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Understanding the Collaborative Planning Process in
Homeless Services: Networking, Advocacy, and Local
Government Support May Reduce Service Gaps
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ABSTRACT
Objective: The Continuum of Care (CoC) process—a nationwide system of regional collaborative planning networks addressing homelessness—is the chief administrative method utilized by the US Department of Housing and Urban Development to prevent and reduce homelessness in the United States. The objective of this study is to provide a benchmark
comprehensive picture of the structure and practices of CoC networks, as well as information about which of those factors
are associated with lower service gaps, a key goal of the initiative.
Design: A national survey of the complete population of CoCs in the United States was conducted in 2014 (N = 312,
75% response rate). This survey is the first to gather information on all available CoC networks. OLS regression was used
to determine the relationship between internal networking, advocacy frequency, government investment, and degree of
service gaps for CoCs of different sizes.
Setting: United States.
Participants: Lead contacts for CoCs (N = 312) that responded to the 2014 survey.
Main Outcome Measure: Severity of regional service gaps for people who are homeless.
Results: Descriptive statistics show that CoCs vary considerably in regard to size, leadership, membership, and other organizational characteristics. Several independent variables were associated with reduced regional service gaps: networking
for small CoCs (β = −.39, P < .05) and local government support for midsized CoCs (β = −.10, P < .05). For large CoCs, local
government support was again significantly associated with lower service gaps, but there was also a significant interaction
effect between advocacy and networking (β = .04, P < .05).
Conclusions: To reduce service gaps and better serve the homeless, CoCs should consider taking steps to improve networking, particularly when advocacy is out of reach, and cultivate local government investment and support.
KEY WORDS: collaborative planning, continuum of care, homelessness, regional networks, service gaps

H

omelessness has long been recognized as
a major public health concern.1 Research
has shown that it can be a cause, as well
as a consequence of poor health,2 and being homeless puts people at increased risk for serious illness
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(eg, human immunodeficiency virus, tuberculosis),3
substance use, mental illness,3,4 physical and sexual assault,5 and increased mortality.3,6 Over the last
10 years, increased research, prevention, and intervention efforts have resulted in a steady reduction
in the total rate of homelessness nationally—with
an overall 18% decrease between 2007 and 2016.7
Concentrated efforts set by the Obama Administration in 2010 with the release of the Federal Strategic
Plan to Prevent and End Homelessness have produced
even larger reductions—a 27% decrease in chronic
homelessness, a 23% decrease in family homelessness, and a 47% decrease in veteran homelessness.8,9
These strategies have been led by the federal Department of Housing and Urban Development (HUD),
which remains the major funder for homeless services
in the United States, with great leeway to set funding allocations and services in accordance to local
needs.
www.JPHMP.com
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While these statistics are promising, addressing
homelessness is an ongoing task. The persistent nature of the problem has led HUD to develop a unique
initiative intended to strengthen the capacity of local
communities to address homelessness through reducing service gaps: the Continuum of Care (CoC) Program. Initially rolled out in 1994, this program, now
mandated for every region of the United States, incentivizes service coordination and collaboration within
local and regional communities and also streamlines
the application for, and allocation of, McKinneyVento Homeless Assistance Act (1987) funds, the
dominant funding mechanism for homeless services
in the United States. This type of service coordination
has been widely called for to better address the complex health needs of people who are homeless.10
In practice, CoCs are networks of service providers,
local government agencies, consumers, philanthropic
organizations, and local businesses working together
in the planning and administration of homeless services. There are more than 400 of them across the
United States. The CoCs in local regions must submit a single application for HUD funding and are
charged with the following tasks: (1) Determining service needs and gaps through a point-in-time count
(conducted annually for sheltered homeless and biannually for unsheltered homeless), (2) implementing a
Homeless Management Information System, a centralized database system for tracking service use, (3)
establishing priority ranking of activities and initiatives for funding, and (4) management and oversight
of funded projects. Although these tasks are clear,
HUD gives little guidance on the CoC that should be
structured and who should lead it (eg, government, a
[AQ7] nonprofit, or a stand-alone independent agency).
The purpose of this article is 2-fold. First, even
though CoCs serve as gatekeepers for almost all
homeless services in the United States, including the
uptake of new intervention models, little is known
about how they operate on a broad scale. The few
studies that have looked at CoCs as a public health
process have largely been qualitative case studies.11-15
This article adds to the knowledge base by presenting
descriptive findings from the first known nationwide
survey of the population of CoCs, showing how CoCs
are managed and structured on a national scale.
Second, we present regression analyses to determine what CoC activities and characteristics are
associated with lower reported service gaps. In the
field of homelessness, service gaps are understood as
the difference between the assessed need of the homeless population and available services. An example
would be the number of available beds for homeless
individuals in relationship to the number of currently
unsheltered individuals or the existence of specific
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types of programming, such as substance abuse
treatment, and those that are deemed in need of it.
Understanding the association between CoC characteristics and service gaps is important for 2 reasons. First, closing service gaps is crucial if people who
are homeless are to receive the diverse range of services they need in order to maintain housing stability (eg, mental health and substance abuse treatment,
job training, medication management).10 Without access to one of these services, the rest will often fall
apart due to the complex needs of many homeless individuals and families.16 Second, CoCs were designed
specifically to close service gaps through the process of
increasing coordination and communication among
health and human service providers and local government. This research can help inform strategies to better meet the purpose of CoCs and, in turn, the needs
of the homeless population.

Collaborative Planning to Reduce Service Gaps
The CoC process is part of a larger movement in public health and human service administration toward
collaborative planning.17 Because of the increased specialization of organizations and the complexity of
meeting many health and social needs—such as homelessness, in this case—it has become increasingly difficult for individual provider organizations to address
such problems on their own.18 Improving service coordination through collaborative planning is thought
to result in better client outcomes, increased access
to services for clients, and greater ability to tackle
the multifaceted issues that clients face.14,16,19 This
is especially pertinent for assisting homeless individuals who often present with a complex set of intertwined chronic conditions (eg, domestic violence,
mental illness, substance abuse, lack of family support
for youth). The CoC model is in alignment with a syndemic approach to prevention, which focuses on the
connections between co-occurring conditions.
Achieving the goals of collaborative planning, however, may be easier said than done. This article assesses
what elements of the collaborative process may help
collaborative governance bodies, such as CoCs, meet
their potential in addressing service gaps. Specifically,
we look at degree of internal networking, CoC-led
advocacy, local government investment, and support,
while controlling for the size of the network itself.

Networking
Networking is commonly understood as the process
of interacting with other people to cultivate mutually
beneficial relationships, exchange information, or
enhance learning. Collaborative planning processes
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depend on networking to meet their goals of improving communication and engaging in collective
decision making. Research has shown that for
such collaboration to be successful, there needs to
be trust, commitment, and accountability among
stakeholders,20,21 and success is facilitated by having
the same participants work together over long periods of time.22 Networking may also facilitate greater
knowledge of the different services available in the
community. However, devoting time to process goals,
such as improving communication, rather than to
outcomes goals, such as raising money, may be seen by
some as a waste of time. Here we assess whether CoCs
that report a greater extent of organizational networking report lower service gaps than CoCs that report a lower amount of networking among members.

Advocacy
Second, advocacy has also been shown to serve an
important function in reducing service gaps across
health and human services.23,24 The CoC-led advocacy may target legislators, donors, the public, or
local institutional elites in order to help secure new or
improved access to resources and increased government support. However, despite the possible benefits
of advocacy engagement, most human service nonprofits participate in advocacy at only a low level.25
Advocacy and networking may also have a synergistic effect in reducing service gaps in that greater
networking by nonprofits may facilitate advocacy
through better connections to government officials.26
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may allow CoCs to more effectively meet niche needs
and provide more comprehensive services. In addition, we expect that small-, medium-, and large-size
CoC networks may benefit from different practices.
For example, small networks may benefit most from
in-person networking whereas large networks may be
more effective at advocating for policy improvements
and funding that can help resolve service gaps. In this
analysis, we measure size by HUD award size, a consistently reported measure that closely correlates with
other indicators of size (such as number of participants).
Overall, we hypothesize the following:
H1: CoCs with higher degrees of networking are
more likely to report fewer service gaps than
CoCs with less degrees of networking.
H2: CoCs with greater advocacy involvement are
more likely to report fewer service gaps than
CoCs that are less involved in advocacy.
H3: CoCs engaged in both networking and advocacy are more likely to report fewer service gaps
than CoCs that do not.
H4: CoCs with greater local government support
and investment are more likely to report fewer
service gaps than CoCs with less support and
investment.
H5: The association of lower service gaps to local
government support and investment, networking, and advocacy varies on the basis of the size
of the CoC.

Local government support and investment

Methods

Third, although difficult to measure, differences in local government support and investment may affect
service gaps in that those networks with greater local
government support may be better positioned and resourced to fill potential gaps.27 The CoC awards come
with limited funds for the management of the network, and without proper infrastructure, these networks may have a difficult time carrying out tasks
that go beyond required monitoring. Local government support may also play an important role in helping CoCs effectively address emergent service gaps
that are not currently on HUD’s list of priority areas
(eg, youth homelessness or services for immigrants).

Data collection occurred in 2014 through a national
survey directed to all CoCs in the 50 US states and
4 districts and territories. Contact information for the
lead contacts of all CoCs was obtained from HUD’s
Web site OneCPD.info. This information was utilized
to create a census of the population of CoCs. Lead
contacts were informed of the study via postal service and e-mail and invited to complete an online survey. The study protocol was reviewed and approved
by the SSA/Chapin Hall institutional review board at
The University of Chicago, and informed consent was
obtained for all participants.
More than 95% of surveys were completed online. Follow-up phone calls were made to complete
data collection from respondents who had started but
not finished the survey and from nonrespondents in
states with lower initial response rates. In total, we
identified 418 active CoCs in 2014 and received responses from 312, for a 75% response rate. Response
rates did not vary by region or size. See Supplemental

Size of CoC network
We control for the size of the CoC as research has
shown that large networks can hinder effective collaboration even as they have more capacity to take on
time-consuming tasks.19 On the contrary, larger size
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Digital Content of the survey, available at http://links.
lww.com/JPHMP/A477.
To measure the dependent variable, service gaps,
respondents were asked to report on the level of
service gaps within their CoC’s jurisdiction on a
5-point scale ranging from “little to no” to “severe”
service gaps. Similarly, all other variables in our
analysis except for award size (which was obtained
from HUD’s OneCPD.info site) were created utilizing
responses to Likert scale questions on the survey.
Thinking about and reporting on service gaps are
common for CoC leaders as HUD requires CoCs
to perform a “gaps analysis” using data from their
annual point-in-time counts as well as through data
collected through Homeless Management Information System. Homeless Management Information
System is a computerized data collection system that
HUD-funded providers are required to use. It captures
client-level information over time on the service needs
of individuals who are homeless in any given region.
The independent variable of networking reflects respondents’ answers to a question asking them to rank
the level of networking within the CoC using a 5point scale ranging from “very little” to “a great deal”
of networking. Reponses for 2 questions about local government contributions to the CoC were combined to create a single independent variable representing local government support and investment; one
reflects the level of financial investment and the other
the amount of in-kind supports such as staff time. Finally, respondents rated the frequency of engaging in 9
different advocacy activities, such as issuing policy reports, serving on government coalitions, and conducting demonstrations, on a 5-point scale from “never”
to “very frequently.” These responses were summed
(assigning zero for “never” responses) to create the advocacy frequency independent variable. An additional
interaction term was created by multiplying the values
for networking and advocacy frequency.
This article includes descriptive statistics and results
from OLS regressions used to examine the correlates
of reported service gaps. When controlling for size, basic bivariate analyses revealed important differences
in the levels of networking and advocacy among CoCs
of different sizes that were obscured when analyzing
[AQ10] the full sample of all CoCs. Thus, OLS models were
stratified by CoC award size.

Results
To our knowledge, this is the first national survey of
the complete population of CoCs. Thus, to benchmark for future studies, we first present a comprehensive demographic picture of CoCs and how they
[T1] are structured (Table 1). While HUD has set forth
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particular expectations for the responsibilities of
CoCs, little guidance has been provided about how
individual CoCs should carry out their work. As a
result, there is great diversity in CoC structure as seen
in Table 1.
Most CoCs (68%) grew out of preexisting entities that may have already been collaborating on a
community’s efforts to address problems facing the
homeless population, such as a service providers’ association (23%), a government agency (24%), or an
advocacy organization (5%), among others. Current
structure reflected this preexisting structure. For example, of the CoCs that reported that they grew out
of a government agency, over two-thirds reported that
their current structure is either “mostly government
led” or a “collaborative in which government takes
the lead.” About 34% of CoCs are government led,
40% are led by nonprofits or collaboratively led, and
28% of CoCs have become independent nonprofits.
Structure was related to a few key characteristics.
First, CoCs that were government-led or governmentled collaboratives reported higher levels of local government investment and support. Second, CoCs with
an independent organizational structure or no formal
structure reported lower levels of provider networking. Third, providers had the most influence on decisions in nonprofit-led collaboratives and those with
no formal structure. While none of these findings are
surprising, they do help to point out ways in which
structure is associated with the functioning of a CoC.
However, CoC structure did not have a significant association with service gaps when accounting for our
other independent variables, so it is not included in
regression analyses.
One major source of variation among CoCs was
their size. The CoCs vary by size on a variety of
dimensions. One was geographic jurisdiction—they
ranged from a single city to an entire state, including 6 states with a single CoC and 33 balance of state
CoCs (eg, CoCs that comprise all areas of the state not
covered otherwise). Another was HUD award size,
which ranged from $0 to $113 million, with a mean of
$4 million and median of $1.7 million
There was also great variation in staffing size.
The median number of part-time or full-time staff
members in addition to the director (if any) was 2,
but many CoCs had no dedicated staff while others
had up to 30 staff members. We asked respondents to
report the number of any “direct” and “indirect” employees to assess the staffing levels. Direct employees
work for and are paid by the CoC directly and may
be part time or full time. Indirect employees work
for another organization (such as a provider or a
government agency) and fulfill duties for the CoC as
part of their job. We find that 45% of CoCs had direct
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TABLE 1
CoCs at a Glancea
Category
CoC founding years

Pre-CoC structure

CoC membership

Lead contact
organization

Description
Mean: 1995
Range: 1976-2013 (modal years:
1995, 1998)
No prior entity: 32%
Government agency: 25%
Service providers’ association: 23%
Individual service provider: 7%
Coalition of interested parties: 6%
Advocacy organization: 5%
Other: 2%
Social service agencies: 72% (average:
29 per CoC)
Government agencies: 17%
(average: 7 per CoC)
Businesses: 7% (average: 3 per CoC)
Philanthropic organizations: 4%
(average: 2 per CoC)
Local government office: 38%
Coalition: 22%
Other human services provider: 13%
Homeless services provider: 7%
Community action agency: 6%
State government office: 4%
Housing authority: 4%
United way: 3%
Consultant: 3%
Other (research, HMO): 1%

Category

Description

CoC age

Range: 1-38 y

CoC structure

Collaborative, nonprofit-led: 25%
Collaborative, government-led: 24%
Independent organization: 24%
No formal structure: 12%
Mostly government-led: 11%
Collaborative, no clear lead: 4%

Region type

Mixed: 43%
Rural: 24%
Urban: 23%
Suburban: 10%

Staffing
Structure

FT director, Direct CoC employees: 27%
PT director, no direct CoC employees: 25%
No director, no direct CoC employees: 18%
PT director, direct CoC employees: 13%
FT director, no direct CoC employees: 6%
No director or CoC employees: 6%
No director, direct CoC employees: 5%

[AQ11]
[AQ12]

Abbreviations: CoC, Continuum of Care; FT, …; HMO, …; PT, ….
a Number of participating CoCs: 312. Total number of CoCs in 2014: 418.

employees, 49% had only indirect employees, and 6%
reported no direct or indirect employees (and thus
would be all volunteer-run). We did not assess the contribution of volunteer staff in this survey, although we
expect that some “indirect” employees may consider
their involvement in CoCs to be a volunteer work.
Finally, CoCs ranged from having 8 participant organizations to 450, with a median of 31. The majority of participant organizations are service providers
at 72% of all reported member organizations, but respondents also indicated participation by government
agencies, foundations, and businesses, as shown in
Table 1.
In this analysis, we focused on size as measured
by award size. Looking at that indicator, CoCs with
larger awards engaged in more long-term planning,
have stronger relationships with decision makers, and
had larger staffs, including more full-time directors.
While award size was an important predictor of CoC
activities and relationships, in examining bivariate
relationships between key factors and service gaps,
there was only a weak and marginally significant correlation between size and service gaps (r = −0.11,

P < .10) (Table 2). Mean reported service gap among [T2]
respondents was 2.29 on a 5-point scale. Networking
was the variable most strongly correlated with service
gaps (r = −0.25, P < .05), followed closely by local
government investment and support (r = −0.22, P <
.05). Mean reported networking among respondents
was high at 4.04 on a 5-point scale, while local government investment and support were more moderate
at 5.81 on a scale ranging from 0 to 10. Finally, advocacy was not significantly related to service gaps and
was below the midpoint of its range; responses ranged
from 0 to 31 with a mean value of 13.40.
Further investigation of relationships between these
variables revealed some systematic differences across
CoC sizes. To explore these further, for regression
analysis, the sample was stratified into 3 size groups.
The smallest CoCs were those with a most recent
award of up to $1 million (n = 98). The mean award
size for this group was $517 000. Midsized CoCs had
awards ranging from $1 to $2.5 million (n = 78), with
a mean of $1.69 million. The largest CoCs were those
with a most recent award greater than $2.5 million
(n = 109), with a mean of $9.47 million.
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TABLE 2
Descriptive Statistics and Correlation Matrix for Regression Analysis (n = 286)
Range
Dependent variable
(1) Service Gaps
Independent variables
(2) Networking
(3) Local government
investment and support
(4) Advocacy frequency
(5) Networkinga advocacy
(6) Award size

Mean (SD)

1-5

2.29 (0.97)

1-5
2-10

4.04 (0.90)
5.81 (2.36)

0-31
0-155
0-113M

13.40 (6.24)
55.09 (30.26)
4.25M (9.6M)

(2)

(3)

(4)

(5)

(6)

− 0.25a

− 0.22a

0.02

− 0.06

− 0.11b

0.28a

0.16a
0.06

0.52a
0.13a

0.07
0.15a

0.91a,c

0.13a
0.13a

[AQ13]

a P <.05.
b P <.10.
c This high correlation between main effect and interaction independent variables does not bias β coefficient estimates due to multicollinearity, as demonstrated by Disatnik
and Sivan.24

The OLS regression output is displayed in Table 3.
For the smallest CoCs, lower service gaps were most
strongly associated with networking, which was the
only significant β coefficient in the model. A 1-unit increase in networking was associated with a 0.39-unit
decrease in service gaps. For midsized CoCs, lower
service gaps were most strongly associated with local
government investment and support, again the only
significant β coefficient in the model. A 1-unit increase in local government investment and support
was associated with a 0.10-unit decrease in service
gaps. For the largest CoCs, however, while both networking and local government investment and support were significantly associated with lower service
gaps, we also found a significant interaction effect between networking and advocacy.
This interaction can best be interpreted through a
[F1] graph of the fitted model (Figure). Holding local government investment constant, when a large CoC had
low networking, an increase in advocacy was associated with a reduction in service gaps. However, with
high levels of networking in a large CoC, an increase

[T3]

[AQ14]

in advocacy was not associated with further service
gap reduction. Put differently, in large CoCs that engaged in high levels of advocacy, service gaps were all
reported at approximately the same moderate level.
However, in large CoCs with low levels of advocacy,
those that also had low networking had the highest
reported service gaps.

Discussion
These results reveal a broad array of CoC sizes, geographic ranges, structures, and practices. We find that
these differences in how CoCs are designed and carried out are significantly related to network effectiveness in reducing service gaps for homeless individuals
and families. Furthermore, we find that CoCs of different sizes benefit from different practices.
For the smallest CoCs (often rural), the factor most
strongly associated with lower service gaps was networking. It makes intuitive sense; in areas where there
are few providers, awareness of one another’s efforts
is key to reducing service gaps—there simply is not

TABLE 3
OLS Regression Predicting Increased Service Gaps
Small CoCs
(Adjusted R2 = 0.14, n = 98)
Networking
Local government
investment and support
Advocacy frequency
Networking × Advocacy

Midsized CoCs
(Adjusted R2 = 0.09, n = 79)

Large CoCs
(Adjusted R2 = 0.10, n = 108)

B

SE

B

SE

B

SE

− 0.39a
− 0.02

0.10
0.04

− 0.20
− 0.10a

0.12
0.05

− 0.71a
− 0.08a

0.29
0.04

0.01

0.02

− 0.02

0.02

− 0.12
0.04a

0.08
0.02

a P < .05.
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FIGURE Model-Estimated Effect of Advocacy Frequency on Service Gaps for Large CoCs at Different Networking Levels

enough slack in the system for duplicated services.
Smaller CoCs may be better positioned for more effective networking as well since it is possible for strong
connections to be made with a smaller body of possible collaborative partners. However, for midsized
CoCs, the strongest predictor was instead local government investment and support. It may be that networking can only take a CoC so far, and in larger
jurisdictions and homeless services systems networking alone is unable to influence perceived service gaps.
These midsized networks may have needs that only
additional concrete resources can address.
In the largest CoCs, networking was also important but had a significant interaction with the amount
of advocacy the group does. While advocacy was not
significantly associated with service gaps in small and
midsized CoCs, it appears that for the largest CoCs,
advocacy can be substituted for networking to result
in the same level of reduction in service gaps. In particular, those CoCs that had low networking still had
reduced service gaps if they also had higher levels of
advocacy. Consider a large balance of state CoC that
manages services across many counties and communities. While networking with someone across the state
may not help address service gaps in any one area,
the extent to which all the providers can advocate together for shared interests may be important in addressing more systemic gaps in services. While it may
be expected that when networking is high and advocacy is high that service gaps would be the most reduced, this was not the case; perhaps when networking is high, advocacy focuses on topics less related to
service gaps, such as the need for additional affordable housing. Nevertheless, when networking is low
and may be difficult for a variety of reasons, advocacy offers an alternative avenue for CoCs to reach a
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comparable level of service gap reduction. This may
be a fruitful area for future research. Longitudinal
data could help confirm that advocacy can indeed help
make up for networking in large CoCs. Likewise, indepth study of particular regions could be useful to
show what the precise effects of advocacy are and its
connection to service gap reduction.
There are several limitations to this analysis. First,
these cross-sectional data do not allow us to attribute
causation to any of the relationships identified. Second, self-reported data are subject to response bias. In
the case of perceived service gaps, however, response
bias could influence reports in either direction. These
respondents are working toward improving the homeless services system in their region and may want to
feel good about their progress and accomplishments
and thus report lower service gaps. However, there are
also incentives for respondents to embrace the idea
of higher service gaps in their community in order to
demonstrate need for additional funding. Confidence
in our data is improved by knowing that HUD requires all CoCs to conduct a “gaps analysis,” meaning
that respondents should have objective indicators at
their fingertips with which to make their assessment.
Overall, given the diversity in CoCs across the nation, understanding more about how different structures and practices are related to outcomes is important information for reducing the public health
problem of homelessness. While collaborative planning is an important step for more effectively and
efficiently addressing the causes and consequences
of homelessness, network managers can reduce service gaps (and presumably improve public health outcomes) by choosing the right collaborative practices
(eg, networking, advocacy, local government support)
for their size network.
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Implications for Policy & Practice
■ Greater infrastructure support for collaborative planning ef-

forts done by regional Continuum of Care (CoC) networks can
help reduce service gaps and improve coordination of services for people who are homeless.
■ The CoC leaders may optimize practice and reduce service

gaps by investing in the right mechanisms (eg, government
investment, advocacy, and/or networking) for their size of
CoC network.

9.

10.

11.

12.

■ For small networks, devoting more attention to provider net-

working may be the best investment for reducing service
gaps.

13.

■ For medium-sized networks, increased support and invest-

ment from local government seem to play an important role in
reducing service gaps. The CoCs that do not have government
in a leadership role may need to do more to demonstrate their
value and needs to garner more public sector support.

15.

■ For large CoCs in which provider networking is low, taking an

16.

14.

active advocacy role is a promising tactic for reducing service
gaps.
17.
18.
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