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Abstract

Background—Community survey data suggest high prevalence of substance use disorders
among currently homeless individuals. There is less data regarding illicit drug and alcohol use
problems of homeless-experienced persons engaged in primary care. They may have less severe
use and require different care responses from primary care teams.

Methods—We surveyed currently and formerly homeless, i.e., homeless-experienced, persons
engaged in primary care at 5 federally-funded programs in the U.S., administering the World
Health Organization (WHO) Alcohol, Smoking and Substance Involvement Screening Test
(ASSIST). We used the ASSIST definitions of lower, moderate, and high risk to assess a spectrum
of lifetime and recent substance use, from any use to likely dependence, and to identify
sociodemographic and health status characteristics associated with severity of use.
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Results—AlImost one-half of the sample (n = 601) had recently (within the past 3 months) used
alcohol, and one-third had recently used an illicit drug. The most commonly used illicit drugs in
the past 3 months were cannabis (19%), cocaine (16%), and opioids (7.5%). Over one-half (59%)
of respondents had ASSIST-defined moderate or high risk substance use. A significant proportion
(31%) of those identified as at moderate risk had no recent substance use, but did report past
problematic use. Ten percent of the lower risk group had past problematic use of alcohol. Severity
of use was associated with worse health status, but not with housing status or type of homelessness
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experienced.

Conclusions—Less severe (moderate risk) use and past problematic use, potentially indicative
of remitted substance use disorders, were more common than high risk use in this primary care,
homeless-experienced sample. Our findings highlight the urgency of identifying effective ways to
reduce risky substance use and prevent relapse in homeless-experienced persons.
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INTRODUCTION

There is growing recognition that homeless-experienced persons require primary care
tailored to their complex health challenges, including substance use.l~# Substance use
disorders (SUDs) involving alcohol and illicit drugs are strongly associated with
homelessness, with prevalence sometimes exceeding 50% in community homeless
samples.5"10 Alcohol and drug use contributed to one-third of deaths among homeless
adults in a primary care program.1112 Given the prevalence of SUDs in this population, the
two U.S. federal programs that fund primary care for homeless persons -- the Department of
Health and Human Services (HHS) Health Care for Homeless programs’3 and the
Department of Veteran Affairs (VA) Homeless Patient-Aligned Care Teams!4 -- have
explicitly committed (and in the case of HHS, are legally mandated) to address substance
abuse. 1516

The aforementioned community surveys could lead primary care teams to expect a high
prevalence of severe SUDs among homeless-experienced patients.>"10 However, detailed
data on SUD among homeless-experienced persons in primary care are lacking. One study
of homeless patients at Federally Qualified Health Centers (FQHCs) reported dependence
prevalence of 12-15% and binge drinking in 40%.17 Further characterization of risky use or
prior history of disorder were not reported, but may be more common. In a medical records
review of homeless and formerly homeless patients, 60% had “any substance use disorder,”
but no distinction was made between active and remitted disorder.18 Neither study reported
specific drugs used.

Much of the clinical guidance offered to primary care teams concerns currently homeless
persons in need of addiction treatment.1® However, homeless-experienced patients often
seek housing as they enter primary care; they could be more stable than persons in
emergency shelters or on the street. Thus, dependence or “any SUD” does not provide the
detail or breadth necessary to understand the spectrum of substance use and SUD among
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homeless-experienced persons accessing primary care, whose needs may extend beyond
addiction treatment. Clarifying the severity, particular substances used, and extent of current
versus remitted disorders is crucial because the expected treatment and triage response
resources would differ depending on the severity of problems presented. Risky substance use
exacerbates chronic medical and psychiatric conditions,20-2! which are associated with
homelessness.822 Maintaining SUD remission may require social support,23:24 often lacking
among homeless-experienced individuals.2> Recommendations for effective treatment vary
according to substance.28:27 Finally, ongoing or remitted SUD is a contextual factor that may
influence the care plan for conditions ranging from hypertension to chronic pain.28

To remedy this knowledge gap, we present data from a geographically-diverse sample of
currently and previously homeless persons, all engaged in primary care. The study objective
is to describe a spectrum of lifetime and recent substance use, from any use to likely
dependence, and to identify sociodemographic and health status characteristics associated
with severity of use.

METHODS

This is a secondary analysis of data from the Primary Care Quality-Homeless (PCQ-H)
study.2® The objective of the PCQ-H study was to develop a survey to measure primary care
experiences among homeless and formerly homeless patients (the PCQ-H-33).30 Study
participants were recruited from five federally-funded primary care organizations: four VA
sites in Alabama, Pennsylvania, and California, and one HCH program in Massachusetts.2?

Participants

A random sample of currently or previously homeless persons engaged in primary care was
recruited for participation (n = 601). Eligibility was based on having had at least two
primary care visits at the participating sites in the preceding two years, and having
experienced homelessness.2%:30 Research associates administered a one-time, in-person
standardized survey to participants between January, 2011 and March, 2012. The full sample
is used here. This analysis was approved by the Birmingham VA Medical Center
Institutional Review Board (IRB) and deemed IRB-exempt at Washington University.

Measures—Substance use was assessed using the Alcohol, Smoking and Substance
Involvement Screening Test (ASSIST) Version 3.0 of the World Health Organization
(WHO), a tool developed for primary care.3! It identifies hazardous use of alcohol, cannabis,
cocaine, amphetamines, sedatives/benzodiazepines, hallucinogens, inhalants, and opioids.3!
To describe substance use severity, we use the lower, moderate, and high levels of risk as
defined by the WHO. At the lower and moderate levels, risk refers to “risk of health and
other problems from [your] current pattern of substance use.” At the high level, risk refers to
“risk of experiencing severe problems (health, social financial, legal, relationship) as a result
of [your] current pattern of use.”32(P49) High risk indicates likely DSM-IV dependence.32:33
The ASSIST has discriminative and predictive validity for substance use disorder
diagnoses.32:33 |t has been used to measure substance dependence in homeless samples.1’

Subst Abus. Author manuscript; available in PMC 2016 November 16.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Stringfellow et al.

Page 4

The ASSIST items query lifetime and recent (past 3 months) use of each substance. For
recently used substances, it assesses: frequency of use; urges to use; health, social, legal, or
financial problems; and interference with role responsibilities. For each substance everused,
the ASSIST queries failed attempts to reduce use, and whether a friend, relative, or health
care provider ever expressed concern about their use; a follow-up question determines if this
occurred in the past 3 months or more than 3 months ago. These two questions are asked
regardless of whether the respondent used the substance in the past 3 months. The ASSIST
weights answers based on a 1047-person validation study.3*

A Specific Substance Involvement (SSI) score is calculated for each substance (range: 0-39).
Figure 1 indicates the ASSIST-defined risk levels based on SSI scores, as used for this
analysis. We devised the term “past problematic use” to refer to having ever had failed
attempts to quit and’having others express concern about their use, with no use of that
substance in 3 months. In addition to age, gender, race and ethnicity, we collected
socioeconomic data regarding difficulties paying for basics (food, shelter, or utilities),
insurance status, education, and recent work history.

Social support was measured with the “strong ties” scale (range: 3-15). The scale has
demonstrated validity3® and is inversely associated with emotional distress in homeless
persons.2> Respondents report how frequently they are bothered by not having a close
companion, not having enough friendships, and not seeing enough of the people to whom
they feel close. Higher scores indicate more social support.3°

Current housing status and type of homelessness is based on federal definitions.36:37 Current
housing status is either housed or homeless, where homelessness includes sleeping outdoors
or other places not meant for sleeping, staying in temporary accommodations for homeless
persons, or “doubling up” with relatives or friends with no assurance of being able to stay
long-term.

Type of homelessness refers to having ever experienced chronic homelessness, defined as 4
or more episodes in the past 3 years, or a continuous episode of homelessness lasting at least
one year. We combined these two variables to create four categories: currently chronically
homeless; currently non-chronically homeless; currently housed, previously chronically
homeless; and currently housed, never chronically homeless.

Health status was assessed by asking participants about lifetime diagnoses of 14 chronic
medical conditions and diagnoses of 23 episodic health conditions in the past 6 months.
These conditions are associated with mortality38 and health-related quality of life22 in
homeless and substance-using adults. Mental health status was assessed with the Colorado
Symptom Index (CSI), an instrument validated in homeless populations; higher scores
indicate higher distress.39--41

Less than 4% of data were missing for each variable.

Analysis—Descriptive statistics were calculated as appropriate. To identify
sociodemographic and health characteristics associated with WHO-designated risk
categories, we placed respondents in mutually exclusive groups of lower, moderate, and high
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risk based on their highest SSI score, e.g., respondents with lower risk alcohol use and
moderate risk cocaine use were classified as “moderate risk.” Bivariate tests of association
with risk categorization were calculated using t-tests, ANOVAs, and Pearson’s chi-square.
To identify characteristics independently associated with WHO-designated moderate or high
risk, we analyzed a multivariable binomial logistic regression model, with the lower risk
group as the referent. The moderate and high risk groups were combined because of the
small number of high risk respondents, and because the ASSIST is better at distinguishing
between low and moderate risk than between moderate and high risk.33 The final model
retained all sociodemographic and health variables analyzed bivariately, with one exception;
“difficulty paying for basics” was dropped due to missing data from 3.8% of respondents (n
= 24) and because of construct overlap with housing status. To assist interpretation,
continuous variables were modeled as the effect of a 1-standard deviation increase above the
mean. Statistics were calculated using SAS® version 9.4.

The odds of being in the combined group of moderate or high risk differed significantly
across the five recruitment sites (y = 13.3, p=.01). A null multi-level model was assessed
to estimate the variation explained by site; an intraclass correlation coefficient (ICC) was
calculated using fixed variance for level-1 residuals as recommended for logistic models.*2
The ICC was very low (0.023, or 2.3% of variance), indicating that the variation in risk
cannot be accounted for at the site level. It would be misleading to retain recruitment site as
an individual-level variable. Thus, while a multilevel /nterpretation would be inappropriate,
we used a multilevel model that calculated the adjusted odds ratios based on correlated
outcomes within sites, using the SAS® GLIMMIX procedure. Variation across site is
addressed in the discussion.

RESULTS

Sample

The sample (n = 601) was mostly male (85%), with an average age of 53 [range: 22-78] and
over one-half identifying as Black, non-Hispanic (Table 2). Two-thirds of the respondents
were recruited at VA sites. Most respondents (69%) were currently housed; two-thirds had
ever experienced chronic homelessness. Of those who were currently homeless (n = 185),
17% had not experienced chronic homelessness, representing just 5% of the sample. There
were no differences on any of the variables between respondents who were currently non-
chronically homeless and respondents who were currently chronically homeless, so we
combined them into a “currently homeless” category for the analyses.

Lifetime and recent substance use

Nearly all respondents reported lifetime use of alcohol (95%) or illicit drugs (90%).
However, almost one half (46%, n = 276) were recently (past 3 months) abstinent. One-half
had recently used alcohol, and one-third had recently used illicit drugs. Lifetime and recent
illicit drug use was most common for cannabis (84% lifetime, 19% recent) and cocaine
(76% lifetime, 16% recent). A smaller percentage reported recent use of opioids (7.5%) and
sedatives (6.5%).
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Risk related to use of specific substances

Lower risk use (based on the WHO ASSIST), which includes abstinence, was the most
common pattern for all substances. ASSIST-designated moderate risk for alcohol, cannabis,
and cocaine use affected one-quarter to one-third of respondents (Table 1). Prevalence of
moderate risk due to anyillicit drug use was 52%; the prevalence of high risk illicit drug use
was 6% (not shown in Table). The total prevalence of moderate risk substance use, including
alcohol, was 57% (n = 340); the total prevalence of high risk substance use, indicating likely
dependence, was 10%.

Past problematic use

Past problematic drug use (defined as having ever failed to reduce use andhaving others
express concern about use, with no use in the past 3 months) characterized 41% of the 289
respondents classified on the ASSIST as having “moderate risk” drug use. Past problematic
alcohol use characterized 22% of the 434 respondents classified on the ASSIST as having
“lower risk” alcohol use.

The extent to which respondents met the ASSIST’s moderate risk thresholds due to recent
use, rather than past problematic use, varied by drug. Respondents with moderate risk
sedative and cannabis use were more likely than not to have recently used these substances
(53% for sedatives and 57% for cannabis). On the other hand, two-thirds of respondents
classified as moderate risk for cocaine use had not recently used cocaine. This figure was
similar for opioids (61%). For the remaining drugs, the vast majority of moderate risk was
due to past problematic use rather than recent use: amphetamines (98%), inhalants (85%),
and hallucinogens (94%).

Respondents with past problematic use of a substance were not necessarily abstinent,
however; between 12% and 16% of respondents with past problematic use of cocaine and
opioids had recent moderate risk use of cannabis or alcohol, and 14% of respondents with
past problematic opioid use had recent moderate risk use of cocaine.

Patient risk groups based on highest specific substance involvement (SSI) score

When respondents were grouped based on their highest SSI score, over one-half (59%) met
ASSIST criteria for moderate (49%) or high (10%) risk substance use, irrespective of how
recently they had used (Table 2). There are two groups with past problematic use and no
recent use. Nearly one-third of the moderate risk group (n = 92 of 297) had no recent illicit
drug or alcohol use, but nonetheless met ASSIST criteria for moderate risk based on their
report of past problematic drug use. Additionally, 10% of the ASSIST-designated lower risk
group (n = 24 of 244) reported past problematic alcohol use. Summing these two, 116
persons (19% of the 601-person sample) had past problematic use of drugs or alcohol
without recent use.

Characteristics of homeless-experienced persons in primary care, by highest SSi

As shown in Table 2, “high risk™ respondents (their highest SSI score met ASSIST criteria
for high risk use) were younger, least likely to have post-high school education, and more
likely to have medical insurance. They were most likely to indicate difficulty paying for
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basic needs. A higher-than-expected proportion of people reporting “Other race” was high
risk.

High risk respondents reported worse health and mental health status. They had the greatest
psychological distress, scoring a standard deviation higher on the CSI compared to the lower
risk group. They reported more episodic health conditions. The moderate and lower risk
groups had a slightly higher average number of chronic medical conditions (2.7) than the
high risk group (2.3), but this was nonsignificant (o = .27). The high risk group also reported
the lowest social support. In general, differences were greatest between the high and lower
risk groups, with the moderate risk group intermediate.

Current housing status and type of homelessness was not associated with ASSIST-
designated substance use risk level (p=.08). Among those who were currently housed (n =
415), there were no statistically significant differences on risk status between those who had
experienced chronic homelessness and those who had not (o = .25).

Respondents recruited from the four VA primary care sites were underrepresented in the
high risk group. They constituted two-thirds of the overall study sample but 40% of the high
risk group. At the VA study sites, between 4% and 7% of study participants qualified as high
risk for at least one substance; at the HCH site, 18% did (p < .0001).

Characteristics associated with being at moderate or high risk, adjusting for covariates

The analytic sample size for the multivariable model was 574 (Table 3). ASSIST-defined
moderate or high risk was independently associated with younger age, male gender, and
Black, non-Hispanic race, but not socioeconomic status or social support. The moderate/high
risk group also reported greater psychological distress and more episodic health conditions,
but not more chronic medical conditions. Current housing status and type of homelessness
was not associated with ASSIST-defined moderate or high risk.

DISCUSSION

The study objective was to describe a spectrum of lifetime and recent substance use in a
primary care (PC)-engaged homeless-experienced sample, from any use to likely
dependence, and to identify sociodemographic and health characteristics associated with
severity of use. The most common pattern of use in our sample was not dependence, as
might be expected given the high prevalence of SUD in community studies of homeless
persons, but recent, moderate risk use of cannabis, alcohol, or cocaine. The total proportion
at moderate or high risk (59%) broadly agrees with previous research.10:18 However, our
study was among the first to describe a range of substance use, and not just dependence,’
among formerly and currently homeless primary care patients across the US. Our study also
offered more precise examination of homelessness (past and current as well as chronicity)
than previous studies of homeless primary care patients,1”-18 however, we found that current
housing status or chronic homelessness was not a significant predictor of risk.

Our study highlights a substantial number of respondents classified as moderate risk (49%).
For one third of these, this was due to past problematic use of illicit drugs; this is in addition
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to the 10% of respondents with past problematic use of alcohol. Nearly one-half of the study
sample reported abstinence from drugs and alcohol. However, 19% of the overall sample
also reported past problematic use with recent abstinence. This may indicate remitted SUDs,
a relevant clinical status not readily picked up by the ASSIST scoring criteria unless close
attention is paid to questions about past attempts to quit and expressions of concern from
others.

In multivariable analysis, WHO-designated moderate/high risk ASSIST score was
associated with younger age, greater number of episodic health conditions, male gender, and
psychological distress, consistent with general population studies.#3--46 Self-identified Black
race was also independently associated with WHO-designated moderate/high risk (Table 3).
This finding has mixed support in the literature; Black race is associated with lower risk of
substance use and SUDs, but also lower likelihood of remission#>47:48 and greater social
consequences.*?

The spectrum of drug and alcohol use in this sample entails some clinical risk, even when
criteria for a formal diagnosis are not met. Less severe substance use is associated with
cancer risk, poor hypertension control, and worse mental health.20:21 |_ess severe substance
use is particularly significant for homeless persons, who are at greater risk of falls and
injuries.®0 Persons with past problematic use, especially with ongoing use of other
substances, incur risk of relapse.5152

Clinical guidance on how primary care teams can reduce risky substance use for any
population, let alone homeless-experienced persons, is limited.>3:>4 The effectiveness of
formal service packages such as Screening, Brief Intervention and Referral to Treatment to
reduce alcohol and drug use have been mixed.%>"5° Gordon and Haibach, recognizing time
constraints in primary care, argue for global wellness programs for patients with multiple
health problems, including unhealthy substance use.5% Friedmann et al. offer guidance on
relapse prevention, which may be relevant for homeless-experienced patients with past
problematic use.2* Many of their recommendations set the stage for a supportive primary
care relationship in the event of a future relapse, including regular follow-up, mobilization of
social support, medication-assisted therapy, and management of depression, anxiety and
other comorbid conditions.

Successfully carrying out these recommendations requires attention to relevant contextual
factors that may mean individualizing care.28:61.62 For example, SUD increases risk for
overdose with prescription opioids, necessitating adjustments in chronic pain care.%3
Similarly, socioeconomic status and extent of social support are contextual factors that could
influence how primary care teams respond to substance use.28:61.62 |n our sample, these
contextual factors varied significantly across substance use risk groups. Importantly,
attending to these aspects of life context may require a longitudinal care relationship.>:64.65

Our study has limitations. The ASSIST does not explicitly assess lifetime disorders. ASSIST
only asks two questions regarding substance use prior to the past 3 months; for this reason,
we do know how recently the “past problematic use” occurred, or its severity. The ASSIST
imposes a higher “moderate risk” numeric threshold for alcohol use (=11) than for drug use
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(=4). This may underestimate alcohol-related risk, and misses past problematic use. This is
of particular concern given the extent of alcohol-related problems among homeless-
experienced persons.56--68

Despite the lack of prior validation of the ASSIST in homeless populations, it has been used
in homeless patients.1” WHQ’s validation among 1047 respondents from 7 countries
suggests broad applicability.33:34 Additional reassurance can be drawn from our Table 2,
which shows that progression across ASSIST risk groups is associated with increasing
health, social, and financial problems. This argues for the ASSIST having criterion validity
in homeless populations. Finally, self-report faces limitations of social desirability bias;%®
under-reporting is expected. However, the magnitude of under-reporting is not worse for
homeless populations.”® The ASSIST itself was validated against biologic measures of drug
use,33:34 which are themselves imperfect.

The participating sites were purposively selected to represent a range of federally-funded
approaches to primary care service delivery for homeless persons.2? This resulted in a
sample that was two-thirds veterans, compared to 12% in the adult homeless population.”t
This purposive site sampling, rather than veteran status per se, likely contributed to the
overrepresentation of HCH patients in the high risk group, compared to the VA patients. The
HCH program was selected in part because its model of care includes extensive outreach to
homeless persons on the streets and in emergency shelters,> which likely enriched the HCH
sample with persons having more severe drug and alcohol use. A recent comparison between
homeless veterans and non-veterans found no differences in housing or clinical
characteristics, including addiction severity. 2

Less severe use and past problematic use, which may be indicative of remitted SUDs, were
especially common in this diverse sample of homeless-experienced persons using primary
care. These findings highlight the urgency of identifying effective ways to reduce risky
substance use and prevent relapse in homeless-experienced persons, and may sensitize care
teams to the importance of past problematic use as a relevant contextual factor in making
health care decisions.
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Lower Risk Lower risk related to substance use based on an SSI
score of 0-3 for illicit drugs or 0-10 for alcohol

Moderate Risk Moderate risk related to substance use based on an
SSI score of 4-26 for illicit drugs or 11-26 for alcohol

High Risk High risk related to substance use based on an SSI
score of 27-39 for either illicit drugs or alcohol

Figurel.
WHO risk categories as assessed by Specific Substance Involvement (SSI) scores on the

Alcohol, Smoking and Substance Involvement Screening Test (ASSIST) Version 3.0.
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Prevalence of Lower, Moderate, and High Risk of Experiencing Health and Other Problems Due to Use of

Specific Substances among Homeless-Experienced Persons in Primary Care (N = 601)

Alcoh | Cannab | Cocain | Amphetamin | Inhalan | Sedativ | Hallucinoge | Opioi

ol is e es ts es ns ds

n (%) n (%) n (%) n (%) n (%) n (%) n (%) | n(%)

Lower 434 423 378 580 537 504

Risk (72) (70) (63) 557 (93) @7) (89) 56794 | (a4

Modera 136 171 198 85

teRisk | (23) @) | 3 80 [ 21@) ] 5900 340 | 1g
High

Risk 31(5) 0| 25() 1(<1) 0(0) 5(1) 000) | 12(2)
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Characteristics of Homeless-Experienced Persons in Primary Care, by Highest Specific Substance

Involvement Score (N = 601)

Table 2

Lower | Moderate High
All Risk N Risk N = Risk N
=244 297 =60 P
(41%) (49%) (10%)
n (% of n(% of | n(% of
noe Ig; risk risk risk
P group) group) | group)
Demographics
512 208
Male, % (86) (85) 254 (86) 50 (83) 0.96
Self-identified race and ethnicity, % 0.05
White non-Hispanic (13%:; 8133 | 83(28) | 19(32)
. . 345 135
Black non-Hispanic (7 (55) 181 (61) 29 (48)
Hispanic 30 (5) 11 (5) 17 (6) 2(3)
Other race 43 (7) 17 (7) 16 (5) 10 (17)
53.1 55.4 52.4 47.3
Age, Mean [SD] 18.3] 18.2] [7.6] 9.3] <0.0001
Socfoeconomic Status, %
Difficulty paying for food, shelter, or 394 141
utilities (66) ) | 208(70) [ 45(75) 0.01
: 544 211
Insurance for medical expenses 91) (86) 275 (93) 58 (97) 0.01
. . 268 119
More than high school education (45) (49) 128 (43) 21 (35) 0.05
Full- or part-time work in past 3 months (11%% 45 (18) 58 (20) 8 (13) 0.52
. 10.1 10.5 10.1
Social Support, Mean [SD] [3.6] [3.6] [3.5] 8.0[3.3] | <0.0001
Current Housing Status and Type of 0.08
Homelessness, % :
Currently housed, never chronically 165
homelese @7 77 (32) 78(26) | 10(17)
Currently housed, previously chronically 250 100
homeless (42) (41) 126 (43) 24(40)
Currently homeless égf)’ 672 | 926y | 2813
Health and Mental Health Status
Chronic medical conditions (of 14), Mean 2.7 2.7
[SD] [1.6] [1.7] 2.711.9] | 2.3[1.9] 0.27
Episodic health conditions (of 23), Mean 1.4 12
[SD] [1.7] [1.7] 1.4[2.0] | 2.2[2.5] 0.0001
. . 17.0 14.6 17.2 254
Psychological distress, Mean [SD] [115] [11.2] [10.7] [12.3] <0.0001
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Adjusted Odds Ratios of Being at ASSIST-Defined Moderate or High Risk Due to Substance Use, among

Homeless-Experienced Persons in Primary Care (n = 574) (referent: Lower Risk)

Adjusted Odds Ratio

[95% cI] | Prvalue
Demographics
Gender
Female 04
Male 1.78[1.02 -- 3.10]
Self-identified race and ethnicity
White non-Hispanic
Black non-Hispanic 1.66 [1.08 -- 2.53] .02
Hispanic 1.08 [0.40 -- 2.90] .88
Other race 1.02 [0.47 -- 2.18] .97
Age (+1 SD) 0.63[0.50--0.78] | <.0001
Socioeconomic Status
Insurance for medical expenses 1.50 [0.78 -- 2.90] .23
More than high school education 0.75[0.52 -- 1.07] 11
Full- or part-time work in past 3 months 1.11[0.70 -- 1.77] .66
Social Support (+1 SD) 0.91[0.74 -- 1.11] .35
Current Housing Status and Type of Homelessness
Currently housed, never chronically homeless
Currently housed, previously chronically homeless 1.06 [0.66 -- 1.72] .81
Currently homeless 1.08 [0.69 -- 1.71] .73
Health and Mental Health Status
Each additional chronic medical condition (of 14) 0.96 [.86 -- 1.08] 51
Each additional episodic health condition (of 23) 1.15[1.01 -- 1.30] .04
Psychological distress (+1 SD) 1.30[1.03 -- 1.63] .02
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