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Permanent supportive housing (PSH) is an evidence-based health intervention for persons experiencing
homelessness, but the impact of individual mechanisms within this intervention on health requires further
research. This study examines the longitudinal impact of the mechanism of supportive housing within a
peer-delivered PSH model on overall health and mental health (as measured by psychological distress
and self-report of bothersome symptoms) outcomes in an ethnically diverse population. The 237
participants in the study included persons who were homeless or at risk of homelessness and who also
had been diagnosed with a serious mental illness. Sixty-one percent of all participants received supportive
housing. All 3 outcomes were significantly associated with quality of life indicators, recovery, and social
connectedness. In addition, overall health was significantly associated with employment, age, and
psychological distress. Psychological distress was associated with gender, type of housing, and history
of violence or trauma. Experiencing bothersome symptoms was associated with drug use, history of
violence or trauma, and psychological distress. Longitudinal models of these 3 outcomes showed that
supportive housing was significantly associated with good to excellent health 6 months after baseline
(odds ratio ⫽ 3.11, 95% confidence interval [1.12, 8.66]). The models also demonstrated that the
supportive housing and comparison groups experienced decreased psychological distress after baseline.
The results of this study demonstrate the importance of supportive housing within the context of PSH,
particularly for the overall health of participants, and the positive overall impact of PSH on mental health
in a diverse population.
Keywords: homelessness, permanent supportive housing, health and mental health outcomes, peersupport workers

Homelessness is an enduring social problem. More than a century ago Frederic Engels (1845) expressed concern for people
experiencing homelessness while describing poverty associated

with the Industrial Revolution. In more recent times, the
McKinney-Vento Act of 1987 legislated funding for homelessness services and the U.S. Interagency Council on Homelessness (USICH) published plans to prevent and end homelessness
(USICH, 2015). Many have reflected on homelessness as a
multifaceted problem (Baggett, O’Connell, Singer, & Rigotti,
2010; Baker, 1994; Cronley, 2010; Hwang et al., 2011; Tsemberis, Gulcur, & Nakae, 2004). Cronley (2010) reminds us that
individual factors (e.g., mental health and addiction) and structural problems (e.g., poverty and lack of affordable housing) all
precipitate homelessness.
The relationship between health and homelessness applies to
people who are living on the streets homeless and to those living
in homeless shelters. People experiencing homelessness have elevated mortality rates (Baggett et al., 2013; Cheung & Hwang,
2004; Hwang, Orav, O’Connell, Lebow, & Brennan, 1997; Morrison, 2009). Those who are living on the streets face extreme
exposure to the elements (Hwang et al., 1997; O’Connell, 2005).
Shelters can ameliorate some of these problems but can exacerbate
others. For instance, exposure to communicable diseases within
shelters can be problematic (Hwang, Kiss, Ho, Leung, & Gundla-
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palli, 2008; Khan et al., 2011; Maunder, 2004). Many people
experiencing homelessness also have substance use (Grinman et
al., 2010) and/or mental health problems (Bauer, Baggett, Stern,
O’Connell, & Shtasel, 2013; Greenberg & Rosenheck, 2010).
The overall health of people experiencing homelessness has
been found to be worse than that of those in poverty and those that
are precariously housed or otherwise at risk of homelessness
(Muñoz, Crespo, & Pérez-Santos, 2005). Rates of chronic pain are
high (Hwang et al., 2011), and homelessness increases distress and
disrupts sleeping patterns (Muñoz et al., 2005). Regarding sleep,
Davis and Shuler (2000) found that the majority of their sample of
women experiencing homelessness slept less than 6 h a night and
frequently reported restlessness. These conditions make healthy
lifestyle choices difficult if not impossible and often make health
promotion efforts futile (Fitzpatrick-Lewis et al., 2011; Henwood,
Cabassa, Craig, & Padgett, 2013). Along with a myriad of health
problems, people experiencing homelessness use emergency care
at high rates (Folsom et al., 2005).
Housing is a critical and evidence-based health intervention for
people experiencing homelessness (Fitzpatrick-Lewis et al., 2011;
Kyle & Dunn, 2008). As stated by Henwood and colleagues
(2013), housing improves health through “reduced exposure to the
elements, infections, and violence” as well as an improved “sense
of security and stability missing from life on the streets or in
shelters. . . . Housing should optimally provide a foundation for
health (a bed, refrigerator, heat, electricity), and the physical space
needed to engage in healthy behaviors” (p. S189). Better mental
health status among people experiencing homelessness has also
been linked to feelings of social support (Hwang et al., 2009).
Thus, Hwang and colleagues (2009) argue for services that encourage the development of supportive social networks.
Efforts to end homelessness currently favor permanent supportive housing (PSH) models such as Housing First (HF) and the U.S.
Department of Housing and Urban Development (HUD) Veterans
Affairs Supportive Housing program. Indeed, the USICH identified PSH using a HF approach as a core strategy for addressing
chronic homelessness (USICH, 2015). The HF model is frequently
described in contrast to treatment-first approaches. Whereas
treatment-first approaches mandate treatment and willingness to
accept services before housing, HF favors client choice over treatment compliance (Tsemberis & Eisenberg, 2000; Tsemberis et al.,
2004; Woodhall-Melnik & Dunn, 2015).
PSH has been linked to several valuable outcomes. In a review
of PSH literature from 1995 to 2012, Rog and colleagues (2014)
conclude that PSH has been shown to reduce hospitalizations and
homelessness and increase housing tenure over time. Compared
with treatment as usual (TAU), studies have found long-term
housing stability to be significantly greater among PSH and HF
approaches. In a 5-year study, Tsemberis and Eisenberg (2000)
found that 88% of HF participants were housed compared with
47% of participants receiving TAU. Aubry et al. (2015) recently
found comparable housing stability outcomes in five Canadian
cities after 1 year. Additional health outcomes with PSH include
reduced use of emergency health-care utilization (Culhane, Metraux, & Hadley, 2002; Doran, Misa, & Shah, 2013; Rog et al.,
2014), improved mental health status (Gilmer, Stefancic, Henwood, & Ettner, 2015; Kyle & Dunn, 2008), and improved quality
of life (Aubry et al., 2015; Gilmer et al., 2015; Kyle & Dunn, 2008;
Woodhall-Melnik & Dunn, 2015). In a recent systematic review,

Rog et al. (2014) described the current level of evidence for PSH
as moderate. Of particular importance is that PSH models have
demonstrated success among those considered hard to house, such
as individuals who are chronically homeless with substance use
and mental health problems (Kyle & Dunn, 2008).
Despite the vast and growing literature on PSH, questions remain about the value of core components with respect to health
outcomes. Studies that examine outcomes specific to a component
of PSH rather than evaluating the impact of the complete model
can improve our understanding of how PSH can effectively end or
reduce homelessness. Researchers have also questioned the generalizability of the findings and have identified the need for studies
with more diverse populations and geographies that include indigenous populations and rural areas (Kyle & Dunn, 2008; Tabol,
Drebing, & Rosenheck, 2010; Woodhall-Melnik & Dunn, 2015).
Others have suggested the need to study outcomes beyond housing
stability and health-care utilization to include other indicators of
health and mental health (Benston, 2015). Placing outcomes associated with PSH alongside program fidelity is also critical. In a
Rog and colleagues (2014) review of PSH literature, the authors
noted that most studies have not included information about model
fidelity. Furthermore, to the best of our knowledge, researchers
have not published findings on the impact of housing on health as
a specific mechanism of PSH.
PSH combines non-time-limited affordable housing assistance
with wrap-around supportive services. The purpose of this study
was to examine the housing component of PSH by determining its
impact on mental and overall health outcomes. We hypothesized
that better outcomes would be observed among clients who were
housed compared with individuals who were not housed. To accurately quantify the impact of housing on health in the diverse
population served by the program, we first examined key relationships between various psychosocial variables and the outcomes of
interest. These data are also presented because they provide insight
into the lived experiences of the target population. A unique
component of the PSH program in this study was that peer-support
workers (PSWs) were responsible for delivering case-management
services. PSWs are people who self-identify as current or former
clients of mental health and/or substance abuse services, have a
period of demonstrated recovery (typically ⱖ 2 years), and have
completed specialized training in peer-support services (Solomon,
2004). Although not a requirement for a PSW, the PSWs that were
employed in this study also had histories of being homeless. This
study contributes to the existing body of literature on PSH by
assessing an integral component of the model (i.e., housing) on
health and mental health outcomes in an ethnically diverse population. With the majority of the services being delivered by peers,
this study also contributes to the literature on peer-delivered services.

Method
The Healthy Homes (HH) program in New Mexico was funded
through the Substance Abuse and Mental Health Services Administration’s (SAMHSA) Mental Health Transformation Grant
(MHTG) program from October 2010 through September 2015.
The goal of the MHTG program was to provide states an opportunity to examine whether infrastructure changes, coupled with
services, resulted in improved outcomes among individuals who
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were homeless or at risk of homelessness. The HH program was
operated through the Life Link, a licensed community mental
health center in Santa Fe, New Mexico. The Life Link’s central
focus has been to help individuals and families who are homeless
improve their quality of life. As a result of this focus, the Life Link
receives referrals from social service, criminal justice, and other
behavioral health agencies from Santa Fe county and other nearby
counties for individuals who have behavioral health needs and are
homeless.
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Procedure
The HH program implemented the PSH model using the HF
approach to provide wrap-around services to persons from the
homeless community in Santa Fe, New Mexico who were
experiencing a mental illness and/or a co-occurring substance
use disorder (see SAMHSA’s KIT on PSH for a full description
of the model at http://store.samhsa.gov/product/PermanentSupportive-Housing-Evidence-Based-Practices-EBP-KIT/SMA104510; SAMHSA, 2010a). Santa Fe County is the third largest county
and the capital of New Mexico. The county is located in the northcentral part of the state, with a total population of 148,164 (7% of the
state’s population). Eighty percent of the residents are 18 years of age
or older. Fifty-one percent identify as Hispanic or Latino. The median
household income is $52,917, with more than 17% living below the
poverty level (U.S. Census Bureau, 2015). Treatment services available to all participants in the HH program included screening and
assessment, diagnostic determination, individual counseling, psychiatric consultations, medication management, crisis intervention, group
counseling, educational programming, employment services, client
advocacy, housing identification, and referral to community resources. Clients were assigned to a licensed behavioral health clinician and a PSW who assisted in individual planning and care. Clinicians provided individual or group therapy on the basis of need. This
included trauma-specific treatment or cognitive– behavioral therapy.
A key goal of the HH program was to build the PSW workforce
with an expertise in supportive housing. Four PSWs were employed by the HH program and all had a history of homelessness,
mental illness, and/or addiction. In New Mexico, PSWs must
complete 40 h of classroom training and a certification exam
through the New Mexico Credentialing Board for Behavioral
Health Professionals. PSWs in the HH program received additional
specialized training in housing and supportive services delivery
that resulted in expertise in housing laws and regulations, landlord/
tenant relationships, tenants’ rights, advocacy for clients in court,
and strategies for accessing and maintaining housing. PSWs provided all of the supports/case management/housing services rather
than using social workers or other clinical staff who did not have
lived experience. More specifically, PSWs in the HH program
were responsible for providing assistance in the development of
interpersonal, community coping, and functional skills, ensuring
interagency collaboration and case management, promoting linkages to natural supports, assisting in the development of the
recovery/resiliency plans, and providing support in crisis situations
and necessary follow-up to determine if needs were adequately
addressed. PSWs also served as liaison between landlord and
tenants for those participants who were housed. Another critical
service offered by PSWs was recovery services within a group
setting to develop and enhance wellness and health-care practices.

143

These groups promoted self-responsibility among the clients as
they learned new health-care practices from a peer who had similar
life experiences and who developed self-efficacy in using needed
skills. Organizationally, PSWs served on a multidisciplinary team.
They provided behavioral observations to staff and offered insights
into clients’ perspectives from the viewpoint of an advocate/PSW.
PSWs also attended and contributed to treatment planning sessions, agency-wide committees, staff training sessions, and other
meetings/committees as assigned.
The frequency and intensity of visits were jointly determined by
the client and PSW within the first few encounters. Although this
varied by client, the average during the first month was 4 – 8 h per
week. Initial meetings were mostly in the office but shifted to
where clients were living if and once housed. PSWs spent as many
as 8 –12 h per week with newly enrolled clients, especially while
looking for housing. The staff:client ratio for the HH program was
1:20, which was adjusted depending on acuity level and symptom
cycling. The caseload was reduced as new clients were enrolled to
allow for more intensive services. PSWs were required to spend at
least 50% of their working schedule providing direct services to
clients. Direct services took place face to face and typically where
clients were located. As with many other supportive housing
service agencies around the country, the Life Link’s usual productivity standard for direct contact is 60%. Given the complex needs
of individuals coming directly from homelessness, direct service
contact time was reduced by 10% to allow time for PSWs to
coordinate services that did not require the client to be present,
such as identifying housing units, communicating with landlords,
and securing benefits.
New clients admitted into the HH program completed housing
applications for subsidies or vouchers. The HH program team
ensured, as much as possible, that clients had a safe and secure
place in the early engagement period. The safe place was often
emergency shelters, short-term transitional living facilities, family,
camping out, living with friends, or couch-surfing. In some situations, the PSW was able to access emergency assistance funds to
pay for motel units for families with children for periods of no
more than 7 nights. In line with the PSH model, the HH program
helped participants identify and select among various permanent
housing options on the basis of their unique needs, preferences,
and financial resources. The PSWs worked with all clients to
secure housing. Funding from SAMHSA did not include money
for housing; therefore, it was necessary to use all available sources
of housing, such as the HUD Shelter Plus Care Vouchers, Statefunded Linkages vouchers, shared living, and the city or county
housing authority housing resources. Not all participants received
subsidies or vouchers for housing, primarily because of limited
supplies. Preferential treatment for housing was not given to any
one client over another; a waiting list was created if all housing
vouchers were filled and clients were selected sequentially off of
the waiting list. The purpose of this study was to assess the impact
of housing on health outcomes.
Data were collected through face-to-face structured interviews
over a 5-year period: May 2011 through October 2015. Individuals
who were determined to be eligible participated in the study in an
ongoing enrollment process throughout the 5 years and participated in a baseline interview and follow-up interview every 6
months until discharge from the HH program. Discharge was
typically a result of not having any contact with the participant for
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90 days or more. Data were collected and entered by research
assistants, and data entry was double-checked for accuracy by the
lead author. Research assistants were also PSWs who received
additional training on evaluation research, including conducting
trauma-informed interviews and data entry. Participants received a
$20.00 gift card for each interview. This study was approved by
the institutional review board at the University of New Mexico
Health Sciences Center.
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Fidelity
The PSH Fidelity Scale was used to assess adherence to the HH
program (SAMHSA, 2010b). Three fidelity assessments were conducted throughout the 5-year SAMHSA-funded study, including
initial program start-up, 6 months later, and 3 months before the
end of data collection. Because PSH programs must adapt to local
conditions such as the housing market, service environments, and
local politics, few, if any, programs are able to obtain a perfect
score on the PSH fidelity tool. Throughout the study, the HH
program implemented the PSH at high fidelity. With a highest
possible fidelity score of 28, the baseline and 6-month reassessment total fidelity scores for the HH program were 26.13 and
26.66, respectively. The final fidelity assessment showed that the
HH team was implementing the PSH model at near perfect fidelity
(fidelity score ⫽ 27.38).

Participants
Recruitment of study participants came from the Life Link
clients who met the eligibility requirements of being homeless
(including at risk of homelessness) with a mental illness or cooccurring substance use disorder as defined by the Diagnostic
Statistical Manual of Mental Disorders (fourth edition; DSM–IV;
American Psychological Association, 2000). Diagnoses were determined by a master’s level independent licensed counselor
through a structured face-to-face clinical interview when participants entered the HH program. During the first visit, clients were
notified about the evaluation of the HH program by their PSW case
manager and then consented by research assistants. Five individuals unable to provide informed consent were excluded from
participating in the evaluation of the HH program. Reasons for
exclusion included intoxication (n ⫽ 4) and side effects from a
grand mal seizure (n ⫽ 1). An additional six clients declined to
participate in the evaluation. These individuals still had access to
all PSH services through the Life Link agency, just not through the
HH program. Two hundred and thirty-seven individuals were
enrolled in the evaluation and completed baseline interviews either
at the time of consent or within 1 week thereafter. Because the Life
Link clients come from all over the county, and no other exclusion
criteria were applied, study participants are representative of Santa
Fe residents. Because participants were enrolled throughout the
5-year study period, there was a variable length of follow-up
depending on the enrollment date. Of the 237 participants, 152
completed a 6-month interview, 98 completed a 12-month interview, 61 completed an 18-month interview, 38 completed a 24month interview, 27 completed a 30-month interview, 24 completed a 36-month interview, 12 completed a 42-month interview,
and 6 completed a 48-month interview. Research assistants were
unable to conduct follow-up interviews beyond 12 months (e.g., 18

months, 24 months, etc.) for participants who were not housed
within the HH program.
Slightly more than 50% (50.6%, n ⫽ 120) of the participants
reported that they were homeless or without permanent housing in
the 30 days before their baseline interview. The other 50% (49.4%,
n ⫽ 117) reported that they owned/rented a home or were staying
at someone else’s home, with the majority (71.8%, n ⫽ 84) falling
within the latter category. Although this last group was technically
not homeless, they were all at risk of homelessness, an eligibility
requirement for the HH program. Of the 237 participants, 40.7%
(n ⫽ 96) were diagnosed with bipolar/major depressive disorder,
13.6% (n ⫽ 32) with anxiety, 41.9% (n ⫽ 99) with posttraumatic
stress disorder (PTSD), and 3.8% (n ⫽ 9) with schizophrenia/
schizoaffective disorders. In addition, 62.0% of participants had a
co-occurring substance use disorder. Alcohol was the most common (27.4%), followed by opioids (13.9%), polysubstance (7.6%),
cannabis (6.8%), cocaine (3.0%), methamphetamines (3.0%), and
other amphetamines (0.4%).
The sample (N ⫽ 237) ranged in age from 18 to 66 years at
baseline (M ⫽ 38.8, SD ⫽ 11.8). Seventeen percent (n ⫽ 41) of
participants were aged 18 –24 years, 23.2% (n ⫽ 55) were aged
25–34 years, 27.4% (n ⫽ 65) were aged 35– 44 years, 22.4% (n ⫽
53) were aged 45–54 years, 8.4% (n ⫽ 20) were aged 55– 64 years,
and 1.3% (n ⫽ 3) were aged 65– 66 years. Women (n ⫽ 140)
comprised 59.1% of the sample. Nearly half of participants
(46.8%, n ⫽ 111) identified themselves as Hispanic or Latino. Of
the non-Hispanic/Latino participants, most identified as White
(30.4%, n ⫽ 72), 8.9% (n ⫽ 21) as Native American or Alaska
Native, 4.6% (n ⫽ 11) as Black/African American, 0.9% (n ⫽ 2)
as Asian, and 8.4% (n ⫽ 20) responded with multiple races.
Regarding education, 29.1% of participants (n ⫽ 69) had less than
a 12th grade education, 28.7% (n ⫽ 68) had a high school diploma
or GED, 36.7% (n ⫽ 87) had some college education or a vocational technology degree, and 5.5% (n ⫽ 13) reported holding a
college degree or higher. The majority of the sample was unemployed at baseline (87.3%; n ⫽ 207) whereas 12.7% (n ⫽ 30) were
employed either part or full time.

Measures
SAMHSA’s National Outcome Measures. The National
Outcome Measures (NOM) is a required standardized data collection tool for grants funded by SAMHSA to determine program
effectiveness (SAMHSA, n.d.). In addition to demographic data,
the NOM collected information on various psychosocial and clinical variables, of which several were extracted for the purposes of
this study. Demographic data included age, gender, ethnicity, race,
education, employment status, and homeless status. Homeless
status was determined based on where participants reported living
most of the time in the 30 days before their baseline interview.
Participants who reported living in transitional housing or no
housing were coded as “homeless” whereas those who reported
that they stayed in their own or someone else’s home were coded
“not homeless.” Satisfaction with housing was rated on a 5-point
Likert scale ranging from strongly disagree to strongly agree, and
responses were later dichotomized into “satisfied” (agree or
strongly agree) and “dissatisfied” (undecided, disagree, or
strongly disagree). Psychosocial and clinical variables included
experiences of life-time violence and trauma, use of alcohol or
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illegal drugs in the past 30 days, and satisfaction with housing.
Data on alcohol and drug use and experiences with violence and
trauma were recoded into new variables that indicated use at any
time during their involvement in the HH program. The questions
relating to violence and trauma were added to the NOM 1 year
after the start of data collection; therefore, data for this variable
were not available for the entire 5 years. The NOM also included
a four-item scale on social connectedness, which assessed perceptions of one’s supportive relationships with family, friends, and the
community in the past 30 days. This does not include relationships
with service providers or the use of specific programs or social
support services provided through the mental health system. Participants were asked to indicate their disagreement/agreement on a
5-point Likert scale. A cumulative score was based upon summing
these responses, with scores ranging from 4 to 20, with higher
scores indicating higher social support. The NOM also included
questions on overall health, psychological distress, and experiencing bothersome symptoms. Responses to these items were used to
generate the outcome variables and are therefore discussed in
outcomes section.
The Recovery Markers Scale. The Recovery Markers Scale
(RMS) is a subscale of the Recovery Enhancing Environment
(REE) measure and is a self-report survey that collects information
about recovery from individuals who use mental health services
(Ridgway & Press, 2004). The RMS includes 23 items scored on
a 4-point Likert scale. The RMS asks about common elements
frequently reported by people about their recovery, including positive self-concept, a future orientation, and connection to others.
Answering agree or strongly agree with an item was identified as
an endorsement, and the proportion of items endorsed (of the total
23 items) was calculated for each participant and each point in
time (Recovery Council of Michigan, 2011). Although specific
psychometric properties have not been reported, the authors confirm the REE to be a reliable and valid instrument (Recovery
Council of Michigan, 2011).
The Quality of Life Interview Survey Very Brief. The Quality of Life Interview Survey Very Brief (QOLI-VB) is based on the
Quality of Life Interview (Lehman, 1988) and includes various
indicators of quality of life, including feelings of safety, criminal
justice involvement, and mental and physical health. The
QOLI-VB is a 26-item self-report measure with a 5-point Likert
scale for each item. On the basis of a review of the PSH literature,
five variables were identified as theoretically relevant to our study.
These variables included safety (“How safe do you feel in your
daily life?”), satisfaction with sleep (“How satisfied are you with
your sleep?”), work capacity (“How satisfied are you with your
capacity to work?”), and social support, which included two components—support from friends (“How satisfied are you with the
support you get from your friends?”) and access to needed information (“How available to you is the information that you need in
your day-to-day life?”). Each question was recoded into a binary
variable that represented satisfaction or agreement with each item.
The variables about safety and access to needed information were
dichotomized into “yes” (moderately, very much, or extremely)
and “no” (not at all, or a little). The variables about satisfaction
with sleep, work capacity, and social support were dichotomized
into “satisfied” (satisfied or very satisfied) and “dissatisfied” (very
dissatisfied, dissatisfied, or neither).
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Housing and type of housing. The main effect variable was
whether an individual was housed during the HH program. Type of
housing was categorized as small, medium, or large, in which
small includes single and duplex housing and medium includes
medium and cluster housing.
Outcomes. Through the NOM instrument, data were collected
on three outcomes— overall health, psychological distress, and
experiencing bothersome symptoms—with the latter two being
indicators of mental health. Each of these outcomes were assessed
at baseline and each follow-up interview. Overall health was
measured by responses to one item that asked “How would you
rate your overall health?” Responses were rated on a 5-point Likert
scale, including poor, fair, good, very good, or excellent. Responses were dichotomized into “poor to fair” (poor or fair) and
“good to excellent” (good, very good, or excellent). Psychological
distress was measured by the K6, a screening tool to identify
people with mental illness in as few questions as possible (Kessler
et al., 2002). Several studies have found the K6 to be significantly
more accurate at predicting psychological distress over other short
instruments (Furukawa, Kessler, Slade, & Andrews, 2003; Kessler
et al., 2002, 2003). The K6 has high internal consistency and
reliability (Cronbach’s ␣ ⫽ .89; Kessler et al., 2002) as well as
high sensitivity (.36) and specificity (.96; Kessler et al., 2003). The
six questions asked participants how often in the past 30 days they
felt (a) so sad nothing could cheer him or her up, (b) nervous, (c)
restless or fidgety, (d) hopeless, (e) that everything was an effort,
and (f) worthless. The answers to these questions were compiled
into a single summary score ranging from 0 to 24 points, with
higher scores indicating higher psychological distress. Finally,
experience with bothersome symptoms was measured by participants’ responses to the statement “My symptoms are not bothering
me.” Those who responded strongly disagree, disagree, or undecided were categorized as experiencing bothersome symptoms,
and those who responded agree or strongly agree were categorized
as not experiencing bothersome symptoms.

Analyses
Independent-sample t tests, 2 tests (for contingency tables with
cells greater than n ⫽ 5), Fisher’s exact tests (for contingency
tables with less than n ⫽ 5 in each cell), one-way analyses of
variance (ANOVAs), and correlations were used to test the association at each assessment period between the three health outcomes and age, gender, ethnicity, education, employment, alcohol
or drug use, experiences with violence or trauma, type of housing,
satisfaction with housing, primary mental health diagnosis,
whether or not participants were diagnosed with an opiate addiction, whether participants received any housing support, the proportion of recovery markers endorsed, the five items from the
QOLI-VB, and social connectedness. The percentage of participants with good to excellent health, the percentage of participants
with bothersome symptoms, and the mean psychological distress
(K6) score were calculated to quantify the effects of each characteristic.
To control for the psychosocial and clinical characteristics while
analyzing the effect of housing on outcomes over time, generalized
linear mixed models were built in SAS v9.4. A normal distribution
was specified for the psychological distress outcome, and binomial
distributions were specified for the overall health and bothersome
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symptoms outcomes. All three models included a random, repeated effect of time and a standard variance components covariance structure. The effect of housing on the two binomially distributed outcomes was quantified by calculating odds ratios (ORs),
and the normally distributed outcome was assessed by calculating
the difference in least squares means. Ninety-five percent confidence intervals (CIs) were also calculated for these measures of
effect. Effect modification was assessed by calculating the measures of effect with and without controlling for each variable.
Interaction was assessed for control variables that were measured
repeatedly by including interaction terms with time in each model.
All control variables and interaction terms were evaluated for
inclusion in the models using F tests for fixed effects (␣ ⫽ .05) and
considering effect modification. Baseline outcome measures were
included in each model.

Results
Under the HH program, 145 participants received housing
(61.2%). The majority of these participants received housing
within 3 months (52.4%; n ⫽ 76), another 40 participants received
housing between 3 and 6 months (27.6%), 21 participants received
housing between 6 and 9 months (14.5%), 3 received housing
between 9 and 12 months (2.1%), and 5 received housing after 1
year or longer (3.4%).
Psychosocial and clinical characteristics and the three outcomes
of interest are summarized in Table 1. Slightly less than one third
(32.5%; n ⫽ 77) of the participants reported using alcohol at any
time over their involvement in the program. Slightly more participants reported using illegal drugs during the program, (39.7%;
n ⫽ 94). Of the subset of participants (n ⫽ 213) who were asked
whether they had ever experienced trauma or violence at some
point in their lives, 93.9% (n ⫽ 200) responded that they had. At
baseline, 14.4% (n ⫽ 34) were satisfied with their housing, 58.9%
(n ⫽ 139) reported that their overall health was fair to poor, and
the majority (85.2%, n ⫽ 202) were experiencing bothersome
symptoms. The average proportion of recovery markers endorsed
at baseline was 64.1%, the mean social connectedness score was
13.4, and the mean psychological distress (K6) score was 13.4. Of
the 145 participants who received housing, 37.9% (n ⫽ 55) received small housing, 31.7% (n ⫽ 46) were placed in medium
housing, and 30.3% (n ⫽ 44) received large housing.

Bivariate Relationships
The relationships between demographic variables and psychosocial variables to the outcomes were examined before model
building. Overall health exhibited a statistically significant relationship (p ⬍ .05) with employment, four items from the
QOLI-VB (safety, work capacity, support from friends, and satisfaction with sleep), age group, psychological distress, proportion
of recovery markers endorsed, and social connectedness (see Table
2). Those who were employed during all reassessments in the
program were more likely to report good to excellent overall health
compared with those who were unemployed (100.0% vs. 33.3%,
respectively, at baseline). Participants 18 –24 years of age tended
to report good to overall health more than participants 55– 64 years
of age (51.2% vs. 51.2%, respectively, at baseline). Participants
who felt safe in their everyday lives, satisfied with their capacity

Table 1
Descriptive Analysis for Psychosocial and
Clinical Characteristics
Participants (N ⫽ 237)
Characteristic
Mental health diagnosis
Bipolar or depression
Generalized anxiety disorder
PTSD
Schizophrenia/schizoaffective disorder
Opiate diagnosis
Yes
No
Any alcohol use at any time
Yes
No
Any illegal drug use at any time
Yes
No
Ever experienced violence or trauma
Yes
No
Safety
Yes
No
Work capacity
Yes
No
Friend support
Yes
No
Sleep
Yes
No
Information
Yes
No
Homeless at baseline
Yes
No
Type of housing
Small
Medium
Large
Satisfied with housing
Yes
No
Overall health
Fair to poor
Good to excellent
Experiencing bothersome symptoms
Yes
No
Proportion of recovery markers endorsed
Social connectedness
Psychological distress (K6)

n

%

96
32
99
9

40.7
13.6
41.9
3.8

33
204

13.9
86.1

77
160

32.5
67.5

94
143

39.7
60.3

200
13

93.9
6.1

154
83

65.0
35.0

87
150

36.7
63.3

122
115

51.5
48.5

47
190

19.8
80.2

178
59

75.1
24.9

120
117

50.6
49.4

55
46
44

37.9
31.7
30.4

34
203

14.4
85.6

139
97

58.9
41.1

202
35

85.2
14.8

M

SD

64.1%
13.4
13.4

23.7%
3.8
5.4

Note. PTSD ⫽ posttraumatic stress disorder.

to work, supported by friends, and satisfied with their sleep were
more likely to report good to overall health compared with their
counterparts. Lower psychological distress, a higher proportion of
endorsements on the recovery markers, and a greater sense of
social connectedness were associated with greater overall health.
Because of the previously discussed issues with follow-up among
the comparison group, tests of the effect of housing on outcomes

PEER-DELIVERED PERMANENT SUPPORTIVE HOUSING

147

Table 2
Association of Psychosocial and Clinical Characteristics With Overall Health (N ⫽ 237)
Time point (months)
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Characteristic

Reference

Baseline

6

12

18

24

Relative ratio of participants with good to excellent overall health
Not housed
0.80
0.77
0.64
—
—

Houseda
Employment statusa
Every reassessment
ⱖ1 reassessment
Safetya
Work capacitya
Friend supporta
Sleepa
Age group, yearsa
25–34
35–44
45–54
55–64

ⴱ

ⴱ

30

36

42

48

—

—

—

—

Not employed
Not employed
No safety
No work capacity
No friend support
No sleep

1.61
1.67
2.51ⴱ
3.32ⴱ
1.99ⴱ
1.63ⴱ

1.89
1.77ⴱ
1.53
2.40ⴱ
1.63ⴱ
2.08ⴱ

0.89
0.97
1.82ⴱ
1.38
1.34
1.29

2.05
0.85
1.77
2.23ⴱ
1.88ⴱ
1.39

3.00
2.14ⴱ
—
1.96ⴱ
1.43
2.47ⴱ

—
0.91
0.36
1.87
1.33
1.85

—
1.35
1.71
2.33ⴱ
2.33ⴱ
2.86ⴱ

—
1.50
1.50
1.67
1.50
2.00

—
3.00
—
3.00
—
—

18–24
18–24
18–24
18–24

1.03ⴱ
0.73ⴱ
0.74ⴱ
0.29ⴱ

0.56
0.52
0.56
0.56

0.82
0.98
0.69
0.68

0.60
0.48
0.57
0.60

0.83
0.67
0.67
0.22

0.86
0.60
0.44
0.33

0.83
0.50
0.63
0.50

—
—
—
—

—
—
—

⫺4.14
18.2%
1.32

⫺3.93
30.2%ⴱ
2.03

⫺5.38
9.3%
2.25

⫺7.50
10.0%
1.00

Difference of means for participants with good vs. poor health
⫺2.83ⴱ
⫺3.03ⴱ
⫺3.53ⴱ
⫺4.29ⴱ
⫺5.71ⴱ
21.3%ⴱ
14.3%ⴱ
16.8%ⴱ
14.8%ⴱ
20.1%ⴱ
2.60ⴱ
0.67
1.34ⴱ
1.45ⴱ
1.50

Psychological distress (K6)b
Recovery markersb
Social connectednessb

Tests used: a 2 test/Fisher exact test. b t tests.
ⴱ
At this time point, the outcome differed by this category with a significant level of p ⬍ .05.

were only performed at baseline, 6-month reassessment, and 12month reassessment. No significant relationship was found between overall health and housing.
Psychological distress was significantly related to gender,
housing type, history of violence/trauma, five QOLI-VB items
(safety, sleep satisfaction, work capacity, availability of information, and friend support), proportion of recovery markers
endorsed, and social connectedness (see Table 3). Overall,
males reported less severe psychological distress than females
(mean K6 ⫽ 6.2 vs. 10.9, respectively, at 36 months), and those

who had not experienced violence or trauma experienced less
psychological distress than those who had (mean K6 ⫽ 1.8 vs.
10.2, respectively, at 24 months). Participants placed in large
housing units reported significantly less psychological distress
compared with those with medium housing (mean K6 ⫽ 8.2 vs.
12.6, respectively, at 18 months). Participants who felt safe;
supported by friends; and satisfied with their capacity to work,
sleep, and access information reported significantly less psychological distress. A higher proportion of endorsements on the
recovery markers and a greater sense of social connectedness

Table 3
Association of Psychosocial and Clinical Characteristics With Psychological Distress (K6; N ⫽ 237)
Time point (months)
Characteristic
Houseda
Gendera
Housing typeb
Medium
Large
Violence/traumaa
Safetya
Work capacitya
Friend supporta
Sleepa
Informationa
Recovery markersc
Social connectednessc

Reference

Base

30

36

42

48

Difference in mean psychological distress (K6) score for each characteristic
Not housed
⫺0.2
⫺1.5
⫺0.1
—
—
—
Male
2.4ⴱ
0.6
1.6
1.3
0.1
⫺1.3

—
3.8ⴱ

—
⫺3.1

—
5.3

3.5
0.4
6.6ⴱ
⫺6.2ⴱ
⫺7.0ⴱ
⫺2.8
⫺6.6ⴱ
⫺6.9

1.3
⫺0.8
7.7ⴱ
⫺2.0
⫺1.2
⫺5.8ⴱ
⫺5.9ⴱ
⫺1.9

—
—
6.0
—
⫺9.0ⴱ
—
⫺7.5
—

Small
Small
No violence/trauma
No safety
No work capacity
No friend support
No sleep
No information

⫺0.5
0.3
3.3ⴱ
⫺5.3ⴱ
⫺2.1ⴱ
⫺4.3ⴱ
⫺3.8ⴱ
⫺2.8ⴱ

6

0.2
0.0
4.0ⴱ
⫺5.0ⴱ
⫺3.8ⴱ
⫺3.4ⴱ
⫺4.4ⴱ
⫺1.0

12

1.9ⴱ
⫺1.9ⴱ
4.6ⴱ
⫺4.8ⴱ
⫺2.6ⴱ
⫺4.3ⴱ
⫺2.5ⴱ
⫺3.7ⴱ

18

3.1ⴱ
⫺1.4ⴱ
7.3ⴱ
⫺4.6ⴱ
⫺4.3ⴱ
⫺4.2ⴱ
⫺4.5ⴱ
0.6

24

1.4
⫺1.4
8.5ⴱ
⫺4.1
⫺3.0
⫺3.8ⴱ
⫺4.9ⴱ
⫺4.0

⫺1.2
⫺3.6
1.1
⫺5.8
⫺2.9
⫺5.6ⴱ
⫺6.9ⴱ
⫺5.7

Correlations (r) between psychological distress (K6) and predictors
⫺.63
⫺.65ⴱ
⫺.68ⴱ
⫺.63ⴱ
⫺.52ⴱ
⫺.74ⴱ
⫺.56ⴱ
⫺.40ⴱ
⫺.41ⴱ
⫺.45ⴱ
⫺.47ⴱ
⫺.45ⴱ

Note. t tests and one-way ANOVA results represent mean K6 scores. Correlation is Pearson’s r.
Tests used: a t tests. b one-way ANOVA. c Pearson’s (r) correlations.
ⴱ
At this time point, the outcome differed by this category with a significant level of p ⬍ .05.

⫺.62ⴱ
⫺.61ⴱ

⫺.21
⫺.70ⴱ

⫺.89ⴱ
.79
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were significantly correlated with less severe psychological
distress. No significant relationship was found between psychological distress and housing.
Finally, reports of bothersome symptoms were significantly
related to drug use, history of violence/trauma, four QOLI-VB
items (safety, sleep satisfaction, work capacity, and friend support), psychological distress, proportion of recovery markers endorsed, and social connectedness (see Table 4). Participants who
did not report drug use reported an absence of bothersome symptoms more often than those who did report drug use (71.4% vs.
24.1%, respectively, at 24 months), and those who had not experienced violence or trauma reported an absence of bothersome
symptoms more often than those who had experienced violence or
trauma (71.4% vs. 22.4%, respectively, at 12 months). Participants
who felt safe, satisfied with their capacity to work, supported by
friends, and satisfied with their sleep reported experiencing significantly fewer bothersome symptoms. Participants who experienced fewer bothersome symptoms also experienced less severe
psychological distress, endorsed a higher proportion of recovery
markers, and had a greater sense of social connectedness. No
significant relationship was found between bothersome symptoms
and housing.

Mixed Models
Base models of overall health, psychological distress, and bothersome symptoms included housing, baseline outcome measures,
and time. Again, because of the issues with follow-up among the
comparison group, estimates of the effect of housing on outcomes
were only quantified at baseline, 6-month reassessment, and 12month reassessment.
Before controlling for other factors, housing was associated with
good to excellent overall health at 6- and 12-month reassessments,
although the relationship was not significant (see Table 5). Psychological distress was lower among those who received housing
at the 6-month reassessment, but higher at the 12-month reassessment. However, the relationship between housing and psychological distress was not significant. Housing was associated with
absence of bothersome symptoms at the 6-month reassessment but

Table 5
Generalized Linear Mixed Models of the Effect of Housing on
Three Health and Mental Health Outcomes
Time point
Model

Baseline

6 months

12 months

OR of having good to excellent overall health
Base model (n ⫽ 236)a
1.00
2.12
Final model (n ⫽ 149)b
0.94
3.11ⴱ

4.33
47.84

Difference of means of psychological distress (K6)
Base model (n ⫽ 224)a
0.0
⫺0.8
Final model (n ⫽ 196)c
0.0
⫺0.5

0.5
1.7

OR of having no bothersome symptoms
Base model (n ⫽ 237)a
1.00
1.16
Final model (n ⫽ 204)d
0.92
0.77

0.43
0.36

a

Base model includes receipt of housing, the outcome at baseline, time,
and interactions of time with the outcome at baseline and receipt of
housing. b Model includes the additional variables of race/ethnicity, primary diagnosis, social connectedness, psychological distress (K6), availability of information, satisfaction with sleep, recovery, and employment. c Model includes the additional variables of gender, race/ethnicity,
drug use, history of violence or trauma, primary diagnosis, social connectedness, overall health, bothersome symptoms, satisfaction with housing,
recovery, feeling of safety, satisfaction with sleep, work capacity, and
support of friends. d Model includes the additional variables of gender,
alcohol use, drug use, history of violence or trauma, social connectedness,
psychological distress, satisfaction with housing, recovery, feeling of
safety, and satisfaction with sleep.
ⴱ
At this time point, the outcome differed by housing with a significant
level of p ⬍ .05.

associated with the presence of bothersome symptoms at the
12-month reassessment, although neither of these relationships
was significant.
After building models that included demographic, psychosocial,
and clinical variables that were significantly correlated with outcomes or that modified the relationship between housing and
outcomes, housing was significantly associated with good to excellent overall health at the 6-month reassessment (OR ⫽ 3.11,

Table 4
Association of Psychosocial and Clinical Characteristics Without Bothersome Symptoms (N ⫽ 237)
Time point (months)
Characteristic
Houseda
Drug usea
Violence/traumaa
Safetya
Work capacitya
Friend supporta
Sleep satisfactiona
Psychological distress (K6)b
Recovery markersb
Social connectednessb

Reference

Baseline

6

12

18

24

Relative ratio of participants without bothersome symptoms
Not housed
1.22
1.33
0.74
—
—
No drug use
0.70
0.91
0.84
0.41ⴱ
0.34ⴱ
No violence/trauma
0.34ⴱ
0.57
0.31ⴱ
0.44
0.38
No safety
2.61ⴱ
2.72ⴱ
2.57
1.94
—
ⴱ
ⴱ
ⴱ
No work capacity
2.30
1.91
1.12
3.40
0.89
No friend support
5.66ⴱ
1.85ⴱ
2.18ⴱ
2.11
3.57ⴱ
No sleep satisfaction
2.39ⴱ
2.48ⴱ
2.51ⴱ
2.51ⴱ
2.20

30

36

42

48

—
0.41
0.50
—
2.18
3.20
2.38

—
0.53
0.64
2.63
3.81ⴱ
3.81ⴱ
1.90

—
0.60
0.20
—
3.00
—
6.00

—
0.40
0.25
—
—
—
—

⫺5.50
27.5%ⴱ
5.63ⴱ

⫺9.00ⴱ
8.7%
0.00

Difference of means for participants not experiencing bothersome symptoms
⫺5.55ⴱ ⫺5.35ⴱ ⫺4.59ⴱ ⫺5.02ⴱ ⫺5.18ⴱ ⫺5.76ⴱ
27.6%ⴱ 23.6%ⴱ 16.4%ⴱ 17.6%ⴱ 15.1%ⴱ 25.0%ⴱ
4.18ⴱ
2.01ⴱ
1.00
1.90ⴱ
1.88
0.88

Tests used: a 2 test/Fisher exact test. b t tests.
ⴱ
At this time point, the outcome differed by this category with a significant level of p ⬍ .05.

⫺3.95ⴱ
27.8ⴱ
2.77ⴱ
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95% CI [1.12, 8.66]). This positive relationship remained at the
12-month reassessment, but it was not significant. Housing was
still associated with lower psychological distress at the 6-month
reassessment and associated with higher psychological distress at
the 12-month reassessment, but neither relationship was significant. Housing was associated with the presence of bothersome
symptoms at the 6- and 12-month reassessments, but these relationships were also not significant. None of the three outcomes
differed significantly at baseline for the housing and comparison
groups.
In the final model of overall health, having information necessary for daily life (OR ⫽ 0.36, 95% CI [0.16, 0.80]) and satisfaction with sleep (OR ⫽ 0.41, 95% CI [0.23, 0.74]) were each
significantly associated with fair to poor health. This model also
controlled for race/ethnicity, primary diagnosis, social connectedness, psychological distress, recovery, and employment. Overall
health did not change significantly over time for the housing or
comparison group. However, there is evidence of an improvement
of overall health within the group that received housing at the
6-month (OR ⫽ 1.34, 95% CI [0.29,6.23]) and at the 12-month
reassessments (OR ⫽ 1.31, 95% CI [0.28,6.16]) compared with
baseline and a decrease in overall health within the comparison
group at the 6-month (OR ⫽ 0.41, 95% CI [0.02,8.64]) and
12-month reassessments (OR ⫽ 0.03, 95% CI [⬍0.01,32.83]).
In the final model of psychological distress, Hispanic participants of any race had significantly higher psychological distress
scores than White, non-Hispanic participants (difference of Ms ⫽
1.0, 95% CI [0.3, 1.6]). The model also controlled for gender, drug
use, history of violence/trauma, primary diagnosis, social connectedness, overall health, bothersome symptoms, satisfaction with
housing, recovery, feelings of safety, satisfaction with sleep, work
capacity, and support of friends. For the housing and comparison
groups, psychological distress decreased significantly from baseline to the 6-month (not housed difference of Ms ⫽ ⫺2.5, 95% CI
[⫺4.3, ⫺0.8]; housed difference of Ms ⫽ ⫺3.0, 95% CI
[⫺4.3, ⫺1.8]) and 12-month reassessments (not housed difference
of Ms ⫽ ⫺4.7, 95% CI [⫺8.2, ⫺1.1]; housed difference of
Ms ⫽ ⫺3.0, 95% CI [⫺4.5, ⫺1.6]).
In the final model of bothersome symptoms, male gender (OR ⫽
2.56, 95% CI [1.52, 4.30]), satisfaction with housing (OR ⫽ 2.45,
95% CI [1.31, 4.60]), recovery (p ⫽ .0006), and satisfaction with
sleep (OR ⫽ 1.80, 95% CI [1.05, 3.09]) were significantly associated with absence of bothersome symptoms. However, feeling of
safety (OR ⫽ 0.36, 95% CI [0.15, 0.83]), alcohol use (OR ⫽ 0.54,
95% CI [0.33, 0.89]), and psychological distress (p ⬍ .0001) were
significantly associated with presence of bothersome symptoms.
The model also controlled for history of violence/trauma, social
connectedness, and satisfaction with housing. The presence of
bothersome symptoms did not change significantly over time for
the housing or comparison group.

Discussion
This study found evidence for improved overall health and
decreased psychological distress among individuals who received
housing compared with those who just received services under the
PSH model. Although not all of these correlations were found to be
statistically significant within 1 year of follow-up, the relationship
between housing and overall health was significant at 6-month
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follow-up (OR ⫽ 3.11). The size of housing units had a significant
correlation with psychological distress. Those in large units reported the least psychological distress. Furthermore, those who
were satisfied with their housing reported significantly fewer bothersome mental health symptoms (OR ⫽ 2.45). These results imply
that not only does receiving housing correlate with better overall
health, but also that the quality and type of housing impacts mental
health. This finding underscores the importance of client choice
within PSH implementation (Tsemberis & Eisenberg, 2000; Tsemberis et al., 2004).
The impact of PSH on mental health has been documented
(Edens, Mares, & Rosenheck, 2011; Leff et al., 2009). For example, Martinez and Burt (2006) found a significant decrease in the
number of psychiatric emergency department visits among 236
adults who entered a PSH program in San Francisco. In our study,
psychological distress decreased significantly among all clients
enrolled in the HH program, but it was not significantly related to
housing per se once other psychosocial variables were accounted
for. Although this finding is difficult to interpret without a control
group (e.g., homeless individuals not enrolled in a PSH program),
it might speak to the value of wrap-around services regardless of
housing and perhaps even to the value of services delivered by
PSWs. Although the impact of PSWs on mental health outcomes
and retention in services is growing, further research on the value
of peer-delivered services within the PSH model is needed (Cook
et al., 2012; Sells, Davidson, Jewell, Falzer, & Rowe, 2006).
Overall health and bothersome symptoms did not change significantly over time for either group, but there was a trend toward
improvement of overall health within the group that received
housing at the 6-month and at the 12-month reassessments that is
not seen in the group that did not receive housing. However, these
changes were not significant, potentially because of the small
number of study participants and resulting lack of adequate power
to find a significant change over time.
The diverse community in which this study was conducted
allowed the analysis of several demographic, psychosocial, and
clinical characteristics that contribute to health and mental health.
The bivariate analysis of the association of these characteristics
with health and mental health found that all three outcomes were
significantly associated with quality of life indicators, recovery,
and social connectedness. In addition, overall health was significantly associated with employment, age, and psychological distress; psychological distress was associated with gender, type of
housing, and history of violence or trauma; and experiencing
bothersome symptoms was associated with drug use, history of
violence or trauma, and psychological distress. Race/ethnicity was
not associated with psychological distress in the bivariate analysis;
however, after controlling for other characteristics in the multivariable model, Hispanic participants of any race had significantly
higher psychological distress compared with White, non-Hispanic
participants. Previous studies on homeless populations have noted
that minority populations have poorer outcomes than their White
counterparts. This implies that structural racism may be a present
and influential barrier to positive outcomes (Bernet, Warren, &
Adams, 2015; Goldfinger et al., 1999; Newman, 2001; West,
Patterson, Mastronardi, Brown, & Sturm, 2014).
The strengths of our study include a relatively large ethnically
diverse community-based population. The use of mixed models to
evaluate the three outcomes of this study accounted for the corre-

This document is copyrighted by the American Psychological Association or one of its allied publishers.
This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.

150

CRISANTI ET AL.

lations between repeated measures within each participant; the
baseline measures of participants; and several demographic, psychosocial, and clinical characteristics known to impact health and
mental health. In addition, mixed models allowed the inclusion of
all repeated measures in the analysis, regardless of the length of
time each participant remained in the study. Furthermore, our
documentation of high fidelity throughout the study strengthens
our findings.
The limitations of the study include the examination of only
correlates for which data were available and the reliance on selfreported data. The accuracy of self-reported data is always questionable, especially when respondents are asked to report about
events that may be highly sensitive (e.g., experiences with trauma)
or behaviors that may be perceived as unfavorable (e.g., substance
use; Crisanti, Laygo, Claypoole, & Junginger, 2005; Crisanti,
Laygo, & Junginger, 2003; Fowler, Blackburn, Marquart, & Mullings, 2010). Aside from the RMS and K6, we relied on data
collected from instruments with little or no established psychometric properties (e.g., the NOM and QOLI). We did not control
for the number and type of services that participants received,
which undoubtedly impacts outcomes. Another limitation is that
the effect of housing on outcomes could only be assessed for 1
year beyond enrollment into the HH program. The finding that
follow-up interviews beyond 12 months were only completed on
participants who, through the HH program, remained in housing or
were housed was unexpected and noteworthy. Although there were
many reasons for discharge from the HH program, for those
participants with discharge information, no contact in the past 90
days was substantially more often listed as the reason for discharge
among those who did not receive housing services (70.2%) than
among those who did (24.4%). Once discharged from the HH
program, follow-up interviews were also terminated. This finding
suggests the value of housing in keeping participants engaged in
clinical services. Future research should explore whether the provision of housing services increases engagement and participation
in PSH. Finally, with case management services being delivered
by people with lived experience and the amount of direct service
contact being slightly below productivity standards (i.e., 50% vs.
60%), the generalizability of findings to other evaluations of PSH
may be limited.
This is the first study to examine the impact of housing within
the context of the PSH model delivered by peers on health and
mental health over time. One significant challenge with PSH,
which typically serves individuals with little or no income and
disabilities, is the lack of rental subsidies. This was especially true
in Santa Fe, New Mexico, during the study. Eligibility for the
subsidies was determined by the funding agencies. For housing
authorities and those organizations funded by HUD, priorities or
preferences were established, such as being chronically homeless
or being low-income, single-adult families, which often resulted in
being placed on very long waiting lists. Other lists were short
enough that housing was obtained within a few weeks or months.
Under the HH program, 145 participants received housing (61.2%)
among the 237 enrolled during the 5-year study.
Only six participants without housing completed 12-month
follow-up interviews, compared with 92 participants who were
housed. The lack of statistical significance at 12-month follow-up
may have been a result of low power. For example, the OR of the
effect of housing on overall health was 47.8 at the 12-month

reassessment, but the p value was 0.25. With a higher number of
participants without housing services at that time period, it is
possible that this result would have been significant, as it was at 6
months. In addition, it should be noted that 46 participants (31.7%)
who received housing services were housed more than once during
the program. These events were not taken into account during the
analysis and may have had a negative impact on outcomes among
the housing group, as seen in the 12-month reassessment of psychological distress and bothersome symptoms. Participants were
rehoused between 27 days and 4 years from the date they first
received services, with 56.5% rehoused within 1 year.
Despite a growing body of evidence for PSH as a health intervention, there remains some level of ambiguity as to the specific
components of and differences between similar housing models.
Researchers have called for studies on the mechanisms that make
PSH effective (Rog et al., 2014). Consistent with the core value of
the HF model, findings from this study indicate that housing is a
key component of PSH, especially as it relates to overall health.
Unfortunately, limited access to affordable housing and housing
vouchers are major barriers to ensuring that individuals are able to
quickly obtain housing. According to the National Low Income
Housing Coalition (2005), federal support for low-income housing
has fallen 49% between 1980 and 2003. Therefore, states would
benefit from reviewing current policies regarding mandates for
affordable housing and ensuring that they plan for low-income
housing. In addition, the number of accessible vouchers should be
reviewed in comparison with the need in the target population to
ensure that supply can meet demand.
The results from this study provide new evidence on the
impact of housing on overall health within a PSH program
delivered by PSWs. The number and role of PSWs providing
services in behavioral health-care systems has substantially
increased in the United States in the past 20 years because (a)
reimbursement of peer support services under the Medicaid
program has been authorized, (b) recovery-oriented behavioral
health systems have been increasingly emphasized, and (c) a
growing body of literature now demonstrates the effectiveness
of peer-delivered services for behavioral health care (Bassuk,
Hanson, Greene, Richard, & Laudet, 2016; Chinman et al.,
2014; Davidson, Bellamy, Guy, & Miller, 2012; Fuhr et al.,
2014; Lloyd-Evans et al., 2014; Repper & Carter, 2011). Although PSWs have demonstrated effectiveness in the delivery
of services, such as Wellness Recovery Action Planning
(WRAP) and case management (Cook et al., 2012; Sells et al.,
2006), this is the first study to report the potential role and value
of PSH delivered by those with lived experience. Whenever
possible, PSWs addressed issues that impeded access to housing
(e.g., credit history, arrears, and legal issues) and helped negotiate manageable and appropriate lease agreements with landlords. PSWs helped participants adopt and learn coping skills
for fulfilling responsibilities of tenancy and guarding against
eviction, including conflict resolution, personal financial management, bill paying, “good neighbor” skills, and upholding
lease agreements. PSWs jointly worked with participants to
triage and problem-solve threats to permanent housing stability.
PSWs monitored housing stability for all clients who were
housed. PSWs were available for all clients regardless of housing status to respond immediately to crisis by extending support
and other interventions utilizing mental health, substance use,
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developmental or medical intervention, and treatment competencies and resources. PSWs helped those with chronic health
conditions or physical disabilities get assistance with their
home modifications and/or personal care needs. Through focus
groups with some of the participants (n ⫽ 14), we learned more
about the benefits of receiving services from a PSW. Participants reported that PSWs gave them hope and that they were
encouraging and supportive. Participants strongly believed that
working with a PSW was essential to their recovery. One
participant stated that “PSWs come from where you come from.
They know the tricks of the trade. They identify with you when
you relapse. They don’t judge you, they don’t look down on
you.” Another participant stated, “I would rather work with
someone who understands me— doesn’t matter to me if they
have degrees or not—if they have degrees but know nothing
about what I have gone through then that doesn’t really help
me.” Future research on the value of peer-delivered services is
needed, especially within the context of PSH.

Future Research Directions
Future research should consider a more comprehensive measure
of social and recovery factors, which can take into account a more
objective measure of neighborhood safety, hours of sleep obtained,
and availability of information for daily living. In this study,
several variables were used to measure social connectedness, recovery markers, psychological distress, and quality of life, which,
when used together, were difficult to individually interpret. Future
research should continue to examine each of the core components
of PSH to fully understand which aspects have the greatest impact
on wellness and housing success. Only then can we start to
prioritize services to ensure consistent positive outcomes. In addition, research should compare the implementation of PSH by
PSWs versus behavioral health professionals. Our focus groups
indicated that the relationship with a peer was critical in housing
success. It would be important to have data supporting this relationship to ensure that policy matches the needs of those served by
the program.

Clinical Implications
Findings from this study have significant clinical implications.
Although not surprising, the finding that housing appears to be the
key ingredient to mental health and health outcomes suggests the
need to rethink protocols for entry into and movement through
services. It appears that securing housing should be seen as the top
priority for many individuals, and once housing is secured, individuals can then fully engage in recovery-oriented support services, such as primary care, behavioral health, and peer support.
This can be challenging when critical health issues, chronic substance abuse, and/or psychosis is present. Historically, many housing programs have required abstinence, medication management,
and/or treatment of critical health issues before participating in
housing. We now know that living on the streets or transitional
living negatively impacts all of these issues. Thus, programs would
benefit from reviewing their policies to ensure that individuals
who are in need of housing gain access to housing as a first step
toward recovery.

151
References

American Psychiatric Association. (2000). Diagnostic and statistical manual of mental disorders (4th ed., text rev.). Washington, DC: Author.
Aubry, T., Tsemberis, S., Adair, C. E., Veldhuizen, S., Streiner, D.,
Latimer, E., . . . Goering, P. (2015). One-year outcomes of a randomized
controlled trial of housing first with ACT in five Canadian cities.
Psychiatric Services, 66, 463– 469. http://dx.doi.org/10.1176/appi.ps
.201400167
Baggett, T. P., Hwang, S. W., O’Connell, J. J., Porneala, B. C., Stringfellow, E. J., Orav, E. J., . . . Rigotti, N. A. (2013). Mortality among
homeless adults in Boston: Shifts in causes of death over a 15-year
period. Journal of the American Medical Association Internal Medicine,
173, 189 –195. http://dx.doi.org/10.1001/jamainternmed.2013.1604
Baggett, T. P., O’Connell, J. J., Singer, D. E., & Rigotti, N. A. (2010). The
unmet health care needs of homeless adults: A national study. American
Journal of Public Health, 100, 1326 –1333. http://dx.doi.org/10.2105/
AJPH.2009.180109
Baker, S. G. (1994). Gender, ethnicity, and homelessness: Accounting for
demographic diversity on the streets. American Behavioral Scientist, 37,
476 –504. http://dx.doi.org/10.1177/0002764294037004005
Bassuk, E. L., Hanson, J., Greene, R. N., Richard, M., & Laudet, A. (2016).
Peer-delivered recovery support services for addictions in the United
States: A systematic review. Journal of Substance Abuse Treatment, 63,
1–9. http://dx.doi.org/10.1016/j.jsat.2016.01.003
Bauer, L. K., Baggett, T. P., Stern, T. A., O’Connell, J. J., & Shtasel, D.
(2013). Caring for homeless persons with serious mental illness in
general hospitals. Psychosomatics, 54, 14 –21. http://dx.doi.org/10.1016/
j.psym.2012.10.004
Benston, E. A. (2015). Housing programs for homeless individuals with
mental illness: Effects on housing and mental health outcomes. Psychiatric Services, 66, 806 – 816.
Bernet, A., Warren, C., & Adams, S. (2015). Using a community-based
participatory research approach to evaluate resident predictors of involuntary exit from permanent supportive housing. Evaluation and Program Planning, 49, 63– 69. http://dx.doi.org/10.1016/j.evalprogplan
.2014.11.011
Cheung, A. M., & Hwang, S. W. (2004). Risk of death among homeless
women: A cohort study and review of the literature. Canadian Medical
Association Journal, 170, 1243–1247. http://dx.doi.org/10.1503/cmaj
.1031167
Chinman, M., George, P., Dougherty, R. H., Daniels, A. S., Ghose, S. S.,
Swift, A., & Delphin-Rittmon, M. E. (2014). Peer support services for
individuals with serious mental illnesses: Assessing the evidence. Psychiatric Services, 65, 429 – 441. http://dx.doi.org/10.1176/appi.ps
.201300244
Cook, J. A., Copeland, M. E., Jonikas, J. A., Hamilton, M. M., Razzano,
L. A., Grey, D. D., . . . Boyd, S. (2012). Results of a randomized
controlled trial of mental illness self-management using Wellness Recovery Action Planning. Schizophrenia Bulletin, 38, 881– 891. http://dx
.doi.org/10.1093/schbul/sbr012
Crisanti, A. S., Laygo, R., Claypoole, K. H., & Junginger, J. (2005).
Accuracy of self-reported arrests among a forensic SPMI population.
Behavioral Sciences & the Law, 23, 295–305. http://dx.doi.org/10.1002/
bsl.643
Crisanti, A. S., Laygo, R., & Junginger, J. (2003). A review of the validity
of self-reported arrests among persons with mental illness. Current
Opinion in Psychiatry, 16, 565–569. http://dx.doi.org/10.1097/
00001504-200309000-00013
Cronley, C. (2010). Unraveling the social construction of homelessness.
Journal of Human Behavior in the Social Environment, 20, 319 –333.
http://dx.doi.org/10.1080/10911350903269955
Culhane, D. P., Metraux, S., & Hadley, T. (2002). Public service reductions
associated with placement of homeless persons with severe mental

This document is copyrighted by the American Psychological Association or one of its allied publishers.
This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.

152

CRISANTI ET AL.

illness in supportive housing. Housing Policy Debate, 13, 107–163.
http://dx.doi.org/10.1080/10511482.2002.9521437
Davidson, L., Bellamy, C., Guy, K., & Miller, R. (2012). Peer support
among persons with severe mental illnesses: A review of evidence and
experience. World Psychiatry; Official Journal of the World Psychiatric
Association (WPA), 11, 123–128. http://dx.doi.org/10.1016/j.wpsyc
.2012.05.009
Davis, J. E., & Shuler, P. A. (2000). A biobehavioral framework for
examining altered sleep-wake patterns in homeless women. Issues in
Mental Health Nursing, 21, 171–183. http://dx.doi.org/10.1080/
016128400248176
Doran, K. M., Misa, E. J., & Shah, N. R. (2013). Housing as health
care—New York’s boundary-crossing experiment. The New England
Journal of Medicine, 369, 2374 –2377. http://dx.doi.org/10.1056/
NEJMp1310121
Edens, E. L., Mares, A. S., & Rosenheck, R. A. (2011). Chronically
homeless women report high rates of substance use problems equivalent
to chronically homeless men. Women’s Health Issues, 21, 383–389.
http://dx.doi.org/10.1016/j.whi.2011.03.004
Engels, F. (1845). The condition of the working class in England. London,
United Kingdom: Oxford University Press.
Fitzpatrick-Lewis, D., Ganann, R., Krishnaratne, S., Ciliska, D., Kouyoumdjian, F., & Hwang, S. W. (2011). Effectiveness of interventions to
improve the health and housing status of homeless people: A rapid
systematic review. BMC Public Health, 11, 638. http://dx.doi.org/10
.1186/1471-2458-11-638
Folsom, D. P., Hawthorne, W., Lindamer, L., Gilmer, T., Bailey, A.,
Golshan, S., . . . Jeste, D. V. (2005). Prevalence and risk factors for
homelessness and utilization of mental health services among 10,340
patients with serious mental illness in a large public mental health
system. The American Journal of Psychiatry, 162, 370 –376. http://dx
.doi.org/10.1176/appi.ajp.162.2.370
Fowler, S. K., Blackburn, A. G., Marquart, J. W., & Mullings, J. L. (2010).
Would they officially report an in-prison sexual assault? An examination
of inmate perceptions. The Prison Journal, 90, 220 –243. http://dx.doi
.org/10.1177/0032885510363387
Fuhr, D. C., Salisbury, T. T., De Silva, M. J., Atif, N., van Ginneken, N.,
Rahman, A., & Patel, V. (2014). Effectiveness of peer-delivered interventions for severe mental illness and depression on clinical and psychosocial outcomes: A systematic review and meta-analysis. Social
Psychiatry and Psychiatric Epidemiology, 49, 1691–1702. http://dx.doi
.org/10.1007/s00127-014-0857-5
Furukawa, T. A., Kessler, R. C., Slade, T., & Andrews, G. (2003). The
performance of the K6 and K10 screening scales for psychological
distress in the Australian National Survey of Mental Health and WellBeing. Psychological Medicine, 33, 357–362. http://dx.doi.org/10.1017/
S0033291702006700
Gilmer, T. P., Stefancic, A., Henwood, B. F., & Ettner, S. L. (2015).
Fidelity to the housing first model and variation in health service use
within permanent supportive housing. Psychiatric Services, 66, 1283–
1289. http://dx.doi.org/10.1176/appi.ps.201400564
Goldfinger, S. M., Schutt, R. K., Tolomiczenko, G. S., Seidman, L., Penk,
W. E., Turner, W., & Caplan, B. (1999). Housing placement and
subsequent days homeless among formerly homeless adults with mental
illness. Psychiatric Services, 50, 674 – 679. http://dx.doi.org/10.1176/ps
.50.5.674
Greenberg, G. A., & Rosenheck, R. A. (2010). Mental health correlates of
past homelessness in the National Comorbidity Study Replication. Journal of Health Care for the Poor and Underserved, 21, 1234 –1249.
Grinman, M. N., Chiu, S., Redelmeier, D. A., Levinson, W., Kiss, A.,
Tolomiczenko, G., . . . Hwang, S. W. (2010). Drug problems among
homeless individuals in Toronto, Canada: Prevalence, drugs of choice,
and relation to health status. BMC Public Health, 10, 94. http://dx.doi
.org/10.1186/1471-2458-10-94

Henwood, B. F., Cabassa, L. J., Craig, C. M., & Padgett, D. K. (2013).
Permanent supportive housing: Addressing homelessness and health
disparities? American Journal of Public Health, 103(Suppl. 2), S188 –
S192. http://dx.doi.org/10.2105/AJPH.2013.301490
Hwang, S. W., Gogosis, E., Chambers, C., Dunn, J. R., Hoch, J. S., &
Aubry, T. (2011). Health status, quality of life, residential stability,
substance use, and health care utilization among adults applying to a
supportive housing program. Journal of Urban Health, 88, 1076 –1090.
http://dx.doi.org/10.1007/s11524-011-9592-3
Hwang, S. W., Kirst, M. J., Chiu, S., Tolomiczenko, G., Kiss, A., Cowan,
L., & Levinson, W. (2009). Multidimensional social support and the
health of homeless individuals. Journal of Urban Health, 86, 791– 803.
http://dx.doi.org/10.1007/s11524-009-9388-x
Hwang, S. W., Kiss, A., Ho, M. M., Leung, C. S., & Gundlapalli, A. V.
(2008). Infectious disease exposures and contact tracing in homeless
shelters. Journal of Health Care for the Poor and Underserved, 19,
1163–1167. http://dx.doi.org/10.1353/hpu.0.0070
Hwang, S. W., Orav, E. J., O’Connell, J. J., Lebow, J. M., & Brennan, T. A.
(1997). Causes of death in homeless adults in Boston. Annals of Internal
Medicine, 126, 625– 628. http://dx.doi.org/10.7326/0003-4819-126-8199704150-00007
Kessler, R. C., Andrews, G., Colpe, L. J., Hiripi, E., Mroczek, D. K.,
Normand, S. L. T., . . . Zaslavsky, A. M. (2002). Short screening scales
to monitor population prevalences and trends in non-specific psychological distress. Psychological Medicine, 32, 959 –976. http://dx.doi.org/
10.1017/S0033291702006074
Kessler, R. C., Barker, P. R., Colpe, L. J., Epstein, J. F., Gfroerer, J. C.,
Hiripi, E., . . . Zaslavsky, A. M. (2003). Screening for serious mental
illness in the general population. Archives of General Psychiatry, 60,
184 –189. http://dx.doi.org/10.1001/archpsyc.60.2.184
Khan, K., Rea, E., McDermaid, C., Stuart, R., Chambers, C., Wang, J., . . .
Hwang, S. W. (2011). Active tuberculosis among homeless persons,
Toronto, Ontario, Canada, 1998 –2007. Emerging Infectious Diseases,
17, 357–365. http://dx.doi.org/10.3201/eid1703.100833
Kyle, T., & Dunn, J. R. (2008). Effects of housing circumstances on health,
quality of life and healthcare use for people with severe mental illness:
A review. Health & Social Care in the Community, 16, 1–15. http://dx
.doi.org/10.1111/j.1365-2524.2007.00723.x
Leff, H. S., Chow, C. M., Pepin, R., Conley, J., Allen, I. E., & Seaman,
C. A. (2009). Does one size fit all? What we can and can’t learn from a
meta-analysis of housing models for persons with mental illness. Psychiatric Services, 60, 473– 482. http://dx.doi.org/10.1176/ps.2009.60.4
.473
Lehman, A. F. (1988). The Quality of Life Interview for the chronically
mentally ill. Evaluation and Program Planning, 11, 51– 62. http://dx.doi
.org/10.1016/0149-7189(88)90033-X
Lloyd-Evans, B., Mayo-Wilson, E., Harrison, B., Istead, H., Brown, E.,
Pilling, S., . . . Kendall, T. (2014). A systematic review and metaanalysis of randomised controlled trials of peer support for people with
severe mental illness. BMC Psychiatry, 14, 39. http://dx.doi.org/10
.1186/1471-244X-14-39
Martinez, T. E., & Burt, M. R. (2006). Impact of permanent supportive
housing on the use of acute care health services by homeless adults.
Psychiatric Services, 57, 992–999. http://dx.doi.org/10.1176/ps.2006.57
.7.992
Maunder, R. (2004). The experience of the 2003 SARS outbreak as a
traumatic stress among frontline healthcare workers in Toronto: Lessons
learned. Philosophical Transactions of the Royal Society of London
Series B, Biological Sciences, 359, 1117–1125. http://dx.doi.org/10
.1098/rstb.2004.1483
Morrison, D. S. (2009). Homelessness as an independent risk factor for
mortality: Results from a retrospective cohort study. International Journal of Epidemiology, 38, 877– 883. http://dx.doi.org/10.1093/ije/dyp160

This document is copyrighted by the American Psychological Association or one of its allied publishers.
This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.

PEER-DELIVERED PERMANENT SUPPORTIVE HOUSING
Muñoz, M., Crespo, M., & Pérez-Santos, E. (2005). Homelessness effects
on men’s and women’s health: A comparison between a representative
homeless sample and an at-risk group. International Journal of Mental
Health, 34, 47– 61.
National Low Income Housing Coalition. (2005). The crisis in America’s housing. Retrieved from http://nlihc.org/sites/default/files/
housingmyths.pdf
Newman, S. J. (2001). Housing attributes and serious mental illness:
Implications for research and practice. Psychiatric Services, 52, 1309 –
1317. http://dx.doi.org/10.1176/appi.ps.52.10.1309
O’Connell, J. J. (2005). Premature mortality in homeless populations: A
review of the literature. Nashville, TN: National Health Care for the
Homeless Council. Retrieved from http://santabarbarastreetmedicine
.org/wordpress/wp-content/uploads/2011/04/PrematureMortalityFinal
.pdf
Recovery Council of Michigan. (2011). Recovery Enhancing Environment
(REE) measure: Michigan statewide summary—Final Report. Retrieved
from http://www.michigan.gov/documents/mdch/REE_Final_Report_55-11_364022_7.pdf
Repper, J., & Carter, T. (2011). A review of the literature on peer support
in mental health services. Journal of Mental Health, 20, 392– 411.
http://dx.doi.org/10.3109/09638237.2011.583947
Ridgway, P., & Press, A. (2004). Assessing the recovery-orientation of
your mental health program: A user’s guide for the Recovery-Enhancing
Environment Scale (REE). Lawrence, KS: University of Kansas.
Rog, D. J., Marshall, T., Dougherty, R. H., George, P., Daniels, A. S.,
Ghose, S. S., & Delphin-Rittmon, M. E. (2014). Permanent supportive
housing: Assessing the evidence. Psychiatric Services, 65, 287–294.
http://dx.doi.org/10.1176/appi.ps.201300261
Sells, D., Davidson, L., Jewell, C., Falzer, P., & Rowe, M. (2006). The
treatment relationship in peer-based and regular case management for
clients with severe mental illness. Psychiatric Services, 57, 1179 –1184.
http://dx.doi.org/10.1176/ps.2006.57.8.1179
Solomon, P. (2004). Peer support/peer provided services underlying processes, benefits, and critical ingredients. Psychiatric Rehabilitation
Journal, 27, 392– 401. http://dx.doi.org/10.2975/27.2004.392.401
Substance Abuse and Mental Health Services Administration. (2010a).
Permanent Supportive Housing Evidence-Based Practices (EBP) Kit.
Retrieved from http://store.samhsa.gov/product/Permanent-SupportiveHousing-Evidence-Based-Practices-EBP-KIT/SMA10-4510

153

Substance Abuse and Mental Health Services Administration. (2010b).
Permanent Supportive Housing: Evaluating your program (HHS Publication No. SMA-10 – 4509). Rockville, MD: Center for Mental Health
Services, SAMHSA, U.S. Department of Health and Human Services.
Retrieved from https://store.samhsa.gov/shin/content/SMA10-4510/
SMA10-4510-05-EvaluatingYourProgram-PSH.pdf
Substance Abuse and Mental Health Services Administration. (n.d.). National Outcomes Measures (NOM). Rockville, MD: Author
Tabol, C., Drebing, C., & Rosenheck, R. (2010). Studies of “supported”
and “supportive” housing: A comprehensive review of model descriptions and measurement. Evaluation and Program Planning, 33, 446 –
456. http://dx.doi.org/10.1016/j.evalprogplan.2009.12.002
Tsemberis, S., & Eisenberg, R. F. (2000). Pathways to housing: Supported
housing for street-dwelling homeless individuals with psychiatric disabilities. Psychiatric Services, 51, 487– 493. http://dx.doi.org/10.1176/
appi.ps.51.4.487
Tsemberis, S., Gulcur, L., & Nakae, M. (2004). Housing First, consumer
choice, and harm reduction for homeless individuals with a dual diagnosis. American Journal of Public Health, 94, 651– 656. http://dx.doi
.org/10.2105/AJPH.94.4.651
U.S. Census Bureau. (2015, July 1). Quickfacts. Santa Fe County, New
Mexico. Retrieved from http://www.census.gov/quickfacts/table/
PST045215/35049
U.S. Interagency Council on Homelessness. (2015). Opening doors: Federal and strategic plan to end homelessness. Washington, DC: Author.
Retrieved from https://www.usich.gov/resources/uploads/asset_library/
USICH_OpeningDoors_Amendment2015_FINAL.pdf
West, S., Patterson, D., Mastronardi, A., Brown, K., & Sturm, R. (2014).
Individual predictors of community costs before and after housing first.
Journal of Poverty, 18, 231–253. http://dx.doi.org/10.1080/10875549
.2014.923964
Woodhall-Melnik, J. R., & Dunn, J. R. (2015). A systematic review of
outcomes associated with participation in Housing First programs. Housing Studies, 31, 287–304. http://dx.doi.org/10.1080/02673037.2015
.1080816

Received May 2, 2016
Revision received November 15, 2016
Accepted November 24, 2016 䡲

