
Permanent Supportive Housing: Addressing Homelessness
and Health Disparities?

Permanent supportive

housing (PSH) is an inter-

vention to address long-term

homelessness. Evidence has

resulted in a shift inUSpolicy

toward using PSH rather

than shelters and transitional

housing.

Despite recognizing that

individuals transitioning

from homelessness to PSH

experience a high burden of

disease and health dispar-

ities, public health research

has not consideredwhether

and how PSH improves

physical health outcomes.

Based on diverse areas

of research, we argue that

in addition to improved ac-

cess to quality health care,

social determinants of

health (including housing

itself, neighborhood char-

acteristics, and built envi-

ronment) affect health

outcomes. We identify im-

plications for practice and

research, and conclude

that federal and local ef-

forts to end long-term

homelessness can interact

with concurrent efforts to

build healthy communi-

ties. (Am J Public Health.

2013;103:S188–S192. doi:10.
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LONG-TERM HOMELESSNESS

is a significant determinant of poor
health. Lengthy exposure to
weather, infections, drugs, and vi-
olence, coupled with limited ac-
cess to ongoing health care, is
associated with a high incidence of
acute and chronic health problems
and premature mortality.1,2

Launched in 1985 through pilot
programs funded by the Robert
Wood Johnson Foundation and
the Pew Charitable Trust, Health
Care for the Homeless programs
now exist in cities throughout the
United States and are designed to
address the significant disease
burden of this vulnerable popula-
tion.3,4 In addition, efforts to ad-
dress the rise of homelessness
during the past four decades have
resulted in the recognition that
housing is an important part of
health care service delivery for
persons who have experienced
homelessness5 and is cost effec-
tive6---8 and consistent with basic
human rights.9 These factors have
contributed to a remarkable shift
in US policy toward addressing
long-term homelessness through
permanent supportive housing
(PSH) rather than relying on shel-
ters and transitional housing.10

PSH denotes programs that
provide access to affordable
community-based housing along
with flexible support services
intended to meet a broad array of
health and psychosocial needs.11

Typically, housing can be a con-
gregate residence with services
provided on site (i.e., single-site
model)12 or an apartment rented
from a private landlord with

services provided by mobile
community treatment teams
(i.e., scatter site).13 Today, there
are nearly 240 000 PSH units
across the country, a figure that
has increased by an average of
12 000 units annually since
2006.14

Missing from the public health
literature is evidence on whether
and how PSH improves physical
health outcomes. Instead, research
on PSH has focused on residential
stability and behavioral health
outcomes.15 This focus is not sur-
prising given that PSH predomi-
nantly serves individuals with se-
rious mental illness (SMI) and
substance abuse problems who
represent a disproportionate
number of those who are long-
term homeless.1,16 Yet the omis-
sion of physical health outcomes is
particularly problematic because
in addition to homelessness, sig-
nificantly higher morbidity and
mortality rates exist among people
with SMI.17 Compared with the
general population, people with
SMI die at a younger age largely
because of preventable medical
conditions (e.g., diabetes, cardio-
vascular disease), suboptimal
medical care, elevated rates of
cardiovascular risk factors (e.g.,
smoking, lack of physical activity),
and the uncontrolled or unman-
aged cardiometabolic side effects
of antipsychotic medications.18

Those entering PSH carry a signif-
icant disease burden based on
multiple and significant risk cate-
gories (i.e., homeless and SMI) that
exacerbate known health dispar-
ities.19

As a first step to considering
whether PSH improves physical
health outcomes and has the
potential to reduce health dispar-
ities, we examine how PSH could
affect physical health conditions
and disease burden. Drawing
from distinct and diverse areas of
research, we consider different
pathways through which PSH
could affect health outcomes,
namely, through health care and
health interventions, through the
provision of housing itself, and
through the neighborhood and
built environment in which it is
located. Findings can be used to
guide public health research and
action.

HEALTH CARE AND
HEALTH INTERVENTIONS

Improved access to quality
medical care in PSH is a clear
pathway to addressing health out-
comes. The delivery of health
services connected to PSH, how-
ever, has traditionally involved
psychiatric care without the inte-
gration of physical health care.
Whether services are located on
site or delivered through mobile
community treatment providers,
professional resources and fund-
ing have primarily come from the
public mental health system.20

As the need for holistic care has
become increasingly apparent,
two dominant approaches to in-
tegrating physical and mental
health care have emerged: em-
bedding mental health services in
primary care settings21 and em-
bedding medical care in mental
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health services.22 The latter ap-
proach leverages existing commu-
nity mental health services already
connected to the majority of
PSH programs. The articulation
of such models has begun to
emerge within the literature on
PSH.5,23,24 For example, a pro-
gram that provided scatter-site
housing partnered with a local ac-
ademic medical center to include
a primary care physician as
a member of a multidisciplinary
community treatment team, which
in addition to providing direct
care, fostered increased awareness
of physical health comorbidities
among its mental health practi-
tioners.23,24 This enabled rela-
tively high rates of documentation
of several health care quality in-
dicators, suggesting further devel-
opment and testing of this inte-
grated model.25

A variety of integrated models
are also being developed and
evaluated through government-
funded demonstration projects,
such as those supported by the
Substance Abuse and Mental
Health Services Administration
and the Centers for Medicare &
Medicaid Services.26 Although
some of these models may be in-
corporated in PSH, unique chal-
lenges may emerge when housing
and health service providers
overlap or attempt to coordinate
care.27 Addressing such chal-
lenges will be critical because
the availability of PSH is growing
to include those who are most
vulnerable and medically frail,
regardless of mental health
diagnosis.

Although PSH has been identi-
fied as a viable locus of integrated
health care,5 alternatives include
using health care navigators to
help link tenants to already exist-
ing health care services. Health
care manager programs have been
shown to increase the engagement

in preventive primary care (e.g.,
screenings, vaccinations, physical
examinations) and improve the
quality of cardiometabolic care
among adults with SMI.28

Through the inclusion of either
physical health services or more
effective care coordination mech-
anisms, PSH may be uniquely
suited to realize the concept of the
person-centered medical home for
those who have experienced
homelessness.23

In addition to improving access
to quality health care, PSH can
also serve as a venue for health
promotion interventions. Lifestyle
interventions that focus on weight
loss and management, improved
nutrition, and physical activity
show great promise in helping
people with SMI reduce their risk
of cardiovascular disease and
other chronic medical condi-
tions.29---31 A recent study found
that PSH tenants would welcome
lifestyle interventions, particularly
if they are led by peers, that
would help them develop skills
to change their eating habits and
navigate food environments, in-
corporate opportunities to partici-
pate in physical activities, and
employ experiential teaching
methods (e.g., cooking and shop-
ping demonstrations) to support
health behavior change.32 Inter-
ventions such as the Stanford
Chronic Disease Self-Management
Program,33 perhaps the most-
studied self-management program
in the United States,34 can be
implemented in conjunction with
PSH.35 This peer-led model has
been previously modified for use
with individuals with SMI.36

PSH provides an ideal service
platform for reducing health dis-
parities because it represents
a critical point of services for many
people with SMI and chronic
medical conditions, helps bring
existing health care and health

promotion interventions closer
into the community, and fits
within a mission to improve well-
ness and recovery among this
population.37 Further research is
needed to establish the effective-
ness and sustainability of these
health care and health interven-
tions in PSH.

HOUSING

If homelessness is a determi-
nant of poor health, then having
housing should improve one’s
health through reduced exposure
to the elements, infections, and
violence. It should also confer
a sense of security and stability
missing from life on the streets or
in shelters. Although it is unclear
whether the benefits of housing
can buffer the negative impact of
cumulative adversity, including
high rates of trauma documented
over the life course of people who
experience long-term homeless-
ness,38 permanent housing can
at least reduce stress associated
with the ongoing concern about
safety experienced while home-
less. Although research has iden-
tified psychological benefits of
having a home that increases
“ontological security,”39(p1925)

physical health benefits may also
result from decreased cortisol
levels.40

Housing should optimally pro-
vide a foundation for health (a
bed, refrigerator, heat, electricity),
and the physical space needed
to engage in healthy behaviors.
For example, adequate housing
means having a convenient and
safe place to store medication, in-
cluding insulin that requires re-
frigeration. It also means that
people can more easily buy,
store, and prepare food that is
affordable and of their choosing
rather than rely on food pantries,
soup kitchens, and prepared foods

that have contributed to the
hunger---obesity paradox among
homeless populations.41 Having
a home makes it logistically possi-
ble to hang a calendar, use an
alarm clock, perform daily exer-
cise, tend to personal hygiene, and
more easily keep track of medical
appointments.

The assumption that housing
improves health is supported by
existing research. Research has
shown that poor housing quality
is associated with morbidity re-
lated to infectious and chronic
diseases, injuries, poor nutrition,
asthma, neurologic damage, and
mental disorders.42 Additionally,
living in crowded conditions can
exacerbate poor health and in-
crease the likelihood of infectious
diseases, such as tuberculosis.

What is less clear, however, is
how transitioning from homeless-
ness to housing affects health-
related perceptions and behav-
iors.35 Whether persons in PSH
make healthier lifestyle choices
remains to be seen, and it remains
unclear what interventions and
additional supports may be
required to enable such choices
(e.g., cooking classes, budgeting
skills training, etc). Access to
housing may result in a more
sedentary lifestyle, especially
given concerns that people tend
to remain isolated in housing
because of past traumas and
stigma from having lived on the
streets.43 Food insecurity experi-
enced while homeless may lead
to more frequent overeating when
food can be stored and is more
readily available,41 and people
may lack the skills to prepare
healthy foods. Such factors may
increase the already elevated
risk of cardiovascular disease in
a population that has experienced
homelessness and SMI and re-
quire lifestyle interventions, as
previously noted, to be specifically
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tailored to the needs of this pop-
ulation. Clearly, permanent hous-
ing could positively influence the
health of those who have experi-
enced homelessness, yet negative
influences may also exist depend-
ing on the condition of the housing
and lifestyle choices that new
tenants adopt. This leads to
a third, and related, pathway to
health outcomes.

NEIGHBORHOOD AND THE
BUILT ENVIRONMENT

When considering the effects of
housing on health, research sug-
gests that location matters. One
of the limitations of research on
PSH, however, is that it often
overlooks the impact of place and
environment.44 Limited research
regarding location has focused
on how PSH affects property
values (they increase)45 and crime
rates (they do not change).46

Public health researchers have
identified the mechanisms by
which community characteristics
influence health. The built envi-
ronment, which is understood to
encompass a range of physical and
social elements that constitute the
structure of a community, has
been a focus.47,48 For example,
assessments of “walkability” have
shown that neighborhood factors
such as residential density, land-
use mix including the amount of
retail, residential, and entertain-
ment areas, and the connectivity
of street networks are associated
with physical activity and level of
obesity.49---51Whether these asso-
ciations apply to those living in
PSH may be dependent on medi-
ating factors of community inte-
gration, stigma, and discrimina-
tion.52

Overall paucity of resources in
neighborhoods of lower socioeco-
nomic status, or “neighborhood
deprivation,” has also been shown

to impede engagement in health
behaviors.53,54 Some clear exam-
ples include limited access to af-
fordable healthy food and fewer
areas for recreation and safe
physical activity, which contribute
to health disparities and increased
chronic disease burden in these
underserved communities.55,56

PSH is disproportionately located
in these communities57 with con-
centrated disadvantages.58 Even
when resources are available,
concerns about crime can impede
physical activity,59 and social
norms may reinforce inactivity,
smoking rates, substance use, and
poor diet60,61—familiar habits
from time spent homeless. The
communities into which PSH ten-
ants move may influence lifestyle
choices, and hence, health out-
comes, yet there has been no re-
search to date that considers as-
pects of the neighborhood or built
environment with regard to PSH.

DEVELOPING AN AGENDA

Advancing planning and re-
search on physical health out-
comes in conjunction with efforts
to end homelessness through PSH
can occur through consideration
of the roles of health care, health
promotion, housing quality, and
characteristics of the neighbor-
hood and the built environment.
To develop a roadmap for future
efforts, however, priorities must be
made. Recognizing housing as
a critical social determinant of
health, for example, leads to obvi-
ous policy questions about
whether and how collaboration
will occur between health care and
housing systems at the level of
service provision and in coordi-
nated funding. This raises further
questions about whether health
care dollars will be spent on
housing, and if so who will be
“prescribed” this treatment. Will

the provision of housing be ra-
tioned only for those whose dis-
ease burden would otherwise re-
sult in expensive care or should
housing be part of universal cov-
erage? Such conversations have
rarely been made explicit, yet are
close to the surface when consid-
ering the differential health impact
of housing insecurity and neigh-
borhood deprivation.

Although these larger structural
issues may best explain the causes
of health disparities and long-
term homelessness, more proxi-
mal goals may better serve the
development of a research agenda.
The Patient Protection and Af-
fordable Care Act has made equity
in health care delivery the most
apparent focus. PSH programs
have been recognized as critical
partners in some state health
home initiatives62 and could serve
as the basis for patient-centered
medical homes for persons with
SMI.63 Yet as models of integrated
care are being developed within
the context of PSH, there are
important considerations that
have not yet been articulated. For
example, research that focuses on
how universal design (housing that
can be modified depending on
residents’ needs) can help people
successfully age in place can be
applied to aging tenants of PSH
who already have rates of disabil-
ity nearing 80%.14 It should be
noted that given the significant
disease burden carried by those
with histories of long-term home-
lessness, an important outcome
to track can be the number of
people who die with dignity in
their own home or with access
to end-of-life care. Similarly, al-
though active-living research has
shown that the built environment
can affect health and lifestyle
choices differently based on race/
ethnicity, gender, and resources,64

researchers can empirically

investigate whether stigma, dis-
crimination, and mental health
symptoms may also have a differ-
ential impact for persons living
in PSH that impedes increased
physical activity and healthy diet.

Research that considers neigh-
borhood effects on PSH residents
would need to consider whether
the PSH is single site or scatter site,
the 2 predominant models. Re-
search on the scatter-site ap-
proach, which places people in
different locations, would have to
account for variability not present
in single site. For new develop-
ment of single-site PSH buildings,
a health impact assessment could
inform where such projects are
located and the architectural
design of those projects.65 Con-
ducting research that considers
neighborhood effects will require
increasingly sophisticated mixed-
method designs and multilevel
modeling66 to develop concrete
ramifications for public policy that
is sensitive to the connection be-
tween housing, the built environ-
ment, and health.67

Regardless of their location
model, PSH programs could con-
tribute to a healthier community
and environment through social
action and community advocacy.
PSH programs and tenants could
become valuable partners in
healthy communities programs
sponsored by the Centers for
Disease Control and Prevention.
This would require a strengths-
based approach when working
with PSH tenants that has not
been consistently articulated
within the literature. Nevertheless,
from personal experience, we
know of PSH programs that
support tenant participation in
community programs, such as
community gardens, walking
groups, and neighborhood watch.
Such activities can contribute to
the health of the community and
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promote greater integration of
PSH residents68 and suggest that
community-based participatory
research based on academic and
community partners should in-
clude PSH programs.32,35

CONCLUSIONS

We have argued that in addi-
tion to improved access to quality
health care and health interven-
tions, social determinants of
health, including housing and
characteristics of the neighbor-
hood and the built environment
are plausible pathways that affect
health outcomes for formerly
homeless individuals now living in
PSH. Together, these should be
considered when developing a na-
tional agenda on homelessness
and health disparities. The US In-
teragency Council on Homeless-
ness released its first national re-
search agenda in October 2012, in
part outlining the need to consider
neighborhoods in terms of recep-
tivity to PSH or lack thereof (e.g.,
the NIMBY, or “not in my back-
yard,” phenomenon); the relation-
ship between neighborhoods and
tenant health was not identified in
this agenda.

On a national level, campaigns
to end homelessness such as those
organized by the US Department
of Veterans Affairs or nonprofits
such as Community Solutions (the
latter responsible for the 100 000
Homes Campaign69) can interact
and align with the efforts of others
to build healthy communities.
Collaboration at the federal level
with supporting agencies such as
the Centers for Disease Control
and Prevention, US Department
of Housing and Urban Develop-
ment, or the National Institute of
Environmental Health Sciences
could facilitate such consideration.

Within this article, we have
identified several priorities

including policy discussions about
funding implications given that
housing is a key social determi-
nant of health; development of
integrated care models and health
promotion interventions that in-
corporate the specific needs of an
aging population, including re-
stricted mobility and end-of-life
care; research on the links among
neighborhood characteristics, the
built environment, and tenants
health behaviors and outcomes;
research on the impact of stigma,
discrimination, and mental health
symptoms on the physical activity
and diet of those who have tran-
sitioned from homelessness to
PSH; and the inclusion of PSH
within community-academic part-
nerships focusing on health dis-
parities. In addition to suggesting
that collaboration at the federal
level is key to developing such an
agenda, individuals working to
end homelessness could find key
collaborators in public health re-
searchers who not only assess
the physical health outcomes of
those who are homeless but also
include those living in PSH. j
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