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Homelessness is rapidly increasing in the United States, particularly for people
experiencing chronic homelessness, a status that includes long-term or repeated
episodes of homelessness and the presence of a disability.! On a single night in 2024,
158,585 people across the country were experiencing chronic homelessness, a 38
percent increase since before the COVID-19 pandemic began in early 2020 (de Sousa
and Henry 2024). Because housing and health are inextricably linked, this trend
represents a serious challenge for both the housing and health care sectors. In this brief
we discuss Denver’s Housing to Health program, a compelling model for how hospitals
can partner with housing providers to end homelessness while improving health care
outcomes. We describe the program’s theory of change, the health care needs of people
who were eligible for the program, and the unique role that Denver Health and Hospital
Authority (“Denver Health”) played as an implementation partner. We also detail how
hospital and housing partners worked together to identify and serve people
experiencing homelessness with many unmet health care needs in the program.

A number of chronic health conditions are disproportionately prevalent among people experiencing

homelessness, from physical health conditions such as heart and lung disease to mental health and
substance use disorders (Zlotnick and Zerger 2009). Lack of housing results in significant health and



safety harms (Mayer et al. 2024) and is associated with large increases in mortality (Bradford and
Lozano-Rojas 2024; Fowle and Routhier 2024). People experiencing homelessness also face barriers to
receiving needed health care services; they more often use acute care, such as hospitals and emergency
departments (EDs), have more frequent and longer hospitalizations, and have higher rates of unplanned
readmission compared with housed individuals (Kushel et al. 2001).

Supportive housing is an evidence-based solution to homelessness which has been repeatedly
proven to effectively end homelessness and increase housing stability for people with the greatest
needs (Cunningham et al. 2021; Goering et al. 2014; Raven, Niedzwiecki, and Kushel 2020). High-quality
supportive housing programs provide permanent, affordable, and safe housing plus intensive
wraparound services, such as case management and connections to clinical providers, all focused on
maintaining housing stability. In Denver, a randomized controlled evaluation of the Denver Supportive
Housing Social Impact Bond (Denver SIB) found that supportive housing also facilitates access to and
engagement in needed health care services while reducing utilization of expensive emergency services
(Hanson and Gillespie 2024). Notably, people in supportive housing had an average of 10 more office-
based visits for a psychiatric diagnosis, four more prescription medications, and eight fewer emergency
department (ED) visits over two years as compared with a control group. Across health care and other
outcomes, participants had almost $7,000 less in total annual per person costs associated with
emergency services than the control group (Gillespie et al. 2021). About half of Denver SIB’s total per
person annual cost was offset by these cost avoidances. Evidence from the Denver SIB and other
studies demonstrates the need to scale supportive housing to people experiencing both chronic
homelessness and unmet health care needs in order to realize the best outcomes for people and most
effective use of public funds.

How Denver Partners Expanded Supportive Housing to
Address Unmet Health Care Needs

Based on the SIB’s success, Denver launched the Housing to Health program, a supportive housing
program that serves people who are experiencing chronic homelessness, have frequent interactions
with the criminal legal system, and have unmet health care needs. To focus on people with unmet health
care needs, the program used previous Denver SIB eligibility criteria for homelessness and arrests (see
Cunningham et al. 2021) plus the additional criterion of two or more emergency department visits in the
previous year at Denver Heath, Denver’s primary safety net health system. The Housing to Health
program aims to achieve similar outcomes to the Denver SIB, including increased outpatient visits and
decreased avoidable ED visits and inpatient admissions. The net impact of these changes in health care
utilization could result in lower costs for Medicaid, particularly because Colorado expanded its
Medicaid program under the Affordable Care Act in 2014 in ways that increased coverage and access to
services for people experiencing homelessness (DiPietro, Artiga, and Gates 2014). In theory, these cost
offsets could allow for greater Medicaid investment in health-related social needs like supportive
housing services, helping to scale an evidence-based and cost-effective model to end homelessness and
improve health care outcomes (see Housing to Health’s theory of change in table 1).
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TABLE 1
The Denver Housing to Health Program’s Theory of Change for Health Care Utilization and Costs

Inputs " Housing vouchers primarily in single-site supportive housing building

" Modified Assertive Community Treatment services

Activities Services
" Provide modified Assertive Community Treatment services

Health
" Connect participants to health care services

Housing
" Refer and conduct outreach to eligible participants

" Engage and house participants
Outputs " Number of participants located, engaged, and housed

" Housing exits and reasons for exits

Outcomes Housing
" Increased housing stability

Health
" Increased outpatient mental health and substance use services

" Increased outpatient primary care

" Increased home and community-based services

" Increased prescription medications

" Decreased avoidable emergency department visits
" Decreased avoidable inpatient and residential stays
® Decreased avoidable ambulance rides

" Decreased total health care costs

Impact " Increased Medicaid funding for supportive housing services

Source: Authors’ analysis of Denver’s Housing to Health program.

We described the Housing to Health program, partners, and participants in detail in a previous
report (see Gillespie, Hanson, and Oneto 2024). In this brief we focus on the health care needs of
participants before they entered the program and the unique role Denver Health played as an
implementation partner. This aspect of the program offers a compelling model for how hospitals can
partner with housing providers to end homelessness while improving health care outcomes.

|dentifying People with Unmet Health Care Needs

The intended population for the Housing to Health program is people experiencing chronic
homelessness who have had frequent interactions with the criminal legal system and who are also at
high risk for avoidable, high-cost health services paid for through Medicaid. To reach the intended
participants, the program’s eligibility criteria are as follows: (1) eight or more arrests in Denver over
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three years, including at least three arrests for which the officer recorded a transiency status because
the person had no address or was staying at a shelter; (2) at least one arrest or law-enforcement contact
where the officer recorded a transiency status in the past year; (3) two or more emergency department
visits in the past year at Denver Health; and (4) experiencing homelessness at the time of engagement.

At the start of the project, more than 3,700 people were identified through an administrative data
query as meeting the first of these criteria. Of those, about 2,000 met the second criterion, and of those,
more than 400 met the third criterion and were therefore eligible for randomization to the program.
Homelessness was verified by providers during initial engagement with eligible participants. The
eligibility list is updated one or twice a year to add newly eligible people. (More information on the
process by which the eligibility list is created and people are referred to the program is available in
Hanson, Gillespie, and Oneto [2022].) By July 2024, a little over two years since the program launched,
536 people had been randomized to the evaluation and 89 percent of those were matched to Medicaid
claims from the three years before randomization. Table 2 describes the demographic characteristics of
the 477 people matched to Medicaid claims from the three years before randomization.

TABLE 2
Demographic Characteristics of Housing to Health Participants before Randomization

Characteristic Mean
Age’

18-24 0%
25-34 23%
35-44 31%
45-54 22%
55-64 18%
65 and older 5%
Sex

Female 18%
Male 82%
Race?

Black / African American 22%
Hispanic/Latino 24%
White/Caucasian 40%
American Indian / Alaska Native 5%
Asian 1%
Pacific Islander 0%
Other 8%
Ethnicity

Not Hispanic 74%
Hispanic/Latino 26%
Medicaid eligibility/enrollment

Dual eligible 11%
Third-party liability 5%
Enrolled in Medicaid 97%

Sources: Demographic, enroliment/eligibility, and encounter and claims data are from the Colorado Department of Health Care
Policy and Financing and are for 2019 to 2024.
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Notes: The sample includes all participants randomized before July 1, 2024, who were located in the Colorado Department of
Health Care Policy and Financing’s data (477 out of 520 people randomized). The data cover the three years before
randomization based on each person’s randomization date.

2 Participants’ average age was 44.3.

b We were missing race/ethnicity information for 38 people.

Diagnoses of mental health conditions and substance use disorders are highly prevalent among the
Housing to Health population, 80 percent of whom had a mental health condition diagnosis and 94
percent of whom had a substance use disorder diagnosis in Medicaid claims in the three years before
randomization. Eighty-six percent had a chronic physical health condition (the most common being
hypertension). Other prevalent health challenges include wounds (80 percent), neurological disorders
(70 percent), brain injury (42 percent), and poisoning (39 percent), which is often an indicator of drug
overdose in this population (table 3).

TABLE 3
Participants’ Health Care Needs, Service Utilization, and Costs in the Three Years before
Randomization

Share of population Average utilization
Health needs
Substance use disorder 94% N/A
Mental health condition 80% N/A
Any chronic physical condition? 86% N/A
Current smoker 83% N/A
Neurological disorder 70% N/A
Brain injury 42% N/A
Wounds 80% N/A
Poisoning (including overdose) 39% N/A
Emergency department 95% 33.3 visits
Physical health 95% 26.9 visits
Behavioral health 67% 6.4 visits
Ambulance 88% 23.7 days
Inpatient visits® 64% 3.1 admits
Inpatient days 21.6 days
Primary care 64% 3.9 visits
Physical health specialist 69% 17.7 visits
Mental health outpatient 62% 14.1 visits
Substance use disorder outpatient 56% 37.1 visits
Other physical health outpatient care® 92% 21.8 visits
Behavioral health withdrawal 41% 2.8 admits
Withdrawal days N/A 10 days
Behavioral health residential 6% 5.7 days
Prescriptions 79% 24 4 fills
Nursing facility 3% 1.9 admits
Home and community-based services 2% 2.2 days
Average total fee-for-service cost N/A $19,947

Sources: Encounter and claims data are from the Colorado Department of Health Care Policy and Financing and are for 2019 to
2024.
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Notes: N/A = not applicable. The sample includes all participants randomized before July 1, 2024, who were located in the
Colorado Department of Health Care Policy and Financing data (477 out of 520 people randomized). The data cover the three
years before randomization based on each person’s randomization date. For each type of service, we present the share of
participants who received at least one claim or encounter of that type before program entry; for some types of services, we also
present the share of participants by number of visits to better illustrate the distribution of service utilization.

2 Chronic conditions are defined as asthma (17 percent), chronic obstructive pulmonary disease (10 percent), congestive heart
failure (2 percent), hypertension (39 percent), diabetes (15 percent), cirrhosis (4 percent), hepatitis (1 percent), HIV/AIDS (4
percent), and periodontal disease (2 percent).

b Inpatient visits include physical and behavioral health inpatient visits. Sixty-two percent of participants had a physical health
inpatient visit and 16 percent had a behavioral health inpatient visit.

¢ Other physical health outpatient care includes a wide variety of health care services (e.g., imaging, labs, and durable medical
equipment).

People eligible for the Housing to Health program were utilizing EDs and ambulances at high rates
before randomization, averaging 33 ED visits and 24 ambulance rides over three years. Almost two-
thirds had an inpatient hospital admission (this includes psychiatric admissions) before randomization,
with an average of three admissions for a total of 22 inpatient days over three years.

At baseline, people eligible for the Housing to Health program had also utilized some outpatient
services—including primary care, specialist care, outpatient mental and physical health care, and
prescription medications—though a significant share of participants had not used any outpatient care.
For example, more than a third of eligible people had no primary care visits in the three years before
randomization and more than a third had no outpatient mental health visits.

Notably, despite their many health care needs, other types of services, including behavioral health
residential treatment, nursing facility care, and home- and community-based services, were rare among
people eligible for Housing to Health. On average, fee-for-service claims paid by Medicaid totaled
approximately $8,300 per participant in the year before they entered the study.

Many of the Housing to Health population’s health care needs are more prevalent than the needs
observed in the prior Denver SIB supportive housing population (as described in Hanson and Gillespie
2024). In particular, people eligible for the Housing to Health program are more likely to have diagnosed
substance use disorders, neurological disorders, and brain injuries. The significant health care utilization
and cost of care observed for participants prior to randomization demonstrate the potential positive
impact the Housing to Health program could have in shifting utilization toward more outpatient care
and reducing the net cost to Medicaid, based on the theory of change for supportive housing.

Partnering with Denver Health’s Safety Net

To meet its goal of reaching and serving people with many unmet health care needs, Denver Health had
several roles as a Housing to Health partner from the beginning of project conceptualization, including
as a data analytics partner and an implementation partner. Denver Health is an integrated urban safety
net health care system serving the Denver metropolitan region. It includes a Level 1 regional trauma
center, a 555-bed hospital, an emergency department, and a network of 10 community health centers
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and 19 school based clinics. Denver Health provides full-spectrum addiction treatment services through
its Center for Addiction Medicine, and it provides correctional care services, administers the 911
emergency medical response system for the City and County of Denver, and delivers public health
clinics and programs. Denver Health uses a single electronic health record system, Epic, which supports
integrated clinical care and the performance improvement Denver Health conducts as a learning health
system.

Denver Health'’s reach is expansive. In 2022, the system cared for more than 240,000 patients
(about a third of the population of Denver County) who had more than 20,000 inpatient admissions and
more than 1.1 million ambulatory visits. Denver Health serves a large Medicaid population, including a
large and growing number of people experiencing homelessness throughout the region. In 2022, the
system identified 8,549 unique patients experiencing homelessness accounting for 34,993 visits across
the integrated health system (Denver Health 2022). On a single day in 2022, 22 percent of hospitalized
patients on medical or surgical services at Denver Health were experiencing literal homelessness
(Mistry et al. 2024). Denver Health screens for health-related social needs in the inpatient and
outpatient settings and has developed a registry in its electronic health record system to better identify
and facilitate population-level interventions for patients experiencing homelessness.? Denver Health
partners with community-based organizations to address its patients’ health-related social needs.
Through its community partnerships, the health system has invested in recuperative care and
transitional housing for some of its patients most at risk of experiencing barriers to health care and
negative health outcomes. These frequent connections with people experiencing homelessness and
with community-based providers serving this population made Denver Health a valuable
implementation partner for the Housing to Health program.

The Denver Health team that facilitated the hospital’s partnership with Housing to Health included
asite director, who is a hospitalist with expertise in health care for people experiencing homelessness
and health systems improvement and who led implementation efforts at Denver Health; a part-time
coordinator, who is primarily responsible for conducting outreach to participants, collaborating with
housing service providers to support connections to the program, and tracking and monitoring data; and
a data analytics team, which supported determination of people’s program eligibility based on their
utilization of the Denver Health ED and created and maintained electronic health records reports to
support outreach to eligible patients throughout the Denver Health system.

Building System Engagement

To build engagement throughout the health system before the Housing to Health project launched, the
Denver Health implementation team met with interdisciplinary stakeholders, including departmental
leaders and clinical staff, in the hospital, the ED, the detoxification facility, outpatient behavioral health
services, and other clinics (comprehensive care, corrections transitions, etc.) that served patients
experiencing homelessness. These meetings served to introduce the Housing to Health program,
explain its goals and outreach processes, set expectations, identify opportunities for integration and
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necessary adaptations between care settings, and solicit feedback, questions, and concerns from
stakeholders.

Supporting Data Analytics

To support data analytics for the project, Denver Health formalized data sharing through a data use
agreement with the Urban Institute, the independent evaluator of Housing to Health. A limited dataset
was shared at the start of the project to help create the list of eligible people based on the number of ED
visits at Denver Health. To do this, Denver Health received a list of potentially eligible people from the
City of Denver, then matched this list to Denver Health patient records, with a final match rate of 94
percent. When matching the records, Denver Health determined people’s eligibility by querying and
summarizing ED visits over the previous 12 months. Denver Health repeats this process twice a year
using an updated list of potentially eligible people provided by the City.

Reaching Out to and Engaging Patients

After matching City of Denver police data and Denver Health ED data to determine people’s eligibility,
the Urban Institute evaluation team coordinated final screening and random assignment based on the
Housing to Health evaluation plan. Information on people referred to the program was shared with the
Housing to Health supportive housing providers and Denver Health. To help supportive housing
providers locate and reach out to people referred to the program, the Denver Health coordinator
accessed a Denver Health electronic health record report twice a day (morning and afternoon) on
weekdays to identify anyone on the list who was currently in the hospital, ED, or detoxification center.
Over time, this process was optimized so that the coordinator received automatic notifications
generated by the electronic health record when an eligible individual was in care at Denver Health. He
also reviewed reports summarizing upcoming primary or specialty care visits across the Denver Health
system approximately five times a month and conducted telephone outreach to unlocated participants
using the contact information in the electronic health records.

If areferred person was identified in an acute care setting in the Denver Health system (e.g., the ED,
hospital, or detoxification center), the Denver Health coordinator attempted to reach them to provide
information about the supportive housing program, using either a direct or passive outreach process,
depending on the patient’s preference and needs (appendix A). Before approaching the patient, the
coordinator briefly reviewed their chart and contacted a provider on their care team (usually the
attending physician) to introduce himself, notify them that outreach would be taking place, and ensure
their clinical condition was appropriate for outreach at that time.

In acute care settings, outreach was typically done in person. The Denver Health coordinator
located the patient in their hospital or ED room, introduced himself, and shared brief information about
the supportive housing program. If the patient was interested in speaking with a supportive housing
provider to learn more about the program, the coordinator collected a release of information to obtain
their permission to share their information with the provider and sought to make a warm handoff (an
immediate, in person connection) to a Housing to Health program provider.
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Once the patient signed the release of information, the coordinator facilitated a phone call between
the patient and the supportive housing provider to make an introduction and plan next steps.
Commonly, the provider would immediately come to meet the patient at the hospital bedside to begin
enrollment paperwork and assist with coordination of discharge. After making the initial warm handoff,
the coordinator shared the patient’s signed release of information and any additional information with
the provider via encrypted email. If a patient was approached in an acute care setting and did not want
to sign arelease of information and be directly and immediately connected with a supportive housing
provider, the Denver Health coordinator shifted to a passive outreach process in which they provided
the patient with a letter with information about the Housing to Health program and how to connect
with the supportive housing program at a later time. The coordinator also sent passive outreach letters
to patients with upcoming clinic or other appointments across the Denver Health system to let them
know they had been referred to the Housing to Health program and how to contact a supportive
housing provider.

Figure 1illustrates the eligibility and referral processes for the Housing to Health program and the
roles of program partners. See appendix A for a full illustration of the Denver Health workflow for
Housing to Health participants, including patient identification, outreach, and warm handoff.

FIGURE 1
Housing to Health Eligibility and Referral Pathway

Eligibility
list

Source: Authors’ analysis.

Randomlzatlon to
control group

Eligibility list
shared with = Outreach
service providers
Randomization to Enrollment with
Eligibility list Direct and passive|

shared with e outreach

Denver Health ED
ellglblllty data

Denver Sherlff
Department
e||g|b|I|tydata

Denver Health approaches

Notes: ED = emergency department.

As of February 2025, 186 of the 273 people (68 percent) randomized to the Housing to Health
program were seen in the Denver Health system after randomization. Using the outreach and
engagement process described above, 48 of these participants (26 percent) were initially located and
directly connected with supportive housing providers through a warm handoff by the Denver Health
coordinator. Approximately half of people who had an initial connection via a warm handoff from the
hospital were encountered and reached in the ED, with others reached through the detoxification
facility and in inpatient and outpatient settings (table 4). In addition to warm handoffs, during this
period the Denver Health coordinator also provided a total of 33 passive outreach letters to referred
patients, 27 (82 percent) of whom later contacted a supportive housing provider and were enrolled in
the program.
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Ongoing Coordination with Supportive Housing Providers

Even after the initial connection was made, Denver Health maintained close coordination and
communication with the program’s supportive housing providers. For patients who had warm handoffs
to the program via signed releases of information, Denver Health shared their information with
supportive housing providers when they had new ED or hospital admissions at Denver Health,
especially when they had lost contact with providers. These “reconnections” of patients to supportive
housing providers included a facilitated phone call between the patient and service provider and awarm
handoff to care teams. Supportive housing staff described having the Denver Health coordinator “on
speed dial” to quickly connect with him about Housing to Health patients. “There’s always a response
[from the Denver Health coordinator] within 10 minutes,” one housing navigator described, “and the
level of communication between Denver Health and [supportive housing staff] is really, really
impressive.”s

By February 2025, the Denver Health coordinator had facilitated 62 “reconnections” to supportive
housing providers for 37 patients, playing an important role in supporting participant retention and
housing stability throughout the program (table 4). These reconnections happened most often in the ED
and detoxification facility, and 41 percent of these patients were reconnected from the hospital to the
program more than one time, even up to seven times for one patient.

TABLE 4
Housing to Health Participants Identified and Warm Handoffs Conducted at Denver Health by
Department, 2022-24

Initial warm Share of total initial Share of total
Denver Health handoffs warm handoffs Reconnections reconnections
department completed via ROI completed completed completed
Detoxification 8 16.7% 23 37.1%
ED 25 52.1% 25 40.3%
Hospitalization 12 25.0% 14 22.6%
Outpatient 3 6.3% 0 0.0%
Total 48 100.0% 62 100.0%

Source: Authors’ analysis of Denver Health and Hospital Authority records.

Notes: N=186 Housing to Health participants. ROl = release of information. Initial warm handoffs happen once for each patient.
Reconnections can happen multiple times for each patient. Sixty-two reconnections were made for 37 patients during this period,
with 41 percent of patients having more than one reconnection.

Lessons Learned and Next Steps

Given the health care utilization patterns of people experiencing homelessness, hospitals have an
important role to play in the homelessness response system. Denver Health's safety net health system
serves a large Medicaid population with unmet health-related social needs, including a large and
growing population of people experiencing homelessness. Denver Health also has a long track record of
partnering with the City of Denver and community-based providers to coordinate care for people
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experiencing homelessness, which made the health care system an ideal implementation partner for the
Housing to Health program.

Patients referred by Denver Health to the Housing to Health program had high acuity and medical
complexity, often with tri-morbidity (i.e., a physical health condition, behavioral health condition, and
substance use disorder). Despite this, many were not engaging with other homelessness assistance
providers in the community. This is consistent with previous analysis showing that only about 50
percent of patients Denver Health identified as homeless in 2021 were accessing homelessness services
through the regional continuum of care, the coordinating body for homelessness assistance services
(Stella et al. 2024), and supports the importance of hospitals as housing access points.

The Housing to Health program also highlights the importance of cross-sector data sharing for
effectively identifying patients who are eligible for housing and services at the point of care and
facilitating timely outreach to housing providers, enabling their participation in care coordination
during hospitalization and at discharge. Streamlining the intake process through automatic notifications
in the electronic health records when an eligible person was in care at Denver Health, rather than
manually monitoring reports, supported timely outreach to participants.

Staff from Housing to Health supportive housing providers described Denver Health’s critical role
in what was often the most challenging part of the referral pathway: making initial contact with
someone on the eligibility list. One housing navigator noted this was particularly important during cold
months when clients were harder to locate and reach outdoors: “Outreach in winter was hard. Most of
our connections came from within Denver Health once it started to get cold outside.” Providers also
recognized the rapport Denver Health had with people likely to be eligible for the Housing to Health
program, because of the services the hospital offers across the city, and how this facilitated participant
connections with the supportive housing program.

It was really hard when, if we located someone and we couldn’t get them in a bridge [housing
placement], and sometimes they would go back [to the street] and just be a leaf in the wind.
But then we’d get a call from [the coordinator] at Denver Health.

—Housing to Health supportive housing staff member

The roles of the Denver Health program director and coordinator as program partners underscore
the importance of “embedded intermediaries” in building effective housing-health partnerships.
Working from within the health care system, this dedicated team worked to build trusting relationships
with a variety of both internal and external stakeholders and provided the system expertise needed to
successfully implement workflows to reach eligible patients across a number of diverse health care
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settings. Early and ongoing engagement with internal stakeholders was critical for identifying invested
partners throughout the Denver Health system, surfacing and addressing barriers to implementation,
and adapting workflows to ensure feasibility and alignment with patient care. The coordinator
supported outreach and facilitated warm handoffs to the housing services providers, working closely
with Denver Health care teams to ensure outreach did not interfere with medical care or prolong length
of stay. Flexible processes that allow for active as opposed to passive referrals also enabled the Denver
Health team to meet people where they were.

Denver Health described how participation in the Housing to Health initiative enabled hospital staff
to support patients more holistically by addressing a major driver of avoidable health care utilization
and poor health outcomes through the connection to stable housing and wraparound services. Having
an opportunity to directly connect at-risk patients to supportive housing before or at discharge allowed
Denver Health to go beyond offering a list of community resources that are often difficult to access to
meaningfully connect people to housing providers, improving both housing and health outcomes.

The opportunity to connect at-risk patients directly to Housing to Health—often enabling them to
enter bridge housing immediately after discharge—buoyed hospital staff and increased optimism about
patients’ outcomes. One care team member whose patient was connected to the program during a
hospital stay remarked, “It is hard to describe how grateful and ecstatic he was about his housing
connection. And that joy was contagious. We regularly took a moment for a brief ‘hooray’ during rounds
in the days leading up to his discharge. We gave him a big high five on day of discharge!”

The Housing to Health program has increased all partners’ desire to continue building a strong
housing and hospital partnership. One leader from a supportive housing provider explained, “The
partnership with Denver Health is definitely good for our homeless system. It certainly adds to [this
program]. But | think more than that, the relationship in general and getting them more involved, | mean
they are the safety net health provider. So, involving them in anything homeless-service related, and
housing specifically, is really awesome.” On the hospital side, the site director for the Housing to Health
program echoed this sentiment: “I think the ability to innovate together, to brainstorm cool stuff that is
now possible that we couldn’t even think about before, it gives me a lot of optimism...so it’s been such a
great collaboration with many ripple effects.”

Conclusion

This brief describes a compelling model for housing and hospital partnerships and is part of the ongoing,
mixed-methods evaluation of the Housing to Health program. At the end of the evaluation, we will
release findings from the randomized controlled trial, including estimates of the impact of supportive
housing on health care utilization and the net cost, or cost reductions, to Medicaid as compared with a
control group receiving homelessness assistance services as usual in the community. The evaluation
aims to build evidence of cost-effective strategies to scale evidence-based models of supportive housing
to turn the curve on increasing homelessness and meet the immense health care needs of people
experiencing chronic homelessness.
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Appendix A. Detailed Referral Practices in the Housing to Health Program

FIGUREA.1

Denver Health Workflow for Housing to Health Connections

SIPPRA patient identification

A 4

SIPPRA treatment group list

is sent by the city of individuals eligible for
services.

L 4

Reports builtin EHR (Epic)
include upcoming appointments, past
utilization, and admission, discharge, and
transfer.

L 4

Email notification is sent to DH coordinator

when patient has an admission, discharge, or
transfer within DHHA.

A 4

An ROI check for past SIPPRA contact
compares against the list of participants who
have a SIPPRA project ROI.

ROl = not on file: ROl = on file:
DH contacts service
provider
to inform them of
previously located
patient at DHHA and
ask about any needs
to reconnect.

DH plans outreach
to the patient during
their visit.

Source: Authors’ analysis.

Notes: DH = Denver Health; DHHA = Denver Health and Hospital Authority; EHR = electronic health record; PHI = protected health information; ROI = release of information;

Outreach

L 4

DH coordinator contacts DH care team

to inform the team of SIPPRA eligibility and to plan
an outreach when appropriate.

4

DH coordinator notifies service provider

that an outreach will occur and identifies a contact
point for that patient (without sharing patient’s
name, PHI, etc.).

4
DH coordinator reaches out to patient and collects

Coordinator introduces SIPPRA with a script,
discusses the opportunity, then collects their
signature on the ROI.

4

Immediate phone call is facilitated

between the patient and service provider to make
first contact and discuss next steps.

Also, the DH coordinator assists with planning for a
warm handoff.

ROl signature = refused:

Letter is provided
to the patient with
program info and
contact info.

SIPPRA = Social Impact Partnership to Pay for Results Act.
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Warm handoff

4

DH and service provider plan for in-person
contact,

typically the same day and/or at time of
discharge.

4

DH assists servicer provider with in-person
patient intro.

The level of assistance differs by department,
individual case, and the service provider’s
familiarity.

4

Service provider provides bridge housing,

including transportation for the patient and a
plan for program intake.

Other DHHA support activity:

using contact info in EHR, reaches out to
SIPPRA eligible patients via phone or email
attending appointments of unlocated
SIPPRA patients to do outreach

assisting with reconnections

adding note to EHR for awareness of
SIPPRA patients receiving services




Notes

1 For the US Department of Housing and Urban Development’s definition of chronic homelessness, see “Definition
of Chronic Homelessness,” HUD Exchange, accessed May 15,2025,
https://www.hudexchange.info/homelessness-assistance/coc-esg-virtual-binders/coc-esg-homeless-
eligibility/definition-of-chronic-homelessness/#:~:text=Has%20been%20homeless%20and%20living,0f%
20n0ot%20living%20as%20described.

2 Toread more about Denver Health’s EHR-based registry of patients experiencing homelessness, see Stella and
coauthors (2024).

3 Quotations from Denver supportive housing stakeholders appearing throughout this brief are from early
implementation interviews conducted by the Urban Institute in June 2023.

4 To read more about embedded intermediaries and other components of effective housing and health initiatives,
see “Stuart M. Butler and Marcella Maguire, “Building Connective Tissue for Effective Housing-Health
Initiatives,” Brookings, May 3, 2022, https://www.brookings.edu/articles/building-connective-tissue-for-
effective-housing-health-
initiatives/#:~:text=They%20need%20%E2%80%9Cconnective%20tissue%E2%80%9D%E2%80%94an%20infr
astructure%20supporting%20frequent%20and,and%20even%20climate%20change%20will%20require%20cro
ss-sector%20solutions.
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