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EX E B UT | V E A small number of New Yorkers experiencing
homelessness — about 1% of single adults over a two-
year period — are caught in a costly and destructive
cycle between hospitals, jails, shelters, and the streets.
When behavioral health conditions are poorly managed
and housing remains unstable, these individuals

experience repeated crises that strain emergency
departments, correctional facilities, and shelter systems.
They face devastating health outcomes, create safety
challenges for frontline staff and peers, and generate
enormous public costs through emergency interventions
that fail to produce stability.

Yet New York City has the resources, expertise, and
capacity to break these cycles. The solution does
not require entirely new programs or substantial
new funding streams. It requires coordination and
realignment: connecting existing housing and health
services into functional pathways that meet people
where they are, and realigning resources to support
these pathways.

This is the moment for that coordination. Fiscal
constraints are focusing attention on cost-effectiveness.
Field momentum is building but remains fragmented. A
new mayoral administration is defining priorities. These
conditions rarely align. The opportunity is to transform
how existing resources work together — maximizing
return on public investment while improving outcomes
for New Yorkers with the most complex needs.

A service pathway framework offers incoming public
leaders a clear win: reduced spending on costly crisis
interventions, improved capacity for service providers,
visible progress on community safety concerns, and a
replicable model that can extend to other populations —
all built on resources that already exist.
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\WWHAT ARE SERVICE PATHINAYS?

A service pathway is a contracted continuum of existing housing, care coordination, and clinical services, led by
qualified and accountable providers, that addresses the needs of high-acuity New Yorkers as they move from
common discovery points to stabilization in permanent housing.

Service pathways solve three critical system gaps:

THE GAP

No one sees the full picture

Frontline staff lack data and tools to

identify individuals cycling through
public systems

No one owns the outcome
Providers are not accountable for

client outcomes; coordination ends

at organizational boundaries

No one can fix the bottlenecks
Programs span multiple agencies;
leaders lack data to prioritize
investments

OUR COLLABORATIVE

THE PATHUVAY SOLUTION

Shared definitions + practical tools
Data-driven “flags” visible to
providers across hospitals, shelters,
JEUS

One accountable provider
One specialized provider delivers

coordinated care from discovery
through permanent housing

Clear pathway structure +
performance data

Quantify where capacity falls short;
align investments to outcomes

THE RESULT

High-acuity individuals are identified
early and connected to specialized
pathways

Seamless support across
transitions; specialized services;
clients do not fall through cracks

Evidence-based resource allocation;
maximum impact from existing
funding

1. Pilot service pathways with qualified providers:

COMINITMENT

The Collaborative on Housing for Health brings
philanthropic resources, analytical capacity, provider
partnerships, and a neutral platform for coordination.
Over the next 2-3 years, we will advance the service
pathway framework through three complementary
initiatives:

Working with leading housing and health providers,
we will pilot the service pathway model for high-
acuity clients.

Develop identification tools for frontline staff:
Working with City and State agencies, we will create
practical tools that enable frontline staff to identify
high-acuity individuals using shared, data-based
criteria.

Build system capacity insights for policymakers:
Working with experts, we will develop analytics that
quantify access bottlenecks to enable evidence-
based decisions about resource allocation and
system expansion.

3 A Roadmap for Breaking Crisis Cycles and Building Stability for High-Acuity New Yorkers



\WHAT IS NEEDED FROII PRRTNERS

GOVERNMENT

Partner with the Collaborative
to pilot and refine pathways in
partnership with public agencies

Commit to regulatory adjustments
that enable pathways to function

Allocate resources strategically
based on evidence

Enable data sharing for
identification tools and pathway
performance metrics

PROVIDERS

Partner in piloting pathway models

Embrace coordinated care delivery
across organizational boundaries

Take accountability for client
outcomes

Invest in specialized capacity to
develop staff expertise for serving
individuals in acute crisis

PHILANTHROPY

Fund pathway pilots that test
innovations before government can
scale them

Fund data sharing infrastructure
and analytical capacity to quantify
bottlenecks

Convene and facilitate — bringing
stakeholders together

Document and disseminate
learnings that advance the field

WHAT SUCGESS LOOKS LIKE

Service pathways deliver measurable outcomes
across three dimensions:

For clients: Improved crisis care resulting in reduced
emergency department visits, fewer shelter incidents,
decreased incarceration, sustained housing stability,
improved health

For systems: Lower crisis intervention costs,
improved provider capacity, reduced staff burnout,
better coordination across agencies, increased
efficiency of existing investments

For communities: Visible progress on community
safety concerns, demonstration of effective
approaches, replicable model for other populations

TOGETHER, WE GAN
TRANSFORNI HOW

NEUV YORK SERVES

ITS HIGHEST-AGUITY
RESIDENTS—CGREATING
PATHWAYS FROM GRISIS
10 STABILITY THAT WORK
FOR GLIENTS, SYSTEMS,
AND COMMUNITIES.

Supportive housing CEO
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INTRODUGTION
oMALL POPULATION,
LARGE OPPORTUNITY

THE FAGE OF HOMELESSNESS
HAS CHANGED

Over recent decades, the behavioral health profile of
some single adults experiencing homelessness has
grown more complex. Multiple morbidities are now
common: bi- and tri-morbidity — co-occurring physical,
mental health, and substance use conditions —occur in
nearly half of adults experiencing homelessness. Rates
of serious mental iliness, personality disorders, and
substance use disorders have increased substantially.
One study in Minnesota found that psychiatric illness
(especially depression, schizophrenia, and personality
disorders) and substance use disorders are now the
dominant drivers of acute care utilization for homeless
adults, and multi-morbidity has surpassed morbidity
within a single domain.?

1 Chilman N, Schofield P, Laporte D, Ronaldson A, Das-Munshi J. The
prevalence of multimorbidity with mental and physical health for people who
experience homelessness: a systematic review. Eur J Public Health. 2025 Aug
28:ckaf144. doi:10.1093/eurpub/ckafi44. PMID: 40875566

2 Vickery KD, et al. Trends in Trimorbidity Among Adults Experiencing
Homelessness in Minnesota, 2000-2018. Med Care. 2021;59(4):316-324.
doi:101097/MLR.0000000000001435

When individuals lack access to care to manage these
complex behavioral health conditions and housing
remains unstable, individuals enter vicious cycles of
acute crisis, bouncing between hospitals, jails, shelters,
and the streets. We call this problem “high-acuity
homelessness” — New Yorkers caught in repeated
cycles of behavioral health crisis across multiple public
systems.

Crucially, this population is not homogeneous. While
many experience psychotic illnesses like schizophrenia
that today’s supportive housing models were designed
to address, new population segments have emerged.
One notable new segment presents with conditions
stemming from severe childhood trauma —including
personality disorders, mood disorders, and co-occurring
substance use — that require vastly different clinical
approaches. These conditions are less responsive to
medication alone and can severely affect an individual’s
ability to maintain stable interpersonal relationships,
creating challenges for traditional team-based care
models.
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Figure 1

The high-acuity population is not homogeneous; segments bring distinct service needs

PSYCHOSIS SYNVIPTOMS

Some high-acuity individuals have underlying
psychotic disorders like schizophrenia or

schizoaffective disorders that result in psychotic
episodes, frequent mental health emergencies, and

high rates of hospitalization

CoMoN oy
CHALLENGEG ~  ofpovehotc shsoces

CONDUCT AND PERSONALITY SYMPTOMS

Some high-acuity individuals have trauma-induced
personality and conduct disorders like borderline
personality disorder that can result in emotional instability,
aggressive behavior, and high rates of hospitalization and
incarceration

Hallucinations, delusions, and other symptoms . Intense mood swings, often including anger

. Frequent incidents of violence, aggression, self-

. Limited iliness insight and paranoia, which can harm, and/or suicidal behavior

contribute to service declination

. Mania and/or depression (e.g., schizoaffective

disorders)
. Co-occurring substance use disorders

FIRST-LINE

psychotherapy (e.g., cognitive behavioral
TREATMENT therapy) to help manage symptoms

HIGH-AGUITY INDIVIDUALS
ARE A SIVIALL SLICE OF NYG'S
HOMELESS POPULATION

To understand the scale and characteristics of this
population in New York City, the Department of Social
Services (DSS) Office of Research and Policy Innovation
conducted a groundbreaking administrative analysis.
They developed multiple indicators of shelter acuity
using data over a recent two-year period —including
frequency of shelter incidents and exits from shelter.
They also matched single adults who had spent at

least one night in shelter with State Medicaid records,
identifying individuals who had experienced at least four
behavioral health emergency department visits or three
inpatient psychiatric stays over a 13-month period —
existing indicators of high health acuity!

1 The views and opinions expressed in this article are those of the authors and
do not necessarily reflect the official policy or position of the New York State
Department of Health or New York State Office of Mental Health. Examples of
analysis performed within this article are only examples. They should not be
utilized in real-world analytic products.

Psychiatric medication, with supplementary

. Difficulty maintaining stable interpersonal
relationships, including care teams and cohabitants

. Co-occurring substance use disorders

. Specialized psychotherapy (e.g., dialectical
behavioral therapy), with supplementary psychiatric
medication to help manage symptoms

Figure 2

~1% of New Yorkers experiencing homelessness
are caught in a cycle of acuity
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Their analysis revealed that approximately 9,000
individuals — roughly 8% of single adults in shelter —
met one or more of these acuity thresholds. Most
importantly, about 1,000 individuals, approximately 1%
of the single adult population in that two-year period,
were caught in cycles of acute crisis in both shelters
and hospitals.

This analysis is a snapshot, and the total population
experiencing high-acuity cycles will shift over time

as individuals stabilize or enter crisis. But the finding

is crucial: a very small segment of NYC’s homeless
population experience acute crises across systems and
account for disproportionate strain on multiple systems.
Serving this small segment of New Yorkers will not put
an end to street homelessness, but it can reduce crisis
cycles and drive multiple benefits.

ENDING CRISIS CYCLES BENEFITS
US ALL

This high-acuity population is critical to serve.
Interviews with housing and health experts consistently
encouraged the Collaborative to focus here, because
when people lack true connection to behavioral health
services and housing, it leads to unaddressed crises
and the consequences ripple across systems:

For individuals in crisis: Devastating health outcomes,
repeated traumatic experiences, barriers to stability,
loss of dignity and hope

For systems: Higher service costs, unnecessary
emergency interventions, provider staff burnout,
reduced capacity to serve others effectively

For communities: Safety concerns in shelters and
public spaces, strain on emergency services, visible
suffering that erodes public trust

Serving people caught in crisis cycles more effectively

improves outcomes across all these dimensions. It is a

humanitarian imperative and a fiscal necessity. And it is
achievable with resources that already exist —if we can
coordinate and allocate them better.

“It was so frustrating

and exhausting to go
from the hospital to

the streets or from the
hospital to a traumatic
shelter because | would
always end up right back
in the hospital...| was
always feeling so nervous
because | knew my life
was at stake, whether |
was going to kill myself or
someone else was going
to kill me.”

Lived expert focus
group participant
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THE PROBLENI:
THREE GYSTEM GAPS

NYC has extraordinary assets to meet the needs of Iy

individuals experiencing crisis cycles: a remarkable I F WE W E RE TU

legacy of innovation, a right-to-shelter framework,

approximately 42,000 supportive housing units’, a

dense network of talented service providers, and billions D ES I G N TH I S SVSTE M
of dollars in public support. Effective housing and health

services exist, and excellent providers are delivering FRU M SB RATG H
them.
But the system was not designed for this. Decades TU D Av, WE W 0 U I-D

ago, when the NYC supportive housing ecosystem was

established, it was not built to address the complex, N UT D ESl GN IT TH E
co-occurring behavioral health challenges that

characterize today’s highest-acuity population. The

changing face of homelessness — combined with the WAV WE D I D 2 5
housing crisis, dramatic growth in shelter populations, 9

and the introduction of dozens of new programs across VE A RS AG[]

City and State agencies — makes coordination uniquely =

challenging.
Supportive housing CEO

1 2025 State of Supportive Housing Report, accessed at: https://shnny.org/
images/uploads/State_of_Supportive_Housing_519.25_FINAL _.pdf
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Through extensive research and stakeholder
engagement, the Collaborative has isolated three
system gaps that prevent us from functioning effectively
for high-acuity New Yorkers:

GAP #1: FRONTLINE PROVIDERS
LACK RELIABLE MEANS

T0 [DENTIFY HIGH-ACUITY
INDIVIDUALS

Two factors make it difficult for frontline providers to
identify individuals caught in a cycle of acuity.

No shared definitions

Research by the Collaborative and others found no
shared approach to defining high-acuity —in NYC or
anywhere else. This stems from inherent complexity:
many individuals with behavioral health conditions can
access services to manage their needs successfully.
High-acuity emerges when engagement barriers
emerge and behavioral health conditions are poorly
managed, which is compounded by housing instability
and other factors. Thus, identification requires looking
at patterns of interaction with crisis systems and mental
health diagnoses over time.

Further complicating matters, diagnoses themselves
can be misleading. Individuals experiencing chronic
homelessness often have limited contact with
healthcare professionals who can observe them over
time. Evidence shows that trauma-related conditions
like borderline personality disorder are frequently
underdiagnosed, while co-occurring substance use and
acute crisis presentations can lead to misdiagnosis.

No reliable tools for frontline staff

Even if shared definitions existed, frontline staff lack
tools to apply them. Staff in hospitals, jails, shelters,
street outreach teams, and law enforcement frequently
encounter individuals cycling through crisis, yet they
rarely have access to the information or expertise
needed to recognize these patterns and effectively refer
clients to the right services.

Relevant data — clinical history, emergency department
visits, diagnoses, arrests, shelter incidents — are siloed
within discrete public agencies. Even if accessible, tools
to interpret this data and determine whether someone
meets high-acuity criteria do not exist.

The result is missed opportunities to identify and
engage individuals at moments that could prevent the
next crisis.

GAP #2: FRAGMENTED
OERVICE SYSTEMS LIMIT
PROVIDER COORDINATION AND
ACCOUNTRBILITY

NYC has world-class housing and health providers
and dozens of effective, publicly funded programs. Yet
the current governance model for necessary services
is designed around individual programs, not client
outcomes. For many people, this works well. For those
cycling through crisis, it creates significant gaps.

“THROUGH OUR DOZENS
OF CONVERSATIONS
WITH STAKEHOLDERS,
WE FOUND NO SINGLE
DEFINITION OF “HIGH
ACUITY.™

Corporation for Supportive Housing
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Programs and placements limit provider
specialization

Serving individuals in acute behavioral health crisis
requires specialized expertise. In Figure 3 below, we
use a simplified shelter high-acuity flag (identifying
approximately 2,000 individuals over 2 years) and

a simplified health high-acuity flag (identifying
approximately 5,000 individuals over 2 years).

The DSS analysis illustrates that compared to the
average homeless single adult, these high-acuity
populations are more than 2x as likely to experience
any major behavioral health disorder, 2-3x as likely to
be diagnosed with serious mental illness, 2-2.5x as
likely to have a non-tobacco substance use disorder
diagnosis, and roughly 5-7x as likely to have a diagnosed
personality or conduct disorder. Multiple morbidities,
though not measured in this analysis, are almost
certainly common.

Figure 3

High-acuity individuals need specialized care for
complex behavioral health issues

94%
83%

4%

6%

Substance abuse
disorders

Serious mental
illness

Personality and
conduct disorders

B Aiisingle adults [} shelter acuity [ Hospital acuity

“Rather than
seen as vulnerable,
we are seen as a
threat (by doctors
and hospital staff).

Lived expert

Not all programs are suited to these needs, and not

all providers have relevant expertise to serve these
specialized needs. The Collaborative’s landscape review
identified 100+ active housing and health programs;
after screening for aligned eligibility, specialized staffing,
and adequate reimbursement rates, only about 40
programs appeared highly relevant for high-acuity
populations.

Moreover, even within single programs, substantial
variation exists across providers in program design, staff
capabilities, and experience with individuals in acute
crisis. This diversity could be a strength if the system
matched clients to programs and providers based on
specialized fit. Unfortunately, matching mechanisms like
the Coordinated Assessment and Placement System
(CAPS) or Single Point of Access (SPOA) prioritize
program availability and eligibility over specialized
expertise. Centralized information about which providers
have the experience, capabilities, and commitment to
serve high-acuity clients effectively does not exist.

When individuals cycling through crisis are not
connected with providers equipped to support them, the
mismatch creates breakdowns.
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Service governance focuses on delivery,

not outcomes

Most housing and health services operate on fee-for-
service government contracts: public agencies specify
program requirements and pay nonprofit service
providers for successful delivery. Efforts to align delivery
with outcomes happen through program evaluations.
This approach works in many contexts but creates
coordination gaps for people cycling through crisis.

Since accountability is to program delivery, most
programs do not allow providers to adapt service
intensity as clients’ acuity increases or decreases —
which is highly relevant for populations that by
definition experience fluctuating crises. One notable
exception: City-funded Intensive Mobile Treatment
(IMT) teams, which offer significant flexibility.

“IF YOU DON'T HAVE EXPERIENCE [\NITH BORDERLINE CLIENTSL...IT'S VERY
DIFFICULT TO GET YOUR MIND ARDUND HOW QUICKLY THINGS CHANGE WITH
THEM_..[TREATIIENT] IS VERY SPECIALIZED AND USUALLY NOT OFFERED OR
OFFERED ON A VERY LIMITED BASIS IN INPATIENT UNITS.”

Hospital psychiatrist

Additionally, program requirements rarely include
coordination with other services or providers. For
individuals cycling through multiple systems, this creates
dangerous gaps at transition points: hospital discharge,
jail release, moves between shelter and housing
placements.

An analysis by the Jewish Board illustrates the care
integration imperative: among over 1,700 high-Medicaid-
utilization clients (less complex on average than the
Collaborative’s high-acuity focal population), 52%
received multiple health services, and 75% of those
receiving multiple services got them from more than one
agency. Notably, utilization of acute healthcare services
was significantly higher for individuals served by multiple
agencies — the more agencies involved, the more acute
health crises they experienced.

Qualified providers face disincentives to
serve this population

Even highly qualified, mission-driven providers
experience active disincentives to working with
individuals in acute crisis. These clients can be
challenging to serve, contribute to staff burnout, and
introduce safety risks for staff, peers, and communities.
Given that the other 99% of the population experiencing

homelessness also needs services, most providers —
facing these systemic gaps —would not choose to
specialize in high-acuity care. This makes it especially
important for public agencies to realign incentives.

GAP #3: POLICYMAKERS'
ABILITY TO ADDRESS ACCESS
BOTTLENECKS IS LIMITED

Bottlenecks limit access to effective services
Even when services exist, individuals cycling through
crisis cannot always access them quickly enough —or
at all. Bottlenecks come in multiple forms: supply gaps
that cause long waitlists for necessary services (e.g.,
IMT teams, psychiatric beds, permanent supportive
housing beds), barriers to system flow (e.g., lack of
step-down programs to free up high-acuity programs),
and care gaps that prolong client acuity (e.g., lack of
effective models to treat personality disorders). These
bottlenecks limit access into needed services and keep
individuals stuck in crisis instead of moving toward
stability.
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Fragmented governance hinders
coordinated action

High-acuity services involve a complex web of
government agencies at City and State levels, each
with distinct mandates, funding streams, and regulatory
frameworks.

At the City level, for example: Department of Homeless
Services (DHS) manages shelters and street outreach.
Department of Social Services (DSS) manages access
to supportive housing and health services for persons
experiencing homelessness. Department of Health and
Mental Hygiene (DOHMH) funds supportive housing
services and IMT teams, and manages other substance
use and harm reduction programs. NYC Health +
Hospitals operates hospitals, clinics, outreach and street
medicine teams, mobile crisis teams, and correctional
health services. The Mayor’s Office of Criminal Justice
(MOCJ) coordinates reentry. Each has separate intake
processes, eligibility criteria, data systems, and provider
relationships.

At the State level, for example: Office of Mental Health
(OMH) governs mental health services, oversees
shelter-partnered Assertive Community Treatment
(ACT) teams, and funds numerous programs and
outpatient services. Office of Addiction Services and
Supports (OASAS) governs substance use treatment
and funds programs locally. These agencies operate
largely independently with separate regulations, training
systems, and provider networks — despite most high-
acuity clients having co-occurring needs.

This fragmentation creates tangible barriers. A single
client moving from jail to hospital to shelter to supportive
housing may interact with four or five different City
agencies and multiple State systems, each operating
with incomplete information. These boundaries fracture
care continuity, force repeated storytelling, create gaps
in responsibility and make warm handoffs difficult —
both for clients and for policymakers seeking to align
policies across systems. Most importantly, it diffuses
the responsibility to address supply bottlenecks in a
coordinated way (e.g., scale up effective programs,
disinvest in ineffective ones, and create functional step-
down pipelines that free up waitlists for key programs).

No reliable methodology exists to quantify
bottlenecks

Targeted funding increases and regulatory changes
could unlock systemwide improvements —including
significant cost savings. Yet the scale and complexity of
the NYC housing and health ecosystem make it virtually
impossible to estimate the scale of unmet need or the
downstream impacts of potential changes on other
parts of the system. This limits policymakers’ ability

to make informed resource allocation decisions for
billions of dollars in housing and health services funding.
Without tools to quantify bottlenecks and model system
flow, investments tend to increase faster than people
served —a common pattern in complex systems lacking
performance visibility.

“Cycling from jail to
[supportive housing]
and then to a shelter
was the most difficult
and hardest transition
I've ever experienced.
With lack of support
from the system, |
had to find my own
way without crossing
paths with the judicial
system.”

Lived expert
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THE SOLUTION:
oERVIGE PATHINAYS

e ot | SERVICE PATHUUAY IS A
existing services: “service pathways.” 3 ]NTRABTED [: ] \l'I' NUUM
OF EXISTING HOUSING,
Toe s donticatongoms by s vt | GARE COORDINATION, ANID
eligible individuals using shared, data-based criteria. 3 "\" E m_ SER\I [:ES LED Bv
s st ngscomsmy o | ONE ACCOUNTABLE PROVIDER,
feumiy e ncemves o sommorciems o | THAT ADDRESSES THE UNIQUE
discovery through stabilization. ) ' \IEEDS UF IGH ABUITV NEW
e e v | YORKERS AS THEY MIOVE
ROM COMMION DISCOVERY
POINTS TO STABILIZATION IN
PERMANENT HOUSING.
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Service pathways can solve the three system gaps:




oERVICE PATHUUAYS MEET
INDIVIDURLS WHERE THEY ARE

They align pathway eligibility with shared
definitions of acuity

Service pathways will enable housing and health
stakeholders to establish shared definitions of high-
acuity for determining pathway eligibility. These
definitions should include longitudinal indicators of
behavioral health crisis — frequent shelter incidents,
repeated behavioral health emergency visits, patterns
of incarceration related to untreated mental illness or
substance use.

Initially, we propose modeling definitions on the

shelter and healthcare thresholds developed by

DSS in their groundbreaking administrative analysis.
These definitions can expand over time, incorporating
additional indicators (e.g., interactions with street
outreach or law enforcement) and linking to pathway
design criteria (e.g., presence of borderline personality
disorder diagnosis might qualify someone for pathways
providing specific forms of care).

They enable practical tools for frontline
identification and referral

By incorporating system interactions into pathway
eligibility, pathways can be linked to specific types of
discovery points. DSS’s analysis shows that individuals
in acute crisis interact much more frequently with
frontline staff in shelters, hospitals, jails, and street
outreach than the average homeless single adult.

This provides valuable information about which
discovery points should be equipped with identification
tools. These tools can build on existing data-sharing
resources (e.g., PSYCKES) to surface high-acuity “flags”
for individuals meeting shared definitions — providing
necessary visibility for frontline staff without requiring
historical analysis or unrealistic data sharing. Continuing
with the simplified high-acuity groups shown in Figure 3
above, Figure 4 highlights the common basis for these
discovery points across systems of health care, jail, and
street outreach.

“RIGHT NOW, WE'RE
PRESENTING [HOSPITAL
STAFF WITHI WHATEVER
INFORMATION OUTREACH
TEANS OR DHS STAFF
HAPPEN TO HAVE. A TOOL
LIKE ThIS GOULD BE A
GAME CHANGER.”

DHS Administrator

Figure 4

High-acuity groups interact often with frontline
staff at common discovery points

100%
26%
15% 16% 10% 13%
6% 6% 5% S
Likelihood of Likelihood of Likelihood of
4+ mental health- Rikers being on streets
related ED visits incarceration caseload

. All single adults
. Shelters high-acuity subgroup
. Hospitals high-acuity subgroup
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PATHWAY GONTRACTS SUPPORT
oPEGIALIZATION, COORDINATION,
AND ACCOUNTRBILITY

Service pathways will address coordination gaps

by ensuring qualified providers have accountability,
flexibility, and incentives to support clients from
discovery through stabilization. They accomplish this by
evolving existing intensive case management (IMT, ACT)
in three ways:

They assign clear accountability to qualified
providers

Service pathway contracts could designate a

“Pathway Lead” — nonprofit service providers primarily
accountable for delivering the care required to engage,
support, and stabilize high-acuity clients from referral
through permanent housing.

One way to achieve this is by modifying existing
programs with embedded care and coordination
resources (e.g., IMT or ACT team). Further, since only 12
organizations in NYC currently operate either of these
programs and permanent supportive housing programs
(and only 8 also operate transitional housing), Pathway
Leads would need to partner with transitional and
supportive housing providers to deliver care in these
settings.

This approach could enable the agencies contracting
with Pathway Leads (e.g., City DOHMH, State OMH) to
prioritize organizations with demonstrated experience
and capabilities, while allowing specialized providers to
opt in to serving the high-acuity population.

They give providers control and flexibility to
specialize

In exchange for accountability, service pathways could
allow Pathway Leads more control over pathway design
and delivery. Public contracting agencies could stipulate
requirements based on population needs (e.g., ensuring
access to specialized healthcare and permanent
supportive housing), while enabling Pathway Leads to
retain control over care models and partner selection.

By defining pathways from discovery points through
supportive housing, Pathway Leads would have natural
incentives to establish partnerships with providers of
key services along the continuum (e.g., transitional and
permanent housing) to facilitate data sharing, care
coordination, and shared metrics.

They incentivize successful delivery of client
outcomes

The current fee-for-service model significantly limits
incentives for coordination and innovation. To accelerate
the cycle of accountability and control, we recommend
adding modest financial incentives to pathway contracts
for achieving pre-defined client outcomes.

Adding modest pay-for-success incentives is reasonable
given the complexity of high-acuity needs and the level
of coordination and care required. If triggers are tied to
cost-saving outcomes (e.g., stabilization in supportive
housing, reductions in acute care utilization), added
expenses should be more than recovered in public
savings.

SERVICE PATHWAYS HELP
POLICYMAKERS ADDRESS
BOTTLENECKS

They align core elements to City or State
programs

The Collaborative recommends establishing multiple
pathways, with contracts anchored by either City-
funded or State-funded programs. Concretely: one
pathway type leveraging City programs (IMT and NYC
15/15 supportive housing, controlled by NYC DOHMH),
and another leveraging State programs (ACT and OMH-
licensed housing, controlled by NYS OMH).

This ensures policymaker effort aligns with programs
within their control. For example, to establish a City-
anchored pathway, NYC DOHMH might evolve IMT
program requirements to designate Pathway Leads,

set aside IMT slots for eligible participants, and
facilitate supportive housing placements into NYC 15/15
units. The policy director of the Supportive Housing
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Network of New York highlighted at a recent testimony:
“Supportive housing currently has 46 different eligibility
criteria across 19 different programs overseen by eight
government agencies. It is already too hard to access.
Instead of pretzeling ourselves into all these different
eligibility criteria, we need to be flattening eligibility and
making it easier.”

The Collaborative’s landscape analysis suggests that
there is already relatively high provider specialization
in one funding source or the other, reinforcing this
approach and ensuring candidate Pathway Leads exist
for both options.

They help policymakers quantify and
address bottlenecks

Given the scale and complexity of NYC’s housing and
health ecosystem, it is virtually impossible to estimate
how capacity shifts in one area impact unmet need
elsewhere. This limits policymakers’ ability to make
informed resource allocation decisions for billions of
dollars in services funding, including to address care
gaps, supply gaps, and other access bottlenecks.

Service pathways improve these decisions by providing
a framework to model “stocks and flows” of individuals
and services over time. By defining pathways and
gathering performance data, we can model eligible
population size (including inflow), service utilization
along pathways, bottlenecks preventing progress, and
estimated impact of expanding capacity at constraint
points.

We need to view our housing and health system as a
river, not a pool. When we quantify need, we give system
leaders the insights they need to address bottlenecks

in a more targeted and coordinated way: to scale up
effective programs, disinvest in ineffective ones, and
create functional step-down pipelines that free up
waitlists and expand the impact of services we know
already work well. Service pathways are the key to
unlock this approach.
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THE ROADMAP:

NOW IS THE TIME

THIS IS THE MIOMENT FOR
TRANSFORMATION

Three powerful forces are converging to create an
unprecedented window for systemic change in how New
York City addresses high-acuity homelessness.

Fiscal constraints are focusing attention on cost-
effectiveness. Federal funding cuts to prevention
programs will increase demand on an already strained
system, while core services for individuals in crisis
remain relatively protected. This environment creates
urgency to demonstrate that investments in effective
pathways can reduce costly crisis interventions —ED
visits, incarceration, prolonged shelter stays — that
burden budgets and fail to produce stability.

Field momentum is building but lacks a unifying
vision. Multiple initiatives address discrete gaps:
hospital discharge planning, supportive housing
innovation, crisis response enhancement, care

coordination pilots. The previous mayoral administration
made targeted investments in IMT expansion and
congregate supportive housing. Providers and
philanthropic funders are collaborating on promising
models. Yet these efforts remain fragmented, definitions
of “high-acuity” vary widely, and pathways still end

at organizational boundaries. The field is ready for a
comprehensive framework to connect these efforts.

Political attention to behavioral health and

public safety is intensifying. With a new mayoral
administration taking office in January 2026,

there is both opportunity and urgency to make
recommendations that inform the policy agenda. Voter
concerns about community safety and the mental health
crisis intersect directly with the needs of individuals
experiencing repeated crises, yet political discourse
often lacks nuance and comprehensive solutions. The
transition offers a critical window to establish evidence-
based approaches that address public concerns while
centering client dignity and health outcomes.
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These conditions —fiscal necessity, field momentum,
and political will - rarely align. Organizations that
provide clear, actionable solutions grounded in fiscal
reality and human dignity will shape New York City’s
approach to high-acuity homelessness for the next
decade. The service pathway framework offers exactly
this: a practical roadmap leveraging existing resources,
coordinating scattered efforts, and demonstrating
measurable impact.

The window is open, but it will not remain so for long.
Early 2026 will see the new administration’s defining
initiatives take shape. This is the moment.

THE COLLABORATIVE WNILL
PILOT AND REFINE THE SERVICE
PATHWAY IIODEL

The Collaborative on Housing for Health is uniquely
positioned to advance this transformation. As a neutral,
multi-stakeholder effort bringing together public
agencies, leading nonprofit service providers, and
philanthropy, we convene the range of actors necessary
to make service pathways work. Our rigorous analysis
and stakeholder engagement — evidenced by this
roadmap —demonstrate capacity to translate complex
system challenges into actionable solutions. Our access
to philanthropic support and 2-3-year time horizon give
us the flexibility to pilot, learn, and adapt.

Over the next 2-3 years, the Collaborative will advance
the pathway framework through three complementary
initiatives:

We will organize and fund service pathway
pilots with qualified providers

Working directly with leading providers, we will pilot and
refine pathway models for individuals facing acute crises
in shelters and on the streets.

Working closely with DSS, DOHMH, and OMH, we will
test how to operationalize the framework outlined in this
roadmap: ensuring warm handoffs between systems,
maintaining care continuity during transitions, housing
people first, and providing transitional housing where

necessary, and matching clients to permanent housing
with the right service intensity. Rather than asking
clients to navigate fragmented systems alone, these
pathways will actively guide them through each step.

Crucially, we will document both what works and

what gets in the way. Pilots will surface regulatory
barriers that prevent smooth transitions, identify
funding constraints that create service gaps, and
reveal coordination challenges that fragment care. We
will track client outcomes —housing retention, service
engagement, reduction in crisis episodes — alongside
system costs to demonstrate return on investment.
These learnings will translate directly into policy
recommendations: specific regulatory changes, funding
reallocations, and system reforms needed to make
pathways function at scale.

Pilots will also establish replicable models and
implementation tools: for example, shared protocols

for pathway navigation, standardized intake and
assessment processes, and templates for cross-system
data sharing. This infrastructure will enable pathways to
spread beyond initial pilots.

We will collaborate with City agencies to
develop identification tools

Effective pathways require early identification of clients
who need them. Working with DSS and New York State’s
PSYCKES system, we will explore creating new “high-
acuity flags” that make clients’ complex needs visible to
frontline providers across systems, as well as predictive
modeling approaches using existing administrative data
to identify individuals at highest risk of cycling through
crisis systems before patterns become entrenched.

When clients interact with shelters, hospitals, outreach
teams, or other services, such flags would allow
providers to see that individuals have been identified
as experiencing crisis cycles and qualify for specialized
pathways, enabling proactive rather than reactive
engagement. This work will produce practical outputs
supporting pathway implementation: for example,
standardized screening protocols frontline workers can
use, data-sharing agreements enabling coordinated
care, and clear processes for flagging clients across
systems. These tools will ensure the right clients can be
connected to pathway services at the right time.
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We will develop actionable insights for
regulators and policymakers

Understanding where system capacity falls short

is essential for scaling pathways effectively. We will
develop a system model mapping the supply of housing
and services against the needs of individuals in acute
crisis, making bottlenecks visible and quantifiable.

This model will answer critical questions about resource
gaps: How many IMT team slots are needed to stabilize
high-acuity individuals? What is the right mix of
specialized transitional housing for ending crisis cycles?
How many specialized providers are needed to be
Pathway Leads? Which specialized services constrain
pathways? By quantifying these gaps, we will enable
evidence-based decisions about investments and
system expansion, and support scenario planning as the
new administration sets priorities.

\WHAT IS NEEDED FROM PARTNERS

GOVERNMENT PROVIDERS

Partner with the Collaborative
to pilot and refine pathways in
partnership with public agencies

Partner in piloting pathway models

WE NEED PARTNERSHIP TO MAKE
THIS VISION A REALITY

Transforming how New York City serves its highest-
acuity residents requires commitment and partnership
across the entire ecosystem. The Collaborative has
developed the roadmap; now we need leaders from
government, provider organizations, and philanthropy to
join in implementation.

The fiscal environment demands efficiency. The human
imperative demands dignity. Service pathways deliver
both. The public sector will always be the primary
funder of these services, but the Collaborative’s
unique platform — combining analytical rigor, provider
partnerships, philanthropic resources, and neutral
convening power —can enable the innovation and
coordination that make public investments more
effective.

PHILANTHROPY

Fund pathway pilots that test
innovations before government can
scale them

Commit to regulatory adjustments
that enable pathways to function

Allocate resources strategically
based on evidence

Enable data sharing for
identification tools and pathway
performance metrics

Embrace coordinated care delivery
across organizational boundaries

Take accountability for client
outcomes

Invest in specialized capacity to
develop staff expertise for serving
individuals in acute crisis
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Fund data sharing infrastructure
and analytical capacity to quantify
bottlenecks

Convene and facilitate — bringing
stakeholders together

Document and disseminate
learnings that advance the field




THE INGREDIENTS FOR
TRANSFORMATION ARE IN
PLAGE:

A clear framework, proven models, stakeholder
attention, and economic necessity. What

we need now is collective commitment to
implementation.

The window of opportunity will not remain

open indefinitely. Let us act together, now, to
create lasting change.
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ABOUT THE

GOLLABORATIVE

The Collaborative on Housing

for Health was convened with
funding from The Leona M. and
Harry B. Helmsley Charitable
Trust to pursue better outcomes
for homeless New Yorkers
experiencing sustained behavioral
health crises. As a coalition of
senior leaders from the nonprofit,
government, and philanthropic
sectors, we bring an independent
systems-level perspective,
access to resources, and a
commitment to act in support of
our recommendations.

Our Steering Committee members include government
leaders from New York City’s Department of Social
Services and four innovative housing and health service
providers —including the Institute for Community

Living, Urban Pathways, the Jewish Board of Family
and Children’s Services, and the Center for Urban
Community Services.

The Collaborative exists to serve multiple
constituencies. For government leaders, we offer a
path to maximize return on existing public investments
by improving coordination and redirecting spending
from expensive crisis interventions toward effective,
sustained solutions. For health and housing providers
navigating daily challenges of staff safety, high turnover,
and inadequate systems, we provide a framework

that reduces duplication and ensures clients access
appropriate levels of care. For our broader community,
we are working toward a city where every New Yorker —
especially those with the most complex needs —

can access the coordinated care necessary to exit
homelessness and achieve health stability.

This roadmap represents our commitment to moving
from analysis to action, from fragmented efforts to
coordinated pathways, and from crisis management to
lasting solutions.
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Board of Family and Children’s Services.
Dr. Brenner is a primary care physician
and has spent his career innovating
health care delivery models to meet the
medical and service needs of the most
vulnerable citizens.

Kinsey Dinan, Deputy Commissioner

of the Office of Research and Policy
Innovation at the NYC Department of
Social Services. She oversees research
projects across the homelessness and
housing spaces on behalf of DSS, including
the first-of-its-kind administrative data
analysis conducted for the CH4H.

Jody Rudin, President and CEO of the
Institute for Community Living. Ms. Rudin
has two decades of experience working
in the social services sector across
nonprofits and in government.

Frederick Shack, CEO of Urban
Pathways. A seasoned housing leader,
Mr. Shack has dedicated his career to
launching innovative housing models
and services to help single adults
experiencing homelessness.

Molly Wasow Park, Commissioner of
the New York City Department of Social
Services. She oversees the Human
Resources Administration that manages
the supportive housing placement
process and the Department of
Homeless Services that supports shelter
and outreach programs around the city.

Van Yu, Chief Medical Officer from the
Center for Urban Community Services
and Janian Medical Care. Yu is a
psychiatrist with 20-plus years serving
individuals in New York City with high-
acuity health needs.
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