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ABSTRACT

Background Homelessness is believed to be a
cause of health problems and high medical costs,
but data supporting this association have been diffi-
cult to obtain. We compared lengths of stay and rea-
sons for hospital admission among homeless and
other low-income persons in New York City to esti-
mate the hospitalization costs associated with home-
lessness.

Methods We obtained hospital-discharge data on
18,864 admissions of homeless adults to New York
City's public general hospitals (excluding admis-
sions for childbirth) and 383,986 nonmaternity ad-
missions of other low-income adults to all general
hospitals in New York City during 1992 and 1993. The
differences in length of stay were adjusted for diag-
nosis-related group, principal diagnosis, selected co-
existing illnesses, and demographic characteristics.

Results Of the admissions of homeless people,
51.5 percent were for treatment of substance abuse
or mental iliness, as compared with 22.8 percent for
the other low-income patients, and another 19.7 per-
cent of the admissions of homeless people were for
trauma, respiratory disorders, skin disorders, and in-
fectious diseases (excluding the acquired immuno-
deficiency syndrome [AIDS]), many of which are po-
tentially preventable medical conditions. For the
homeless, 80.6 percent of the admissions involved
either a principal or a secondary diagnosis of sub-
stance abuse or mental illness — roughly twice the
rates for the other patients. The homeless patients
stayed 4.1 days, or 36 percent, longer per admission
on average than the other patients, even after adjust-
ments were made for differences in the rates of sub-
stance abuse and mental illness and other clinical
and demographic characteristics. The costs of the
additional days per discharge averaged $4,094 for
psychiatric patients, $3,370 for patients with AIDS,
and $2,414 for all types of patients.

Conclusions Homelessness is associated with sub-
stantial excess costs per hospital stay in New York
City. Decisions to fund housing and supportive serv-
ices for the homeless should take into account the
potential of these services to reduce the high costs
of hospitalization in this population. (N Engl J Med
1998;338:1734-40.)
©1998, Massachusetts Medical Society.
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INCE the early 1980s, homelessness has been

an intractable problem in the nation’s largest

cities. Some observers trace the growth of

homelessness largely to the social policies of
the 1970s, including the deinstitutionalization of the
mentally ill and the dismantling of government-
sponsored housing and social-services programs for
the poor.! In more recent years, questions have
been raised about whether the many public resourc-
es used by homeless persons are ultimately more
costly than housing and other services that could
prevent homelessness. Because data on the social
costs associated with homelessness have been diffi-
cult to obtain, however, policy makers have not been
able to evaluate these issues fully.

Numerous investigators have documented high
rates of illness and mortality among homeless per-
sons.*8 Most studies, however, have relied on self-
reported data from shelter residents>¢%19 or admin-
istrative data on users of services, usually clinic
patients,®1.12 who may not be typical of general
homeless populations. The authors of a 1994 study
of mortality among homeless persons in Philadel-
phia* were the first to gain access to the clinical rec-
ords of a large sample of a defined homeless popu-
lation.

Our study was undertaken in response to the
growth in the number of homeless patients in New
York City’s public hospitals since the late 1980s and
to reports that many of these patients were spending
long periods in hospitals awaiting placement in pub-
lic housing or community-treatment programs, which
are in short supply in the city. We obtained discharge
data on nearly 19,000 admissions of homeless pa-
tients and compared their diagnoses and lengths of
stay with those of other low-income persons in New
York City to estimate the hospitalization costs that
may be associated with homelessness itself. Compar-
isons of the lengths of stay were adjusted for the se-
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verity of illness, coexisting illnesses prevalent among
the homeless (substance abuse, mental illness, and
infection with the human immunodeficiency virus
[HIV]), and demographic characteristics.

METHODS
Study Design and Sources of Information

We compared homeless patients discharged from New York
City’s public general hospitals with two other groups of low-
income patients: public-hospital patients not identified as home-
less (referred to here as public-hospital patients) and patients cov-
ered by Medicaid who were discharged from private general
hospitals (referred to here as private-hospital patients) in New
York City. Homeless patients were compared with other low-
income patients to adjust for the effects of poverty on hospital-
ization costs.!¥!4 Two comparison groups were chosen so as to
represent a range of low-income patients. The public hospitals are
known to treat the most disadvantaged of the city’s poor, many
of whom may live in conditions not materially different from
those of the homeless. By contrast, a smaller proportion of pri-
vate-hospital Medicaid patients would be expected to be homeless
or marginally housed.

We obtained hospital-discharge data on 354,494 adults (people
more than 17 years of age) admitted to the public hospitals dur-
ing 1992 and 1993 from the New York City Health and Hospitals
Corporation. Hospital-discharge data on 184,726 adult Medicaid
recipients admitted to private hospitals in New York City during
1992 were obtained from the New York Statewide Planning and
Reporting Cooperative System.

Identifying Homeless People in Hospital Data Bases

Homeless people were identified in the public hospitals’ data
bases from patient-address information. Patients whose addresses
were recorded by hospital staft as “homeless,” “undomiciled,”
or “shelter” were included, as were patients whose addresses
matched an address of 1 of the city’s 43 public homeless shelters
(privately operated shelters, which provided 5000 of the city’s
29,000 beds for homeless families and single adults during the
study period, were not included). These methods identified
19,355 discharges of homeless adults during 1992 and 1993.
About 60 percent were identified by hospital coding and 40 per-
cent by matches with shelter addresses. To verify the reliability of
our methods and findings, we reviewed them with hospital staff.
We discovered during the course of the study that many homeless
women who gave birth were placed in special housing that was
not included on the public-shelter list. For this reason and be-
cause a large proportion of patients in the comparison groups
were admitted for childbirth, we excluded maternity discharges
from the study. With the exclusion of maternity patients, our final
data set included discharges of 18,864 homeless patients, 244,345
public-hospital patients, and 139,641 private-hospital patients.
We had no means of identifying homeless patients at private hos-
pitals, so this comparison group included some homeless persons,
although the public hospitals are believed to treat most hospital-
ized homeless persons in the city.

Unit of Analysis

We were required to use the hospital discharge, instead of the
individual patient, as the unit of analysis, because patient identi-
fiers were not available for private-hospital patients. However, we
were concerned that if readmission rates varied significantly ac-
cording to patient group, the use of discharge data alone could
bias the results. Since we had patient identifiers for public-hospi-
tal patients, we were able to examine this issue. We found that
homeless patients had higher readmission rates than other public-
hospital patients (for readmissions within the public-hospital sys-
tem), but the demographic and clinical characteristics of public-
hospital patients were similar whether our analysis was based on

patients or on discharges, suggesting that our results would not
be sensitive to the unit of analysis.

Statistical Analysis
Length of Stay

We compared the mean lengths of stay for homeless, public-
hospital, and private-hospital patients after adjusting for the pa-
tients’ characteristics (diagnosis-related group [DRG], principal
diagnosis, coexisting illnesses, and demographic characteristics)
using analysis of covariance (SAS program PROC GLM!5.16). In a
preliminary analysis, we found that the effects of the DRG, prin-
cipal diagnosis, and coexisting illnesses on the length of stay were
not additive. For this reason, we subdivided the DRGs on the ba-
sis of a three-digit code from the International Classification of
Diseases, 9th Revision (ICD-9) for principal diagnosis and the
presence or absence of a coexisting diagnosis of serious mental ill-
ness, the variables that most affected the length of stay. Serious
mental illness included ICD-9 codes 295.00 through 298.99
(psychoses), 290.00 through 290.99, 293.00 through 294.99,
318.10, and 318.20 (organic brain diseases), and 301.00 through
301.99 (personality disorders). After we excluded the patients in
the DRG subgroups with fewer than two homeless patients, there
were 1350 DRG subgroups included in the analysis, and we con-
ducted the analysis at the DRG-subgroup level of detail.

We also adjusted differences in the length of stay for two addi-
tional coexisting illnesses common among homeless patients:
substance abuse and HIV infection. Substance abuse included
ICD-9 codes 291.00 through 292.99 (alcohol and drug psycho-
sis) and 303.00 through 305.99 (alcohol and drug dependency
and abuse, excluding code 305.10 [tobacco abuse]). HIV infec-
tion included ICD-9 codes 042.00 through 044.99. Adjustments
were also made for demographic characteristics (age, sex, race,
and insurance payer).

Discharges were excluded from the analysis of the length of
stay if they did not fall into any of the 1350 DRG subgroups de-
scribed above. This criterion excluded discharges of 991 homeless
patients, 40,781 public-hospital patients, and 21,682 private-hos-
pital patients from the analysis. Discharges were also excluded if
the patients’ stays were terminated for reasons unrelated to the
need for treatment (i.c., death, transfer to another hospital, or
discharge against medical advice). Transfers and discharges against
medical advice were excluded because the lengths of stay for the
patients involved did not reflect the care that was medically nec-
essary. Deaths were excluded so that patients with the most severe
illnesses would not be counted as having had shorter stays. These
exclusions removed from the analysis an additional 4183 dis-
charges of homeless patients (355 deaths, 345 transfers, and 3483
discharges against medical advice), 42,167 discharges of public-
hospital patients (11,453 deaths, 5828 transfers, and 24,386
discharges against medical advice), and 23,486 discharges of pri-
vate-hospital patients (5151 deaths, 1500 transfers, and 16,835
discharges against medical advice). The final analysis of the length
of stay included discharges of 13,690 homeless patients, 161,397
public-hospital patients, and 94,473 private-hospital patients.

Nearly two thirds of the 69,836 discharges involving terminat-
ed stays were discharges against medical advice. The high rate of
such discharges among low-income patients in New York City is
reported to be related in part to substance abuse — an explana-
tion consistent with our finding that 56 percent of the discharges
against medical advice among all the patient groups in our data
set involved principal or secondary diagnoses of substance abuse,
as compared with 31 percent of the other discharges. Discharges
against medical advice are also reported to be associated with high
readmission rates. Therefore, had we included these discharges,
the differences in length of stay between the homeless patients
and the other patients might have been reduced, although some
of this reduction might have been offset by higher readmission
rates among patients discharged against medical advice.

To eliminate the effects of extreme outliers on comparisons of
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the length of stay, we truncated hospital stays at 150 days (i.e.,
stays over 150 days were considered to be 150 days long). The
differences in these truncated stays were used to estimate the
costs associated with homelessness. Even with stays truncated at
150 days, it was possible that longer stays by homeless patients
could have been caused by a few outliers. To reduce the effect of
outliers further, we also analyzed the data with stays truncated at
60 days.

Costs

Data on the costs and charges for individual public-hospital pa-
tients were not available. Therefore, we used two sources of in-
formation to estimate costs per day for homeless patients: (1) the
actual cost per day according to the major medical service (i.e.,
medicine and surgery, psychiatry, treatment for the acquired im-
munodeficiency syndrome (AIDS), or alcohol or drug detoxifica-
tion) as listed in the public hospitals’ 1994 Medicare Institutional
Cost Reports, adjusted for inflation to 1997, and (2) the intensity
weights of the cost per day according to DRG (i.e., the relative
cost per day for each DRG) from New York State’s hospital-pay-
ment system. For a given medical service, the cost per day for the
homeless patients was obtained by multiplying the cost per day
for public-hospital patients by the ratio of the average DRG-
weighted cost for homeless patients to the average DRG-weighted
cost for all public patients.

In calculating the cost of additional days per hospital stay that
were associated with homelessness, we made three assumptions
that gave us lower bounds for these cost estimates. First, we con-
servatively assumed that all additional days occurred at the end of
long stays and valued these days at 60 percent of the average per
diem cost, the marginal payment rate for such additional days un-
der the federal Medicare and New York State hospital-payment
systems during the study period. Second, we applied the 60 per-
cent marginal-cost rate to the average costs per day, which already
included the reduced cost effects of long stays by outliers. Finally,
we excluded the number of days over 150 per stay, since the cost
of care for these days might have been less than 60 percent of the
cost of usual care.

RESULTS
Characteristics of the Homeless Patients

As shown in Table 1, the demographic character-
istics of the homeless patients differed significantly
from those of the comparison groups. The homeless
patients were far more likely to be male, black, and
middle-aged. They also were more likely to be cov-
ered by Medicaid and less likely to be uninsured
than the other public-hospital patients.

The reasons for hospitalization also differed in the
homeless and the comparison groups. Most strik-
ingly, 51.5 percent of the admissions of homeless
patients were for treatment of substance abuse or
mental illness, as compared with 18.4 percent for the
public-hospital patients and 27.2 percent for the pri-
vate-hospital patients (Table 2). Admissions for sub-
stance abuse were substantially higher in the private
hospitals, because the public-hospital system pro-
vides proportionately less inpatient substance-abuse
treatment in the city.

Because substance abuse and mental illness ac-
counted for such a large share of the discharges of
homeless patients, we excluded these cases to com-
pare the proportions of discharges for other clinical
categories among the three groups of patients. Among
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TABLE 1. PATIENTS’ CHARACTERISTICS. *

PusLic- PRIVATE-
HomELESS HospiTAaL HospiTaL
PATIENTS PATIENTS PATIENTS
CHARACTERISTIC (N=18,864) (N=244,345) (N=139,641)
percentage of discharges
Sex
Male 81.7 52.2 51.2
Female 18.3 47.8 48.8
Age (yr)
18-34 34.0 31.6 33.6
35-54 53.6 35.6 42.6
55-64 8.3 12.4 13.3
>64 4.1 20.4 10.5
Race or ethnic group
Black 56.2 42.8 40.3
Hispanic 20.5 344 20.1
White 21.2 16.7 22.3
Other 2.1 6.1 17.3
Insurance payer
Medicare 6.4 194 0
Medicaid 80.4 51.5 100
Commercial 1.0 7.0 0
Uninsured 4.6 13.2 0
Other 7.6 8.9 0

*Maternity-related discharges have been excluded. P<0.001 for the dif-
ferences between the homeless patients and each of the other two groups.

TABLE 2. DISCHARGES ACCORDING TO PRINCIPAL DIAGNOSIS. *

PusLic- PRIVATE-
HoMmELEss HospiTaL HospITAL
PATIENTS PATIENTS PATIENTS

PRINCIPAL-DIAGNOSIS CATEGORY (N=18,864) (N=244,345) (N=139,641)

percentage of discharges

Substance abuse 28.5 9.2 22.2

Mental illness 23.0 9.2 5.0
Subtotal 51.5 18.4 27.2

(N=9149) (N=199,427) (N=101,646)

Othert
Respiratory system 17.2 12.4 13.3
AIDS 16.6 6.3 11.2
Trauma 12.9 12.9 5.4
Skin 8.4 4.0 37
Circulatory system 8.4 16.7 16.6
Digestive system 5.8 7.5 8.1
Nervous system 5.4 5.6 6.3
Endocrine or metabolic system 3.6 3.6 4.4
Kidney or urinary tract 3.2 4.7 5.3
Liver or pancreas 2.9 3.6 49
Musculoskeletal system 2.8 2.5 34
Female reproductive system 2.3 8.6 6.6
Infections or parasites 2.2 1.3 1.5
Ears, nose, and throat 2.2 2.1 1.6
Blood or immunologic system 1.3 1.4 25
Neoplasms 0.5 1.1 2.5
Other 4.3 5.7 27

*The principal-diagnosis categories represent the primary reasons for
hospital admissions and are mutually exclusive. Maternity-related discharg-
es have been excluded. P<<0.001 for the differences between the homeless
patients and each of the other two groups.

tPercentages for the diagnoses are of all diagnoses other than substance
abuse or mental illness.
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the remaining 48.5 percent of the discharges of
homeless patients, a disproportionate number of pa-
tients were admitted for respiratory disorders, trau-
ma, skin disorders, and infections (excluding AIDS-
related infections) or parasitic diseases — medical
conditions for which hospitalization is often pre-
ventable. The homeless patients had proportionately
fewer admissions for circulatory, digestive, kidney or
urinary, and hepatic or pancreatic disorders.

The homeless patients also had significantly high-
er rates of coexisting substance abuse, mental illness,
and AIDS. As shown in Table 3, the homeless pa-
tients were two to three times as likely to have co-
existing substance abuse and two to three times as
likely to have coexisting mental illness as the com-
parison groups. Of the discharges of homeless pa-
tients, 80.6 percent had a principal or coexisting
diagnosis of substance abuse or mental illness —
roughly twice the rate for the comparison groups.
Substance abuse was the leading problem among the
homeless patients, reported for 71.4 percent of the
discharges.

To determine to what extent the differences in
principal diagnoses between the homeless and the
housed patients were due to the large numbers of
homeless patients with coexisting substance abuse or
psychiatric conditions, we recalculated the percent-
age of discharges according to clinical category after
adjusting for these illnesses. As shown in Table 4, for
all of the main clinical categories (except AIDS) for
which the homeless patients had significantly larger
percentages of discharges, the differences between
the homeless patients and the other patients persist-
ed after adjustment for coexisting substance abuse.
For trauma patients without coexisting substance
abuse, the relative differences between groups in-
creased, but for those with coexisting substance
abuse the differences between groups decreased.

TABLE 3. DISCHARGES WITH SELECTED COEXISTING ILLNESSES.*

PusLic- PRIVATE-
HoMELESS HospiTaL HosPITAL
PATIENTS PATIENTS PATIENTS

VARIABLE (N=18,864) (N=244,345) (N=139,641)
percentage of discharges

Coexisting illnesst

Substance abuse 42.9 18.7 16.1
Mental illness 7.4 3.2 2.3
AIDS 6.4 2.8 4.8
Principal or coexisting diagnosis
Substance abuse 71.4 279 38.3
Mental illness 30.3 124 7.3
Substance abuse or mental 80.6 334 41.3
illness
AIDS 14.5 8.0 12.9

*P<0.001 for the differences between the homeless patients and each
of the other two groups.

tDischarges of patients with a principal diagnosis of any of these condi-
tions have been excluded.

tDischarges of patients with the condition present as a principal or co-
existing diagnosis have been included.

Lengths of Stay

Table 5 shows the adjusted mean lengths of stay
(truncated at 150 days) according to broad DRG
categories. The homeless patients stayed, on average,
5.1 days (49 percent) longer than the private-hospi-
tal patients, 3.1 days (25 percent) longer than the
public-hospital patients, and 4.1 days (36 percent)
longer than the two comparison groups combined.
The differences were greatest for mental illness,
AIDS, and surgery.

We performed two analyses to evaluate whether a
majority of the homeless patients had longer stays or
a small percentage of the patients had very long

TABLE 4. DISCHARGES ACCORDING TO SELECTED CLINICAL CATEGORIES
FOR PATIENTS WITH AND THOSE WITHOUT COEXISTING SUBSTANCE ABUSE.*

PATIENTS WITH COEXISTING SUBSTANCE

PATIENTS WITHOUT COEXISTING SUBSTANCE ABUSE ABUSE

PUBLIC- PRIVATE- PUBLIC- PRIVATE-

HOMELESS HOSPITAL HOSPITAL HOMELESS ~ HOSPITAL HOSPITAL

PRINCIPAL-DIAGNOSIS ~ PATIENTS PATIENTS PATIENTS PATIENTS PATIENTS PATIENTS

CATEGORY (N=3659) (N=162,716) (N=81,946) (N=4556) (N=30,637) (N=17,419)

Respiratory system 16.7 11.9 13.2 17.6 14.6 135
AIDS 9.3 34 7.4 222 20.5 28.1
Trauma 15.3 12.9 5.1 11.5 13.5 6.3
Skin 7.7 4.0 3.4 9.2 3.9 4.5

*Clinical categories for which homeless patients had a significantly greater percentage of discharges
than the comparison groups have been included. Discharges of patients with principal diagnoses of
mental illness or substance abuse and those with a secondary diagnosis of mental illness have been
excluded. P<0.001 for the differences between the homeless patients and each of the other two

groups.
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TABLE 5. ADJUSTED MEAN LENGTH OF HOSPITAL STAY
ACCORDING TO PRINCIPAL-DIAGNOSIS CATEGORY.*

DIFFERENCE DIFFERENCE
PusLic- PRIVATE- BETWEEN BETWEEN
HomeELEsS HospiTAaL HospITAL HoMELESS AND HomELESS AND
PRInCIPAL-DIAGNOSIS PATIENTS PATIENTS PATIENTS PusLic-HosPITAL  PRIVATE-HOSPITAL

CATEGORY (N=13,690) (N=161,397) (N=94,473) PATIENTS PATIENTS
length of stay (days)
All categories 15.6 12.5 10.5 31 5.1
Mental illness 36.2 299 21.3 6.4 14.9
AIDS 25.4 20.1 19.4 5.3 6.0
Surgery 17.0 11.5 9.9 55 7.1
Trauma 6.7 5.7 4.9 1.0t 1.8%
Medicine 10.7 9.1 8.8 1.6 1.9
Substance abuse 9.2 9.3 6.8 -0.1§ 24

*Differences in the lengths of stay were adjusted for diagnosis-related group, principal diagnosis,
selected coexisting illnesses, and demographic characteristics. Deaths, discharges against medical ad-
vice, and transfers were excluded. Discharges were grouped according to principal-diagnosis catego-
ries, which are mutually exclusive. Stays longer than 150 days were counted as lasting 150 days.
P<0.001 for all differences between the homeless patients and each of the other two groups, unless

otherwise noted.

1P<0.05 for the difference in the mean length of stay.

1P<<0.01 for the difference in the mean length of stay.

§The difference in the mean length of stay was not significant.

stays. We first reduced the effects of long stays by
truncating the length of stay at 60 days. Even after
this adjustment, the mean length of stay for the
homeless patients was still 3.4 days more than for
the private-hospital patients and 1.8 days more than
for the public-hospital patients. Therefore, long stays
(60 to 150 days) among the homeless did not ac-
count for most of the differences in length of stay.
Second, we compared median lengths of stay (unad-
justed for covariates) for the six principal diagnoses
with the highest volume of discharges among the
homeless: schizophrenia (36 days for the homeless
patients, 29 days for the public-hospital patients, and
21 days for the private-hospital patients), aftective
psychoses (28, 23, and 17 days), HIV-related tuber-
culosis (26, 20, and 20 days), HIV-related pneumo-
nia (11, 10, and 12 days), fractures of the face
(9, 6, and 5 days), and hernia procedures (3, 2, and
2 days). These differences further suggested that
longer stays among the homeless were not due to a
small percentage of outliers.

Although a higher percentage of the homeless pa-
tients had stays longer than 60 days (8.3 percent, as
compared with 3.1 percent of the public-hospital pa-
tients and 1.5 percent of the private-hospital pa-
tients), two thirds were psychiatric patients, as com-
pared with about one third of the comparison groups.
An additional 9 percent of the homeless patients dis-
charged after long stays had AIDS, so mental illness
and AIDS accounted for nearly three quarters of the
long stays among the homeless. Of the patients with
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long stays, just 1.1 percent of the homeless patients,
0.4 percent of the public-hospital patients, and 0.1
percent of the private-hospital patients had stays
longer than 150 days.

Cost of Additional Days per Discharge

We found that the differences in the length of stay
between the homeless and the housed patients in
1997 dollars (averaging the private-hospital and pub-
lic-hospital stays) cost $4,094 per discharge of a psy-
chiatric patient, $3,370 per discharge of a patient
with AIDS, and $2,414 per discharge for all causes
(excluding substance abuse, for which the homeless
patients’ stays were only negligibly longer than those
of the comparison groups).

DISCUSSION

We found major differences in the causes of hos-
pitalization and lengths of stay between homeless
people and other low-income people in New York
City. The vast majority of hospitalized homeless
people had principal or coexisting diagnoses of sub-
stance abuse or mental illness, and nearly three quar-
ters were hospitalized for conditions for which hos-
pitalization is often preventable, including substance
abuse, mental illness, respiratory disorders, trauma,
skin disorders, and infectious diseases other than
AIDS. The homeless patients stayed an average of
4.1 days per hospital stay, or 36 percent, longer than
the other patients — a difference that was not ex-
plained by adjustments for poverty, severity of ill-
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ness, coexisting illnesses, or demographic character-
istics. Most of the additional days of hospitalization
were accounted for by the patients with psychiatric
disorders or AIDS (57 percent and 12 percent, respec-
tively). The average cost of additional days per dis-
charge ($2,414) among the homeless nearly equaled
the annual public-assistance rent allowance for a sin-
gle person in New York City ($2,580).17

Our statistical analysis could not account for many
unmeasurable differences between homeless and
housed patients that might explain some of the clin-
ical and length-of-stay variations we found. Howev-
er, our findings were consistent with reports by pub-
lic-hospital staff that longer stays among homeless
patients are primarily due to a lack of housing. The
leading cause of long stays cited by hospital staff was
placement problems among homeless psychiatric pa-
tients. The public hospitals have been under a court
order since 1991 to place all such patients in sup-
portive housing at the time of discharge. However,
because of a shortage of supportive housing in the
city and the continued downsizing of state psychiatric
hospitals, this process can be delayed for months. City
officials report that there are just 110 vacancies to ac-
commodate an estimated 200 additional people who
become eligible for these apartments every month.!8

Efforts are also made to place other homeless pa-
tients in housing or shelters, but such placement is
difficult because of overcrowding in the adult shel-
ters!® and chronic shortages of low-rent housing
in the city. City officials estimate that 100,000 of
145,000 rooms in low-rent rooming houses were
lost in the city from the late 1970s through the mid-
1980s.19 As a result, some homeless patients are kept
in hospitals until beds in shelters become available,
especially during the winter months when shelters
are often filled to capacity.

Physicians also reported delaying the discharge of
homeless patients who required follow-up care, know-
ing that these patients’ access to ambulatory care
and clean environments or their compliance with
treatment might be limited. Our finding that the
number of excess days was particularly high for
homeless patients who underwent surgery was con-
sistent with these reports. Finally, physicians indicat-
ed that they lower the threshold for admission for
homeless patients whose medical conditions are like-
ly to worsen if they remain in shelters or on the
streets. Our finding that homeless people were hos-
pitalized disproportionately often for such condi-
tions as respiratory and skin disorders, trauma, and
infectious or parasitic diseases that often can be treat-
ed on an outpatient basis agree with these reports.

Several interventions should be considered to re-
duce the high hospital costs associated with home-
lessness. One strategy would be to increase the sup-
ply of supportive housing for the homeless mentally
ill, a group that accounted for the majority of the
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excess hospital days among homeless patients. As we
mentioned, the discharge of these patients can be
delayed for months because of the lack of housing.
We found that a third of the homeless psychiatric pa-
tients had hospital stays that ran more than a month
longer than the two weeks generally required to sta-
bilize an acutely psychotic patient. These patients
stayed an average of 84 days and accounted for 69
percent of all the days of hospitalization for psychi-
atric reasons among the homeless patients. Better
access to supportive housing for these patients could
reduce hospital stays by as many as 70 days per ad-
mission. Seventy days in a general-hospital psychiat-
ric unit, even at a rate of $250 per day for subacute
care, costs $17,500, whereas a unit of supportive
housing with social services for an entire year costs
$12,500 in New York City.1?

The development of more low-cost housing in the
city might also reduce hospital stays, especially among
patients undergoing surgery, who are currently kept
in the hospital for follow-up care, and patients ad-
mitted for medical conditions that can be treated in
ambulatory settings. Finally, treatment programs for
substance abuse, or at least interventions to reduce
the health risks associated with substance abuse, are
services critically needed by New York City’s home-
less that could help reduce hospitalization.

Investment in housing and other services for the
homeless will require a major allocation of public re-
sources. Yet, as our study suggests, given the current
costs of homelessness borne by the health care sys-
tem and probably also by other social institutions,
these services may represent a more cost-effective as
well as a more humane approach to the problem of
homelessness.
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