, three-fourths have been incarcerated for drug related
charges, overwhelmingly for possession. However, repeated incarcerations are more often associated
with low-level misdemeanors such as “theft of services” (mostly jumping the turnstile for public transit
access), “quality of life” offenses (vagrancy, trespassing, loitering, disorderly conduct, public urination),
and probation or parole violations rather than additional drug convictions. This highlights the need to
understand better how structural factors such as local laws and police practice interact with individual
mental health, addiction, or other vulnerabilities to increase the risk for re-incarceration among the

frequent user population.

We estimated effects of the program by using OLS and logistic regression models that included
theoretically relevant variables or those that previous research suggested mattered for the outcomes of

interest.

Program Effects

Permanent housing. Comparing housing situations of intervention and comparison group members
at 12 and 24 months after baseline show extremely strong support for the effect of FUSE II on obtain-
ing and maintaining permanent housing among program participants. The following results are all

highly statistically significant:

e At twelve months, over 91% of FUSE II participants were housed in permanent housing,
compared to the 28% who would have been housed had they not received FUSE II housing
and services.

e By 24 months, FUSE II participants expetienced a slight drop to 86% who were in permanent
housing. By this point in time, only 42% of comparison group members were in permanent

housing.

e The small change over time in the FUSE II participants housing situation speaks well for the
lasting effects of the program. This 24-month analysis suggests it is likely that FUSE II-
induced effects will be sustained past this study’s two year follow-up period.
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Homeless shelter use. Our analysis shows the FUSE II program effectively reduced homeless shelter
use. These effects are substantively and statistically very strong. Measuring shelter use from housing
placement for FUSE II participants and from study enrollment for comparison group members, the

major findings are:

e On average, intervention group members spent 146.7 fewer days in shelter than did

comparison group members.

e The percentage of FUSE II participants with any shelter episode over the study period was
reduced on average by 70%.

Incarceration. Results for incarceration show reductions in jail involvement benefiting the
intervention group and most, although not all, results are statistically significant. Measuring from
housing placement and compared to the comparison group, people receiving the intervention had, on

average:
e 19.2 fewer days incarcerated, a 40% reduction over the comparison group.

e TFewer jail admissions over the 24 month follow-up period.

For incarceration and homeless shelter use, effects were also measured from when FUSE II
participants were first enrolled in the program, which, for most, was several months prior to placement
in permanent housing. This drawn out placement process was largely driven by a very slow application
and approval process for Section 8 vouchers. This process required extensive documentation for
people with limited access to personal records and, in a significant number of cases, proof of income
for people with no access to public benefits or employment. For homeless shelter use, results
measured from program enrollment are significant but less robust than results measured from actual
housing placement. However, for incarceration, there is little difference in findings whether measured
from initial program enrollment or from housing placement. It may be that the promise of permanent
housing and/or initial activities by FUSE II program staff to engage clients and connect them to
services in support of the housing placement process contributed to reduced risk of recidivism.

Substance use, mental health and health functioning. Intervention effects on substance use,
health and mental health present a mix of program effects:

e The FUSE II program had a significant and positive effect on drug abuse outcomes. The
percentage with any recent use of hard drugs (heroin, cocaine, crack, methamphetamine) is
half as high as the comparison group and current alcohol or substance use disorder is one-
third less for FUSE 1I participants at follow-up than among comparison group members, des.
This is despite similar histories of chronic, relapsing addiction and recent substance abuse
treatment prior to baseline interview.

e Half of all study participants, both FUSE 1I and comparison group members, screened
positive for a current psychiatric disorder although there were differences in specific mental
health issues.

e Compared to the comparison group, the intervention group score significantly lower on a
measure of psychological stress and higher on measures of current family and social support,
factors associated with improved social functioning among those with mental illness



e Physical health functioning is lower for intervention group than comparison group members;
however, it is not clear that the difference is sufficiently large to indicate a clinically significant
difference.

Crisis care service use. Of particular importance to public spending is the effect of FUSE 1II on the
use of ‘crisis care’ health and behavioral health serviced: ambulance rides, emergency department visits,
hospital inpatient stays, inpatient mental health or substance abuse treatment, o: medically supervised
detox. In general, the service use findings suggest a reduction in some but not all categories of service
use resulting from the intervention:

e Ambulance rides were significantly less for the intervention group. Comparison group
members had an average of 1.2 ambulance rides; FUSE II participants had fewer than one
ambulance ride (mean 0.67).

e Comparison group members spent on average eight days hospitalized for psychiatric reasons,
4.4 days more than intervention group members.

e Services use difference was especially strong for AOD residential treatment: people in the
comparison group spent on average almost 10 days in such a facility compared to no days for
those in the intervention group.

e Average number of hospitalization days for medical reasons and of emergency room visits for
any reason showed no substantial differences between intervention and comparison groups,
though the slight differences were in the direction the program expected to create.

e Mean number of AOD inpatient hospital days and mean number of detoxification days
showed differences that were not in the direction the program expected, but these differences
were not statistically significant. Wide confidence intervals indicate substantial variation in
these outcomes.

These findings only scratch the surface of the relationship between FUSE 1I (and programs like it) and
use of medical and behavioral health services. It may be a positive impact of the program that some
kinds of services use increase while others are reduced. A program that stably houses people and
provides them access to a range of client-centered services may be creating the conditions for people
to have unidentified problems become known and at an earlier stage of the problem than would
otherwise have been the case. From this perspective, increases in some kinds of service use might be
expected (and be the kind of effect the program seeks). For example, it may be that hospitalization for
medical reasons increases as people get treatment for ailments postponed or that would otherwise go
unknown. That people in the intervention group are completely able to avoid longer-term residential
AOD treatment may mean that the program effectively helps people sustain recovery or reduce the
severity of relapse experience. All in all, identifying what kinds of services use effects to expect needs

to be subtly scrutinized to understand what constitutes program success regarding particular services.
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Trajectory Analyses Findings

Previously reported results concerning incarceration and shelter use show us differences between
comparison and intervention groups by summing information over the follow-up period, e.g., the sum
of the number of days jailed or sheltered. Here we report our analysis comparing over-time patterns of
incarceration and shelter use between the comparison and intervention groups. This gives us evidence
of how the intervention affected people as they were living their lives, month in and month out. To the
extent that the intervention had effects, this shows us when in the follow-up those effects were

occurring, how long they lasted and what preceded and followed these effects.

Trajectory analyses produce casses of people who have similar histories over follow-up. In this instance,
these are trajectories of people who, for consecutive thirty-day periods (which we also call “months”),
had similar histories of being incarcerated or in shelter for at least one day during each thirty-day
periods versus not being in either (or both) situations during the entire thirty-day period. Thus, the
comparison we report here between the intervention and comparison groups is a comparison of the
number and size of classes and their makeup with regard to patterns of incarceration and shelter use
and not being in either institutional setting.

Incarceration. The findings for the incarceration-only trajectories are the following:

e The intervention group has two fewer classes compared to the comparison group, suggesting
that the intervention creates more homogeneous histories over follow-up. One way to think
about this is that the intervention changes more chaotic lives into more ordetly lives.

e The intervention and comparison groups each has a class of people with no incarceration
history over follow-up, and the class is about the same size, representing about half of each
sample.

e The intervention group has a class of people (22% of the sample) with only one month
showing any incarceration, sporadically over the follow-up period. That is, but for this one
month with some incarceration experience, these people would have avoided incarceration
entirely. The comparison group, however, does not have this group, i.e., their patterns of

incarceration are more intense.

e Opverall, the intervention reduced the number of patterns and changed the nature of patterns
of those who had some incarceration. For the most part, individuals stopped cycling through
incarceration (though they may have had one jail episode), and incarceration was pushed to

later in the follow-up period.

Shelter use. The trajectory differences between the two groups are more striking for shelter use:

e The intervention group has one less class than the comparison group, again suggesting the
intervention creates more ordered lives, at least regarding use of institutions like shelter).

e The overwhelmingly modal class for the intervention group is people with no shelter use
history over the 24 months of follow-up (85%). The comparison group has no such class, but
rather many classes which all begin with people having shelter experience in the first month
but then stopping having shelter experience at different time points, i.e., in months two, eight

vii



and eighteen. Thus, the intervention transformed these comparison group histories of
different lengths of shelter use into histories of no shelter use.

The second largest class for the intervention group is very small, with only 6.7% of the
sample, and groups together people who were in a shelter during only one thirty-day period
but at different times over the follow-up period. By contrast, all comparison group classes are
characterized by people having different continuous months of shelter experience.

The main thrust of these findings is that the intervention virtually eliminated the different
patterns of shelter use found in the comparison group. It created a very large class of people
who no longer use shelter and a smaller class with very sporadic use, which, as a whole,
replaced the comparison group’s patterns of ever increasing contiguous shelter use from the
start of the follow-up period and its patterns of early and late contiguous shelter use.

Incarceration and shelter use and cycling. Here we report trajectory analysis results when we

consider whether people were in jail, shelter, both or neither. Because there are now four situations

people can possibly be in, the results are likely to be more complicated and they are:

The intervention group contains a large class (45%) who had no shelter or incarceration
experience while the compatrison group did not have such a class.

The intervention group had a second large class (40%) with one or two months of jail
experience but no shelter episodes, while the comparison group had no such class of sporadic
jail or shelter experience. If we combine these two intervention group classes, fully 85% of
that group had no or a little, very sporadic shelter use, while the jail, shelter or combined use
experienced by the comparison group occurred in long continuous stretches of time over
follow-up.

We can summarize the trajectory analysis for institutional use by saying that it indicates a
strong impact of the intervention on the trajectories that people would have followed but for
the intervention. Those in the comparison group had faitly structured histories of shelter use
and incarceration, with the timing, sequencing and location (i.e., jail, shelter or both) defining
the variation between the classes. Except for a small number of people in the intervention
group, those receiving the FUSE II showed none of this, but rather exhibited histories of
cither no or little and sporadic shelter use and incarceration expetience.

Cost Evaluation Results

The cost evaluation seeks to answer three questions: (1) what is the cost per participant of the FUSE 11

housing and enhanced services intervention; (2) what are the public cost implications of the observed

impact of the intervention on the jail, shelter and medical and behavioral health services use as

estimated by this evaluation; and (3) to what extent do cost reductions in these crisis and acute care

services offset the public costs of the intervention?

We used standard methods of cost analysis to calculate an average per-client, per-year cost of FUSE 11

and to monetize service use outcomes reported in the impact sections of the report. These methods

include determining the number of clients served, identifying resources consumed, estimating the cost

per unit of each resource type, calculating the total cost of the intervention, and expressing all costs on
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a per client basis. We take a public payor or taxpayer perspective, designed to identify costs incurred by
public agencies, including federal, state and city payors. We also present intervention costs from a
societal perspective that includes all housing costs regardless of who pays, including participant
contributions to rent paid from earned income or from government funded public assistance or
disability benefits (but excluding other costs incurred by study patticipants such as travel costs or the
value of time spent in program activities).

We tracked NYC jail and municipal shelter use by study group members through the administrative
data obtained from DOC and DHS for the 24 months prior to and following the baseline interview
(typically conducted within one month of housing placement for the intervention group). Data on use
of inpatient and crisis medical and behavioral health services, as well as housing costs incurred by
intervention group members, were collected through the survey of intervention and comparison group
members conducted at baseline and at six-month intervals over follow-up. Cost findings for jail and
shelter use reflect outcomes for the trimmed and balanced sample of study participants — 60
intervention group members and 70 comparison group members. Cost findings for self-reported
services use are based on responses from members of the study who completed on average 3.4 follow-

up interviews (i.e., 57 intervention group members and 52 comparison group members).

We obtained FUSE II intervention costs by interviewing program staff at each of the participating
housing provider agencies (who had reviewed cost records for their programs); undertaking a written
survey of provider agencies; reviewing provider agency materials; and interviewing CSH project staff
responsible for FUSE 1II project implementation and oversight.

As noted previously, we estimate intervention costs based on the 24-month period following each
study participant’s placement in FUSE II supportive housing or study enrollment (for comparison
group members). However, to provide useful cost comparisons, we present annualized intervention
costs for service use variables, expressed as the average or mean cost per person per year. All costs are
adjusted for inflation to reflect 2012 dollars.

Cost and Cost Offset Findings

The major fiscal findings we estimated are:

e The annual average cost of the intervention from the payor perspective is $25,157 (2012
dollars, here and throughout), and from the societal perspective is $27,383. For both

perspectives, these costs vary by housing model and by program.

e The intervention reduced annual average total costs for inpatient and crisis medical and
behavioral health services by $7,308 per intervention group member over the full 24-month
follow-up period,. The bulk of savings is attributable to reducing psychiatric inpatient days.

e Results indicate an intervention effect reducing average total costs for shelter and jail days by
$8,372 per person per 12-month period.

e For intervention group members for the 24 months prior to and following study enrollment,
the total per person average cost of shelter and jail days decreased from $38,351 in the 24
months prior to study participation to $9,143 in the 24 months following housing — a
$29,208 or 76% reduction. This same cost also went down for the comparison group, but
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from $38,598 in the two years prior to the study to $25,955 during the 24 follow-up period,
about 33% reduction.

e Taking the full public payor intervention cost into consideration, including federal spending
for affordable housing vouchers, the $15,568 reduction in avoidable public costs offsets over
60% of the total public cost for FUSE II housing and services.

Conclusion and Implications

In sum, the intervention had strong positive effects on reducing homeless shelter and jail use,
especially when measured from housing placement. It transformed people’s patterns of institutional
cycling such that only a very small percentage of people in the intervention group had patterns akin to
the heavier use patterns of the comparison group. Rather, the patterns exhibited by the intervention

group show no or extremely infrequent jail or shelter experience.

The FUSE 1II intervention was highly successful in securing and maintaining permanent housing for
program participants. Rates of 12-month and 24-month success in maintaining housing are higher than
seen in other supportive housing interventions for persons with complex histories of homelessness
and behavioral health needs.

Strong program effects were also apparent for problem alcohol and drug use. Findings are less
consistent regarding mental health outcomes. Rates of current disorder are similar among intervention
and comparison group members. However, differences in psychological stress and in social support
favor FUSE II participants. Other research has shown that such differences are associated with
improved community integration, mental health functioning and quality of life among those with

persistent mental illness.

Findings from the cost evaluation of the FUSE II intervention indicate that removing policy and
system barriers limiting access to housing assistance for persons with criminal convictions,
incorporating housing into reentry services, expanding existing housing resources available for
homeless persons with health and behavioral health challenges, and giving housing providers an
additional onetime $6,500 enhancement per client for more intensive supportive services immediately
post release would result in substantial cost savings to corrections, homelessness and/or health care
systems for persons who would otherwise continue their cycling between jail and crisis care
institutions. FUSE II enhancements were largely used to address a mismatch of resources and system
barriers resulting from funding sources not being directly targeted to frequent users of jail and shelter
services. Future FUSE programs will not need additional enhancements. Every year in the United
States, local jails process an estimated 12 million admissions and releases. Poverty, homelessness,
chronic addiction, persistent mental illness, multiple health problems or all of these are widespread
among the jail population. Since 80% of inmates are incarcerated for less than one month, jails have
little ability to address these deep-seated personal and community challenges. Supportive housing has
been demonstrated to end homelessness for persons with complex needs and to reduce overall public
systems involvement and costs. The FUSE II program results described in this report add to this body
of evidence that supportive housing decreases recidivism, reduces chaotic use of expensive emergency
homeless, health and behavioral health services and improves health care access and outcomes, all

while helping government avoid unproductive spending.



FREQUENT USERS SERVICE ENHANCEMENT INITIATIVE (FUSE II)
EVALUATION REPORT

I. INTRODUCTION

A. Incarceration, Homelessness and Frequent Users

Housing instability/homelessness increases risk for incarceration and conversely, incarceration in-
creases the risk for homelessness. Compared to people with homes, those without stable housing
necessarily live more often in public spaces, more visible to authorities and often targeted for
‘disruptive’ or ‘quality of life’ offenses such as loitering, jaywalking, panhandling, public urination and
so forth. The war on drugs captures persons for their using or possessing even small amounts of
controlled substances, thereby incarcerating millions who struggle with addiction and, often, co-
occurring mental illness. Extreme poverty among homeless persons increases risk for incarceration for
minor offenses when resources are unavailable to make bail or pay fines. At the same time, prison and
jail experience increases vulnerability for homelessness. Incarceration disrupts family and community
relationships, limits employment prospects and interrupts and/or disqualifies receipt of public benefits,
all of which increases risk of homelessness. In addition, policies limit access to publicly funded housing
assistance for persons with a history of criminal conviction. With or without legal prohibitions,
landlords discriminate and communities resist providing housing to the formerly incarcerated
(Fontaine & Biess, 2012; Metraux, et al., 2007).

While many people experience some form of residential instability after prison or jail, research has
identified a subset of persons with repeated episodes of both incarceration and homelessness. As well,
they frequently use other services at high levels, especially crisis care services such as hospital
emergency departments, residential treatment facilities and inpatient mental health and substance abuse
services (Burt & Anderson, 2005; Hall, et al., 2009; Culhane, et al., 2007). Given the success of
supportive housing models to improve the residential stability and community integration of persons
with complex histories of homelessness and mental illness (for review see Rogers, et al., 2009), the
Corporation for Supportive Housing launched the Returning Home Initiative. The central premise of
Returning Home is that thousands of people with chronic health and behavioral health conditions
cycle in and out of incarceration and homelessness and are pootly served by these systems at great
public expense and with limited positive outcomes for their lives. It is thought that establishing
permanent supportive housing as a key component of reentry services will improve these people’s life
outcomes; more efficiently utilize public resources; and likely avoid expenses in crisis care systems,
including emergency medical, mental health and addiction services, as well as in correction facilities
and homeless shelters. The Returning Home Initiative works to coordinate resources and policies to
create supportive housing in communities across the United States for persons with high needs and

histories of homelessness who are leaving jail or prison (CSH, 2011).

This document reports the initial findings of an evaluation of an initiative under the umbrella of the
Returning Home Initiative, the New York City Frequent Users Services Enhancement program
(FUSE).



B. Frequent Users Service Enhancement

As an integral part of the Returning
Home Initiative, the FUSE model as
developed by CSH has three core
clements (CSH, 2011; see Figure 1): Data-Driven

Problem-Solving

Figure 1. Blueprint for FUSE
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®  Policy and Systems Reform. Public systems and policymakers engage in a collective effort to address the needs
of shared clients, shift resources away from costly crisis services towards permanent housing solutions,

and better integrate resources and policies across systems.

®  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 to help clients obtain housing stability and avoid returning to costly crisis
services and institutions

NYC FUSE I. The first FUSE project was in New York City. In 2006, a Discharge Planning Collaboration
(the Collaboration) was formed that included staff from CSH, service providers and advocates concerned
with the reentry population, and administrators from city agencies including the NYC Department of
Corrections (DOC), the NYC Housing Authority INYCHA), the NYC Department of Health and Mental
Hygiene (DOHMH), and the NYC Human Resources Administration (HRA). Reentry issues were of
growing concern. Of the roughly 350 former inmates released in NYC every day, over 40% released from jail
were re-incarcerated within 12 months. The Collaboration developed a pilot housing program that targeted
high-needs individuals with multiple incarcerations in Riker’s Island, the City’s jail. Using a data match
between jail and public shelter records, the Collaboration identified individuals who had at least four jail stays
and four stays in the city’s homeless shelter system over the prior five-years and used this “4-4-5 rule” to
determine threshold eligibility for the program (CSH, 2009a; Fontaine, Roman & Burt, 2010).

Working with eight community-based housing and service providers, this initial FUSE project placed 100
formerly incarcerated ‘“frequent users’ into permanent supportive housing to try to improve reentry outcomes
and break peoples’ cycling between jail, shelter, emergency health and other public systems. Housing
resources included 50 Section 8 Housing Choice Vouchers and 50 supportive housing placements within



single-site developments. Based on a commitment to stabilization and support services, the NYC Housing
Authority created a specialized admission and review process for FUSE tenants that waived the non-violent
and drug-related criminal justice exclusions which are typical barriers for tenants matching the FUSE profile.
Additional vouchers were provided by the NYC Department of Housing Preservation and Development,
which used the minimum for criminal justice exclusions set by the U. S. Department of Housing and Urban
Development. In addition, each housing provider was awarded a one-time funding of $6,500 per tenant to
enhance its customary care services. This allowed providers to actively recruit and assist FUSE clients with
their application and access to supportive housing and to deliver additional acclimatization and stabilization

supports and assistance during their clients’ first year living in the provided housing,

The John Jay College Research and Evaluation Center (at the John Jay College of Criminal Justice/City
University of New York) evaluated this first FUSE program (known as FUSE I). The center used a quasi-
experimental design, creating a comparison group by using jail and shelter administrative data to select
individuals meeting the 4-4-5 criteria (four shelter entries and four jail entries in previous five years) and
“matching” them to program participants on demographics and mental health diagnosis. The John Jay
evaluation of the first year following placement found over 90% housing retention, a 92% reduction of
shelter days and a 53% reduction of jail days; rates of stable housing and avoiding jail were much lower
among comparison group members. The reduced rate of cycling between jail and public shelter indicated cost
offsets to those systems of approximately $3,000 per person, per year (CSH, 2011). These promising
evaluation results led to an expanded program, FUSE 11.

NYC FUSE II. CSH continued to work with city agencies and community providers to further develop the
NYC FUSE program. In 2008, it obtained commitments to support an additional 100 units of housing and
enhanced services for FUSE participants. NYCHA and HPD provided 101 units and set aside units from
DOHMH funded supportive housing. The eligibility criteria of four jail and four shelter stays over the last
five years was maintained, determined by DOC and DHS administrative data match. Every quarter, these
agencies generated a replenishing list of approximately 850-1,100 individuals meeting these criteria, and CSH
cross-referenced this list with current jail and shelter census information to locate potential FUSE

participants for program outreach.

The public-private collaborations integral to FUSE I grew stronger in FUSE II. CSH continued its facilitative
role to secure resources, provide training and technical assistance to housing providers and oversee program
implementation. The NYC Housing Authority provided what were referred to as “quasi sponsor-based”
Housing Choice Vouchers. This was conceived as a pilot effort using a rider to tie tenant-based vouchers to a
service provider and was one of the first efforts in the country to develop a sponsor-based approach with
Housing Choice Vouchers. These vouchers were classified as tenant-based vouchers, but the tenants accessed
housing through master-lease agreements with the service providers. Similar efforts have been made by some
housing authorities that have more flexible administrative rules than the NYC Housing Authority. In
addition, the NYC Department of Housing Preservation and Development provided tenant-based vouchers,
and the NYC Department of Health and Mental Hygiene funded set-aside units in supportive housing
buildings. Service resources for tenants were provided through contracts from the NY/NY III and High
Service Needs supportive housing production programs. Six of the community-based housing providers who
had participated in the original FUSE initiative continued to recruit, house and provide setrvices to reentry
clients with complex histories of incarceration and homelessness.



For FUSE II participants, housing is permanent, not transitional. Units are subsidized through Section 8,
OMH or DOHMH, such that the rent a tenant pays is no more than 30% of income or of housing allowance
from benefits. DHS has formal authority over the FUSE project, linking the target population to permanent
supportive housing. As in FUSE I, housing providers were given a one-time $6,500 payment per client to
allow for flexible service funding during the critical time period from recruitment and engagement to linkage
with sustainable, comprehensive medical and mental health services and other support services needed to
promote stability and tenant success. Uses of the enhancement varied by housing program and included
clinical supervision; client recruitment and engagement; intensive case management with lower client-to-case
manager ratios; special FUSE service staff to provide more intensive support during the first year of housing;
and/or additional specialty setvices as needed. Table 1 on the next page presents a snapshot of NYC FUSE
1T providers” housing and setrvice delivery models. Additional descriptions of specific housing and service
characteristics and funding sources used by the different agencies serving FUSE 1I clients can be found in
Section IV, Cost Evaluation.



Table 1.

Snapshot of NYC FUSE II Providers’ Housing and Service Delivery Models

Agenc Target Type of Funding for Case Management
y Population? Housin Housin Service Model
P g g
Brooklyn SPMIP — SRO units Project-based | o Comprehensive Service Model
Community community (one site) Section 8 e Therapeutic Case Management
Housing care e Harm Reduction
Services o PeerS ot
(BCHIS) eer Suppo
SPMIb — SRO units Shelter+Care | o Assertive Case Management
CAMBA community (two sites) Project—based e Therapeutic Case Management
care Section 8 ¢ Interdisciplinary Teams
NY/NY III — Scattered-site NYCHA ° Comprehensive Service Model
Common F (recent apartments quasi e Strength Based Case
Ground AOD sponsor- Management
treatment)© based e Harm Reduction
Section 8¢
. SPMIP — SRO units Project-based | o Comprehensive Service Model
Jericho . . .
Project community (tive sites) Section 8
care
NY/NY III — | Scattered-site NYCHA e Service Brokering
F (recent apartments quasi e Comprehensive Service Model
AOD Sponsot- e Strength Based Case
Palladia, Inc. treatment) gase.d g Management
ecton e Interdisciplinary Teams
e Harm Reduction
e Peer Support
Axis I Scattered-site HPD tenant- | e Comprehensive Service Model
Pathways to diagnosis. apartments baseld e Assertive Community Treatment
Housing community Section 8 e Interdisciplinary Teams
care e Pathways Housing First Model

Source: Interviews with project staff and review of program documents

@ All programs target recently incarcerated single adults with multiple episodes of homelessness and jail experience.

b SPMI programs are for people with “serious and persistent mental illness”.

¢ NY/NY agreements are between the New York City and New York State to provide funding to nonprofit providers
and developers to create supportive housing for homeless people with mental illness and other disabilities. “Category F”

is for homeless single adults who have completed substance abuse treatment.

d Scatter-site sponsor-based Section 8 apartment leases are held by the agencies, who enter into occupancy agreements

with residents.






II. EVALUATION QUESTIONS AND METHODS

The FUSE 1I evaluation reported here was conducted by researchers from Columbia University and Shubert
Botein Policy Associates. In this section, we report the questions that drove the evaluation and the
methodology used to answer those questions. In the following Section III, we report findings regarding
point-in-time and time-aggregated outcomes, and investigate time-patterned outcomes for jail and shelter use.
Section 1V of this report examines FUSE 1I intervention costs and the results of a cost-offset analysis; the
final section summarizes the report and points to policy implications.

A. Evaluation Questions

The evaluation was designed to measure the impact of the second phase of the FUSE initiative on a number
of important outcomes. Specifically, we ask whether or not the intervention positively changed clients’ lives
with regard to their:

e avoiding homelessness and retaining housing,

e  criminal justice involvement, including arrests and returns to jail or prison,

e health and mental health and health setvices utilization,

e using hard drugs, problem drinking and engaging in similar high-risk behaviors,
e  connecting with family and having other forms of social support,

e over all temporal patterns of institutional involvement beyond their using individual public systems,

i.e., reduced cycling between institutions.

In addition, we analyze the cost of the FUSE intervention and possible cost offsets from reducing public
expenditures associated with use of shelter, medical and criminal justice systems.

B. Research Design

Our basic study design is a two-group pre/post design with a compatison group constructed among FUSE
II-eligible individuals who strongly match those receiving the intervention. We are interested in estimating the
effects of the FUSE 1II intervention or “treatment” on those who received the intervention. We do not

estimate effects on the broader population of those who meet program criteria.

To allow enough time to test the program’s effectiveness, we followed participants in both intervention and
comparison groups for up to 24 months after baseline data collection. Data sources included survey
interviews as well as administrative data from the NYC Departments of Corrections and Homeless Services.
Using an extensive questionnaire, we interviewed study participants at baseline, six, twelve, eighteen and
twenty-four months.? For the intervention group, we conducted the baseline assessment immediately after
they moved into FUSE II housing; for the comparison group, we conducted the baseline interview at study
enrollment, which was timed to coordinate with intervention group assessments.

2 Not all study participants were interviewed at each of the time periods. Some completed their final interview more than
24 months after baseline, and some were lost to follow-up. See Table 4 for relevant response rates and numbers.



An administrative data match provided information on jail and homeless shelter experience for five years
prior to and two years following enrollment in FUSE 1I, or, for comparison group members, following
baseline assessment. In our analysis, individuals were analyzed as FUSE II intervention group members,
regardless of whether they maintained FUSE 1I housing or otherwise continued to be part of the FUSE II
program.

C. Comparison Group Formation

Since FUSE II was implementing an already established protocol with a complex process to determine
eligibility and enroll to individuals into the program, a random assignment design with people randomly
assigned to a control group was not feasible. This necessitated our forming a comparison group to address
possible confounders of any intervention effects. Such a comparison group improves our ability to ascertain
if the program caused the result that we see in jail, shelter, health or other outcomes, or if something about
the individuals in FUSE II caused such effects. For instance, perhaps persons in the program were better off
in some way (e.g., higher functioning, more motivated to change, and so forth) than people who weren’t in
the program. As a result, they may have avoided jail or scored better on outcome measures regardless of their
participation in FUSE II. On the other hand, perhaps FUSE II participants were worse off, struggling with
mental health needs that were bound to improve just with the passing of time, again, regardless of their
participation in FUSE II. Thus, to determine the effect of FUSE II, we need to answer: What would have
happened to the people who received the intervention if they had not received the intervention?

Comparison group recruitment. Our recruitment strategy was to mimic as much as possible the strategy
and tactics program agencies used to locate and recruit persons eligible for FUSE II. Thus, the first step in
our strategy for forming this group was to work with the housing provider agencies to determine how they
selected individuals for their programs from among the larger FUSE Il-eligible population. Using
information on client selection processes and from the monthly list of FUSE Il-eligible people in DHS
homeless shelters, our field staff visited shelters where FUSE Il-eligible persons lived to identify potential
study participants who met the 4-4-5 criteria.

To follow as closely as possible agency recruitment efforts, our staff went to the same shelters from which
the programs recruited. While there, they used a questionnaire that covered topics the service providers were
using to assess suitability for their specific housing programs. To be more specific: Informed by eligibility
criteria used by programs that targeted services for persons with a serious persistent mental health diagnosis
or with substance use histories who engaged in or had recently completed a successtul course of addiction
treatment, the screening questionnaire included questions on these topics (see Appendix D for Screening
Questionnaire). Thus, to be eligible for the comparison group, in addition to being on the DOC-DHS match
list and meeting the 4-4-5 criteria, people had to meet either additional criteria (A) or (B):

A. They had to have been in been in drug or alcohol treatment in the twelve months prior to the
administration of the screening survey and report not drinking alcohol to the point of intoxication or
using cocaine, crack or heroin in the prior 45 days. They also had to answer “definitely willing” or
“possibly willing” to one of the following: “In order to get housing, would you be willing to (1)
completely quit using drugs, (2) go to an outpatient substance use program where you would go every
day for counseling and treatment, (3) attend a support group related to alcohol or drug use, or (4) go to
individual alcohol or drug counseling or therapy for alcohol and substance use.”



B. Potential study participants also had to report if they had ever been diagnosed with a psychiatric
condition, or had mental health treatment or talked to a mental health specialist in the twelve months
prior to administration of the screening questionnaire.

Not all programs used the same criteria. To create a comparison group that was as equivalent as possible to
the intervention group, we utilized enrollment criteria common to all programs. As a proof of concept that
this approach was appropriate, we note that 12 of the people we identified for the comparison group — but
before we formally included them in the study — were subsequently accepted into the FUSE 1II intervention.

Using this multi-layered process, we selected individuals for comparison group membership who closely
matched those chosen by housing providers for the FUSE II intervention. By the time the program
admissions window closed in March of 2010, these providers had identified 72 people for FUSE II. These
individuals comprise the intervention or treatment group for the evaluation. During the same time period,
using the procedures just described, we identified 89 persons for the comparison group. We selected a larger
number for the comparison group because we anticipated a larger program population and because we

wanted a larger group from which to select to carry out the second step in forming our comparison group.

Propensity score analysis. Our second step in forming the comparison group was to use propensity score
matching to improve the comparability of the intervention and comparison groups. This technique allows us
to estimate a “score” which represents the probability (i.e., “propensity”) of being selected for the program
for people in both the potential comparison group and the actual intervention group. The basic idea of this
method is to estimate a score based on a model that incorporates pre-intervention demographic, clinical,
experiential and service use variables thought to affect people’s chances of being selected for the program
and/or thought to affect outcomes. We use this score to make the comparison group more similar to the
intervention group than it otherwise would be and, thus, minimize pre-intervention group differences across
relevant characteristics. (See Figure 2 for a diagram of this logic.)

Figure 2. Using Propensity Scores to Identify Comparable Cases
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Table 2 reports the number of cases for each study group resulting from steps one (initial recruitment of
comparison group members) and two (selecting cases using propensity scores). For further details of the
propensity score analysis, see Appendix A.

Table 2. Size of Intervention and
Comparison Groups for Each
Selection Step

Selection Step

Groups First Second
Intervention 72 60
Comparison 89 70

The propensity score analysis indicates that, in following the same criteria and procedures as the programs to
identify the comparison group, we did a fairly good job. Sixty of 72 people in the intervention group had
propensity scores that ovetlapped with those of 70 people in the potential comparison group. Using the
constructions of the intervention and comparison groups resulting from this second step, we tested the
results by checking how well the intervention and comparison groups were “balanced” on the variables
(“covars”) used to estimate the propensity score. For each covar, the difference between the mean of the
comparison group and the mean of the intervention group is assessed for bias and statistical significance. We
found that once we trimmed the intervention and comparison group cases to eliminate those with no overlap
in propensity scores, the two “trimmed” groups are fairly balanced without further propensity score
adjustment. Appendix A, Table A-2 contains the results of the balance analysis for all the variables that were
initially thought to possibly affect selection into the intervention and/or intervention outcomes. Note in this
table that a range of measures of prior jail experience were examined during the propensity analysis; all
remain balanced in the trimmed sample used for the outcomes analyses.

In Table 3 (p. 12), we report the balance analysis for a subset of the covariates that were statistically
significant in the model used to estimate the propensity score and for the one covar (never psychiatric
diagnosis) whose mean difference between the comparison and intervention groups remains statistically
significant in the trimmed sample. The table shows no statistically significant differences between the
intervention and comparison group members in the trimmed sample except ‘never had mental health
diagnosis’; of the other measures, only ‘no close friends or family contacts’ is even marginally significant. For
example, the mean number of shelter admissions over the 24 month period prior to baseline interview is 2.5
for the intervention group and 2.3 for the compatison group; 22% of intervention group members had been
homeless for five years or more over their lifetime as were 23% of comparison group members.

As another measure of balance, Table 3 also shows the ‘bias’ statistic. This is the difference of the means
expressed as a percentage of the square root of the average of the sample variances in the intervention and
comparison groups. The lower the percentage, the less the two groups differ (Rosenbaum & Rubin, 1985). As
Table 3 shows, almost all variables have about a 20% bias or less; the mean and median bias for the data with
trimmed cases is 13.4 and 10.2, respectively, indicating very good balance. In our outcomes analyses, we
adjust for potential residual bias by further covariate adjustment through regression modeling that includes
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the variables listed in Table 3. That is, all analyses control for ever psychiatric diagnosis, drug use, history of
homelessness, education and the other variables shown in Table 3.

For all outcome analyses, we use the trimmed sample or a subset of it. However, we use the full intervention
sample of 72 FUSE II participants when we provide descriptive statistics for those the intervention served
(e.g., on average, how long those who received housing stayed housed and similar statistics). In Appendix B,
we show how the intervention participants excluded in the trimmed sample differ from and are similar to the

60 FUSE II intervention group members used in the outcome analyses.

D. Data Collection

We use two data sources to carry out the evaluation. One is an extensive survey of comparison and
intervention group participants based on in-person interviews. (See Appendix E for the Baseline
Questionnaire and Appendix C for a concordance listing conceptual variables, specific measures and sources
for standardized measures used in the questionnaire.) The FUSE II interview includes original items
developed specifically for this evaluation as well as standardized measures and validated assessment tools

measuring:
e demographics,
e current and recent housing and living arrangements,
e residential history for the five years prior to baseline,
e health conditions and health functioning,
e mental health diagnoses and mental health functioning,
e alcohol and substance use,
e  health, mental health and substance abuse services,
e social networks and social support,

e need for and use of case management and social services.

We administered the surveys at baseline and at roughly six month intervals over two years, for a total of five
waves of data collection. Table 4 reports the number and percentages of completed surveys at each wave.
Mean number of follow-up interviews was 3.1. An additional 52 interviews were completed beyond the 24
month time period that frames the current study and therefore are not included. Information from these
additional surveys will be available for future analyses.

The second dataset resulted from a data match of administrative records from the Departments of
Corrections and Homeless Services of the City of New York. Measures included dates of admission and
discharge into jail or shelter, length of residence or incarceration, location of facility and, for those

incarcerated, the arrest charge(s).
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Table 3. Balance of Covariates for Trimmed Data: Covars in the Propensity Score Model
and Covars with Statistically Significant Differences

Intervention Comparison
Group Group
Covariates Means/ Means/ % Bias | t-score P
Proportions? Proportions?
(n=60) (n=70)

Number shelter admissions over 24 247 599 75 0.420 0.674

months before program enrollment
Life time homelessness > 5 yearsP 0.22 0.23 -2.8 -0.160 0.872
Veteran 0.03 0.07 -17.0 -0.960 0.341
Physically Disabled 0.58 0.53 11.0 0.620 0.535
Current employment incomec 0.23 0.30 -15.0 -0.850 0.397
Current income from public assistanced 0.63 0.67 -7.9 -0.450 0.652
Didn’t graduate high school 0.40 0.37 5.8 0.330 0.741
Graduated high school/GED 0.48 0.44 8.1 0.460 0.648
Reported health fair or poor 0.32 0.27 9.9 0.560 0.575
Age at first sexual relatlon.s with 144 14.0 102 0.570 0.568

opposite sex
Never psychiatric diagnosis¢ 0.37 0.19 41.0 2.350 0.020
Mental health services past 6 monthsf 0.45 0.54 -18.5 -1.050 0.295
Never used hard drugss 0.17 0.26 -22.1 -1.250 0.214
Past use hard drugsh 0.52 0.41 20.5 1.160 0.246
No close friends or family contactst 0.03 0.13 -35.2 -1.960 0.052

*p<.05

* Values shown are means for continuous variables or proportions for the one category of dichotomous variables
shown in the table, e.g., 0.22 or 22% of the intervention group had five or more years homeless prior to baseline
interview.

b Self-report of lifetime street or shelter homeless experience since age 18.
¢ Includes pay for odd jobs, occasional or temporary part-time work (irregular hours).
4 Income from SSI, SSDI, TANF, VA or PA/TA (New York State temporaty safety net assistance for individuals).

¢ Self-report never diagnosed with psychiatric disorder, received medications or hospitalized for mental health
problems.

f Received treatment or therapy from mental health professional or supportive counseling six months prior to
baseline.

8 Never used cocaine, crack, heroin, or methamphetamine.
h Ever used cocaine, crack, heroin and/or methamphetamine but not within six months of baseline interview.

i No close friends who are not relatives or adult relatives seen at least occasionally or speak to on the phone.
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The result of this data collection is an extensive set of information that will help us understand the ‘“frequent
uset’ population and effects of the FUSE II intervention. In addition, availability of a wide range of
information about participants allows us to feel confident in the propensity score analysis, since that method
assumes all relevant variables have been measured, and to include in the outcome analyses variables that
might be thought to affect outcomes independent of the intervention.

Table 4. Completed Surveys for Each Intetview Wave

Intervention Group Comparison Group
Mean Mean
Interview Wave Number N %2 months N %2 months
from from
baseline baseline
One (baseline) 72 na na 89 na na

Two (month 6) | 68/69 | 98.6% 6.5 61/86 | 70.9% 6.8

Three (month 12) | 64/67 | 95.5% 13.0 56/61 | 91.8% 13.9

Four (month 18) | 58/64 | 90.6% 19.9 37/56 | 66.1% 19.3

Five (month 24) | 40/56 | 75.0% 26.2 28/35 | 80.0% 255

Any follow-up interview 68 94.4% na 66 74.2% na

aPercent of sample eligible to be interviewed at each wave.

E. Description of Frequent Users

Before discussing outcome effects associated with the FUSE II intervention, we describe the FUSE II sample
of ‘frequent users’ — adults with multiple experiences of jail and homeless shelter admission. Table 5 shows a
range of demographic, clinical, service need and service utilization characteristics, as well as pre-baseline
histories of jail and shelter experience. Selected here are characteristics and experiences that other research
has shown to be associated with poor outcomes and recidivism among persons leaving jails (Andrews &
Bonta, 1995; Vera Institute, 2012) and factors increasing risk for homelessness among low income
populations (for review see Apicello, 2010). Table 5 presents means and proportions for the trimmed sample.

Frequent users in both the intervention and comparison group are overwhelmingly male and predominantly
African American or Latino. A substantial proportion do not have a high school diploma or GED. Three-
fourths have had a history of regular full-time employment but current rates of disability are high. Extreme
poverty is the norm. For the great majority, yearly income from all sources is less than $7,500. More than half
are food insecure. Most frequent users of jail and shelters have very limited social networks: Close to 80%
have never been married, the median number of family members with whom they have any contact, see
occasionally or speak with on the phone is two.

Scores on a summary measure of social support (adequacy of emotional, instrumental or informational
support) are low, similar to results for this population when compared to general samples of adults (Messeti,
et al., 1993). The research literature on recidivism and on substance abuse relapse suggests that increased self-
efficacy and positive coping skills predict better outcomes for an individual. We have categorized these
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measures as ‘dispositions.” We included these measures in the questionnaire to examine possible differences
in pre-intervention self-motivation to change indicated by positive coping skills compared to ‘emotion

focused coping’ associated with drug and alcohol use and other less effective responses to life challenges.

Substance use is almost universal, and rates of past abuse are high. Almost all (over 90%) report illicit drug
use, most having a history of ‘hard drug’ use, ie., using heroin, cocaine, crack or, less often,
methamphetamine, and doing so weekly or more often for one or more periods in their lives. For about one-
third the sample, serious addiction challenges continue; others have benefited from treatment or otherwise
reduced or stopped using drugs, other than marijuana.

As research has shown, persons with multiple jail stays and those with multiple homeless shelter stays have
high rates of physical as well as mental health problems (CSH, 2009a). About 70% of program participants
have one or more serious chronic health conditions, including hypertension, cardiovascular disease, asthma,
diabetes, hepatitis and/or epilepsy. (Rates of HIV infection are also high among incarcerated populations, but
in New York City most homeless persons known to be HIV positive are served by a separate system of
AIDS housing resources and service agencies. Thus, very few persons diagnosed with HIV are included in
the FUSE 1I eligible sample.)

Serious and persistent mental illness characterizes FUSE eligible persons found in jails or shelters. Specific
diagnoses include schizophrenia, bipolar disorder, major depression and post traumatic stress disorder. Study
participants score high on a standardized measure of psychological stress; this is true even for those whose

symptoms do not meet threshold criteria for diagnosis of anxiety disorder.

One characteristic that may distinguish frequent users of jail and homeless shelters from the general jail
inmate population is eatly exposure to trauma and violence and loss or separation from parents (BJS, 2004;
McDonnell, et al., 2011). Over two-thirds report traumatic or highly stressful events during childhood or
adolescent including physical assault and sexual assault. About half have been victims of or witnessed other

family members violently victimized. More than one in five spent time in foster care.

Another finding regarding early experience is that for 80% of the sample, their first episode of incarceration
preceded their first episode of homelessness. Based on narrative descriptions of reasons for homeless
experience, incarceration was for many a major cause or trigger for housing loss. About one in five study
participants had experienced both incarceration and street or shelter homelessness prior to age 25 years
(Bozack, 2010). Such a lack of family resources increases risk for homelessness among low income persons
generally, especially those with behavioral health issues. The intersection of eatly exposure to violence, lack of

family/kin supports, jail and shelter expetience is worth more investigation.

Regarding the criminal justice profile of frequent users, three-fourths have been incarcerated for drug related
charges, overwhelmingly for possession. However, repeated incarcerations are more often associated with
low-level misdemeanors such as shoplifting or “theft of services” (mostly jumping the turnstile for public
transit access), “quality of life” offenses (vagrancy, trespassing, loitering, disorderly conduct, public urination),
and probation or parole violations rather than with repeated drug convictions. This highlights the need to
understand better how structural factors such as local laws and police practice interact with individual mental
health, addiction or other vulnerabilities to increase the risk for re-incarceration among frequent users of jail
and shelter.
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Table 5. Incarceration, Homelessness, Sociodemographics and Select Clinical and Attitudinal

Characteristics of FUSE II Evaluation Study Participants

Intervention Group

Comparison Group

Study Participants' Characteristics Pi\(/)lszlti(())rna P?ggifti(();na
(n=60) (n=70)
Criminal Justice History
Age at first arrest 21.0 22.6
Number jail admissions over 6 months before enrollment® 2.47 2.97
Number nights in jail over 24 months before enrollment® 68.9 79.7
Homeless History
Life time homelessness > 5 yearse 47% 49%
Number shelter admissions over 6 months before enrollment® 55% 54%
Number nights in shelter over 24 months before enrollment® 245.5 208.7
Demographics
Current Age 46.0 44.3
Male 88% 87%
Race/ethnicity : Black 58% 66%
Race/ethnicity: Hispanic 22% 23%
Education/Employment/Income

Graduated high school/GED 48% 44%
Ever had full-time job for a year or more 75% 67%
Current income from employmentd 23% 30%
Income from all sources < §7,500 per yr. 75% 61%

Family/Marital/Social Support
Ever placed in foster care or group home 22% 23%
Ever married 23% 19%
No close friends or family contactse 3% 13%
Social support summary scoref 23.7 19.9
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Table 5. Incarceration, Homelessness, Sociodemographics and Select Clinical and Attitudinal
Characteristics of FUSE II Evaluation Study Participants (cont’d)

Intervention Comparison
Study Participants' Characteristics Gli;)rl(l};)(l)\;[teiizaor G?;:};gfgiﬁaor
(n=60) (n=70)
Substance Use
Never used hard drugss 17% 26%
Past use hard drugsh 52% 41%
Problem alcohol use 37% 34%
Substance abuse services past 6 monthsi 53% 53%
Mental Health
Ever psychiatric diagnosisk 63% 81%*
Mental health services past 6 months! 45% 54%
Psychological stress score™ 8.3 7.3
Physical Health
Health rated fair or poor 32% 27%
Number of chronic or infectious illnesses ever diagnosed» 1.4 1.4
Attitudes/Dispositions
Religion or spirituality somewhat or very important 76% 87%
Mastery index (self-efficacy)e 17.2 16.3
Coping: Take action to try to make the problem better? 78% 67%
Coping: Get help/advice from othersd 63% 53%
Coping: Try to come up with strategy* 75% 71%
Substance abuse treatment readiness scores 35.0 35.8

*p<.05

2 Values shown are means for continuous variables or, for dichotomous variables, the percentage with the characteristic.
b During the time period prior to FUSE program enrollment, or for comparison group, prior to baseline interview.

¢ Self-report of lifetime street or shelter homeless experience since age 18.

4 Any income from paid work.

¢ No close friends who are not relatives or adult relatives seen at least occasionally or speak to on the phone.

f Summaty measure of degree and number of people who can be counted on for support in different situations.
(Adapted from Sherbourne & Stewart, 1991). Range is 0-48; higher score indicates more support.

g Never used cocaine, crack, heroin, or methamphetamine.
h Ever used cocaine, ctack, heroin and/or methamphetamine but not within six months of baseline interview.
i Positive screen for alcohol abuse or dependence based on Client Diagnostic Questionnaire (CDQ; Aidala, et al., 2002).

i Alcohol or drug abuse treatment or services anytime during six months prior to baseline interview.
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Table 5. Incarceration, Homelessness, Sociodemographics and Select Clinical and Attitudinal
Characteristics of FUSE II Evaluation Study Participants (cont’d)

k Self-report ever diagnosed with psychiatric disorder, or received medications or hospitalized for mental health
problems.

' Received treatment or therapy from mental health professional or supportive counseling for emotional or psychological
difficulties at any time within six months of baseline interview.

m Perceived Stress Scale (Cohen, et al., 1983). Range is 0-20; higher score indicates more stress.

n Self-report medical provider has diagnosed with asthma, hypertension, diabetes, high cholesterol, heart attack or
stroke, cancer, seizure disorder, sickle cell anemia. Includes four persons with only STTs such as herpes or gonorrhea.

© Mastery/Locus of Control (Peatlin, et al., 1981). Range is 7-28, higher score indicates greater self-efficacy, sense of
control.

P Coping in response to difficult or stressful events: do this medium amount or a lot. (Adapted from Carver, et al., 1989).

4 Readiness and Treatment Eagerness Scale (SOCRATES; Miller & Tonigan, 1996). Range is 10-50; higher score
indicates greater readiness.
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III. OUTCOME ANALYSES

In this section, we describe basic findings for, first, those who received FUSE II housing and services and,
then, the effects of the program on the FUSE II intervention group relative to the comparison group. The
first analyses are simple descriptions of those receiving housing and services; the second are the results of
regression analyses. In the latter, the different outcome variables of interest are regressed on the covariates in
Table 3 and the outcome variable measured at baseline (e.g., analyzing intervention effects on mental health
functioning at follow-up, controlling for baseline mental health functioning score, as well as the Table 3
covariates). Thus, this modeling assumes linear effects of the covars on differences. In some instance, this
assumption is a function of our measuring outcome variables dichotomously or collapsing them into

dichotomies. For continuous variables, our theoretical assumptions were always for linear effects.

In addition to regression analyses of differences between comparison and intervention groups, we also show
results from a “trajectory analysis” to test for the effects on temporal patterns of jail and shelter use. For this
analysis, DOC and DHS administrative data is examined using optimal matching to look at sequences of jail
and/or shelter use. This approach allows us to compare post-intervention incarceration and homeless shelter
trajectories of the two groups, thus showing differences between them not only at points-in-time (e.g., at the
end of 24 months) or aggregated over time as in the regression analyses, but in the patterning of incarceration
and homeless shelter use over the post-intervention period.

A. Housing Outcomes

A primary thrust of FUSE 1I is to help participants achieve housing success and community reintegration
after leaving jail. Specifically, FUSE II-provided housing is the primary “active ingredient” of the initiative.
The argument is that because people have stable and appropriate housing, the kinds of problems that
characterized their lives prior to FUSE II — repeated episodes of incarceration, shelter use, emergency
hospitalizations, and problems associated with mental health symptoms and/or addiction — would be
reduced. Housing is the central focus of the program’s attempt to improve people’s lives more generally. In
this section, we examine the question: Did frequent users placed in FUSE 1I housing keep their housing? We
then report effects of the intervention on housing status by comparing results for the intervention group with
the comparison group.

FUSE II participants’ housing retention. Table 6 reports rates of housing success or how well FUSE 11
participants were able to maintain their housing over the follow-up period. It reports housing at the 12t and
24t months after participants moved into FUSE II-provided permanent supportive housing. Because we are
not, in this analysis, comparing those receiving the intervention with those who did not, we use the full
sample of FUSE participants (72 people), and we use survey data collected over the entire follow-up period.

As Table 6 shows, of the 69 people who received FUSE II housing and services and were not deceased at the
12th month of follow-up, 89.9% were in FUSE II-provided housing at that point-in-time. The comparable
statistic for 24 months is 80.9%. Obviously, these statistics indicate a very small number of people failed to
maintain their FUSE II-housing over the relevant time periods.



Table 6. Percent FUSE II Participants Housed in FUSE II-provided Housing
at and over 12 and 24 Months of Follow-up Period

Kinds of Retention in FUSE II-provided Housing for 12 & 12 months %o N
Housed in FUSE II housing at 12 months | 89.9% 692

Housed in FUSE II housing at 24 months | 80.9% 68P

Housed continuously in FUSE 1II housing over 24 months | 47.1% 68P

FUSE II housing continuously or with brief interruption over 24 months | 80.9% 68b

aThree participants died over first 12 months of follow-up.

b Four participants died over 24 months of follow-up.

We also looked at whether or not people maintained residence in their FUSE II housing continuously over
the entire follow-up period, or had brief periods when they were staying in other situations. Housed
continuously means that FUSE II housing remained people’s home address throughout the period, did not
enter jail or a homeless shelter for even one night, and were not hospitalized or in a residential treatment
facility for more than 90 days. And housed with brief interruption means they were in one of these
institutional settings during the follow-up time period (in jail or shelter one or more nights or in a health or
other residential treatment facility for more than 90 days) but maintained tenancy and came back to FUSE 1I-

housing after these institutional or treatment experiences.

The results show that about half the program participants remained continuously in their FUSE II housing.
Over 80% maintained residency with no days away from their FUSE 1l residence or had only limited
interruptions for a brief jail stay or treatment episode. Rates of 12-month and 24-month success in
maintaining housing are higher than seen in other supportive housing interventions for persons with complex
histories of homelessness and behavioral health needs. Usually, retention in housing over 24 months seldom
exceeds 75% (Malone 2009; Martinez & Burt 2006; Wong 2006). Our findings indicate that whatever issues
arise for FUSE II participants, they tend to return to FUSE II housing, much in the way people ordinarily do
in their lives after stints in hospital or other such settings.

Intervention effects on housing status. Here we analyze whether or not FUSE II had its intended housing
effects by comparing the intervention and comparison groups. In this and subsequent regression analyses, the
different outcome variables of interest? are regressed on the covariates in Table 3 and on the outcome
variable measured at baseline. Thus, this modeling assumes linear effects of the covars on differences
between the two groups. In some instance, this assumption is a function of our measuring outcome variables
dichotomously or collapsing them into dichotomies.* For continuous variables, our theoretical assumptions

were always for linear effects.

3 Outcome variables are measured either continuously or dichotomously; thus, in this analysis, we can measure the mean
as the outcome of interest for all comparisons.

4 For all collapsed variables, we expected them to be affected linearly in their initial measurement, thus collapsing did no
harm to our expectation of linear effects. That is, we expected those in the intervention group to score lower (or higher),
relative to the comparison group, on all categories of variables with three or more categories.
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Table 7 presents results for effects on housing.> It compares whether or not members of each group were
housed in permanent housing at the 12% and 24% months after they were placed in housing (intervention
group) or after they were first interviewed for this study (comparison group). Note that FUSE 11 participants
could be in permanent housing provided by another housing program or in community housing, not
necessarily the FUSE II housing into which they were placed.

The estimates in the table (also shown in Figure 3, next page) suggest extremely strong support for the effect
of FUSE II on obtaining and maintaining permanent housing among program participants. At twelve
months, over 91% of FUSE 1I participants are housed in permanent housing, compared to the 28% that
would have been housed had they not received FUSE 1I housing and services.

Table 7. Intervention Effects for Housing

95%
Intervention Comparison . Confidence
. Difference of
Permanent Housing Measures Group Group Interval for
Means .
Difference of
% N % N Means

In permanent housing at 12 months | 91.2% 57 28.3% 53 62.9%p*** 56.5% | 69.3%
In permanent housing at 24 months | 85.5% 55 42.2% 45 43 20tk 33.9% | 52.6%

wx D < 001

By 24 months, this 63% difference has dropped to 43%, mostly because comparison group members
obtained housing (this has increased to 42%) rather than FUSE II participants’ housing situation having
changed (a slight drop to 86%). As we discuss later in Section V, the high rate of housing placement among
the comparison group could be due to the NY/NY III initiative, the largest offering of supportive housing in
New York City at the time, since units were available at the same time as FUSE II was initiated (New York
State, 2005). Nonetheless, the intervention results are highly statistically significant. The small change in the
FUSE 1I participants housing situation speaks well for the lasting effects of the program. We conducted this
study over 24 months to more strongly test whether or not FUSE II’s effects would last past the more
common one year follow-up period. This analysis indicates that they did, suggesting that it is likely that FUSE
II-induced effects will be sustained past this study’s two year follow-up period.

> For this analysis, we used both survey and administrative data, hence the Ns are different from those in previous and
subsequent analyses. Also, the administrative exit reason for five comparison group members indicated the person was
leaving for housing at a point three months ptior to their 12% or 24t month over follow-up and had no jail or shelter
experience after that exit. In these instances, the person was coded as housed. We did this to avoid a missing data code
for these people. Note that, from the perspective of testing FUSE 1I, this coding makes it harder to find significant
differences between the intervention and comparison groups.
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Figure 3. Intervention Effects for Housing
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Intervention effects on homeless shelter use. Here we report results for shelter use outcomes, using
administrative data maintained by the Department of Homeless Services. The analysis evaluates program
effects from two time points: program enrollment and housing placement. Program enrollment is the point at
which one of the agencies formally accepted the person into the program. At this point, the person had yet to
complete application procedures, be judged eligible for housing assistance by City agencies and, for scatter-
site programs, locate an apartment with a landlord willing to accept FUSE 1I clients. This process could take
some time. As a result, the elapsed time between when the person was enrolled in the program and when he
or she was placed into permanent housing varies across individuals, with a minimum of 11 days and a
maximum of 20 months. In addition to procedural and landlord factors, these differences were caused by
client issues (e.g., acquiring appropriate identification documents), unexpected system or agency challenges
(e.g., government funding cuts, agency staff changes), or both. The average time elapsed was 180 days. Note
that for comparison group members, the date of ‘enrollment’ and ‘placement’ is the date of enrollment into

the study, indicated by completion of the baseline interview.

On the next page, Table 8 reports outcomes for shelter use for the following outcomes:

e Number of days in shelter, number of episodes and percent having any episode over 24 months of
follow-up from enrollment or placement. Note: Due to Department of Homeless Services
procedures, people had to leave shelter for more than 30 days for a shelter episode to conclude.

e Number of days and episodes and percent having any episode over the last three months of the 24
month follow-up period from enrollment or placement.

We show these particular outcomes to give a sense of how the program performed over the entire
follow-up period and to observe how people were performing at the end of the period. This allows for
the possibility that it may take some people more time for the program to be effective. (We also capture
this effect later in the report when we identify overtime trajectories of incarceration and homeless shelter
use.) We estimated effects for many different time-based outcomes for days and episodes of each
situation and, in general, the results we report here were true for these other outcomes as well.
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Table 8. Intervention Effects for Homeless Shelter Use

Panel A. Homeless Shelter Use: From Housing Placement

Day and Episode Measures é‘;}}rl‘ie%%‘;i g%?;%ﬁ Difﬁ?;f: of 950/0Dcit(')frel1i'ie(111i:2c§ fllil/ItZ;‘r’lzl for
Number of days over 24 month follow-up 15.2 161.9 -146. 7% -166.1 -127.3
Number of episodes over 24 month follow-up 0.8 8.7 -7.9%%k -9.4 -6.3
Any episodes over 24 month follow-up 11.7% 81.4% -69.8%0%* -75.8% -63.8%
Number of days over last 3 months of follow-up 1.8 245 S22.THwK -28.5 -16.9
Number of episodes over last 3 months of follow-up 0.1 1.3 S1.2% -1.5 -0.8
Any episodes over last 3 months of follow-up 3.3% 32.9% -29 .5k -35.6% -23.5%

Panel B. Homeless Shelter Use: From Program Enrollment

Intervention | Comparison . 0
Day and Episode Measures Group Mean | Group Mean Difference ) 95% (?onﬁdence Interval for
(n = 60) (n = 70) of Means Difference of Means

Number of days over 24 month follow-up 68.2 161.9 -93. 7%k -113.3 -74.1
Number of episodes over 24 month follow-up 3.0 8.7 5.7k -7.5 -3.9

Any episodes over 24 month follow-up 60.0% 81.4% -21.4%0%xx -27.5% -15.4%
Number of days over last 3 months of follow-up 7.7 24.5 -16.8%%¢ -25.0 -8.5
Number of episodes over last 3 months of follow-up 0.3 1.3 -1.0%%* -1.4 -0.6

Any episodes over last 3 months of follow-up 10.0% 32.9% -22.9%p%xx -30.8% -15.0%

*p<.05  Fp< 0l *Fxp< 001
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These results report means and differences based on models that controlled for all baseline covariates
thought to affect selection into treatment and outcomes (i.e., the variables in Table 3) plus the variable at
baseline that measures the same phenomenon as the outcome of interest, e.g., measuring days in shelter
over 24 months of the study petiod, controlling for days in shelter during the 24 months prior to
baseline.

These results show that FUSE program effectiveness in reducing homeless shelter use are substantively
and statistically very strong. For shelter use measured from housing placement, all results are significant
at p <.001 and, for the most patt, the absolute differences are large. For instance, the number of days in
shelter over 24 month follow-up was, on average, 146.7 days less for those in the intervention group
than for those in the comparison group, and the percentage of those with any episode was reduced on
average by 69.8%. Not surprisingly, the effects measured from program enrollment were less strong.
Since the major element of the program was housing, and since there was often substantial time elapsed
between program enrollment and actually securing housing, it is to be expected that the greatest impact
would be when people actually moved into their permanent housing. Nevertheless, the findings are
generally robust. Reporting the same effects we just noted, over the entire follow-up period, days in
shelter from program enrollment were reduced by 93.7 days and percentage of people with any shelter
episode was reduced by 21.4%. All comparisons of homeless shelter use show statistically significant

differences whether measured from initial program enrollment or housing placement.

B. Incarceration Outcomes

Table 9 reports effects for jail incarceration over the 24 months of follow-up from initial program
enrollment and from placement in FUSE housing. The table reports the number of days and episodes
and percent of intervention and group members who have had any episode and the number of days and
episodes and percent having any episode over the last three months of the 24 month follow-up period.

For the most part, the results for incarceration show reductions in jail involvement benefiting the
intervention group, though results are not always statistically significant. Measuring from housing
placement, we find that people receiving the intervention had on average 19.2 fewer days incarcerated,
40% less than the comparison group. They also had fewer jail admissions and a smaller percentage had
any episodes in jail over the 24 month follow-up period or during the last three months of this period.
Most but not all comparisons are statistically significant at p < .05. In contrast to the findings for shelter
use, there is little difference in this effect whether we measure from initial program enrollment or from
housing placement. The large confidence intervals indicate substantial variation in incarceration
outcomes. The baseline and outcome distributions for the variables reported in the table suggest that the
intervention had its greatest effect on those in the middle of the distribution at baseline and least effect
on persons with the greatest number of days in or admissions to jail prior to enrollment. In the
following section, we examine different temporal patterns of jail (and shelter) involvement over follow-
up to better specify the subset of program participants who were less successful in avoiding continuing
jail involvement.
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Table 9. Intervention Effects for Jail Incarceration

Panel A. Incarceration: From Housing Placement

Intervention | Comparison . 0
Day and Episode Measures Group Mean | Group Mean Difference of | 95% (;onﬁdence Interval
(n = 60) (n = 70) Means for Difference of Means
Number of days over 24 month follow-up 28.4 47.6 -19.2%x -31.0 -7.3
Number of episodes over 24 month follow-up 1.0 1.6 -0.6* -1.1 -0.1
Any episodes over 24 month follow-up 46.7% 51.4% -4.8% -12.0% 2.4%
Number of days over last 3 months of follow-up 7.9 11.0 =3280k -7.1 0.8
Number of episodes over last 3 months of follow-up 0.2 0.4 -0.2 -0.3 -0.1
Any episodes over last 3 months of follow-up 15.0% 22.9% -7.9%0* -14.0% -1.7%

Panel B. Incarceration: From Program Enrollment

Intervention Comparison . o
Day and Episode Measures Group Mean | Group Mean Difference of | 95% C.onfidence Interval
(n = 60) (n = 70) Means for Difference of Means
Number of days over 24 month follow-up 25.7 47.6 -21.9%k -32.6 -11.2
Number of episodes over 24 month follow-up 1.1 1.6 -0.5* -1.0 0.0
Any episodes over 24 month follow-up 43.3% 51.4% -8.1%* -14.8% -1.4%
Number of days over last 3 months of follow-up 9.2 11.0 -1.8 -60.2 2.6
Number of episodes over last 3 months of follow-up 0.2 0.4 -0.2%%F -0.3 -0.1
Any episodes over last 3 months of follow-up 20.0% 22.9% -2.9% -9.8% 4.1%

*p<.05  Fp< .01 FEp < 001
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While there is more variability in jail outcomes compared to shelter outcomes among FUSE II
participants (see Figure 4), the total number of days incarcerated and number of episodes over the 24
month follow-up period showed statistically significant differences between intervention and control
group members, as did the number of admissions to jail over the last three months. In Section E of
this section we examine these findings more subtly, using analytical techniques that look for possible
differences in intervention effects for different subgroups of FUSE 1II clients based on their jail and

homeless shelter use patterns.

Figure 4. Intervention Effects for Homeless Shelter Use and Incarceration from
Housing Placement (FUSE) or Study Enrollment (Comparison Group)

Intervention Effects for Shelter Use and Incarceration
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C. Substance Use, Health, Mental Health and Social Support Outcomes

Here we report effects of the intervention on recent drug use, drug abuse and problem drinking,
psychiatric disorder, mental health functioning, physical health functioning and on family and social
support. Modules from the Client Diagnostic Questionnaire (Aidala, et al., 2002), a validated mental
health diagnostic screener, assess recent alcohol or drug abuse as well as recent episodes of depression
or anxiety disorder. For drug use, we focus on “hard drugs” of crack, cocaine, heroin or meth-
amphetamine. We measure physical and mental health functioning by the MOS SF-12 Physical
Component Summary (PCS) and Mental Component Summary (MCS) scales (Ware, et al., 2002). For
both scales, higher scores indicate better functioning. We use a measure adapted from Messeri,
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Silverstein & Litwak (1993) to capture the degree of support and number of people who can be
counted on for emotional, instrumental, or informational support in different situations.

Table 10 shows a mixture of program effects. Results indicate the FUSE II program had a significant
and positive effect on drug abuse outcomes. Rates of hard drug use as well as rates of substance abuse
disorder are lower for FUSE II participants at follow-up than among comparison group members,
despite similar histories of chronic, relapsing addiction and recent substance abuse treatment prior to
baseline interview. Rates of any use of heroin, cocaine, crack, or methamphetamine are half as high
(17.5% among FUSE II clients compared to 34% in the comparison group), and rates of screening
diagnosis of drug abuse disorder among the FUSE 1I intervention group are about a third of rates seen
in the comparison group (3.5% and 10%, respectively). These differences are statistically significant.
Effects on mental health outcomes are less straightforward. Half of all study participants, both FUSE
1T and comparison group members, screened positive for current psychiatric disorder, controlling for
existence of disorder at baseline and self-reported lifetime psychiatric diagnosis. The intervention
group has higher rates of screening diagnoses for current episode of depression and anxiety disorder.
Nonetheless, intervention group members score significantly lower on a measure of psychological
stress and higher on measures of current family and social support, factors associated with improved
social functioning among those with mental illness (Taylor, 2007; Thoits, 2011). Underlying psychiatric
disorder is prevalent among FUSE 1I participants, likely reflecting some provider agencies’
programmatic emphasis on serving serious and persistently mentally ill persons. However, it may be
that program participation has reduced the number of symptoms, and/or impairment associated with
symptoms, as well co-occurring substance use disorder, thereby improving prospects for a life in the
community (SAMHSA, 2012).

Scores on physical health functioning were 6.9 points lower (on a scale from 1 to 100) among the
intervention group, a statistically significant difference. This result is puzzling, since drug and alcohol
use is less for the intervention group than for the comparison group and since continuing substance
use is associated with poor health (SAMHSA, 2011). However, this result is consistent with other
studies of supportive housing that have found improvements in housing retention but not on specific
health outcomes (Mares & Rosenheck, 2011). There are several points to consider when interpreting
these results. It is not clear that a difference of seven points on this measure indicates a clinically
significant difference (Ferguson, et al., 2002). Both FUSE Il participants and comparison group
members have high rates of chronic illness, and over half of each group are disabled, as indicated by
receipt of government disability benefits. Previous research has posited that these effects may reflect a
lack of specific training for providers to treat these individual’s physical health challenges. Effects of
the program on physical functioning warrant further investigation.
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Table 10. Intervention Effects on Substance Use, Mental Health, Physical Health
and Family and Social Support

Intervention Comparison Di 95% Confidence
Measures Group Mean | Group Mean 1flf;¢/3[ree;1cse of Interval for
(n=157) (n =52) Difference of Means

Any recent hard drug use? 17.5% 34.0% -16.5% *+* | -25.0% -7.9%
Recent drug use disorder® 3.5% 10.0% -6.5% ** -10.9% -2.1%

Recent alcohol abuseP 5.3% 8.0% -2.7% -6.6% 1.1%
Any current psychiatric diagnosise 49.5% 50.1% 0.6% -21.2% 20.0%
Recent episode major depressiond 12.7% 8.0% 4.7% -1.4% 10.7%
Recent episode other depressiond 23.3% 16.0% 7.3% -1.5% 16.2%
Recent episode anxiety disorderd 10.7% 4.0% 6.7% * 1.3% 12.2%
Psychological Stress Scalee 6.5 7.6 -1.1 % -2.15 -0.10

Mental health functioning (MCS)f 49.7 48.1 1.6 -0.64 391
Physical health functioning (PCS)s 43.6 50.6 -0.9 kX -9.89 -3.99
Current family and other social support® 28.7 22.3 6.4 Hxk 3.45 9.30

*p<.05  Fp<. 0l *xp< 001

2 Recent hard drug use measures any use of crack, cocaine, heroin or methamphetamine in the last six months.
b Positive screen for past six month drug or alcohol abuse or dependence based on Client Diagnostic Questionnaire
(CDQ; Aidala, et al., 2002).

¢ Any current screening psychiatric diagnosis is based on DSM-IV criteria including major depression, other depression,
panic disorder, generalized anxiety or PTSD, using Client Diagnostic Questionnaire (CDQ; Aidala et al, 2002).

d Screening diagnosis of depression and anxiety disorder using Client Diagnostic Questionnaire (CDQ; Aidala, et al,.
2002).

¢ Perceived Stress Scale (Cohen, et al., 1983). Range is 0 to 20; higher score indicates more stress.

f Mental health functioning measured using the MOS SF-36v2 Mental Component Summary (MCS) scale (Ware, et al.,
2002). Range is 0-100; higher score better functioning.

g Physical health functioning measured using the MOS SF-36v2 Physical Component Summary (PCS) scale (Ware, et al.,
2002). Range is 0-100; higher score better functioning,.

b Summary measure of degtee and number of people who can be counted on for support in different situations.
(Adapted from Sherbourne & Stewart, 1991). Range is 0-48; higher score indicates more suppott.

D. Crisis Care Medical, Mental Health and Substance Abuse Services QOutcomes

Of particular importance is the effect of FUSE II on the use of ‘crisis care’ services, such as ambulance
and emergency room care, or inpatient treatment to address a medical, psychiatric, or substance use
related emergency or crisis. An acute disturbance that is not responded to may result in life-threatening
or life-changing consequences for a person. The expectation of the intervention is that by providing
and keeping people housed and by providing or connecting them to supportive services, they are less
likely to need such services. For example, it is expected that psychiatric symptoms necessitating
inpatient treatment abate once persons with mental illness are in a supportive living situation and
receiving therapy and/or medications to address their needs. In this section, we report on service use
for medical, mental health and substance abuse services. Table 11 reports the results. (Note that
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Section IV below contains a cost-evaluation regarding the use of these services as well as the use of jail
and shelter.)

Table 11 shows three statistically significant differences, all in the direction the program expected to
effect: The mean number of ambulance rides, days hospitalized for psychiatric reasons, and days in an
AOD long term residential treatment facility (6-24 months) are all substantially less for FUSE II
participants than for the comparison group. Comparison group members had an average of 1.2
ambulance rides; FUSE participants had fewer than one (mean 0.67). Comparison group members
spent on average eight days hospitalized for psychiatric reasons, 4.4 days more than intervention group
members. The program’s effect was especially strong for AOD residential treatment, where people in
the comparison group spent on average almost 10 days in such a facility compared to no days for those

in the intervention group.

The rest of the table shows no statistically significant results. The mean number of hospitalization days
for medical reasons and emergency room visits for any reason had no substantial differences between
intervention and comparison group members. For the remaining two results, the mean number of
AOD inpatient hospital days and mean number of detoxification days, the differences were greater and
not in the expected direction. However, wide confidence intervals indicate substantial variation in these

outcomes.

Table 11. Intervention Effects on Use of Physical and Mental Health and Alcohol
and Other Drug Use (AOD) Services

Intervention | Comparison 95% Confidence
Sovierand Unsotserics | G| G| Dl | el
(n =57) (n = 52) Means
Ambulance rides 0.67 1.21 -0.54% -1.07 -0.02
ER visits, including psychiatric & AOD issuesP 2.04 212 -0.08 -0.74 0.57
Hospital days for medical reasons 2.98 2.67 0.31 -1.20 1.82
Psychiatric hospital days 3.61 8.04 -4.42% -8.55 -0.30
AOD inpatient days 2.35 1.50 0.85 -0.42 2.12
AOD detoxification facility dayse 1.12 0.62 0.51 -0.25 1.27
AOD residential treatment days 0.00 9.83 -9.83%xk -14.50 -5.12

*p<.05 *kp <.001
2 Cell entries refer to number of units of services: ambulance rides, ER visits, or days in each type of facility.
b ER visits regardless of whether patient was admitted to hospital after ER assessment.

¢ Discrete coding units of service based on type of facility. Detox services may have been received in other type
facilities.

In general, the service use findings indicate a reduction in several important categories of service use as
a result of the program, but not for all types of services. However, these findings only scratch the
surface of the relationship between FUSE II (and programs like FUSE II) and use of medical and
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behavioral health services. The assumption that such programs should cause a reduction in all service
use may be misplaced. Rather, it may be a positive impact of the program that some kinds of services
use are reduced while others increase. A program that stably houses people and provides them access
to a range of client-centered services may be creating the conditions for people to have unidentified
problems become known and at an earlier stage of the problem than would otherwise have been the
case. From this perspective, increases in some kinds of service use might be expected (and be the kind
of effect the program secks). Thus, because FUSE II aims to stabilize people’s lives by stabilizing their
housing, we might expect the program to reduce the need for the most urgent or ‘crisis care’ services,
such as ambulance rides and emergency room visits. This is what we found. Psychiatric hospitalization
can also be seen as crisis care treatment, reserved for situations where an individual with mental illness
is disabled by acute symptoms or is likely to do serious harm to self or others. Findings show a
statistically significant reduction in mental health inpatient treatment days. On the other hand, it may
be that hospitalization for medical reasons increases as people get treatment for ailments postponed or
that would otherwise go unknown. Our findings suggest such an increase although not a statistically
significant one.

That people in the intervention group are completely able to avoid longer-term residential AOD
treatment may mean that the program effectively helps people sustain recovery or reduce the severity
of a relapse experience. This is perhaps due in part to the ability of the program to monitor substance
abuse problems and have them handled prior to a need for residential treatment. It may also be that
FUSE 1I program participants avoid arrest for drug related charges that can result in court-mandated
residential drug treatment. All in all, identifying what kinds of services use effects to expect needs to be
scrutinized more subtly to better understand program success with regard to particular patterns of
services use.

E. Institutional Trajectories

The results previously reported concerning incarceration and shelter use show us differences between
comparison and intervention groups over the entire follow-up period or over the last few months of
that period (e.g., the sum of the number of days or the number of episodes). We can get a more
detailed sense of the over-time effect of the intervention by comparing the over-time patterns of
incarceration and shelter use between the comparison and intervention groups. This gives us evidence
of how the intervention affected people as they were living their lives, month in and month out. To the
extent that the intervention had effects, this shows us when in the follow-up those effects were
occurring, how long they lasted and what preceded and followed these effects.

To do this, we use the same administrative data employed previously for the incarceration and shelter
use analyses, but use it in a different way. Here, we measure where people are resident during discrete
but contiguous thirty-day time periods over the two year follow-up period, i.e., in jail, homeless shelter
or elsewhere. The first thirty-day period begins when people are placed in housing (intervention group)
or when they are first interviewed (comparison group); the thirty-first day begins the second thirty-day
period; and so forth for 25 time periods over follow-up.® The analyses we carry out is motivated by the

¢ Although the follow-up time period is 24 months (as we saw in the previous analyses), the number of time
periods for the trajectory analysis is 25 months. This is because our thirty-day time periods do not exactly
coincide with the number of days in calendar months. Thus, the actual number of days over follow-up of 24
months is 730 (731 if one year was a leap year), which is 10 days more than 24 thirty-day periods, or 20 days less
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policy imperative to facilitate community reentry of formerly incarcerated homeless persons and to
keep them out of jail or shelters. Thus, for each discrete thirty-day period (or “month”) over the
follow-up period, we measure whether or not people are in jail or shelter, one or the other, both or
neither of these situations for at least one day in each thirty-day period. Findings are presented below
in Figures 5 through 7 and show patterns for jail only, shelter only or the combined experience of
involvement in both situations. The figures report an institutionalization any time one person spends at
least one day in jail or shelter in the thirty-day period. It is important to note that such measurement is
a very conservative (i.e., strong) test of intervention effectiveness. That is, if a person is in jail or shelter
for just one day of a thirty-day period, this analysis views it as an outcome the intervention sought to
avoid.”

We then analyze the patterns of such institutionalization over the entire follow-up period. We identify
these patterns through optimal matching analysis, which classifies together people who share similar
patterns of incarceration and shelter use based on the timing, sequence and duration of such use. (For
explanations of this method, see Abbott and Hrycak, 1990; and Abbott and Tsay, 2001; for an example
of its use with a population similar to the one in the current study, see McAllister, Kuang and Lennon,
2011.)

The figures we report here may be different from figures readers usually experience, so a word or two
about how to read them. First, the figures report the number of patterns and the size of each pattern in
the comparison and intervention groups. For instance, Panel A of Figure 5 shows that the number of
incarceration patterns for the comparison group is six and the percentages for each group give their
size.

Second, the patterns shown are those of actual people whose patterns are the “exemplar” pattern for
that class of patterns. The exemplar case can be understood to be the case — an actual person — who
is typical of the pattern found for a particular class.® Thus, while the exemplar yields a good
characterization of the set of people who share a similar pattern of jail or no jail considered month by
month over the follow-up period, its history is not necessarily exactly the same as all persons in a class,
as the discussion below makes clear.

Third, common to trajectories in all our analyses is what we call “sporadicness”.? This can mean one
of two things: The class as a whole had people entering or leaving an institutionalized setting at
different times over follow-up, but individuals only had an institutionalization experience in one time

period; or the class as a whole had people entering or leaving an institutionalized setting at different

than 25 thirty-day periods. Since the administrative data reported what all people did over at least 750 days (the
number of days in 25 thirty-day time periods), we included that information in our analysis, hence the 25 thirty-
day periods in the trajectory analyses and its Figures 5 through 7.

7 Another way of stating this is that we do not weight each jail or shelter stay by the number of days in either
situation. Doing so would make it easier to find intervention effects.

8 Mote technically, exemplars are calculated as the cases which have the minimum within-class average
dissimilarity or the maximum within-class average similarity, based on a squared sum of distances calculation.
When this calculation yields a tie (e.g., classes with two cases), the exemplar is the case with the maximum
between-class dissimilarity or minimum between-cluster similarity (Wishart, 2004).

9 We have made up the word “sporadicness”. The word the dictionaries would have us use is “sporadicalness”,
which is even uglier than our word, hence our demurring from using it.
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times over follow-up and individuals in the class entered and left one of these institutional settings at
least twice at different times over follow-up. We will call the first kind of sporadicness “class”
sporadicness; the second kind “joint” sporadicness.

Finally, in the trajectory analyses, if the intervention is having an effect, we should see in the
intervention group relative to the comparison group (a) a different number of classes of patterns; (b)
differences in the size of similar kinds of classes; (c) substantively different patterns; or (d) all three.1
And, of course, if the intervention is having a positive effect, we should see these effects in the
direction the program intends, e.g., the appearance of a class or an increase in the size of the class of

patterns showing no or reduced institutionalization.

Incarceration trajectories: Comparison group findings. Panel A of Figure 5 shows that the
comparison group contains six classes of patterns, with the largest one (“No incarceration”) containing
48.6% of all people in the comparison group and showing no history of incarceration over follow-up.
The second largest class (“One-period, joint sporadicness”) contains almost one-quarter of the sample
and its pattern is one of sporadic incarceration over follow-up. People in this class entered and left jail
at two different time points over follow-up and these two jail admissions occurred at different time
points for different people over follow-up. That is, across cases in this class, incarceration may not
have occurred at precisely the four month and eighteen month points-in-time that it occurred for the

exemplar case.

The third class — “Two-period, joint sporadicness” — also shows a sporadic pattern of incarceration,
but it differs from the second class regarding the number of months in sequence for each episode.
Note that this might indicate continuous incarceration over several months, or a pattern of short stays
within two or more consecutive months. The rest of the classes show different histories of
incarceration, with perhaps the most notable being the penultimate class (“Eatly incarceration”), where
people are incarcerated for the first year of follow-up and then not afterwards, and the final class
(“Overall incarceration”) where people are more or less continuously incarcerated. The number of
cases in each of the final three classes is too small, however, to put much weight on these results (n=4
for each class).

Incarceration trajectories: Intervention group findings. Panel B of Figure 5 shows that the
intervention group has two fewer classes compared to the intervention group. The incarceration
history of people in the first class (“No incarceration”) is the same as those in the first comparison
group class and is slightly larger than that the “No incarceration” class in that group. The second class,
“One period, class sporadicness”, is not seen in the comparison group, as it contains only people who
had one spell of incarceration for one time period. But for this one spell, these people would have
avoided incarceration entirely and been part of the first class. The third and fourth classes, “Late
incarceration” and “Mid- and late-incarceration”, identify people not seen in the comparison group.
For these people, intervention effects for avoiding incarceration waned at the end of follow-up and at
the mid-point of follow-up. Overall, then, we might say that the intervention had a slight impact on the
number of people with no incarceration history, but more importantly reduced the size and changed

the patterns of those who had some incarceration. For the most part, individuals stopped cycling

10 There are no statistical tests of significance for these differences.
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Figure 5. Intervention Effects on Trajectory Groups for Incarceration

Panel A: Comparison Group Exemplars

Thirty-day Time Periods

Class # Class name N % 1 2 3 45 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25
1 No incarceration| 34 | 48.6%
2 One-period, joint-sporadicness| 17 24.3%
3 Two-period, joint-sporadicness| 7 10.0%
4 Mid-incarceration| 4 5.7%
5 Early-incarceration| 4 5.7%
6 Contiguous-incarceration| 4 5.7%
Totals 70  100.0%
Panel B: Intervention Group Exemplars
Thirty-day Time Periods
Class # Class name N % 1 2 3 45 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25
1 No incarceration| 31 51.7%
2 One-period, class-sporadicness| 13 | 21.7% .
3 Late-incarceration| 11 18.3%
4 Mid- and late-incarceration| 5 8.3% -:-
Totals 60  100.0%
Legend
Incatrcerated

Not-Incarcerated
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through incarceration (though they may have had one bout with it), and incarceration was pushed to to
later in the follow-up period, thereby avoiding the more or less time-period continuous incarceration
that we saw in the comparison group.

Thus, in addition to differences in mean number of days and episodes incarcerated that we saw in the
time-aggregated comparison of intervention and comparison group members (Table 9 above), we can
conclude that the intervention had an effect on people’s post-intervention pattern of incarceration
experience. This difference is best captured by the differences in sporadic incarceration. Further analysis
is needed to investigate differences in personal characteristics and experiences prior to FUSE II and/or
different experience with FUSE 11 services post-program enrollment that might help better understand
those program participants who were less successful in avoiding multiple periods of reincarceration.

Homeless shelter trajectories: Comparison group findings. We performed a similar trajectory
analysis just for shelter use. Figure 6 reports the results of this analysis for thirty-day periods when
people spent at least one day in a New York City shelter. In this figure, the absence of shelter use for any
thirty-day period can mean a person spent at least one day incarcerated or lived in another setting, e.g., at
their or someone else’s home, in a hospital or some other institutional setting, or on the street.

Panel A shows that we found five classes of patterns for the comparison group. The first three are
characterized by ever greater sequences of months with shelter use, the fourth (“Early & late shelter”) by
shelter use at the beginning and end of follow-up but not much in-between and the last class by more or

less continuous shelter use each month.

Homeless shelter trajectories: Intervention group findings. Panel B shows the results for the
intervention group. Here the differences between the two groups are striking. The intervention group
has one less class than the comparison group, and the overwhelmingly modal class (“No shelter”,
85.0%) has no history of shelter use. The comparison group has no such class. The second largest class,
“One-period, class-sporadicness”, is very small, with only four people (6.7%) and groups together
people who were in a shelter during only one thirty-day period over follow-up, but at diverse times over
the follow-up period. The three remaining classes are too small to give them much weight in this
discussion. They show class-sporadicness for two or more time periods and contiguous shelter use
emerging early or late over follow-up.

In sum, the main thrust of these findings is that the intervention virtually eliminated the different
patterns of shelter use found in the comparison group. It created a very large class of people who do not
uses shelters and a couple of classes with very sporadic use; taken together, these can be said to replace
the several comparison group patterns of ever increasing contiguous shelter use from the start of the

follow-up period and its patterns of early and late and of contiguous shelter use.
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Figure 6. Intervention Effects on Trajectory Groups for Shelter Use

Panel A: Comparison Group Exemplars

Thirty-day Time Periods

Class # Class name N Y 1 2 3 45 6 7 8 9 10 1112 13 14 15 16 17 18 19 20 21 22 23 24 25
1 Initial-shelter| 24
2 Initial to early-shelter| 16
3 Early to mid shelter| 14
4 Early- and late-shelter| 5
5 Contiguous-shelter| 11
Totals 70  100.0%
Panel B: Intervention Group Exemplars
Thirty-day Time Periods
Class # Class name N % 1 2 3 45 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25
1 No shelter| 51 | 85.0%
2 One-period class-sporadicness| 4 6.7%
3 Multi-period joint-sporadicness| 2 3.3%
4 Early-shelter| 1 1.7%
5 Late-shelter| 2 3.3%
Totals 60  100.0%
Legend
Sheltered

Not-Sheltered
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Shelter and incarceration trajectories: Comparison group findings. We analyzed whether or not
people were in either jail or shelter in a thirty-day period, in both situations, or in neither. Figure 7
reports results of this analysis for thirty-day periods when people spent at least one day in a New York
City shelter or jail, both or neither. In this figure, the absence of shelter use or incarceration (or both) for
any thirty-day period can mean a person lived at least one day in another setting, e.g., on the street, at

their or someone else’s home, in a hospital or some other institutional setting.

Because four situations are now possible in which people can be living for any one day in a thirty-day
period, results are likely to be more complicated and they are. As Panel A shows, the comparison group
has eight classes, more than we have previously seen. This is in part, but only in part, a product of the
increased number of possible situations. The first four classes, together comprising about 70% of the
sample, show similar histories; the major difference among the classes is that the initial sequence of

shelter use only gets longer with each class, as follows:

1. “Initial-shelter” shows that 15.7% of the sample had a very brief sequence of shelter use only at
the beginning of follow-up, and then were free of shelter use and/or incarceration for the rest

of follow-up.

2. “Eatly-shelter I’ (14.3%) shows something similar for about the same percentage of the sample,
except that the sequence of shelter use lasts about the first five months before ending. This
group also has a few people with one month of incarceration later in the time period. (We note
again that exemplars do not precisely represent the history of everyone in the class, though each
is representative of his or her class. See fn 8.)

3. The people in “Eatly shelter II”” (14.3%) predominately show histories of shelter use only which
last about the first nine months of the follow-up period.

4. “Early-mid shelter” class (12.9%) shows something similar but lasting about two-thirds of the
follow-up petiod. This class also shows small amounts of incarceration after these periods of

shelter use.

5. “Opverall-shelter” (14.3%) is a class of people who had at least one day of shelter use each thirty-
day period more or less the entire follow-up period.

Compared to these first five classes, the subsequent classes show greater mixtures of the four possible
situations each person could be in per thirty-day period, as follows:

6. “Joint-sporadic, jail & shelter (14.3%) shows a contiguous sequence of both or either
institutionalization at the beginning of follow-up with sporadic incarceration (or shelter or both,
not captured by the exemplar) over the remaining follow-up period.

7. People in “Contiguous-mixed I”” (10.0%) have histories of shelter use only, incarceration only
and combined shelter use/incarceration that pretty much last the entite follow-up period, but
are dominated by shelter use only sequences. The exemplar expresses one such pattern of the
timing of each of these conditions; others differ in this timing, but are similar to the exemplar in
the degree to which it combines all three situations and in the length of time in each situation.
That is, people in this group tend to be more in shelter than in any other situation and for
lengthy periods of time. When they are incarcerated, it is over several consecutive months. And
when they are in both situations in the same month, this lasts only that one month; in the

following month, they are in only shelter (most likely) or only jail.
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8. The “Contiguous-mixed II” class (4.3%) contains only three people, so we do not give this class
much weight, except to point out that it brings together people who pretty much have histories
just of incarceration, with a smattering of shelter use only and combined use at the beginning of
the time period. Thus, it is the one class in the comparison group that has a strong
representation of people who experienced at least one day of incarceration per thirty-day period
more or less continuously over the follow-up period.

Shelter and incarceration trajectories: Intervention group findings. The rather involved findings
for the comparison group contrast sharply with the results for the intervention group, as expressed in
Panel B. First, the intervention group has only five classes, suggesting that the intervention caused
people’s lives to become more homogeneous. Second, its modal class (“No institutionalization”, 45.0%)
is characterized by no one having any shelter or incarceration experience over follow-up. This class did
not exist in the comparison group. Third, the next largest class (“Class-sporadic institutionalization”,
40.0%) also shows people with very little shelter use or incarceration. For most people, their histories of
avoiding both situations is punctuated by sporadic episodes of incarceration, with at least one day
incarcerated during one or two thirty-day periods. Sometimes people in this class have only one such
episode, sometimes they have a couple. The timing of the incarceration episode in the exemplar is not
typical, as such episodes occur at different times over follow-up for different people.

The other three classes are very small: “Contiguous-jail”, 6.7%, n=4; “Contiguous jail & shelter, 3.3%,
n=2; and a residual category, 5.0%, n=3. (The residual class, by definition, has no exemplar; it consists
of people who had sporadic histories of one or both of the situations over the time period.) Taken
individually, they should not be given much weight. Taken together, they are noteworthy for
characterizing people who had significant histories of shelter use, incarceration or both but constituting
only about 15% of the sample. That is, we see the effects of the intervention here in the small size of
classes with people with such histories compared to the comparison group and with how the
intervention generated more such histories than was the case for the comparison group. Thus, the
“Contiguous-jail” class shows there were only four people who had more or less contiguous histories of
jail use, and “Contiguous-jail & shelter” shows only two people who mixed shelter use/incarceration

only with combined shelter use/incarceration over the entire time period.

We can summarize the findings for Figure 7 by saying that they suggest a strong impact of the
intervention on the trajectories that people would have followed but for the intervention. Those in the
comparison group had faitly structured histories of shelter use and incarceration, with the timing,
sequencing and substantive location of that structuring (i.e., jail, shelter or both) defining the variation
between the classes. Except for the small number of people in the last three classes of the intervention
group, people who received the intervention showed none of this, but rather exhibited histories of either
no or little and sporadic shelter use and incarceration.
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Figure 7. Intervention Effects on Trajectoty Groups for Incatceration, Shelter Use, Both or Neither

Panel A: Comparison Group Exemplars

Thirty-day Time Periods

Class # Class name N % 12 3 45 6 7 8 910111213 14 15 16 17 18 19 20 21 22 23 24 25
1 Initial-shelter| 11
2 Early-shelter I| 10
3 Early-shelter IT| 10
4 Eatly-mid shelter| 9
5 Overall-shelter| 10
6 Joint-sporadic jail & shelter| 10
7 Contiguous-mixed I| 7
8 Contiguous-mixed II| 3
Totals 70 100.0%
Panel B: Intervention Group Exemplars
Thirty-day Time Periods
Class # Class name N % 12 3 45 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25
1 No institutionalization| 27 | 45.0%
2 Class-sporadic incarceration| 24 | 40.0%
3 Contiguous-jail| 4 0.7%
4 Contiguous-jail & shelter| 2 3.3%
5 Residual| 3 5.0%| Too temporally and sequentically diverse for exemplar to accurately characterize the class
Totals 60  100.0%
Legend
Incarcerated Both
Sheltered Neither
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Summary of trajectory results. The trajectory analysis has produced a large amount of information>

Perhaps it is useful to summarize the major findings relative to the impact of the FUSE 1I intervention.

Each of the three separate analyses suggests moderate to large impacts of the intervention:

In two of the three analyses, the intervention reduced the number of classes that would
otherwise have occurred. As we said previously, we might expect this to happen if the FUSE
II intervention were causing people to live lives free of shelter use and incarceration. The
strongest example of this seen in Figure 7, where the number of classes is reduced from eight
to five because different kinds of jail or shelter use either disappear from these people’s lives

or is reduced to sporadic incidences for almost everyone.

In some analyses, the intervention produced a class of people with no histories of shelter use
or incarceration, in contrast to the comparison group for whom such a class was not present
(e.g., Figures 6 and 7). And when there was such a class in the comparison group, the size of
the class of people with no jail or shelter history was larger in the intervention group (Figure
5).

Relative to the comparison groups, the intervention groups show very small classes of people
with more or less continuous use of shelter or of incarceration. Whereas these classes can be
between 6% and 22% of the comparison group, they are only once above 5% of the

intervention group.

It is understandably easier for the intervention to affect shelter use than incarceration.
Providing housing is at the heart of the program and is a direct alternative to living in shelter.
It is not a direct alternative to incarceration. Nonetheless, the FUSE II program of housing
and enhanced services did affect individuals’ becoming involved with the criminal justice

system. Figure 5 and Figure 7 show just such an effect on patterns of recidivism.

The FUSE II intervention appears to affect incarceration histories in two ways. One is it
reduces the number of such histories. But what the trajectory analysis is particularly good at is
showing that when incarceration does occur for the intervention group, it is more sporadic
(relative to the comparison group), with episodes more likely of limited duration. Figure 5 is
especially useful for seeing this effect, and it also appears in Figure 7.

The existence of relatively few FUSE II participants with continuing substantial involvement
in jail or shelter indicates that the program seems to have targeted very well persons likely to
benefit from the FUSE II intervention, and was successful in addressing their needs. Further
research is needed to better understand personal characteristics, prior experiences and/or
experiences with services post-FUSE enrollment among the minority of participants who were

less successful in avoiding continued cycling between shelter homelessness and jail.
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IV. COST EVALUATION

A. Background

In this section, we consider the public costs of the FUSE II intervention and the fiscal benefits of its
outcomes. Studies of the economics of homelessness show that poor individual outcomes associated
with frequent use of crisis systems also drive rapidly rising costs of publicly funded correctional, health
and behavioral health care systems (Culhane & Byrne, 2010; Flaming, et al., 2009). One study
conducted in New York City, for example, found that the multi-system service use of chronically
homeless persons with severe mental illness cost on average about $40,500 per person annually (1999
dollars; Culhane, et al., 2002). A growing body of practice employs targeted interventions and cross-
system strategies, including housing services, to interrupt patterns of repeated institutional and
emergency care, improve the lives of individual “frequent users,” and make better use of limited public
resources (CSH, 2009b).

Studies have also found that housing-based interventions for homeless persons offset all or most of
their public costs by reducing spending on publicly-funded services that would have otherwise been
used to address homelessness, criminal justice involvement and medical and behavioral health crises
(Holtgrave, et al.,, 2012; Basu, et al., 2012; Larimer, et al., 2009; Sadowski, et al., 2009; Culhane, et al.,
2002). An innovative Chicago study, for instance, compared total costs for publicly funded legal,
medical/health, social setvices and housing (including a supportive housing intervention) used by
chronically ill homeless adults who were randomly assigned to supportive housing or to usual care. It
found that a supportive housing placement reduced total public spending on average by over $6,000
per year per person housed (Basu, et al.,, 2012). Another study in Seattle found that decreases in the
utilization of shelter, criminal justice, detoxification and avoidable health care services for a group of
chronically homeless persons with severe alcohol problems more than fully offset the cost of
permanent supported housing (Larimer, et al., 2009). These findings point to the potential of public
investments in supportive housing to end homelessness and contain costs among persons with chronic
health conditions, serious mental illness, substance use problems and histories of incarceration.

B. Objectives

As part of our evaluation, we include a cost analysis to examine the fiscal impact of public investment
in FUSE 1II on public expenditures associated with New York City jail, shelter and medical and
behavioral health systems. This cost evaluation seeks to address three questions: (1) what is the cost
per participant of the FUSE II housing intervention; (2) what are the public cost implications of the
impact of the intervention on the use of jail, shelter and medical and behavioral health services that
was earlier observed (Section III); and (3) to what extent do cost reductions in these crisis and acute
care services offset the public costs of the intervention?

C. Methods

We used standard methods of cost analysis to calculate an average per-client, per-year cost of FUSE II
and to monetize service use outcomes treported previously in Section III. These steps include
determining the number of clients served, identifying resources used, estimating the cost per unit of
each resource type, calculating the total cost of the intervention and expressing all costs on a per client
basis. (See Holtgrave, et al., 2007). We take a public payor or taxpayer perspective, which is designed to



identify costs incurred by public agencies, including federal, state and city payors. We also present
intervention costs from a societal perspective, i.e., all housing costs regardless of who pays, including
participant contributions to rent paid from earned income, government funded public assistance or
disability benefits (but excluding other costs incurred by study participants, such as travel costs or the
value of time spent in program activities). We estimate service delivery costs but not the cost of the
evaluation.

Consistent with the methods used to determine substantive outcomes, we examine costs associated
with differences of mean service use between participants included in the study based on the
propensity score analysis. Cost findings for jail and shelter use (NYC administrative data) reflect
outcomes for all members of these trimmed study groups (60 intervention group members and 70
comparison group members). Cost findings for self-reported services use (participant interviews)
reflect outcomes for those members of the trimmed study group who completed at least three (average
3.4) follow-up interviews (57 intervention group members and 52 comparison group members). We
base service use and costs on original group assignment as FUSE Il intervention participant or
comparison group member. Methods and outcomes of the analysis of mean service use are set out in
Section 1II above.

We tracked NYC jail and municipal shelter use by study group members through the administrative
data obtained from DOC and DHS for the 24 months prior to and following the baseline interview.
(These interviews were typically conducted within one month of housing placement for the
intervention group). Data on use of inpatient and crisis medical and behavioral health services, as well
as housing costs of intervention group members, were collected through the extensive survey of
intervention and comparison group members discussed previously. We obtained FUSE II intervention
costs by (a) interviewing program staff at each of the participating housing provider agencies (who had,
at our request, reviewed cost records for their programs); (b) gathering responses from a written survey
of provider agencies; (c) reviewing provider agency materials; and (d) interviewing CSH project staff
responsible for FUSE 1II implementation and oversight.

The timeframe for the cost analysis is the 24-month period following each study participant’s
placement in FUSE II supportive housing (intervention group members) or study enrollment
(comparison group members). We calculate intervention costs and service use means based on this 24-
month study period. To provide the most useful costs comparisons, however, we present annualized
intervention costs and differences of means for service use variables, expressed as the average or mean
cost per person per year. All costs are adjusted for inflation to reflect 2012 dollars.

Costing the Intervention. We calculate an annual per person, per year cost for FUSE 1II for the 72
persons housed through the program (i.e., not just those in the trimmed intervention sample). For each
intervention group member, costs were collected over the 24-month follow-up period beginning on
the date the participant entered housing and ending at the two-year mark or on the date of housing exit
for those housed less than 24 months. To generate a per-unit amount, we calculate average
intervention costs as total costs per person divided by total months in housing.

As noted previously, FUSE II includes a supportive housing placement in an existing program and a
one-time $6,500 service enhancement paid to the supportive housing provider upon placement of a
FUSE II-eligible resident. We discuss each of these elements in turn in the context of our cost analysis.
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Six participating FUSE 11 housing providers (see Table 1) utilized 72 supportive housing program units
funded by New York City and State agencies. These units were funded to serve single adults with
substance use disorders or with serious and persistent mental illness (SPMI) diagnoses who are
homeless or at risk of homelessness and requite long-term supportive housing to manage behavioral
health issues. FUSE 1I intervention group members live in community care programs that include an
affordable housing placement in a congregate single-room occupancy facility (16 people) or in a private
market apartment (56 people). All units are linked to ongoing case management services available on
an as-needed basis. Medical and behavioral health care and other specialty services are provided
through referral to internal or external specialty service providers. These are unlicensed programs run
by nonprofit agencies and subsidized primarily through operating and service contracts administered
by the New York City Department of Health and Mental Hygiene (DOHMH). Residents with
disability or other income pay 30% of total income towards rent. (For example, in 2013, persons
relying on New York State Social Security Income (SSI) at the living alone rate make an “out-of-
pocket” rent payment of $239 per month.) Housing programs also assist eligible residents in applying
for a public assistance rental benefit ($215 or less, for a single adult in New York City in 2013).

FUSE II housing providers contract with New York State or City agencies for a negotiated supportive
housing services and operating subsidy (or program fee) to cover the cost of housing, services,
property management and other operations. The program fee varies by provider and funding source;
per unit reimbursement rates range from approximately $9,000 per year to $18,000 per year. Given the
high cost of housing in New York City, contracting agencies encourage providers to leverage other
rental subsidy sources, such as federally funded Section 8 or Shelter Plus Care vouchers. Three FUSE
1T housing providers placed program participants in vacant units of supportive housing in single-site
developments; three providers utilized sponsor-based Section 8 housing vouchers administered by the
New York City Housing Authority (NYCHA) or Department of Housing Preservation and
Development (HPD) to place program participants in scattered-site private market apartments leased
at fair market rental rates.!’ In this latter arrangement, the tenant is the technical Section 8 voucher
holder, but the housing provider serves as the master leaseholder and sub-leases the apartment to each
tenant. Residents with income from employment, disability benefits or a public assistance grant
contribute to their rent. The voucher fills the gap between the resident contribution and the total
monthly rent.

FUSE housing providers also received a $6,500 one-time service enhancement for each intervention
group member they housed. This enhancement was funded from private sources (CSH) and from
public sources (DHS and DOC). To promote the stability of housed clients, providers used these
grants to deliver a range of enhanced services, such as client engagement; intensive case management;
clinical supervision; better access to case managers (by lowering their client-to-case manager ratio);
service staff dedicated to providing intensive support during the first year of housing; and specialty
services such as vocational training and peer support.

1 In December 2009, New York City imposed a freeze on issuing Section 8 vouchers which curtailed the ability
of supportive housing providers to obtain voucher support for residents. All intervention group members
included in this evaluation secured vouchers prior to the freeze, but affected programs were forced to lower the
total number of persons housed using the set contract amount, driving up the “per unit” supportive housing
program fee used to calculate the intervention costs reported here.
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FUSE 11 payor cost for each intervention group member includes the services and operating supportive
housing program fee, the $6,500 FUSE 11 service enhancement and the value of any federally funded
affordable housing voucher secured for a scattered site unit. The soczetal cost consists of payor costs plus
resident-incurred costs, including out-of-pocket rent payments from income, public assistance benefits
in the form of rental subsidies, security deposit payments (included if the client was housed for less
than 24 months) and one-time furniture allowances. To take into account regular apartment turnover,
we include security deposits as a one-time program expense for residents who left housing during the
24-month study period (and are assumed — consetvatively, from an evaluation perspective — to have
forfeited the return of the deposit). Housing agencies that provided scattered site apartments assisted
residents in applying for one-time public assistance grants for establishing a home (furniture

allowance).

Our analysis focuses on the costs incurred during the 24-month period following housing placement.
We do not include costs incurred by DOC and DHS to identify potential participants. Nor do we
include costs incurred by housing providers for pre-housing assistance and for case management
provided to prospective tenants to support and advocate for them during the often-lengthy process of
gathering documents and submitting housing voucher and program applications. However, some
FUSE 1I providers used service enhancement funding to cover the costs of pre-placement activities,
and we do include the full cost of each FUSE II service enhancement in the average intervention cost.
Finally, we do not include any costs associated with CSH-provided or CSH-organized trainings for
housing agencies participating in this Frequent User initiative.!2

Monetizing service use outcomes. To monetize the effect of the FUSE II intervention on service
utilization, we gathered unit costs for each of the examined services from published research literature,
publicly available reports (such as the New York City Mayor’s Management Report, MMR), interviews
with funder agencies and online resources. As noted above, we adjust all costs for inflation to reflect
2012 dollars.

Table 12 sets out unit costs and sources for New York City jail and shelter stays. We estimate the cost
of jail use from information in the MMR, which shows an average cost per inmate per year of $84,627
in FY 2012. The MMR also provides estimates of the average costs per inmate for mental and medical
health services provided to inmates of NYC jails that were provided by DOHMH and its vendors. In
FY 2010, this was estimated to be $12,688 per inmate; the estimated costs for inpatient, emergency and
specialty outpatient care provided by the New York City Health and Hospitals Corporation (HHC) for
inmates of NYC jails was $4,268 per inmate in FY 2012. We derive the daily costs per inmate by
dividing annual costs by 365, adjusted to 2012 dollars. The resulting per-person, petr-day cost, $280, is
an average daily estimate that expresses direct costs to DOC of operating the jail system but does not
include DOC debt setvice, fringe expenses, legal costs and other expenses not included in the DOC
operating budget. (It is estimated that including these costs would almost double the DOC annual cost
per inmate for 2012 to $167,73; NYC IBO 2013.) Average per-person, per-day New York City single
adult emergency shelter costs are reported in the FY 2012 MMR.

12 These trainings include understanding the cultural adaptations to incarceration, motivational interviewing,
stages of change and harm reduction services, and other service engagement techniques such as dialectical or
cognitive behavioral therapy.
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Table 12. Unit Costs: Jail and Shelter

. Adjusted
Item PerDiem | yoor | to2012
Cost?
dollars?
Jail stay (including health services)P< $280 2012 $280
Single adult shelter stay® $78 2012 $78

2 Amounts are rounded to nearest dollar.
b NYC Mayor’s Office of Operations, (2012).
¢ Zimiles, (2013).

Table 13 sets out unit costs and sources for the physical and mental health and alcohol and other drugs
(AOD) services reported previously in this evaluation. Where available, we use Medicaid
reimbursement rates. At baseline interview, 84.4% of all participants reported active Medicaid
insurance (59.4% fee-for-service and 25.0% enrolled in Medicaid managed care), and across all waves
of data collection, the great majority of intervention and comparison group members reported active
Medicaid insurance. To calculate a mean charge per day for each type of hospital stay for inpatient
medical and AOD services, we use mean total charges for New York State Medicaid-reimbursed stays
(as reported in the Healthcare Cost and Utilization Project (HCUP) State Inpatient Databases) divided
by mean length of stay (days) reported. We draw unit costs for other crisis medical and AOD services

from public records and from the published research literature.

Table 13. Unit Costs: Physical and Mental Health and Alcohol
and Other Drugs (AOD) Services

Physical, Mental Health & Alcohol and Unit Adjusted
. Year to 2012
Other Drug Services Cost?
dollars?
Ambulance ride (basic charge per ride)P $704 2012 $704
ER visits, including psychiatric & AOD« $519 2003 $648
Hospital day for medical reasond $4,502 2011 $4,595
Psychiatric hospital dayd |  $2,170 2011 $2,215
AOD inpatient dayd |  $2,381 2011 $2,430
AOD detoxification day¢ $951 2012 $951
AOD residential treatment day’ $76 2002 $97

@ Amounts are rounded to nearest dollar.

b New York City Fire Department (FDNY), (2012). Note that the basic charge is a conservative
estimate that does not include additional charges for mileage, oxygen or other services.

¢ Machlin, SR, (2000).

dHealthcare Cost and Utilization Project (HCUP) State Inpatient Databases (SID), (2013).

¢ New York State Department of Health (NYS DOH), (2012).

f Substance Abuse and Mental Health Services Administration (SAMHSA), (2003).
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D. Cost and Cost Offset Results

Intervention costs. Table 14 reports the annual average cost of the FUSE II intervention by
component and in total and from both the payor and societal perspectives, in both 2009 and 2012
dollars. In terms of the latter, the payor perspective average annual cost is $23,290 and the societal
perspective average annual cost is $27,210.

Annual average intervention costs varied by model and by program. The total per person average
annual public payor intetrvention cost ranged from $10,625 to $23,806 in 2009 dollars ($11,371 to
$25,477 in 2012 dollars). The average public payor cost in 2009 dollars was $17,535 for a congregate
single room occupancy unit and $22,971 for a scattered-site unit that utilized a sponsor-based Section 8
voucher to support direct housing costs ($18,766 and $24,583 in 2012 dollars).

Table 14. Per-Person Annual Average Costs of the FUSE II Intetvention

Cost Category AnnuallA‘Averag.e Per-Pet:son Cost
cross Six Agencies
2009 Dollars 2012 Dollars
Public Payor Costs
Affordable housing voucher $9,678 $10,357
Program fee (services & operations) $10,505 $11,242
Sum of Housing and Program Costs $20,183 $21,599
FUSE II enhancement
Public FUSE II funding (DHS, DOC) $1,580 $1,691
Private FUSE II funding (CSH) $1,580 $1,691
Sum of FUSE II Costs $3,160 $3,382
Participant Costs
Public assistance rent subsidy $1,539 $1,647
"Out-of-pocket” rent contribution $253 $271
One-time furniture allowance $194 $208
Forfeited security deposit $96 $103
Sum of Participant Costs $2,082 $2,229
Public Payor Totalb $21,763 $23,290
Societal Total $25,425 $27,210

NOTE: Intervention costs are adjusted to 2012 dollars for purposes of the cost analysis only.
They do not reflect an increase in the actual contract amounts paid to providers.

2 Formally, $6,500 per unit over two years. However, one housing unit was vacated and
reoccupied by another intervention group member but only one enhancement was paid,
making the average enhancement actually paid $6,320 rather than $6,500.

> Only includes publicly funded portion of FUSE II enhancement.
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Post-housing difference of mean units and costs for crisis and inpatient medical and
behavioral health services. Table 15 (next page) presents annualized cost differences per person for
physical and mental health and AOD services used by intervention and comparison group members
over the 24-month follow-up period. These estimates are based on differences of means data
presented in Section IILD. Results indicate that, during the 24-month follow-up period, persons
housed through FUSE 1I incurred an average cost that was $7,308 less per person per year for
inpatient and crisis medical and behavioral health services than for persons in the compatison group.
The bulk of savings are attributable to the reduction in psychiatric inpatient days.

Post-housing difference of mean units and costs for shelter and jail days. Table 16 (next page)
presents annualized differences in costs per person for jail and shelter, based on differences of means
results presented earlier in Sections III.A and IIL.B. Over the 24-month follow-up period, intervention
group members incurred an average of $16,745 less in expenses per person for days in jail and shelter
than did comparison group members, or an estimated $8,372 less per person per 12-month period.

Pre- and post-housing difference of mean costs for shelter and jail stays. Employing another
approach to estimate public cost savings associated with the FUSE II intervention, we examine
pre/post differences in mean jail and shelter costs for intervention and compatison group members
during the 24 months prior to and following study enrollment. As set out in Table 17 (p. 49), for
FUSE II participants, the total per person mean cost of jail and shelter days declined from $38,443
(319,292 in jail costs plus $19,151 in shelter costs) in the 24 months prior to the intervention to $9,145
($7,957 in jail costs plus $1,188 in shelter costs) in the 24 months following housing. This is a $29,298
or 76% reduction. Mean cost for jail and shelter days also went down for the comparison group, but
from $38,587 ($22,308 in jail costs plus $16,279 in shelter costs) in the two years prior to the study to
$25,948 ($13,320 in jail costs plus $12,628 in shelter costs) during the 24 follow-up period. This is a
$12,639 or 33% reduction in costs.

The intervention effect for pre/post shelter days was stronger than the effect for jail days. As
previously noted, the intervention group experienced a steep reduction post-placement in shelter costs
— down 94% compared to a reduction of 22% for those remaining in usual care. The relative
reduction in cost of jail days during the follow-up period was also substantial, though less marked. Jail
days declined 59% for the intervention group and 40% for the comparison group. This may reflect the
continuing vulnerability to arrest for extremely low-income New Yorkers with histories of
incarceration.
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Table 15. Mean Units and Costs of Services Used Over 24-Month Follow-Up Period Annualized Intervention Effects on Use of
Physical and Mental Health and Alcohol and Other Drug Use (AOD) Services

(Based on outcomes data presented in Table 11)

Intervention | Comparison
. b . . . .
Physical Health, Mental Health GrouP GrouP A.nnuahzec.i Pe.r Unit .Annuahzed Difference
and AOD Services Annualized | Annualized |Differencein| Service Cost |in Costs Per Person 2012
Mean Units of | Mean Units off Means 2012 dollars dollars
Service Use | Service Use
Ambulance rides 0.36 0.76 -0.40 $704 -$281
ER visits, including psychiatric & AOD issues 1.09 1.33 -0.24 $648 -$154
Hospital days for medical reasons 1.59 1.67 -0.08 $4,595 -$365
Psychiatric hospital days 1.93 5.04 -3.11 $2,215 -$6,880
AOD inpatient days 1.26 0.94 0.32 $2,430 $770
AOD detoxification treatment facility days 0.60 0.39 0.21 $951 $200
AOD residential treatment days 0.00 6.16 -6.16 $97 -$598
Annual intervention effect in 2012 dollars (negative value indicates savings) -$7,308
2 Estimated mean based on 57 intervention group members with an average follow-up period of 22.5 months.
b HEstimated mean based on 60 comparison group members with an average follow-up period of 19.2 months.
Table 16. Mean Units and Costs of Services Used Over 24-Month Follow-Up Period:
Intervention Effects on Shelter and Jail Days
(Based on outcomes data presented in Tables 8 and 9)
24-Month Annualized
Dave in Shelter Intervention | Comparison Difference Per Unit Difference in | Difference in
y : ‘ Group Mean® | Group Mean of Means Svc Cost Costs Per Costs Per
or in Jail (2012 Person Person
dollars) (2012 dollars) | (2012 dollars)
Shelter 15.2 161.9 -146.7 $78 -$11,378 -$5,689
Jail 28.4 47.6 -19.2 $280 -$5,366 -$2,683
Intervention effect in 2012 dollars (negative value indicates savings) -$16,745 -$8,372

2 Mean use over 24 month follow-up period for all cases, i.e., 60 intervention group and 70 comparison group members.
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Table 17. Mean Units and Costs of Shelter and Jail Days Used 24 Months Pre and Post Intervention

(Based on data presented in Table 8 Panel A, Table 9 Panel A and Appendix A Table A-2)

Panel A. Days in Shelter: 24 Months Pre- and Post-Housing Placement/Enrollment

Unit 24 Month 24 Month Annualized
Service Mean Total Mean Total Pre-Post Pre-Post Pre-Post
Studv Grou Cost Days 24 | Cost24 | Days24 | Cost24 Difference Difference in | Difference in
udy p Months Months Months Months Costs Per Costs Per
(2012 Mean
dollars) Pre- Pre- Post- Post- Davs Person Person
y (2012 dollars) | (2012 dollars)
Intervention group $78 245.5 $19,151 15.2 $1,188 230.3 -$17,963 -$8,982
Comparison group $78 208.7 $16,279 161.9 $12,628 46.8 -$3,650 -$1,825
Intervention effect (2012 dollars) -$14,313 -$7,156
Panel B. Days in Jail: 24 Months Pre- and Post- Housing Placement/Enrollment
. 24 Month Annualized
S(Iejrlxjil::e Mean Total Mean Total 21;‘1_1:_[122;? Pre-Post Pre-Post
Studv Grou Cost Days 24 | Cost24 | Days24 | Cost 24 Difference Difference in | Difference in
y p Months Months Months Months Costs Per Costs Per
(2012 Mean
dollars) Pre- Pre- Post- Post- Davs Person Person
y (2012 dollars) (2012 dollars)
Intervention group $280 68.9 $19,292 28.4 $7,957 40.5 -$11,335 -$5,668
Compatison grou $280 79.7 $22,308 47.6 $13,320 32.1 -$8,988 -$4,494
p group
Intervention effect (2012 dollars) -$2,347 -$1,174
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E. Cost Analysis Discussion

In addition to extending supportive housing to an underserved population, the FUSE 1I initiative
represents an innovative funding strategy in supportive housing by the government agencies
responsible for operating jails and emergency shelter. Currently, services in supportive housing in New
York City are funded primarily through contracts with State and City health or human services
agencies. The service enhancements provided as part of FUSE II were funded in part by the City’s
Departments of Corrections and Homeless Services, as they recognized the potential impact of a
housing strategy to reduce frequent use of their systems.

Our cost analysis of FUSE 1I indicates that the annual cost over two years for this enhanced housing

model is substantially offset by savings from reduced use of jail, shelter and inpatient and crisis
physical and behavioral health services. We estimate the average public payor cost per-person, per-year

for the service-enriched FUSE 1I intervention as implemented at $23,290 (2012 dollars). This includes
$10,357 annually in affordable housing costs; $11,242 per year for services and operating expenses; and

a $6,500 one-time service enhancement per unit to meet the unique needs of the frequent user. These

costs are offset by a total annualized mean difference of $15,680 in lower per person spending for
intervention group members on the set of publicly funded crisis care services we analyzed. These
include a $8,372 difference in total annualized jail and shelter costs between the intervention and
comparison groups and a $7,308 . L .
difference in annualized medical, Figure 8. Annual Cost of Jail, Shelter and Crisis Care Health Services
mental health and AOD service
costs (see Figure 8). The $15,680 Annual Cost of Jail, Shelter, Crisis Care Health Services

per person annual “savings” in $40,000

other publicly funded services
more than offset the estimated
$14,624 annual public $30,000
investment in “wrap-around”

supportive service and operation i .
M Crisis Care Health Services

M Jail Days

costs (e.g., program fees plus the $20,000 -
publicly and privately funded

M Shelter Days
FUSE enhancement) used to

Annualized Costs

stabilize  intervention  group $10,000
members in federally subsidized
affordable housing units. Taking

the full public payor intervention $0 -
. . . . . FUSE Participants Comparison Group
cost into consideration, including

federal spending for affordable
housing vouchers, the $15,680 difference in avoidable public costs offsets 67% of the total public cost

for FUSE II housing and services.

Cost offsets presented here are based on average, per person service use for the FUSE 1I and
comparison groups. The range of individual outcomes varies greatly, of course. To place these average
costs in further perspective, we note the potential costs associated with a negative medical outcome for a
single individual frequent user. The average cost for a single Medicaid reimbursed hospitalization in
New York State in 2011 was $15,200 for an AOD hospitalization, $24,300 for a medical hospitalization
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and over $33,000 for a mental health hospitalization. Thus, costs associated with a single negative
outcome can exceed total annual per-person intervention cost (HCUP, 2013).

This cost analysis has a number of limitations. First, we consider only a number of publicly funded
custodial, inpatient and crisis care services as cost variables. This evaluation does not include costs
related to prison stays, nursing home stays, arrest and prosecution or other medical or social outcomes
often experienced by frequent users of jail and shelter.!3 Also, information for housing costs other than
shelter is not available for comparison group members. Based on the reported intervention effect on
the variables examined, we can assume there were additional public cost differences between
intervention and comparison group members in these areas that would increase total public cost
savings. On the other hand, we also do not consider the impact of the FUSE II supportive housing
intervention on access to and utilization of “appropriate” medical and behavioral health services such
as regular mental health care and primary and preventive health care. It is likely that greater stability
and connection to service systems in the intervention group resulted in differentially higher utilization
of these services and greater public costs for the intervention than for the compatison group. It should
also be noted that medical and behavioral health service utilization is based on self-report only, since
Medicaid billing data could not be obtained from government agencies to confirm and augment
participant reports. Medicaid billing data for all reimbursed services would provide a more complete

picture of both appropriate and avoidable medical and behavioral health care utilization.

Finally, we note that per-person reductions in using institutional care must occur on a certain scale in
order to translate into actual public cost savings in these systems. Due to the fixed costs of operating
jail and shelter systems, marginal costs per inmate or shelter bed are a more relevant measure than
average costs. For example, to begin to realize savings, the Department of Corrections calculates it
must decrease the average inmate population by 100 persons (i.e., closing an entire housing area; DOC,
2009). Results of the FUSE II pilot suggest that housing-based approaches brought to scale could
enable the City to begin such closings, thereby generating savings which can be invested in service
enhancements to help additional frequent users in supportive housing on an ongoing basis.

Despite these caveats, findings from this cost evaluation suggest that removing policy and system
barriers limiting access to housing assistance for persons with criminal convictions, incorporating
housing into reentry services, expanding existing housing resources available for homeless persons
with health and behavioral health challenges, and giving housing providers an additional one time
$6,500 enhancement per client for more intensive supportive services immediately post release would
result in cost savings to corrections, homelessness and health care systems for persons who would

otherwise continue their cycling between jail and crisis care institutions.

13 Unfortunately, complete data on nursing home days is not available. Information for FUSE intervention group
members indicate a total of 31 nursing home days were used in the six months prior to housing placement by 55
participants for whom data is available. This compares to a total of six days used by the same 55 persons after
FUSE housing placement.
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V. EVALUATION SUMMARY AND IMPLICATIONS

Every year in the United States, local jails process an estimated 12 million admissions and releases
(Beck, 20006). Poverty, homelessness, chronic addiction, persistent mental illness, multiple health
problems or some combination of these are widespread among the jail population. Since 80% of
inmates are incarcerated for less than one month, jails have little ability to address these deep-seated
personal and community challenges. Evidence suggests that supportive housing has helped end
homelessness for persons with complex needs and has helped reduce overall public systems
involvement and costs (Rogers, et al., 2009). The FUSE 1l program results described in this report
further suggest that supportive housing decreases recidivism and the use of expensive emergency
homeless, health and behavioral health services, improves health care access and helps government
avoid unproductive spending. The intervention had strong positive effects on reducing jail and
homeless shelter use, especially when measured from housing placement. It transformed people’s
patterns of institutional cycling such that only a very small percentage of people in the intervention
group had patterns akin to the heavier use patterns of the comparison group. Indeed, the patterns
exhibited by the intervention group show absolutely no or extremely infrequent jail or shelter

experience.

The FUSE II intervention was highly successful in securing and maintaining permanent housing for
program participants, all of whom had extensive prior experience of homelessness and unstable
housing. At twelve months, over 91% of FUSE II participants were housed in permanent housing, and
86% maintained permanent housing over the entire 24 month follow-up period. Rates of housing
success were much higher than among comparison group members, and higher than realized in other
supportive housing interventions for persons with complex histories of homelessness and behavioral
health needs (Malone, 2009; Martinez & Burt, 2006; Wong, 2000).

Strong program effects were also apparent for problem alcohol and drug use. FUSE II intervention
participants experienced less problem drinking and less hard drug use than the comparison group.
Findings are less consistent regarding mental health outcomes, as rates of current disorder are similar
among intervention and comparison group members. This could reflect that many participants in both
the intervention and comparison groups have chronic mental health conditions that will require long-
term treatment. FUSE 1I participants, however, showed decreased psychological distress and improved
social supportt systems. Other research (Taylor, 2007; Thoits, 2011) has shown that such differences
are associated with improved mental health functioning, community integration and quality of life
among those with persistent mental illness. Findings may also indicate the utility of greater attention to
enhanced, professional mental health services for residents with schizophrenia and other serious and

persistent disorders.

Findings from the cost evaluation found that the average public payor cost per-person, per-year for the
service-enriched FUSE 1I intervention as implemented was $23,290, including affordable housing
costs, services and operating expenses and a one-time service enhancement per person to meet the
unique needs of the frequent user. These costs are offset by a total annualized mean difference of
$15,680 in lowered spending for intervention group members (compared to comparison group
members) on the publicly funded crisis care costs we examined for this analysis. Taking the full public
payor intervention cost into consideration, including federal spending for affordable housing vouchers,



the difference (or “savings”) in avoidable public costs offsets 67% of the total public cost for FUSE 11
housing and services. Results from the outcome and cost analyses indicate that removing policy and
system barriers limiting access to housing assistance for formerly incarcerated persons, incorporating
housing into reentry services, expanding existing housing resources available for homeless persons
with health and behavioral health challenges, and giving housing providers an additional onetime
financial enhancement per client for more intensive supportive services immediately post release could
result in substantial cost savings to corrections, homelessness and health care systems for persons who
would otherwise continue their cycling between jail, homelessness and crisis care institutions.

In evaluating the cost implications of the FUSE II intervention, one limitation is our lack of data on
housing costs for comparison group individuals. Detailed housing information and cost information
was available for FUSE 1I participants, but we were unable to collect the same information for
comparison group members who left shelter. As a result, we do not know if any of these were placed
into high-cost specialized housing during the follow-up period and so cannot take such costs into

account in our analyses.

A more general study limitation is the possible effects of the NY/NY III program on compatison
group housing placement. NY/NY III is a partnership between New York State and New York City
that greatly increased the number of supportive housing units available in New York City and was
implemented at the same time as FUSE II. The relatively high rate of housing placement in the
comparison group (42%) may be due to this initiative, thereby potentially diminishing the comparative
impact of the intervention.

Despite these and other analytic limitations, this study suggests that FUSE II had strong positive
effects for participants in improved housing retention, decreased days spent in jail, decreased days
spent in shelter and decreased cycling between public institutions, all of which resulted in decreased
costs to New York City and taxpayers as well as enhanced lives for program participants. This
evaluation suggests the utility of targeting services to high needs populations that may cycle between
multiple systems without being successful treated by any one.
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