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About This Report

Veteran homelessness in Los Angeles (LA), California, is a pervasive public health problem.
Despite significant investments and many programs and services available to this population,
eliminating homelessness has proven to be a major public policy challenge. In order to identify
specific facilitators and barriers to stable housing provision for this population, we implemented
an in-depth longitudinal study of 26 veterans who were experiencing homelessness in West LA
in the summer of 2019. We followed this group monthly for up to 12 months to gain information
about their experiences and perspectives with becoming stably housed. This is the first study of
its kind that systematically tracks a group of veterans experiencing homelessness (VEH) in LA
to obtain information about their housing, health, and service experiences that can be used to
identify specific factors that are related to engagement in care, housing attainment, and housing
stability. While another goal of the study was to test the feasibility of collecting real-time data
through a smartphone application with VEH, the COVID-19 pandemic, which began during our
follow-up period, necessitated that we adapt to remote data collection protocols. Accordingly, we
have some lessons learned about the feasibility of remote data collection both before and during
the COVID-19 pandemic. This report should be of interest to entities serving populations that
experience homelessness, including government, health care organizations, practitioners,
advocacy groups, researchers, and others interested in addressing the homelessness crisis.
This study was conducted in collaboration with the University of Southern California Suzanne
Dworak-Peck School of Social Work. The research was funded by the Daniel Epstein Family
Foundation and carried out within the Access and Delivery Program in RAND Health Care.
RAND Health Care, a division of the RAND Corporation, promotes healthier societies by
improving health care systems in the United States and other countries. We do this by providing
health care decisionmakers, practitioners, and consumers with actionable, rigorous, objective
evidence to support their most complex decisions.
For more information, see www.rand.org/health-care, or contact
RAND Health Care Communications
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P.O. Box 2138
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Summary

Approximately 37,252 U.S. veterans experienced homelessness in 2020. Among these are
an estimated 3,902 veterans experiencing homelessness (VEH) in Los Angeles (LA), California,
which is the highest concentration of VEH in the United States. Estimates of LA’s VEH have
remained largely unchanged since 2015. To help policymakers and public health practitioners
better address veteran homelessness, the current longitudinal study sought to examine the
experiences and perspectives from VEH on the streets of West LA.

Issue
The main objective of this study was to follow a cohort of VEH in West LA over a 12-month
period to understand what helps or hinders their entrance into stable housing. In the process,
we planned to address several secondary aims (both substantive and methodological). We also
sought to assess whether stable housing was associated with improvements in veterans’ mental
health, quality of life, physical health, service utilization, and security.

Approach
We approached persons who were currently unsheltered across a variety of settings that
reflected locations that were accessible to the West LA VA campus through public transportation.
We successfully recruited 26 individuals who identified as veterans and agreed to participate
in the study. We reinterviewed these veterans every month over the course of the year for a
76-percent completion rate; 11 veterans participated in all 12 interviews. We conducted both
quantitative and qualitative analyses to address our study aims.

Key Findings
Veterans Experiencing Homelessness in the Study Are a Diverse Group




The demographic characteristics of the study sample generally reflect the most recent
(2019) estimates of VEH in LA, though the study had more women veterans and fewer
older veterans.
Among our sample, the majority (n = 21) were men, and 18 were age 45 or older. Fifteen
identified as Hispanic, nine identified as Black/African American, and five identified as
White. Four identified as gay or lesbian. Two had children under 18 in their custody.
Thirteen veterans served in the Army, with the remaining half roughly evenly split
between the other service branches. Fifteen respondents had deployed at least once, and
nine had a combat deployment. The most common era in which members of the sample
served was post-Vietnam (n = 15), followed by the Persian Gulf era (n = 8), and five
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respondents served in the Iraq and Afghanistan era. Ten veterans did not receive an
honorable discharge. All participants were found in the U.S. Department of Veterans
Affairs (VA) electronic health record system.
Over half of the sample (n = 15) were living outside of LA immediately before they
became homeless, meaning that they migrated to LA once losing their home, which
differs from the majority of the unsheltered homeless population in LA, who were local
when they became homeless.
Most (n = 18) reported spending time in jail at some point during their lifetime, with over
a quarter (n = 7) spending time incarcerated in the six months prior to our study.

At Baseline, Veterans in the Study Were Faring Poorly with Respect to Many Indicators
of Health and Well-Being






Past mental and physical health diagnoses were relatively common, as was past
victimization. The average scores on current mental health, quality of life, and physical
health suggest a sample with many challenges; about half of the sample was faring poorly
across these domains.
Almost all of our sample reported experiencing at least one physical health ailment at the
baseline interview, and over three-quarters reported a mental health disorder.
Seven respondents reported use of an illicit drug other than marijuana in the past three
months, most commonly methamphetamine (n = 6) and cocaine (n = 4), signaling the
potential need for substance use treatment.
Nearly two-thirds of the sample reported having something robbed or stolen from them
since being homeless, and half reported being assaulted or physically attacked.

Obtaining Housing Was a Priority for Veterans Experiencing Homelessness







Over half the sample reported spending three or more years unhoused in their lifetime,
and for most, finding a home was a priority when they entered the study.
While over half the sample reported that housing was their number one life goal, many
lacked confidence in their ability to obtain or retain housing. Many noted the lack of
affordable housing and housing options for veterans prevented them from becoming
stably housed. Past experiences led to discouragement among many veterans with regard
to becoming housed in the future.
Veterans expressed a number of reasons for desiring stable housing, including allowing
them to focus on other needs, such as well-being and health, and to obtain stability and
security. Those veterans who expressed that housing was not important to them indicated
that they had other priorities, such as obtaining a job or good credit.
Most veterans desired to live alone (n = 18); if not alone, the majority wanted to live with
family members.

Over the Course of the Year, 17 of the 26 Veterans in the Study Sample Received
Some Kind of Stable Housing; Only Three Obtained Permanent Housing


“Housing status” refers to where the participant spent most of their time in the past
month, with “stable housing” referring to a transitional housing program, group home,
apartment or home, hospital or other treatment facility, jail or prison. “Unstable housing”
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refers to an outdoor place or temporary lodging (e.g., street, sidewalk, alley, outdoor
encampment, vehicle, emergency shelter, or hotel/motel).
Veterans secured stable housing in various ways, including leaving LA and participating
in programs set up in response to the COVID-19 pandemic (i.e., Project Roomkey). Most
were in transitional programs, with three obtaining a permanent housing solution. If not
for the pandemic, it is unclear whether some of the veterans would have otherwise been
able to obtain housing.

When Stably Housed, Veterans Reported Better Mental Health Symptoms,
Quality of Life, and Social Support



Among the outcomes we examined, there was evidence that symptoms of distress,
depression, and psychosis, as well as quality of life and social support, were better in the
months veterans were stably housed than in those months they were not (see Table S.1).
We did not observe a relationship between substance use and housing status, although
trends showed less frequent marijuana use after housing placement.
Table S.1. Summary of Findings Regarding Health and Well-Being

Construct

Significant Difference Between Months Housed
and Months Unhoused

Mental health
Distress

Improved when housed

General mental health

No evidence

Depressive symptoms

Improved when housed

Psychosis symptoms

Improved when housed

PTSD symptoms

No evidence

Trauma
Victimization: Assault

No evidence

Victimization: Robbery

No evidence

Substance use
Marijuana use

No evidence

Quality of life
Overall health

No evidence

Overall quality of life

Improved when housed

Social support

Improved when housed

Social activity limitations

No evidence

Physical health
Fatigue

No evidence

Sleep problems

No evidence

Pain

No evidence

Physical activity limitations

No evidence

NOTE: “No evidence” indicates that statistical tests were conducted to estimate the effect
of housing on the outcome, but the result was not significant.
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A Significant Subset of the Population Were Current Substance Users


About 20 percent (5 people) reported using methamphetamine during the follow-up
period and 10–15 percent (3–4 people) reported using prescription opioids, cocaine, or
sedatives during the study. Fewer veterans reported other substance use. Most users of
illegal substances were “new” users who didn’t report use at baseline. Use patterns are
suggestive of risk for development of a probable disorder and potential need for
substance use treatment.

Stable Housing Was Associated with Improved Service Utilization


There was evidence that in the months that veterans were housed, access to mental health
care treatment; care from a doctor or nurse for physical health treatment; adherence to
prescription drug medications for both mental and physical health problems; and use of
services for housing, VA benefits, legal, and financial assistance increased. Inpatient
hospital stays and emergency department visits decreased during the months veterans
were housed (see Table S.2).

The COVID-19 Pandemic Had Both Positive and Negative Consequences for Veterans


We are not aware of any of the veterans in our sample having contracted COVID-19;
however, it was clear that the pandemic had affected their lives in other ways, both
positive, such as increasing the availability of benefits such as housing; and negative, by
limiting access to certain social services.

Facilitators and Barriers to Stable Housing
Permanent housing was rarely achieved. In terms of housing, an important finding is that
the majority of the sample (n = 17) received some type of housing during the study. While this
could be interpreted as indicative of the homeless service system’s ability to help people gain
access to housing, only three of the 26 veterans received a permanent housing solution. Given
the uncertainty of the transitional settings in leading to a permanent housing solution, our
findings suggest that many veterans are still at risk of returning to street homelessness.
Outreach services may be falling short. The stories from these veterans confirm the need to
more deeply invest in outreach service provision that can lead to tangible support more quickly
and efficiently. At the time our study began, the VA outreach team consisted of five individuals
serving all of LAC and parts of other adjacent counties. The current estimate of VEH in LAC is
3,902. While LAC has significantly expanded its overall outreach efforts, it is not clear how
different outreach teams are supposed to work together and adequately connect the thousands of
VEH in LA.
Housing services and veteran preferences don’t always align. Our findings also highlight
the importance of responding to individual housing preferences. Many participants felt that the
housing options available to them were limited and would require a lot of effort to access, and
we heard that some veterans prefer to remain homeless than to accept temporary shelter or
shared living options. We found that being able to accommodate participants’ preferences for
xi

Table S.2. Summary of Findings Regarding Service Utilization

Service Utilization

Significant Difference Between Months
Housed and Months Unhoused

Mental health care—any

Increased when housed

Overnight hospital stay

No evidence

Doctor or nurse—medication

No evidence

Counselor

No evidence

Day hospital or treatment center

No evidence

Physical health care—any

Increased when housed

Overnight hospital stay

Decreased when housed

Emergency room

Decreased when housed

Doctor or nurse

Increased when housed

Dental care

No evidence

Pharmacological treatment adherence
Mental health condition(s)

Improved when housed

Physical health condition(s)

Improved when housed

Social services use
Employment

No evidence

Education

No evidence

Housing

Increased when housed

Legal

Increased when housed

VA benefits

Increased when housed

Other benefits

No evidence

Financial

Increased when housed

Life skills

No evidence

Other

No evidence

NOTE: “No evidence” indicates that statistical tests were conducted to estimate the effect
of housing on the outcome, but the result was not significant.

pets, people, and property were important factors. Aligning the housing options that the homeless
service system provides with the preferences and needs of the unhoused population appears to
clearly facilitate a pathway into housing, yet there is little empirical data on the housing
preferences in this population.
Housing options at the West LA VA were not accessible to or utilized by most veterans
in our study. The West LA VA campus was rarely invoked as a viable pathway to housing for
our sample. The VA has fallen short of the goals outlined in the 2016 Master Plan in increasing
the number of permanent supportive housing (PSH) units on the West LA VA campus.
Stable Housing Was Associated with Improvements in Health and Well-Being for
Veterans Experiencing Homelessness
While this study shed light on some important barriers and facilitators to entry to housing as
discussed above, it also reinforced the importance of housing for one’s health and well-being.
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Our data supported the idea that once veterans were stably housed, mental health symptoms,
quality of life, and social support improved; however, even with our longitudinal methods we
cannot discount the possibility that improvements in mental health preceded stable housing.
These findings are consistent with previous research demonstrating that housing can lead to
improved mental health among people previously homeless (Spector et al., 2020) and can also
result in reduced use of emergent and inpatient (i.e., intensive and expensive) health care
(e.g., see Burt, Wilkins, and Mauch, 2011; Hunter et al., 2017; Hunter et al., forthcoming).
The Ecological Momentary Assessment Pilot Yielded Mixed Results, Possibly Due to
the COVID-19 Pandemic
We piloted the utilization of smartphones to collect ecological momentary assessment (EMA)
data from ten of our participants. In terms of our study question regarding assessing acceptability
and feasibility, we note mixed results. Among those who agreed, acceptability and feasibility
were demonstrated through reporting on high compliance, feedback from our EMA exit survey,
and findings from qualitative interviews. On the other hand, close to half of those we initially
approached were not initially interested in participating. It is unclear how these participants
would have responded if we had approached them again. While smartphone-based EMA has
been feasible with other vulnerable and homeless populations, more research is needed to better
understand for whom this method is not appropriate or warranted.
Veterans Were Knowledgeable and Concerned About COVID-19, and Many Adopted
Behaviors to Prevent Transmission
Many veterans reported engaging in protective behaviors, including handwashing and
sanitizing, wearing a mask, and physical distancing; those in shared housing settings described
additional protective efforts. On the one hand, the pandemic has clearly disrupted daily routines
and constancy for most people through quickly evolving knowledge and policies on managing
COVID-19 risk factors (e.g., social distancing guidelines, stay-at-home orders, and wearing
face masks). On the other hand, people experiencing homelessness (PEH) are familiar with
disrupted daily routines, including a lack of constancy in their activities, experiences of social
control, and surveillance. Due to rapid development of new housing options as a result of the
pandemic, a number of our participants became stably housed.

Study Limitations
Our study’s findings should be interpreted in light of some key limitations. First, we recruited
26 veterans based on a diversity in background, but they are not representative of the larger
population of homeless veterans nor can generalizations be made from this relatively small sample.
Rather, the purpose of our study was to better understand the challenges veterans from a variety
of backgrounds face in gaining and maintaining stable housing. We focused on studying fewer
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veterans using in-depth longitudinal methods (i.e., quality) rather than studying more veterans
using less intensive data collection approaches (i.e., quantity). It is also important to note that the
latter half of our data collection occurred during the COVID-19 pandemic, and the experiences that
veterans faced in becoming housed were probably influenced by those conditions. For example,
several of our participants were temporarily housed through Project Roomkey, a program that
launched as a result of the pandemic. While we attempted to follow up with all participants, we
lost contact with several over the course of the study. In cases where we had several months of
data, we imputed these respondents’ missing data in order to increase our power to detect effects in
our statistical analyses. The results may have differed, and we would have been able to make more
conclusive statements, if we had followed up with every participant at every month. Also, as part
of our collaboration with researchers at the VA Greater LA Healthcare System, we plan to attempt
follow-up and examine participants’ health care utilization at the system as part of a follow-on
study. This will give us more insight into our sample’s longer-term outcomes.

Goals and Policy Recommendations
We developed three main goals for entities serving VEH from the study findings and provide
a number of policy recommendations related to those goals.
Promote a Pathway to Housing: Finding the Doorway






Outreach efforts need to be expanded and improved. There appears to be a lack of
resources to adequately engage people who are unsheltered and assist them in accessing
services, including housing. A better understanding of the resources needed to conduct
effective outreach is a first step, followed by garnering those resources to adequately
meet the need.
Break down the myth that VEH don’t want to be housed. It is important to note that
based on our study, people who are unsheltered largely desire to become housed. More
work is needed to address the stigma and dispel ongoing myths that people want to be
homeless, which takes accountability away from the service system. Staff training efforts
around providing trauma-informed care and public awareness campaigns are needed to
help break down these myths.
Increased resources for and use of mobile technology are warranted. While our study
didn’t fully investigate the use of smartphones for research, it suggested that many VEH
could be engaged this way—both for research purposes and service engagement if
adequate resources could be provided to keep VEH connected. For example, mobile
technology could be leveraged so that people don’t wait months let alone years for
sporadic contact to move a housing application forward. Moreover, outreach workers also
lacked mobile technology that could assist with assessing needs and accessing resources
while in the field.
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Improve Access to Housing: Getting Through the Door








Housing options need to be aligned with veterans’ housing preferences. We observed
throughout our study that although some housing options existed for our sample, many
VEH were not interested due to concerns about their autonomy, privacy, safety, and/or
security. Most VEH preferred to live alone or with family. Most of the immediate
housing options they were aware of did not meet these preferences, and therefore the
veterans continued to live outside. More research is needed to better understand the
housing and service preferences of VEH.
Open up services to the most vulnerable veterans. Some of the VEH reported having
other than honorable discharge and criminal justice system involvement, which increases
the hurdles they face in obtaining access to the VA system of care and, more broadly,
housing services. Although recent legislation will allow veterans with other than honorable
discharges to access some VA programs, additional work will be needed to adequately
inform staff and veterans about this change in benefit. Increased efforts to resolve one’s
VA status or criminal justice involvement can help increase access to existing resources.
Identify ways in which systems can more efficiently house veterans. Further
evaluation of the timelines from initial entry into the homeless services system to exit,
in order to look for bottlenecks, gaps, and ways to support more efficient access to
permanent housing solutions, is needed using both qualitative and quantitative methods.
The use of continuous quality improvement methods could be helpful for this purpose.
Strengthen services to connect veterans with both formal and informal supports
outside of LA. Training and policies need to be put in place so that outreach workers
have the resources they need to successfully help people reconnect with loved ones living
outside the region, including across state lines.

Establishing an Evidence-Based Continuum of Housing Support: Once You’re Inside




Prioritize Housing First services. Housing First (HF) combines a subsidy for private
housing with intensive wraparound services. The U.S. Department of Housing and Urban
Development–Veterans Affairs Supportive Housing (HUD-VASH) program is modeled
after this approach. The experiences of the veterans we followed suggested many would
be eligible for such a program based on their health and homelessness status; however,
most had not been identified or were not able to access such a program. Alternatively,
many were placed in transitional settings and talked about “wait lists” and “needing to
put in more effort,” which runs counter to the philosophy of the HF model. Increasing
access to HF programs and the availability of HF housing options in LA is needed to
better meet the needs of people who might benefit from such programs.
Targeted services for subpopulations of VEH are needed. For VEH that aren’t eligible
or appropriate for HF/HUD-VASH, there needs to be clearer routes to other permanent
housing solutions. Many subpopulations may warrant targeted services, such as lesbian,
bisexual, or gay veterans, transgender veterans; veterans with young children; or veterans
with chronic conditions like HIV/AIDS. Our limited sample of 26 veterans precluded us
from identifying all subpopulations warranting such services, but we did identify at least
three subpopulations where targeted services may be appropriate:
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 Veterans with families. While the VA also supports a program for veterans and their
families (i.e., Supportive Services for Veteran Families, a rapid rehousing program),
many of the veterans in our study did not appear to want or need that program.
 Veterans with substance use disorders. About one-quarter of the sample had a
probable substance use disorder and may benefit from enrollment in an addiction
treatment program. Two of our participants were enrolled in veteran-affiliated
programs; one appeared to do well in a program operated outside of LAC, and a
different veteran was discharged from the program on the West LA VA campus for
continued substance use. This veteran continued to live unsheltered through the rest
of the study. As relapse can be part of recovery, transferring this veteran to a higher
level of care, a program with a different treatment philosophy, and/or away from
triggers of his substance use may have resulted in a better outcome.
 Veterans in the criminal justice system. Targeted supported housing programs,
such as the one operated by the LAC Department of Health Services (DHS) Office of
Diversion and Reentry, provided a pathway to housing for one of our participants
who was identified as having a serious mental health disorder after being arrested.
Broader System Issues: Efficiency, Affordability, Accountability, Urgency, and Cost
Why haven’t these housing goals already been met? Part of the problem may be due to
complexities of a larger homeless service system that continues to struggle to meet the needs of
the entire population experiencing homelessness in LA. Based on our experiences working in
Los Angeles County (LAC) over the study period, we have identified shortfalls with system
efficiency, affordability, accountability, urgency, and cost. We describe these below.
Efficiency. Current estimates of shelter and housing capacity don’t account for the need to
build a robust continuum of care that will serve individuals not suitable for transitional, rapid
rehousing, or PSH. For example, many veterans who have multiple chronic conditions may
need a higher level of care and may not be able to live as independently as expected by the
HF/permanent supportive housing approach. The DHS Office of Diversion and Reentry has
estimated the number of community placements needed to safely divert individuals across a
continuum of housing support from inpatient psychiatric beds to group/shared living options
to more independent living arrangements (DHS, 2019). This approach may serve as a model
that could be used for identifying the range of housing supports needed for VEH. In sum, a
significant investment in the provision of housing options is needed in the region, not only
for veterans but for the broader population experiencing homelessness, which includes other
housing options beyond transitional, rapid rehousing, and permanent supportive housing.
Moreover, a clearer delineation of resources for veterans (provided by both the VA and other
community service providers) across all aspects of service engagement from initial outreach
through housing placement and supportive services is also needed. Many of the veterans we met
were not working directly with the VA, and there were a myriad of different service providers
they mentioned over the course of the study that were helping to provide them with assistance.
This may result in inefficiencies and also confusion for both VEH and service providers in how
to access and obtain housing for veterans.
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Affordability. The lack of progress toward housing goals may be indicative of larger
externalities to these systems of care—namely, that housing affordability, or lack thereof,
erodes the homeless service system’s effectiveness, including the programs operated by the
VA. Prior to the pandemic, it was estimated that LAC was short 450,000 affordable homes to
meet the demand among renter households at or below 50 percent of the area median income
(Mazzella and Rosenfeld, 2021). Potential remedies, however, need to be carefully considered.
For example, our findings might suggest that increasing the level of housing voucher allowance
is needed in high rental markets like LA—although doing so in the VA and not other homeless
programs will pit different homeless populations against one another in the search for limited
housing stock.
Accountability. Accountability appears to be lacking across the three housing goals we
outlined, from outreach services provision to housing stability following placement. Only 5 percent
of the supportive housing units outlined in the West LA VA campus 2016 Master Plan have been
opened. Increased vigilance is critical so that housing options are improved, given the dire need in
the region to increase the affordable housing stock. There has been a growing consensus among
researchers and relevant stakeholders that there is a lack of governance to address the homelessness
crisis in LA, consistent with the idea that there is a lack of accountability around this issue. More
specifically, the region lacks a central entity to lead the effort to reduce homelessness. Ensuring
accountability by a central entity responsible for addressing the homelessness crisis around the
many efforts already underway and deeply valuing and including the voices of lived experience
and expertise are needed.
Urgency. There has been a lack of urgency in meeting the needs of vulnerable populations
like VEH. LA has witnessed an increase in the number of deaths among PEH, especially due to
substance use, emphasizing the need to streamline access and expand addiction treatment more
broadly across the region. Urgency around increasing the housing stock is also warranted. There
are recent examples that suggest that this can be done more quickly than demonstrated to date,
including Project Roomkey and Project Homekey. Moreover, streamlining the site selection,
development, and building of affordable housing is also critically needed. Lessons learned from
efforts like the Hilda L. Solis Care First housing initiative that was built in under five months
serve as a model for future initiatives (Solis, 2021).
Cost. The next important question is how much it will cost to remedy the issues raised
herein. While it is beyond the scope of this study to fully answer this question, there is relevant
work underway to help address it. The California Housing Partnership and Housing California
in collaboration with the California Budget and Policy Center released A Roadmap to Thriving
Communities for California, a report that outlines 51 state and six federal policy solutions to
remedy the housing and homelessness crisis in California, including relevant legislation that
can increase resources to help alleviate the issue (Roadmap Home 2030, 2021). Moreover,
the 2020–2021 California state budget includes a $12 billion allocation for housing and
homelessness (this includes both California state general funds and those received from federal
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sources). It will be critical to examine how these resources are spent and the outcomes that are
achieved. And while these initiatives are not specific to veterans, if the housing and
homelessness crisis can be mitigated more broadly, it is likely to improve outcomes for
veterans as well, as we observed that many of them rely on and utilize service systems not
specific to veterans.
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1. Veteran Homelessness in Los Angeles

American Homelessness
Homelessness is a significant problem in the United States despite it being one of the world’s
richest nations. In 2020, it was estimated that over 580,000 Americans were homeless on any given
night (U.S. Department of Housing and Urban Development and Development [HUD], 2021). This
reflects the most recent national estimates that were made prior to the COVID-19 pandemic and
only includes people who meet the HUD’s definition of homelessness—people living in homeless
shelters or unsheltered on the streets or other places not meant for human habitation. This estimate
does not include Americans who are “doubling up” with other households and have no home of
their own, or those at risk of homelessness, including over 10 million households that are severely
rent-burdened, which means that they pay over 50 percent of their income toward rent (National
Low Income Housing Coalition, 2021).
Though homelessness has been part of the American landscape in some form since the
Great Depression, modern-day homelessness is a more recent phenomenon that emerged in
the 1980s (Lee, Tyler, and Wright, 2010). This phenomenon coincided with a shift in federal
housing policy away from the direct production of low-income housing toward relatively
smaller programs such as the Section 8 Voucher program for very low-income households
(Von Hoffman, 2012). Today, only one in four Americans who qualify for Section 8 receive
the benefit due to underfunding (Fischer and Sard, 2017). It is important to note that in the
United States, homelessness appears to be driven by income inequality rather than poverty
alone. Cities that have higher rates of income inequality at a local level also have higher rates
of homelessness, in part because the lowest-income households bear a disproportionately large
burden of housing costs (Byrne, Henwood, and Orlando, 2021).
While policies that both reduce inequality and facilitate access to affordable housing are
needed to reduce homelessness (Aubry et al., 2020), the federal government funds homeless
services through the HUD, which mostly focuses on the latter (i.e., facilitating access). HUD
funding supports programs like rapid rehousing for individuals who need temporary rental
assistance and permanent supportive housing for those who need subsidized housing plus
supportive services for chronic physical and/or behavioral health conditions. Permanent
supportive housing has a robust evidence base for its effectiveness at addressing homelessness
(National Academies of Sciences, 2018), whereas the expansion of rapid rehousing programs
has largely occurred with more limited empirical support (Byrne et al., 2021).
Funding for homeless services can also occur at the local level, which helps explain variation
in homeless services between cities. For example, New York City, which has the largest homeless
population in the country, spends billions of local dollars on an expansive shelter system, required
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as a result of a court decision that mandated a “right to shelter.” Los Angeles County (LAC), on
the other hand, has the largest unsheltered population in the country with only one out of four
people in a shelter. Rather than investing heavily in a shelter system, LAC recently passed local
legislation to raise billions of dollars for permanent supportive housing (Henwood and Padgett,
2019). Together, New York and LA account for 25 percent of the nation’s homeless population,
and the state of California alone accounts for over half of all unsheltered people experiencing
homelessness (PEH) (HUD, 2021).

Veteran Homelessness in the United States
During the past decade, efforts to address homelessness among veterans have been a notable
success story in select regions in the United States, with reductions in the overall size of the
population by nearly half (Henry et al., 2020). Much of this decline has been attributed to the
success of the HUD-Department of Veterans Affairs (VA) Supported Housing (HUD-VASH)
program, the VA’s permanent supportive housing program, and its adoption of a Housing First
(HF) approach that prioritizes the provision of permanent housing to persons experiencing
homelessness rather than requiring that they first or simultaneously address the other issues they
may be facing (Henry et al., 2020). In fact, three states (Connecticut, Delaware, and Maryland)
and 82 communities report having achieved “functional zero” on veteran homelessness
(VA, 2021b), which means that any veteran who becomes homeless can access a permanent
housing solution typically within 30 days.
Nevertheless, approximately 37,252 veterans experienced homelessness in 2020, representing
0.2 percent of the veteran population (HUD, 2021).1 This is likely an underestimate, as it is based
on point-in-time counts of those living in sheltered and unsheltered conditions in January of that
year. In one recent nationally representative survey, 10 percent of veterans reported that they had
experienced homelessness at some point in their adult lives (Tsai et al., 2020). While most veterans
experiencing homelessness (VEH) served during the Vietnam era (Gabrielian et al., 2019),
veterans of the post-9/11 era also experience homelessness, but often with different risk factors.
Research suggests that during more recent wars approximately half of veterans who have
experienced homelessness had a diagnosed mental health condition upon discharge (Metraux et al.,
2013), whereas Vietnam-era veterans who became homeless tended to experience psychiatric
disorders after military discharge (or they were only recognized postdischarge), which, along with
postmilitary social isolation, were strong predictors of homelessness (Tessler, Rosenheck, and
Gamache, 2002). Research suggests that substance use remains a risk factor across veteran groups
(Metraux et al., 2013; Tessler, Rosenheck, and Gamache, 2002).

1

Data on homelessness derive from point-in-time counts conducted in January of each year led by HUD. The
0.2-percent figure derives from dividing 37,085 by the total estimated number of veterans in the United States in
2019, which was estimated to be 19.9 million (VA, 2021a).
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In general, there is limited research examining whether specific military experiences, such
as the psychological impact of combat exposure, are associated with homelessness, and what
research exists yields little evidence of a direct association between military experiences
and homelessness (Balshem et al., 2011). There is also limited research showing a strong
connection between posttraumatic stress disorder (PTSD), which is more prevalent among
veterans than the general population, and veteran homelessness (O’Connell, Kasprow, and
Rosenheck, 2008; Tsai and Rosenheck, 2015); though there is some evidence of an association
between PTSD and homelessness in veterans, the studies tend to be small or have limited
generalizability (Balshem et al., 2011). Nevertheless, we know that trauma can be a risk factor
for homelessness, as can having mental illness, substance use disorders, or co-occurring
disorders, which are strong risk factors for homelessness regardless of veteran status
(Folsom et al., 2005; Tsai and Rosenheck, 2015).

Homelessness and Homeless Services in Los Angeles
In less than ten years, the estimated size of the population experiencing homelessness in LAC
has increased by 85 percent. In 2020, over 41,000 people in the City of LA and over 66,000
people in LAC experienced homelessness.2 Among these are an estimated 3,902 veterans
experiencing homelessness, which is the highest concentration of homeless veterans in the United
States. Estimates of LA’s homeless veteran population have remained largely unchanged since
2015. This stagnation can be viewed positively in the context of overall increases in LA’s rate of
homelessness, or negatively given that national estimates of veteran homelessness have been
declining. Regardless, there is a unique landscape of services that are available for VEH in LA.
Currently, there is no single source that provides a comprehensive list of homelessness
services provision across LAC. For each of the eight Service Planning Areas (SPAs) that make
up LAC, there is a regional lead agency (i.e., community service provider) that is responsible for
coordinating access to individuals who seek services in their area, with the LA Homeless
Services Authority (LAHSA) overseeing these efforts (LAHSA, 2021b). Funding for these
services has increased dramatically over the past few years. In 2016, City of LA voters approved
a $1.2 billion bond to create permanent housing for PEH. The following year, LAC voters
approved a sales tax that is expected to generate $350 million annually for ten years to fund
supportive services for PEH. These resources have helped expand the homeless service system in
LAC to include more outreach services, while the majority of the funding is being invested in
permanent supportive housing.
Although veterans qualify for LAC’s homeless programs and services, there are also
veteran-specific homeless services. In fact, the West LA VA campus has the nation’s largest VA
2

LAC, the largest county in the nation, is comprised of 88 incorporated cities and unincorporated areas located
throughout a 4,084-square-mile area. The City of LA is an incorporated city of 503 square miles located within LAC.

3

homeless program, with resources to house ~9,800 VEH through emergency, transitional, and
permanent housing. The West LA VA offers diverse services, including a “Welcome Center”
(social services and referrals to physical and mental health care provided on a walk-in basis by
the VA and its community partners); a large Homeless Patient Aligned Care Team (HPACT),
with > 4,000 VEH receiving homeless-tailored primary care); street outreach (engagement with
VEHs in encampments and other unsheltered settings); and Healthcare for Homeless Veterans
(HCHV), Homeless Providers Grant and Per Diem (GPD), and other transitional housing
(community partnerships to provide ~1,000 transitional beds for VEH).
Despite the scale of the West LA VA’s homeless program, the history and more recent status
of the campus is particularly germane to our study and provides a justification for focusing on
veteran homelessness in West LA.

Study Context of the West Los Angeles Veterans Affairs Campus
The land where the West LA VA campus stands was donated to the United States in the late
1800s to specifically provide a home for disabled veterans (Los Angeles Conservancy, 2020).
The land comprises approximately 387 acres in West LA, including the largest medical center
campus in the VA system. It is nestled between Westwood, home of the University of California,
Los Angeles (UCLA), and Brentwood, an upscale neighborhood. Following the Korean War,
nearly 5,000 veterans called the campus home. However, over the past 40 or so years, the
campus transitioned to a health care and research facility, leaving much of the land, housing,
and amenities in disrepair (VA, 2016).
Meanwhile, over the past two decades, much of the land was leased out to more than a dozen
nonveteran service entities, in conflict with the intended use of the land. For example, UCLA and
the Brentwood School (i.e., an independent private K–12 coed day school) established long-term
leases to use the land for athletic activities. Some examples were leases to a private rental car
business for parking and international hospitality company for laundry services (American Civil
Liberties Union, Southern California, 2021). It was estimated that the West LA VA Medical
Center had taken in somewhere between $28 million and $40 million from these lease
agreements (Jaffe, 2012), while at the same time, the needs of VEH were being neglected.
As a result, a lawsuit ensued in 2012, challenging the VA to reclaim use of the land to better
serve the needs of veterans, as it was initially intended (Valentini v. Shinseki). The lawsuit
resulted in a Draft Master Plan for the campus in 2015, based on input from veterans; Veterans
Service Organizations; federal, state, and local authorities; the local community; and many other
stakeholders (VA, undated). The Draft Master Plan is a framework to assist in planning the
future use of the campus to better meet the needs of veterans. It was adopted by the former
secretary of the VA in early 2016.
VEH were prioritized in the 2016 Master Plan, which calls for the development of at least
1,200 units of supportive housing on the West LA campus for VEH or those at risk for
homelessness. Legislation was enacted in 2016 that permitted the VA to enter into Enhanced-Use
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Lease agreements to allow the private sector to assist with the development of the supportive
housing on the West LA VA campus (VA, undated). Since then, Building 209 was opened in
2017, providing 54 units of permanent supportive housing for veterans experiencing chronic
homelessness. Other housing is currently being constructed on the campus, including Buildings
205, 207, and 208, which are intended to provide just over 200 permanent supportive housing
units. But to date, the West LA VA campus has only provided 5 percent of the supportive
housing units outlined in the 2016 Master Plan. Other initiatives launched to provide temporary
support include a safe parking program initiated in 2018 that allows veterans to sleep in their
vehicles overnight on the West LA VA campus and have access to a host of support services.
The VA reported that within the first 200 days of the program’s launch, over 300 vehicles were
hosted (VA Greater LA Healthcare System, undated).
Given the increased attention that has been paid to improving access and care provided at the
West LA VA Medical Center, it is important to understand the challenges and gaps that continue
to exist in efforts to effectively engage VEH in the area.

Study Aims
To address these gaps, we sought to examine the experiences and perspectives of VEH on
the streets of West LA. We gathered in-depth information from VEH over a 12-month period to
identify specific facilitators and barriers of veterans in achieving housing stability. Twenty-six
participants were recruited in August 2019 and followed up through August 2020. Three months
into data collection, we also piloted an ecological momentary assessment (EMA) study, collecting
data through a smartphone application on participants’ phones several times a day for up to one
week. This effort captured daily mood and activities in real time, which allowed us to test the
feasibility of using this data collection approach with VEH. Understanding whether real-time data
collection via smartphones is feasible with VEH is important and has implications for future
research design and service delivery for this vulnerable population.
We also note that because of the COVID-19 pandemic that started during the first quarter of
2020, the context of our study and the homeless service system changed dramatically. On the
research side, we modified our protocols and continued data collection. We also developed an
additional weekly survey and onetime interview that was administered in the summer of 2020 to
inquire about specific VEH’s concerns and behaviors related to the pandemic. On the homeless
service side, many services, including shelters and drop-in centers, were forced to reduce
capacity or close altogether. At the same time, new initiatives began, including Project
Roomkey,3 which prioritized getting those most vulnerable off the streets and into vacant hotels
throughout LA. The impact of these changes on our sample is also captured in this report.

3

Project Roomkey is a state initiative to convert empty hotel and motel rooms to temporary lodging for individuals
experiencing homelessness with elevated risk for contracting COVID-19 (Office of Governor Gavin Newsom, 2020).
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Study Objectives, Research Questions, and Organization of This Report
The main objective of this study was to follow a cohort of VEH recruited near the West LA
VA Medical Center for a one-year period to understand what helps or hinders their entrance into
stable housing. In the process, we planned to address several secondary aims (both substantive
and methodological). The primary study questions were the following:



Over the course of a year, what factors facilitate or serve as barriers to entry into stable
housing among VEH in West LA?
Does stable housing improve mental health, quality of life, or physical health, and does it
increase service utilization and security?

The secondary aims that were developed over the course of the study were the following:



How acceptable and feasible is it for VEH to use mobile phones for data collection, and
is it possible to conduct EMA surveys that require participants to respond several times a
day?
How were VEH affected by the COVID-19 pandemic in terms of their perceptions of
risk, protective behaviors, symptoms, and psychological distress?

In Chapter 2, we describe the methods of our study. In Chapter 3, we describe the
characteristics of the study sample primarily based on the information collected at the first
interview. Chapter 4 presents the study results related to housing. Chapter 5 provides information
about health and well-being. Chapter 6 describes the use of supportive services by participants,
including health and other social services. Chapter 7 presents the results from the EMA survey.
Chapter 8 presents the results related to the COVID-19 pandemic. Finally, Chapter 9 presents a
study summary and study limitations along with implications and recommendations from our
work. Throughout the chapters, readers will find descriptive profiles of four veterans,
representing a range of experiences, based on the extensive data we collected during the
longitudinal series of interviews across the 12-month period. These profiles help illuminate the
facilitators and barriers to becoming stably housed among our sample. Of note, the names of all
the veterans in this report have been changed to protect the identity of participants.
Supplementary materials are provided in two appendixes. First, we provide brief profiles of
the other 22 veterans who participated in our study. Next, we provide descriptions of the services
offered to VEH by the VA as well as services and benefits that are available for Los Angelenos
experiencing homelessness more broadly.
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2. Study Methods

Recruiting PEH for research studies can be done in many ways. Prior to recruitment, we
arranged to “shadow” two outreach workers employed at the West LA VA on two different
days where they worked in separate areas located near the West LA VA campus to help inform
the areas where we might conduct recruitment. Shadowing is a qualitative approach where
researchers observe other individuals conducting their normal daily activities (McDonald, 2005).
First, we traveled with an outreach worker who covered the areas northeast of the West LA VA
campus (i.e., Hollywood and West Hollywood). On a second day, we traveled with an outreach
worker who covered the areas south and west of the campus (i.e., West LA, Santa Monica,
and Venice). During these days, while traveling to and from the target locations, the workers
discussed their outreach experiences and showed us the areas they frequently visit, including
encampments located next to the West LA VA campus gates on the southwest side of the campus,
and in particular parks in and around Hollywood and Santa Monica. The outreach workers also
showed us the building where services for VEH could be rendered on the West LA VA campus,
including free meals and laundry services. As a point of contrast to the efforts provided by the
West LA VA, we also shadowed the outreach team employed by the City of Long Beach during
this period. We used these experiences, in combination with other information we had gathered
on where PEH may be provided services, to inform our data collection approach.

Recruitment
We used three major strategies to recruit VEH to garner a range of experiences and
engagement with VA-related support: (1) street outreach: field interviewers approached
individuals in street encampments or accessing non-VA services, such as in free meal lines at
community churches, in city libraries, parks, beaches, shower programs, and recycling centers;
(2) non-VA service referrals: field interviewers received referrals from non-VA homeless
service staff that had identified clients as veterans; and (3) veteran outreach: field interviewers
approached individuals attending VA-sponsored outreach events or received referrals from VA
outreach staff. Our recruitment catchment area reflected locations in West LA that could access
the West LA VA campus either on foot or through public transportation. We initially planned
to recruit up to 25 veterans to participate in our study. This number was based on research that
has shown that samples of this size are sufficient to ensure thematic and meaning saturation
(i.e., no new information is gained from the data; see Guest, Bunce, and Johnson, 2006).
To be eligible to participate in the study, VEH needed to meet the following criteria:


Self-reported living status. More than half of the past 30 nights had to have been spent
at one of the following: street, sidewalk, alley, bus or train stop/station, transit center or
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airport, campground or woods, park, beach, or riverbed, under bridge or overpass, other
outdoor location, abandoned building, parking lot (surface), car, truck or van, RV or
camper, outdoor encampment or tent, on a bus or train, unconverted garage, attic or
basement, or other makeshift shelter not meant for human habitation;
Veteran status. This was defined as having served in the U.S. military, including Army,
Navy, Air Force, Marine Corps, and/or Coast Guard, including members of the Reserve
Component. In order to meet the veteran criteria, we first queried prospective sample
members about their military occupational specialty, length of time in the armed forces,
year(s) in service, what service or war era they served in, their age, and pay grade at
discharge to gather information about their potential veteran status. Participants who
were unable to respond to these items or reported inaccuracies (e.g., age did not align
with time in service) were deemed ineligible. At a later date, we verified each potential
participant’s veteran status using the VA’s electronic health record system. Four
individuals were identified at this stage as ineligible and removed from the study.

Anyone who was not deemed eligible for the study was given a pamphlet with information
about services available for PEH in West LA. At the time of the screening, respondents who
were deemed as potentially eligible based on their self-reported living status and veteran status
were invited to enroll in a yearlong study that consisted of monthly interviews, with the first
interview taking place the same day as screening, assuming the respondent was interested and
available. Across 19 shifts between August 6 and September 9, the field interviewers approached
392 people. Thirty-one people were determined eligible after screening. One person completed
the screening and met criteria but walked away before completing the interview. As noted above,
four were determined ineligible at a later date when we checked each participant’s veteran status
using the VA’s electronic health record system. Participants were compensated $20 cash for the
first (baseline) interview and informed that they could earn $25 for each monthly follow-up
interview. We offered cash at the follow-up in-person interviews. For interviews that were
conducted remotely (e.g., when participants left the LA region or after the COVID-19 pandemic
started), we used a variety of different payment options based on participant preference. For
those with a mailing address, we offered mailing a money order. If they had an account with
Venmo, Cash App, or PayPal, we made payments using those options. We also used Western
Union if those other options were not feasible.

Longitudinal Interviews
Participants completed in-person, computer-assisted interviews administered by trained
research field interviewers. As part of the screening questions to determine eligibility, we
captured participants’ veteran status, length of time in the military, discharge date, years served,
rank at discharge, current age, and homelessness status in the past 30 days. Once an individual
agreed to participate in the longitudinal study, a longer initial (or “baseline”) interview was
completed that included some demographic questions that were only asked once during the
study regarding gender, sexual orientation, race/ethnicity, relationship status, children,
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education, income including governmental assistance, and employment status. The baseline
interview also included a onetime set of questions regarding the participant’s homelessness
experience, including the age they first experienced homelessness, the length of time spent in the
current homeless episode (as described in the first study criterion noted above), the total amount
of time spent homeless in their lifetime, and location before homelessness. Some questions
about their lifetime experiences were also included, including items about experiences with the
military (discharge status, number of deployments, and combat deployments), trauma/assault
(exposure to military trauma, physical or sexual assault, robbery), criminal justice involvement,
housing preferences (housing attributes and cohabitants), and health (presence of chronic health
conditions and substance use). Information about other items asked at baseline and each followup in the domains of health, quality of life, victimization, and system involvement is presented
in the next section.
Several portions of the interview were digitally recorded and transcribed because the
interview questions were open-ended. In the baseline and follow-up interviews, we asked
participants to describe their current lifetime goals, how important they felt being stably
housed was to them, and their confidence in becoming stably housed.
Completion of the consent, tracking, and locator form along with baseline interview
questions lasted between 40 and 120 minutes, and the monthly follow-up interviews lasted
between 40 and 60 minutes.

Follow-Up Tracking
This project adapted methods from previous longitudinal studies with PEH conducted by
RAND’s Survey Research Group to assist with successful follow-up over time with participants
(Garvey et al., 2018). That is, standard tracking and locating techniques were tailored to better
fit the transient nature of the study population. Each of these elements is described in more
detail below.
Tracking and Locating Form
In addition to collecting traditional information at baseline to help with locating the
participant at the follow-up time points—telephone numbers, email addresses, and contact
information of two friends or relatives who knew how to reach them—we also obtained
permission to send texts to their mobile phone numbers. We also collected information that
may help with locating someone without a permanent address, like getting their “street” name
or nickname, which is often how peers or service providers may know them best. We also
asked whether they had a social networking account and, if so, the name of the account and
permission to message them. In addition, we recorded any physical characteristics that could
help identify them in the future, like their gender, height, hair color, race/ethnicity, eye color,
the presence of tattoos and scars, and the use of durable medical equipment or other visible
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signs of disability. Since we did not have a permanent home address for anyone, instead
we documented where they were recruited (e.g., street address), along with other relevant
characteristics about that location (e.g., church where they ate lunch on Wednesdays) and also
asked about where they often spend time (e.g., where their primary hangouts were, including
places they regularly went for services). Finally, we asked them to provide us with what they
considered to be the “best way” to contact them of all the options given.
Reminder Cards and Incentives
All participants were offered a project-branded reminder card at the time of each interview
to remind them about the date of their next scheduled follow-up interview. The card had the
project name and toll-free phone number on it, along with the target date for their follow-up
interview. Each participant was instructed that if their contact information changed prior to the
next interview date, they could call or text the number on the card prior to the scheduled date
and receive an extra $5 cash incentive for providing their new contact information. Early in the
pandemic, before we received approval to return to the field to conduct the interviews in person,
we needed to compensate respondents remotely. For one participant incarcerated in the LAC
Jail, the interview payment was put into their jail account or “books.”
Field Staff Practices
Field staff practiced a “meet the client where they are at” philosophy, meaning that they did
not follow strict hours or geography limits in their work. For example, if a participant wanted to
do the interview on the weekend or in the early or late hours of the day at the beach or in a
parking lot, the field staff accommodated the participant. Part of the field staff’s job was to be
aware of the community resources where the respondent spent time to assist with follow-up.
That is, field staff was able to check with service providers in the area or local hangouts where
the participant may spend time, including local parks, libraries, coffee shops, and fast-food
restaurants. The project included language in the informed consent form that gave permission
for the VA or other service providers to share their contact information with RAND to help
locate them. This allowed the VA and other service providers to look up participating veterans
in their system to obtain new phone numbers and addresses, names of assigned caseworkers,
and dates of upcoming appointments where the field team could meet the participant. Field staff
also tried to build rapport with each client so that they knew their weekly schedule and had an
idea where they might find them. This included finding out what days they go to which meal
lines or where they take showers or receive other support. Additionally, project supervisors
maintained relationships with representatives of the various social service providers so that if a
participant due for an interview showed up at a shelter, drop-in center, shower program, or meal
line, the supervisor was notified and an interviewer dispatched immediately. In addition, field
staff monitored public databases such as the LAC Jail inmate locator, LexisNexis people finder,
and other online resources as a way to locate participants.
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Measures
Major domains of the baseline interview were also included at each of the monthly follow-up
interviews. These domains included a past 30-day residential timeline follow-back4 that queried
about their prior location each night in the past 30 days; reason for location and reason for
leaving location (if location changed); mental health; substance use; quality of life; physical
health; victimization; system involvement; and health care utilization. Details on specific
measures are presented in Table 2.1.
Table 2.1. Measures Asked at Baseline and at Each Follow-Up Interview
Construct

Description

Mental health
Distress

K6: A scale with six questions used to measure nonspecific psychological distress in the past
30 days that ranges from 0 to 24. A threshold of 13 is commonly used to optimally identify
serious mental illness (Kessler et al., 2003).

General mental
health

Nine items from the Modified Colorado Symptom Index (MCSI), which asks about
psychological symptoms. This measure has high internal consistency and test-retest
validity and good construct validity when used in populations experiencing homelessness
(Conrad et al., 2001). Overall scores could range from 0 to 36.

Depressive
symptoms

Though a single-factor solution is the strongest fit for the MCSI, factor analysis has identified
a potential two-factor solution, with the factors measuring depressive and psychotic
symptoms (Conrad et al., 2001). Depressive symptoms were measured with six items from
the MCSI that load onto the depression factor, and scores ranged from 0 to 24.

Psychotic
symptoms

Psychotic symptoms were measured with four items from the MCSI that measure symptoms
associated with psychosis and ranges from 0 to 16.

PTSD

Primary Care-Post-Traumatic Stress Disorder (PC-PTSD): A 5-item yes/no scale that, when
summed, ranges from 0 to 5. The PC-PTSD has excellent diagnostic accuracy, and a
threshold of 3 was used to indicate a positive screen for PTSD (Prins et al., 2016).

Substance use
Drug use

Lifetime use of each of nine classes of drug adapted from the NIDA Modified Assist 2.0 tool
(National Institute on Drug Abuse, undated) (cannabis, cocaine, prescription stimulants,
methamphetamine, inhalants, sedatives or sleeping pills, hallucinogens or ecstasy, opioids
[heroin], and prescription opioids). Those that answered that they had ever used were asked
if they had used the drug in the past 3 months. At each follow-up interview, all respondents
were again asked if they had used each class of drug in the past month.

Binge drinking

Single item: “During the past 30 days, how often did you have 5 or more drinks (if male)/4 or
more drinks (if female) containing any kind of alcohol within a two-hour period?” to assess
problematic drinking levels. This item reflects the National Institute on Alcohol Abuse and
Alcoholism definition of binge drinking, and the past-30-day time frame is consistent with
other surveys of alcohol use, including the National Survey on Drug Use and Health
(Courtney and Polich, 2009).

4

The residential timeline follow-back is an inventory that captures an individual’s daily residential status over a set
period of time (Sam Tsemberis, Gregory McHugo, Valerie Williams, Patricia Hanrahan, Ana Stefancic, “Measuring
Homelessness and Residential Stability: The Residential Time-Line Follow-Back Inventory,” Journal of Community
Psychology, Vol. 35, 2007, pp. 29–42.
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Construct

Description

Quality of life
Overall health

Single item: “Would you say your health is excellent (=6), very good (=5), good (=4), fair (=3),
poor (=2), or very poor (=1).” There is strong support for this single measure as an indicator
of poor health (Manor, Matthews, and Power, 2000).

Overall quality
of life

Single item: “Overall, how would you rate your quality of life?” where 0 was anchored at
“worst possible quality of life,” 5 was anchored at “halfway between worst and best,” and
10 was anchored at “best possible quality of life.” This item is taken from the HIV Cost and
Services Utilization Study (HCSUS). This measure has demonstrated good validity and
excellent reliability in a medical sample (de Boer et al., 2004) when used as a visual analog
scale, and single-item quality of life measures have demonstrated good reliability and validity
(Bowling, 2005).

Social support

Four items adapted from the Medical Outcomes Study social support scale (Sherbourne and
Stewart, 1991), including two emotional and information support items, one tangible support
item, and one affectionate support item. Respondents were asked to indicate how often in the
past 30 days at least one person was available to provide each type of support, with
responses ranging from 0 (“never”) to 4 (“always”).

Social activity
limitations

Single item: “During the past 30 days, how much did your physical health or emotional
problems limit your usual social activities with family or friends?” Response options ranged
from 1 (“not at all”) to 5 (“could not do social activities”). This question comes from the
8-question version of the Short Form (SF-8). This item has demonstrated good item
discrimination and construct validity (Stewart, Hays, and Ware Jr., 1988).

Physical health
Fatigue

Single item: Adapted from the Patient Reported Outcomes Measurement Information System
(PROMIS) v1.0/1.1 Global Health Scale (HealthMeasures, 2021) that asked how respondents
would rate their fatigue in the past 30 days, with responses ranging from 1 (none) to 5 (very
severe). There is evidence that the PROMIS measures, including the fatigue item, have good
clinical validity when evaluated in individuals with chronic medical conditions (Cook et al.,
2016).

Sleep problems

Two questions adapted from the Sleep Condition Indicator, a clinical screening measure
developed to detect insomnia that has good internal consistency and construct validity (Espie
et al., 2014). The first asked how many nights per week respondents had problems with their
sleep in the past 30 days, with response options ranging from 0 to 7 days. The second
question asked about the extent to which poor sleep has troubled the person in general, with
response options ranging from 1 (“not at all”) to 5 (“very much”).

Pain

Single item: Adapted from the PROMIS v1.0/1.1 Global Health Scale (HealthMeasures, 2021)
that asked how they would rate their pain on average in the past 30 days, with response
options ranging from 0 (“no pain”) to 10 (“worst imaginable pain”). As noted, there is evidence
that the PROMIS measures, including the pain item, have good clinical validity when
evaluated in individuals with chronic medical conditions (Cook et al., 2016).

Physical activity Single question: “During the past 30 days, how much did your physical health problems limit
limitations
your usual physical activities (such as walking or climbing the stairs),” with response options
ranging from 1 (“not at all”) to 5 (“could not do physical activities”). This item comes from the
8-question version of the Short Form (SF-8) (Ware et al., 2001) .
Victimization

Respondents were asked about being physically assaulted or attacked (including sexually)
and, separately, about having been robbed or had something stolen. At baseline, we
prompted each question by asking: “Since you have been homeless, have you . . .” and also
asked whether respondents had been victimized in the past 3 months (RAND Corporation,
undated). These items were adapted from the RAND Course of Homelessness Study and
have also been used in other studies of populations experiencing homelessness (e.g.,
Wenzel, Leake, and Gelberg, 2001). At follow-ups, the referent time period was the past 30
days. For the 3-month and 30-day questions, if respondents had been victimized, we asked:
“Where did this happen?” and “What was your relationship with the person who
[assaulted/robbed] you?” For those who experienced multiple victimizations, respondents
were invited to describe all of the locations where the events occurred, along with all of the
people who assaulted or stole from them.
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Construct
System
involvement

Description
At baseline, we asked if respondents had ever been involved in eight systems including foster
care, mandated mental health stays, jail, probation or parole (the full list is presented in
Chapter 6). We then asked whether respondents had been detained or taken somewhere
by the police, arrested, convicted of a crime, convicted of a sex offense, on probation,
incarcerated, on parole, or in a justice service program (such as Drug Court, Mental Health
Court, Veterans Court, or restorative justice). At baseline we asked if these things had ever
happened to them, and whether they had occurred in the past 6 months (except for convicted
of a sex offense or in a justice service program). At follow-up, these questions referenced the
past 30 days (at follow-up, we did not ask about convicted of a sex offense). Items were
adapted from the At Home/Chez Soi study, a randomized controlled trial of an HF intervention
in Canada (Goering et al., 2011).

Health care
utilization
Mental health

At baseline and at each follow-up wave, we asked about care that respondents received in
different settings. For mental health care, we first asked: “Did you get any help for a
psychological or emotional problem or bad nerves?” Those who responded “‘yes” were then
asked: “Did you receive treatment overnight in a hospital for . . . ,” “Did you meet with a
doctor or nurse to discuss medication for . . . ,” and “Did you meet with a counselor to talk
about a . . . ,” with each question ending with the phrase: “a psychological or emotional
problem. Finally, we also asked: “Did you attend a day hospital program or day treatment
center or any other mental health center?” These items were based on the items from the
Treatment Services Review (McLellan et al., 1992), a measure shown to have good testretest reliability and concurrent validity for identifying types of treatment received.

Physical health

Five questions asked about care for physical health problems. First, we asked: “Have you
had any medical or dental care?” Those who responded “yes” were then asked: “Did you stay
overnight in a hospital . . . ,” “Did you receive treatment in an emergency room . . . ,” “Did you
see a doctor or nurse at a clinic, mobile van, shelter, the place where you live, or any other
place . . . ,” and “Did you receive any other medical care . . . ,” with each question ending with
the phrase: “for a physical health problem.” For dental care, we asked: “Did you receive care
for your teeth or gums from a dentist?” At baseline, these questions were asked about the
past 6 months; at each follow-up, they referred to the past 30 days. These items were from
the Treatment Services Review (McLellan et al., 1992).

Self-reported
medication
compliance

Respondents were asked two questions whether they were taking any medication prescribed
by their doctor for (1) emotional or mental health problems; and (2) conditions other than
emotional or mental health. First, we asked: “Are you taking your medication for emotional or
mental health as prescribed by your doctor?” Those who answered “yes” were asked a
follow-up yes/no question: “Are you taking your medication for emotional or mental health as
prescribed by your doctor?”

Supplemental Surveys
Embedded within our study were two additional surveys: a mobile-phone based EMA and a
COVID-19 assessment. We briefly describe these below, with more detail on the EMA study
provided in Chapter 7.
Ecological Momentary Assessment
Three months into data collection, we approached 18 participants in our sample based on their
known use of a smartphone about taking part in an EMA pilot. Ten of those participants agreed
to participate and were willing to complete one week of EMA, an exit survey, and a qualitative
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interview. Six of the ten veterans used RAND phones to complete the EMA portion. Each
measurement period lasted seven days, in which participants were prompted to complete up to
eight surveys per day (a morning survey, six repeated surveys, and one evening survey). Surveys
assessed topics such as sleep, safety, substance use, social interactions, bathroom access, affect,
hunger, pain, fatigue, psychological distress, food/water insecurity, and showering. At the end of
the week, participants completed a short exit survey about phone access, ease of app use, and their
experiences with the EMA procedure. Participants received $50 for participation, depending on
their compliance with the EMA procedure, and $20 for participating in the exit interview.
For the eight participants that we approached to participate in the pilot but were not
immediately interested, we had planned to administer a second pilot or wave of EMA in
order to give them a chance to participate. However, we did not attempt a second pilot due to
complications related to the COVID-19 pandemic.
COVID-19 Assessment
Starting in June 2020, we enrolled 15 participants to respond to weekly quantitative surveys
over an 11-week period administered via the commercial smartphone app RealLife EXP
developed by LifeData, which some participants had downloaded as part of the EMA substudy;
other participants had the option to respond to the survey items on a phone call with a data
collector. Surveys items explored COVID-19-related concerns, engagement in protective
behaviors, testing, COVID-19-related symptoms, and unmet service needs. The surveys took
between five and ten minutes, and participants received $5 for each completed survey. In
addition, participants in this COVID-19 substudy were qualitatively interviewed about similar
topics as the weekly survey. Interviews were semistructured, employing open-ended questions
and conducted over the phone with trained interviewers. Participants received $20 for
participating in the interview, which took approximately 30–40 minutes.

Study Sample
In Figure 2.1, we present the number of completed interviews across the entire sample.
Eleven respondents in the sample completed all interviews, and 69 percent (n = 18) completed
three-quarters of the interviews (i.e., nine or more). However, one respondent only completed the
baseline interview, and another only completed the baseline and one additional interview.
In longitudinal research, “person-time” is a construct used to refer to the number of time
intervals researchers observe a person in a research study. We had a potential 286 person-months
of follow-up interviews (i.e., 26 respondents × 11 months, excluding baseline interview). We
were able to achieve 217 interviews (or 217 person-months of data), reflecting a 76-percent
completion rate.
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Figure 2.1. Number of Completed Interviews (N = 26)
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NOTE: Descriptive characteristics of the sample are provided in Chapter 3.

Analysis
Quantitative Data Analyses
Our quantitative study involved 26 respondents surveyed a maximum of 12 times, once at
baseline and once every month thereafter. We use these data in two ways. First, we examine the
data at the individual level—for example, individual patterns into (and out of) housing over the
course of the year or the number of individuals in the sample who reported using marijuana in at
least one interview. For these analyses, the denominator is generally equal to the number of
veterans in our sample: 26.
As noted above, we also employ the construct of person-time and conduct some analyses at
the person-month level. For example, we look at the number of person-months respondents in
the study were stably housed. For these analyses, the denominator is the total number of personmonths observed, which is typically conducted in analyses that examine only the follow-up period.
In general, our analyses are descriptive—particularly for person-level analyses. However,
when we conduct person-month analyses, we perform statistical tests. All tests are motivated by
the same empirical question: Does stable housing improve outcomes?5
5

Stable housing is defined in Table 4.6.
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To conduct these tests, we first impute missing data by randomly selecting for each missing
value a random response from the same person at another month in which they were observed.
For example, if we are imputing monthly marijuana use and a respondent was not interviewed in
months 4 and 5, we assign values randomly selected from his or her responses in months 1–3
or 6–11. However, we only do this for those individuals with baseline data plus at least four
complete months of follow-up data. For these analyses, the baseline observations are dropped.
Thus, referring to Figure 4.1, after imputation, 24 veterans provide 11 person-months + 1 veteran
provides 1 person-month + 1 veteran who did not complete any follow-up interviews provides
0 person-months, for a total of 265 person-months).6 In terms of power to detect effects, we
conducted a simulation exercise with n = 24 individuals and t = 11 timepoints. Mixed-effects
models have 80-percent power at alpha = 0.05 to detect an effect size of 0.38 for continuous
outcomes and 17-percent power for binary outcomes.
Then, we test for differences between person-months stably housed and person-months
unstably housed using mixed-effects regression models. These models include both fixed
effects and random effects to account for correlated data, in this case, at the individual level.
These models exploit the longitudinal nature of the data by testing how changes in one domain
(unhoused to housed) affect changes on another (e.g., mental health symptoms). However, we
cannot definitively establish temporality (i.e., which change occurred first).
All analyses were conducted in Stata version 16.1. Imputation was conducted using the
fillmissing command, and regression models were estimated using mixed for linear models and
melogit for logistic models. We only use the imputed data for conducting statistical tests; when
presenting descriptive statistics, we do not use imputed data.
Qualitative Data Analyses
The interviews included some open-ended questions, and participant responses were
recorded and transcribed. More specifically, open-ended questions were asked regarding



life goals: “Tell me in a sentence or two, what is your most important goal in life right
now?”
descriptions of their rating regarding the importance and their confidence in achieving
housing stability: “Tell me what a “5” means to you?”

The transcriptions were imported into ATLAS.ti, a software for conducting qualitative data
analysis (ATLAS.ti Scientific Software Development GmbH). In ATLAS.ti, we coded the
data, which included assigning participant responses to particular substantive categories or
themes. We initially created the themes based on one researcher’s review of 25 percent of the
6

One individual was missing data at the eight-month follow-up, but this person provided their nightly housing data
for the missing month at their nine-month follow-up. They are the only instance of a case in which their outcome
data are imputed at the person-month, but their housing data are not.

16

transcripts. Once these transcripts were reviewed, common responses were identified and
labeled as themes, including a brief description and a few exemplar quotations from the
transcripts that pertained to each of the themes. Next, the researcher shared the list of themes,
definitions, and exemplar quotes with the larger project team for consensus. Then, the same
researcher coded the rest of the transcriptions using the list of themes. Following conclusion
of this initial coding, the transcriptions and coding were shared with a second researcher who
reviewed all the transcripts and associated coding. The second researcher made some revisions,
which were discussed with the first coder, and consensus on the themes was reached on all
coded segments before summarizing for inclusion in this report. Themes were developed using
this process for each of the open-ended questions.

Veteran Narratives
In the report, we profile four veterans that participated in all the interviews to help illuminate
their unique experiences living on the street and their relationship to housing. We purposely
selected four participants that are diverse in terms of their military service, age, gender, race, and
relationship with housing. Brief, narrative descriptions of the other 22 participants are included
in Appendix A.








Bradley is a 58-year-old Black male veteran whom we met at a church lunch program in
Hollywood. He reported being homeless for nine years and a history of homelessness
going back to age 32. Bradley had never been married and had no children. He served in
the Marine Corps for five years as a supply clerk and left the military in 1992 with
honorable discharge status.
Ralph is a 51-year-old White male veteran who identifies as gay. We recruited Ralph
outside a public library in Hollywood. He reported that we met him during his first bout
of homelessness, and he had been experiencing homelessness for about two years. Ralph
served in the Navy for seven years as a storekeeper and stated that he had received an
“other than honorable” discharge in 1994.
Shandra is a 42-year-old Black female veteran whom we also met a lunch program at a
church in Hollywood. She was experiencing her first spell of homelessness at the time of
our interviews. Shandra is married with a seven-year-old daughter. Her husband is an
undocumented immigrant, and Shandra viewed this as a barrier to receiving social
services. She reported that the family had been living in their car for the past two years.
Shandra served in the Air Force for six years and left the military in 2002 with an
honorable discharge.
Sheila is a 31-year-old White female veteran whom we recruited on the Venice Beach
boardwalk. We learned about Sheila from a local Venice Beach Facebook group, where
she had posted a profile photo and mentioned that she was a veteran experiencing
homelessness. She reported that she had been homeless for seven years and that she had
first experienced homelessness at age 21. When we met Sheila, she was living on the
streets with her boyfriend and selling her artwork on the Venice Boardwalk. She served
in the Army for one year as a unit supply specialist and left the military in 2007 with an
honorable discharge.
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3. Characteristics of the Sample

Like veterans more broadly, VEH are heterogeneous: they served in the military in
different eras and for different service branches, include men and women, are straight and not,
and vary in the types of services and benefits they access. In this chapter, we describe our
sample demographically, socioeconomically, and with respect to their military service. We also
present characteristics of the sample at study enrollment with respect to their experiences being
unhoused, their health status, and their criminal justice and victimization experiences.

Demographic Characteristics
As a reminder, our total sample consisted of 26 VEH. The majority (n = 21) were men and
18 (69 percent) were 45 or older. One-third (n = 9) identified as Black/African American,
non-Hispanic; 20 percent (n = 5) identified as White, non-Hispanic; and 15 percent (N = 4)
identified as Hispanic. Four identified as gay or lesbian. Over half (n = 14) had been married
but were now widowed, separated, or divorced. Eighteen had some college education, and
two had children under 18 in their custody. Although our recruitment was not intended to be
representative of all veterans in LA experiencing homelessness, we compared our sample with
the 2019 Point-In-Time Count sample, which is designed to collect demographic information
from a representative sample of PEH (LAHSA, 2021a). Our sample only had one veteran over
age 62, though 25 percent of VEH in LA are in this age group, and about one-fifth of our
sample were women, though women only constitute 7 percent of VEH in LA. Demographic
characteristics of our sample, and of the characteristics of VEH in LA in 2019, are presented
in Table 3.1.

Socioeconomic Characteristics
The majority of the sample (n = 15) reported having a monthly income of under $1,000.
When asked about their employment status, almost half reported being disabled or on disability
insurance, eight were unemployed and looking for a job, and two were self-employed, leaving
one respondent who was retired and three who were neither working nor looking for a job.
Two-thirds received some form of government assistance; the most common was Social
Security Insurance/Social Security Disability Insurance (SSI/SSDI)/Disability (n = 9), followed
by Medicaid/Medi-Cal/LA Care/HealthNet (n = 7). Six received veterans’ medical care or
benefits, one received a veteran’s pension, and three received veterans’ disability. Descriptions
of these benefits are presented in Appendix B; a full description of the sample’s socioeconomic
characteristics is presented in Table 3.2.
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Table 3.1. Demographic Characteristics of the Sample

Characteristic

n (%)

2019 LAHSA
Sample

Age
Under 18

0

0%

18–24

0

1%

25–54

15 (58%)

44%

55–61

10 (38%)

29%

1 (4%)

25%

21 (81%)

90%

Female

5 (19%)

7%

Transgender

0 (0%)

3%

21 (81%)

92%

Gay or lesbian

4 (15%)

4%

Bisexual

0 (0%)

3%

Unsure/questioning/nonconforming

1 (4%)

0.3%

Hispanic/Latino

4 (15%)

20%

White, non-Hispanic

5 (19%)

36%

Black or African American, non-Hispanic

9 (35%)

35%

Mixed race/other, non-Hispanic

7 (27%)

9%

Refused, non-Hispanic

1 (4%)

—

Married/domestic partnership

2 (8%)

—

Widowed/separated/divorced

14 (54%)

—

Never married

10 (39%)

—

8 (31%)

—

13 (50%)

—

5 (19%)

—

62+
Gender
Male

Sexual orientation
Straight

Race/ethnicity

Marital status

Education
High school diploma/GEDa
Some college
4 years of college or bachelor’s degree
Children
Custody of children under age 18

2 (8%)

SOURCE: Authors’ analysis using LAHSA, 2021a.
a GED = General Educational Development Test.
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Table 3.2. Socioeconomic Characteristics of the Sample
Characteristic

n (%)

Monthly income
0

6 (23%)

$1–$221

4 (15%)

$222–$999

5 (19%)

$1,000–$1,500

9 (35%)

Over $1,500

2 (8%)

Employment
Disabled or on disability

12 (46%)

Retired

1 (4%)

Self-employed

2 (8%)

Unemployed, actively looking

8 (31%)

Unemployed, not actively looking

3 (12%)

Government assistance
Food stamps

5 (19%)

General relief or assistance

2 (8%)

Medicaid/Medi-Cal/LA Care/HealthNet

7 (27%)

SSI/SSDI/Disability

9 (35%)

Medicare

4 (15%)

Veteran’s disability

3 (12%)

Veteran’s medical center/veteran benefits

6 (23%)

Veteran’s pension

1 (4%)

Does not receive government assistance

9 (35%)

Military Characteristics
One-half of the sample (n = 13) served in the Army, with the remaining half split roughly
evenly between the Air Force, Navy, and Marine Corps (Table 3.3). Veterans in our study
sample served for an average of four years. Fifteen respondents reported being deployed at least
once, and nine had a combat deployment. The most common era in which members of our
sample served was post-Vietnam (n = 15), followed by the Persian Gulf era (n = 8); five
respondents served in the Iraq and Afghanistan era. Ten of the 26 respondents did not receive an
honorable discharge.

Past and Current Experiences with Homelessness
As described in Chapter 2, all study participants were recruited because they were currently
experiencing homelessness. Table 3.4 describes, at baseline, their current episode of homelessness.
Over half (n = 16) had been homeless for two years or less during their current episode. Over half
(n = 15) were living outside of LA immediately before they became homeless, meaning that they
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Table 3.3. Military Characteristics of the Sample
Characteristic

n (%)

Branch of service
Army

13 (50%)

Air Force

4 (15%)

Navy

5 (19%)

Marine Corps

4 (15%)

Years in military—M (SD)

3.7 (0.4)

Number of deployments
1 time

7 (27%)

2 times

5 (19%)

3 or more times

3 (12%)

Never deployed

11 (42%)

Combat deployments (reported for those who deployed)
None

6 (40%)

1 or more

9 (60%)

Experienced any combat trauma

8 (57%)

Era of service
Post-Vietnam

15 (58%)

Persian Gulf

8 (31%)

Iraq or Afghanistan

5 (19%)

Rank at discharge
E-1

2 (8%)

E-2

5 (19%)

E-3

10 (39%)

E-4

9 (35%)

Discharge characterization
Honorable

16 (62%)

General, under honorable conditions

6 (23%)

Other than honorable

3 (12%)

Dishonorable discharge

1 (4%)

NOTES: Era of service categories are not mutually exclusive. M = mean;
SD = standard deviation.

migrated to LA once losing their housing. Among those who lost their housing when living outside
of LA, the average time they had been living in LA was four months; those who lost their housing
in LA had been living in LA for an average of 16 years. At baseline, most (n = 21) reported that
they were living outdoors, while five reported they were living in a vehicle.
Unfortunately, most of our study respondents had prior experiences living unhoused. At
baseline, we asked all respondents, “During your lifetime, how much time would you say you
stayed altogether in a place not meant for living such as temporary emergency shelters, outside
on the street, public transit, etc.?” Over half (n = 15) reported having spent three or more years
homeless. We also asked the age at which they had first experienced homelessness. Only two
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Table 3.4. Current Homelessness
Characteristic

n (%)

Current years homeless
Less than 1 year

9 (36%)

1–2 years

7 (28%)

3–5 years

7 (28%)

6–10 years

1 (4%)

More than 10 years

1 (4%)

Residence when most recently lost housing
LAC

11 (42%)

Southern California, not LAC

5 (21%)

California, not Southern

7 (29%)

Not California

3 (13%)

Where have you spent most of your nights in the past 30 days?
Someplace outdoors or another public place
Vehicle

21 (81%)
5 (19%)

had been homeless before 21, and most common was experiencing homelessness first between
ages 35 and 44 (endorsed by 9 in the sample). This is consistent with a hypothesized “sleeper
effect” in which the time between military discharge and homelessness was observed to average
5.5 years in two national samples (Tsai, Szymkowiak, and Pietrzak, 2020). Comparable numbers
experienced homelessness first between ages 21 and 34 and when they were over 44 (Table 3.5).

Housing Preferences
We asked respondents to indicate how important different features of housing were to
them, with response options being: not important, somewhat important, and very important.
We present the number of respondents who answered “very important” in Figure 3.1. Most
important was affordability (n = 23), followed by a home “in good repair” (n = 21), a safe
neighborhood (n = 19), and a compatible landlord (n = 19). On the other hand, housing features
like an adequate yard or garage were rarely very important (n = 2 and n = 4, respectively), nor
was being near the VA (n = 5). We also asked with whom the respondent would like to live
with if housing were provided (responses were not mutually exclusive). Most respondents
desired to live alone (n = 18). If they were to live with others, eight respondents would like to
live with their children, seven with a significant other, six with a friend or roommate, and one
respondent would prefer to live with parents.
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Table 3.5. Lifetime Homelessness
Characteristic

n (%)

Age first homeless
Less than 21

2 (8%)

21–25

4 (15%)

26–34

4 (15%)

35–44

9 (35%)

45–54

5 (19%)

55+

2 (8%)

Lifetime years homeless
Less than 1 year

3 (12%)

1–2 years

7 (28%)

3–5 years

6 (24%)

6–10 years

5 (20%)

More than 10 years

4 (16%)

Figure 3.1. Number of Veterans Who Reported the Feature as “Very Important”
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Health and Well-Being
Introduction
Chronic medical conditions, mental health concerns, and substance use disorders are
common among PEH (Schanzer et al., 2007; Shelton et al., 2009). For example, a study of
individuals newly experiencing homelessness found that rates of diabetes, hypertension, and
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asthma were higher than observed in the general U.S. population (Schanzer et al., 2007);
although another study did not find significant differences from the general population, it did
highlight the high rates of hypertension and diabetes among PEH (Bernstein et al., 2015).
Regarding mental health and substance use disorders, a meta-analysis of studies conducted in
Western countries found the six-month prevalence of alcohol use disorders was 38 percent
among PEH, 24 percent for other substance use disorders, 11 percent for major depression, and
13 percent for psychotic disorders (Fazel et al., 2008). Recent studies suggest the prevalence of
psychotic disorders may be even higher (Ayano, Tesfaw, and Shumet, 2019). Many of these
figures exceed the 12-month prevalence of the same disorders within the general population—for
example, an estimated 4.4 percent of the general population in the United States are diagnosed
with alcohol use disorders, 1.8 percent with substance use disorders, 6.7 percent with major
depressive disorder, and 3.0 percent with psychotic disorders (Fazel et al., 2008; Kessler et al.,
2005). Not only are these conditions more common in PEH, but there is evidence that these
conditions increase the likelihood of homelessness (Nilsson, Nordentoft, and Hjorthøj, 2019;
Shelton et al., 2009). For example, another meta-analysis found that substance use problems,
mental health problems, and a history of suicide attempts were associated with an increased
likelihood of homelessness; in addition, individuals with substance use problems and psychotic
disorders were less likely to exit homelessness (Nilsson, Nordentoft, and Hjorthøj, 2019).
Research among veterans has yielded similar findings. As one study highlighted, VEH
experience high rates of chronic pain (estimated in 29 to 33 percent of the sample), chronic
medical conditions (estimated in 86 percent of the sample), and mental health problems,
especially among those experiencing chronic homelessness (72 percent compared with
62 percent of those experiencing their first episode of homelessness) (Creech et al., 2015).
There is also evidence that veterans who had experienced homelessness during their lifetime
had higher PTSD symptoms and lower physical health quality of life than those without a
history of homelessness (Tsai et al., 2016), and that substance use disorders increase the risk
of unsheltered homelessness in veterans (Byrne, Montgomery, and Fargo, 2016).
Individuals experiencing homelessness have been shown to also experience a higher rate of
victimization than individuals who are housed. Studies have estimated that one-third to one-half
of PEH have been victims of crimes such as theft, assault, and sexual assault while homeless
(Garland, Richards, and Cooney, 2010; Lee and Schreck, 2005). Certain groups appear to be at
even greater risk of victimization, including women, transgender individuals, individuals with
chronic health conditions or substance use disorders, and those who have serious mental illnesses
(Kushel et al., 2003; Lee and Schreck, 2005; Roy et al., 2014). There is evidence that individuals
with a past history of abuse or victimization are at greater risk for victimization while homeless,
as are those who have experienced more episodes of homelessness (Lee and Schreck, 2005).
There is little evidence regarding victimization among veterans who are experiencing
homelessness. Research has demonstrated that rates of past trauma exposure are high among this
population, including childhood trauma, trauma related to military service, and military sexual
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trauma (Carlson et al., 2013; Pavao et al., 2013); however, the prevalence of victimization during
episodes of homelessness is unknown.
Lifetime Diagnoses
When we recruited our respondents to the study, we asked about whether they had ever
been diagnosed with a series of mental health and physical health conditions. Eighteen
reported past mental health diagnoses; 23 reported a past physical health diagnosis. The most
common were diagnoses of anxiety disorder (n = 11), PTSD (n = 9), depression (n = 9), high
blood pressure (n = 8), arthritis (n = 8), and neuropathy (n = 8). Mean number of lifetime
diagnoses for mental health problems was around 2 (minimum = 0 and maximum = 6) and
for physical health problems was 3.5 (minimum = 0 and maximum = 11). Other diagnoses
are presented in Figures 3.2 and 3.3.
Figure 3.2. Lifetime Mental Health Diagnoses at Baseline (N = 26)
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NOTE: ADD = attention deficit disorder; ADHD = attention deficit hyperactivity disorder;
MH = mental health. Other chronic mental health conditions were borderline personality
disorder (n = 1) and psychosis (n = 1).

Mental Health
We asked about current mental health across five domains. At baseline, the mean score for
all items was below established thresholds for serious mental illness (using the K6), though
mean levels of PTSD were just above the suggested threshold of 3 (using the PC-PTSD scale)
(Table 3.6). Eight (31 percent) of the sample met the threshold for clinically significant distress,
whereas 12 (46 percent) of the sample screened positive for PTSD.
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Figure 3.3. Lifetime Physical Health Diagnoses at Baseline (N = 26)
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NOTE: In addition to the diagnoses listed here, one veteran endorsed each of the following:
liver disease, kidney disease, tuberculosis, lupus, high or low cholesterol, thyroid problems,
other cardiovascular disease. No veteran endorsed cancer, stroke, or Crohn’s disease.
Other chronic medical conditions included hepatitis C (n = 1), needing a knee replacement
(n = 1), Parkinson’s disease (n = 1), sarcoidosis (n = 1), and lumbar radiculopathy (n = 1).

Table 3.6. Mean Mental Health Scores at Baseline

Domain (Possible Score Range)
Distress (0–24)

M (SD)

n (%) Above
Recommended Threshold

9.0 (6.1)

8 (31%)

12.1 (9.4)

—

Depression (0–24)

9.0 (7.1)

—

Psychosis (0–16)

4.7 (4.4)

—

PTSDa (0–5)

3.2 (1.5)

12 (46%)

MCSI (0–36)

NOTE: Refer to Table 2.1 for more information about each item, but for all items, higher scores signal
higher symptom severity.
a For PTSD, the mean value is based on n = 21 (does not include 5 veterans who reported
never having experienced an event that was “unusually or especially frightening, horrible, or traumatic”);
however, for the percentage above the threshold, the denominator is all 26 veterans.

Trauma
Trauma is a required precursor for PTSD and often leads to other forms of mental health
symptoms. Though we did not ask about all sources of trauma, we asked about two types of
victimizations. At baseline, half of the sample reported having been assaulted or attacked since
being homeless, and one-third had been assaulted in the past three months. With respect to being
robbed, nearly two-thirds had had something stolen from them since being homeless, and
46 percent had had something stolen from them in the past three months (Table 3.7).
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Table 3.7. Victimization Experiences at Baseline
Baseline
Since Being Homeless Past 3 Months
n (%)
n (%)
Physically assaulted/attacked

13 (50%)

8 (31%)

Robbed or stolen from

15 (58%)

12 (46%)

Substance Use
As shown in Table 3.8, the most used substances in the past three months at baseline were
marijuana (used by 17 [68 percent]), methamphetamine (used by 6 [23 percent]), and cocaine
(used by 4 [15 percent]). Seven respondents (27 percent) reported use of a drug other than
marijuana in the past three months, signaling the potential risk for the development of a
substance use disorder. Five respondents (19 percent) reported binge drinking, which puts one
at risk for developing an alcohol use disorder. Marijuana was the only substance used by
enough respondents to calculate frequency estimates. Respondents who reported any lifetime
use (n = 21) were asked how often they used marijuana in the past three months: responses were
never (=0), once or twice/monthly (=1), weekly (=2), and daily/almost daily (=3). At baseline,
those who used marijuana tended to use it between weekly and monthly (M = 1.9, SD = 1.2).
Table 3.8. Substance Use by Individual
Baseline
(use in past 3 months)
n (%)
Cannabis

17 (68%)

Methamphetamine

6 (23%)

Cocaine

4 (16%)

Binge drinking

5 (19%)

Hallucinogens or ecstasy

2 (8%)

Opioids (heroin)

2 (8%)

Prescription opioids

1 (4%)

Sedatives or sleeping pills

1 (4%)

Prescription stimulants

0 (0%)

Inhalants

0 (0%)

Quality of Life
As shown in Table 3.9, the baseline mean values of overall health, quality of life, and social
support hovered slightly above (and in the case of social activity limitations, lower than) each
scale’s midpoint, suggesting average levels across all domains. For example, a score of 3 for
overall health indicates “fair” on a scale that ranges from 1 (very poor) to 6 (excellent).
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Table 3.9. Mean Quality of Life Scores
Domain (possible score range)

Baseline

Overall health (1–6)

2.9 (1.4)

Overall quality of life (0–10)

5.9 (1.9)

Social support (0–16)

8.6 (5.2)

Social activity limitations (1–5)

2.2 (1.3)

NOTE: Higher scores signal better quality of life, except
for social activity limitations where higher scores indicate
more limitations.

Physical Health
Like quality of life, most baseline physical health scores fell in the midrange. For example,
the mean score for daytime fatigue (2.7) is midway between 1 (none) to 5 (very severe) and,
on average, respondents in the study reported experiencing sleep problems 3.6 days per week
(Table 3.10).
Table 3.10. Mean Physical Health Scores
Domain (score range)

Baseline

Daytime fatigue (1–5)

2.7 (1.4)

Sleep problems—frequency (0–7)

3.6 (3.0)

Sleep problems—severity (1–5)

3.1 (1.6)

Pain (0–10)

5.2 (3.5)

Physical activity limitations (1–5)

2.6 (1.3)

NOTE: Higher scores signal higher symptom severity.

Life Goals
When we first met respondents, we asked an open-ended question: “Tell me in a sentence or
two, what’s your most important goal in life right now?” Responses were categorized into one or
more of 13 themes, presented in Table 3.11.
At baseline, 58 percent (15 out of 26) responded that housing was an important goal. One
veteran, for example, stated, “You need your own shelter, man. It really is self-explanatory. Man
gotta have his own, I wanna get my own place.” The next most frequent response was health and
well-being: 31 percent of participants (8 out of 26) mentioned that addressing health or
behavioral health (mental health and/or substance use) or maintaining their health was most
important to them. For example, one respondent stated,
My most important goals in life right now is maintaining a healthy optimistic outlook on life as
I’ve come to understand in my struggle in homelessness that keeping the sound mind and body
can cure you further in the future. So I’m—yeah, my goal is to read, to regain my life. but also
with the new eyes and the new understanding that I have and the people that I’ve met and to
move forward in a positive optimistic way.
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Table 3.11. Stated Life Goals and Endorsement at Baseline
Life Goal

Baseline n (%)

Housing (obtaining or retaining)

15 (58%)

Health and well-being (addressing or maintaining physical or behavioral health issues,
or references to general well-being)

8 (31%)

Employment (obtaining and retaining a job or pursuing entrepreneurial
or self-employment ideas)

7 (27%)

Family/significant other (addressing family situations or desire for family
or romantic relationship)

5 (19%)

Finances (addressing debt or financial obligations)

3 (12%)

Benefits (obtaining or maintaining benefits)

—

Legal

—

Security/stability (desire for more safe or stable environment)

2 (8%)

Spiritual

2 (8%)

Survival

—

Car/vehicle (obtaining or retaining)

—

Being part of society (desire to be part of or contribute to society)

—

Other

—

NOTE: Not all themes were mentioned at baseline; those without values emerged during later interviews.

Obtaining or retaining a job or pursuing an entrepreneurial or self-employment idea was also
frequently mentioned (27 percent, or 7 out of 26 respondents). One respondent, Sheila, operated
a business on the Venice Boardwalk and stated she was “doing every day what I love. I’ve got
the best fucking job, the best office in the fucking world. I can’t ask for anything better” (more of
Sheila’s life goals over time are included in her profile provided at the end of Chapters 4 and 6).
At the first interview, goals related to family situations or the desire for family or romantic
relationships were specified less often (19 percent, or 5 out of 26 respondents). One respondent
stated, “The most important thing in my life now is, to take care of my children . . . because at
the end of the day that’s what defines a person.” And there were some mentions related to
improving financial situation (12 percent, or 3 out of 26 respondents), safety/security (8 percent,
or 2 out of 26 respondents) and spirituality (8 percent, or 2 out of 26 respondents).

Conclusion
The twenty-six VEH that were part of our study differed from each other in many important
ways, but there are some key commonalities between them. For most, finding a home was a
priority when they entered the study. However, most respondents desired to live alone, which
may be a barrier to obtaining housing in the current system, since many transitional housing and
emergency shelters require some shared living (i.e., a room to sleep in or a private room with
communal kitchen and bathing facilities). Past mental and physical health diagnoses were
relatively common, as was past victimization. The average scores on current mental health,
quality of life, and physical health suggest a sample with many challenges, with many reporting
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“fair” to “poor” across these domains. Over 25 percent of the sample reported ongoing illicit
substance use, consistent with a probable disorder.
With respect to benefit access and availability, three findings are worth noting. First, ten
veterans had an “other than honorable” discharge, which may have limited their access to certain
VA benefits during our study period.7 Second, over half (n = 15) were living outside of LA
immediately before they became homeless, meaning that they had migrated to LA once losing
their housing, which differs from the majority of the unsheltered homeless population in LA who
were local when they became homeless (LAHSA, 2020b). In the next chapter, we take a closer
look at the issue of housing motivation and experiences among our sample.

7

The House of Representatives passed a bill in January 2020 that would allow veterans who have received an “other
than honorable” discharge to participate in HUD-VASH (National Low Income Housing Coalition, 2020).

30

4. Housing

In the previous chapter, we described how heterogeneous the study sample of VEH was in
terms of their previous homelessness and housing experiences. Using both quantitative and
qualitative data provided by the study participants, this chapter explores the housing trajectories
and housing-related outcomes over the course of our one-year study period. We begin with
examining participants’ desire to become housed as well as their perceived ability or “confidence”
to exit homelessness. We then examine whether any of these VEH were able to secure housing
and, if so, retain that housing over the one-year study period. Finally, regardless of one’s
homelessness or housing status, we consider the stability of one’s place of stay by examining
changes in location or moves.

Desire to Become Housed and Confidence in Gaining Housing
We adapted two items to assess motivation frequently used in addiction treatment research
that have been found to reliably predict treatment retention and outcomes (Hogue, Dauber, and
Morgenstern, 2010). Respondents use what is called a “contemplation ladder” that ranges from
0 to 10 to report their current intentions. More specifically, we first asked respondents at baseline
and at each follow-up interview: “With 0 being not important and 10 being most important,
which number are you at today when you think about becoming stably housed? That is, not
living outside, in a vehicle, or temporary shelter or place?” At baseline, the mean value across
the sample was a 7.7, with one respondent reporting a “0” while ten respondents reported a “10.”
During follow-up, during months when individuals were not stably housed the mean was 7.3
(range: 0–10), and when stably housed the mean was 8.8 (range: 0–10), a difference that was
statistically significant (p < 0.001), suggesting that the felt importance of having housing may
increase once people are housed, though, again, we cannot definitively claim temporality
(see, e.g., Shandra’s narrative, located in the Veteran Profiles section at the end of this chapter).
Mean responses are presented in Table 4.1.
Table 4.1. Importance of and Confidence in Becoming Stably Housed
Follow-Up
Baseline

Months Without Months with
Housing
Housing

Self-reported importance (range: 0–10)

7.7 (2.6)

7.3 (2.8)

8.8 (2.0)*

Self-reported confidence (range: 0–10)

7.7 (2.7)

6.9 (3.2)

8.3 (2.4)*

* Denotes significant difference relative to months without housing (p < 0.05).
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We also asked, “On a scale of 0–10 with 0 being not confident and 10 being most confident,
how confident are you that you can become stably housed, if you wanted to?” Again, mean
responses are presented in Table 4.1. At baseline, mean confidence was 7.7, with one respondent
reporting a “0” while 10 respondents reported a “10.” Across months without housing, the mean
value was 6.9 (range: 0–10) and with housing it was 8.3 (range: 0–10), a difference that was
statistically significant (p < 0.01), suggesting that, like importance, confidence in being stably
housed increases as people receive some form of housing.
After participants gave a numerical rating of importance (and confidence), we asked them to
describe their reason for their rating.
Importance of Obtaining Housing
Table 4.2 summarizes the reasons reported by the participants in terms of housing
importance, as well as the number of veterans who endorsed each reason at some point during
data collection. Of note, veterans at times expressed reasons why housing was important or not
important to them, regardless of their associated numerical rating, so percentage endorsement is
based on the full sample and not by their numerical rating shown in the previous section.
Table 4.2. Reasons Veterans Indicated That Obtaining or Retaining Housing Was Important

Reason Why Housing
Is Important

Veterans Endorsing
During Study
% (n)

Illustrative Quote

Housing allows you to
focus on other needs

50% (13)

“It means it’s very important to me. It’s my number one priority. With
a job—with a house, I can get a job. I can get a car. The rest will
come easily once I get a house and a place to stay.”

No longer want to live
outside or ready to be off
the streets

46% (12)

“When you’re young—when you’re young, maybe the elements may
not affect you as much. But as you go through time, the elements
take its toll. So, I find it to be very important, considering my age in
time to have housing, to be out of the elements.”

Well-being, health, or
mental health

42% (11)

“Well, it means that it’s um, vital, because it impacts my health, my
mental health, my nutrition, my hygiene, everything and, in fact, my
entire life as a whole.”

Desire for stability or
security

42% (11)

“It is just my number one priority. I don’t like—I don’t like this life
anymore, I want to get out of it, I want a job. And I want the stability,
and the security, and the funding I used to have when I worked.
That was a much better life than this is.”

Allows for freedom,
independence, or privacy

27% (7)

“I mean it’s important for me to be on my own, you know. I mean not
under somebody else’s roof or—and their rules and have—I have
my own place and live under my own rules. And knowing that I’ll be
king of my castle under that roof, you know.”

Allows for a sense of
normalcy

15% (4)

“It means like living normally. I mean if you get housed then people
treat you like a normal person again.”

Relationships with family
or friends

15% (4)

“Everything I do in my life is centered—is oriented towards getting
my kids back and making a good life for them.”

Safety

15% (4)

“Because of the general safety hazards. There’s a lot of weirdos out
here in the world, so it’s very dangerous out in the community.”
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Reason Why Housing
Is Important

Veterans Endorsing
During Study
% (n)

Illustrative Quote

COVID-19-related
reasons

12% (3)

“That means that I need something right now, because they’re
going to tell us—they’re going to do it. They’re going to tell us to
hunker down, and I don’t have a place. . . . I don’t want to be sitting
here for 21 days.”

Other specific or
nonspecific reasons why
stable housing is
important

77% (20)

“I mean there’s nothing else matters but me reaching that goal.”
“Well, everybody who’s homeless wants to be housed, you know.”
“I’m okay where I’m at. I’m not really in a rush right now, but it’d be
cool, you know, if I had a spot, but I’m not in a rush.”

Half of the veterans indicated that having housing would allow them to focus on other needs,
including pursuing education, obtaining employment, and managing health-related issues. In
addition, nearly half of the veterans reported that they are tired of living on the streets or no
longer want to live outside. One veteran noted that living on the street was becoming more
difficult as they aged, and others noted the challenges of being outside during hot days, cold
nights, and inclement weather. Forty-two percent of veterans described how housing would
benefit their health, mental health, or well-being. Some participants noted that housing stability
brings a certain peace of mind, whereas others noted that a more stable housing situation would
allow them to focus more on their treatment: “The importance for me being stably housed is very
encompassing because it affects my HIV treatment, it affects my PTSD treatment, it affects my
recovery.” The same number of veterans also specifically addressed the value of stability and
security as outcomes of becoming housed. Other veterans described housing as important
because it would provide a feeling of normalcy and allow for greater physical safety. A small
number of veterans also indicated that housing would allow them to focus on their relationships
with family or friends. This included relationships with their children; one veteran described the
importance of having a home for their daughter several times, and another indicated that having a
home might help them to “get my kids back . . . and [be] able to support them.” Also, around the
onset of the COVID-19 pandemic, three veterans reported a desire to obtain housing because
they were concerned about contracting the virus or being unable to access needed services due to
the pandemic restrictions. Of note, there were a relatively high number of statements that were
coded as “other” because the responses were nonspecific comments. It may be that many of our
participants were not frequently asked about their motivations about becoming housed and had
trouble expressing a specific reason for its importance.
Though the veterans described several reasons why housing was important, they also
described the reasons why they didn’t rate the importance of housing as a “10” (see Table 4.3).
For example, nearly 40 percent of veterans reported that they have been focusing on other
priorities or needs, such as obtaining a job, looking after their health, saving money, or
addressing legal issues. Many veterans indicated that addressing these other needs first would
increase the likelihood that they would obtain and retain housing. Almost one-third of veterans
also noted that there are many obstacles to obtaining housing, which reduced their perceptions
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Table 4.3. Reasons Veterans Indicated That Obtaining or Retaining Housing Was Not Important

Reason Why Housing
Is Not Important

Veterans Endorsing
During Study
% (n)

Illustrative Quote

Have other priorities or
more pressing needs

38% (10)

“Well, actually a job is my most important priority, because
otherwise I can’t have the independent stable housing.”

There are many
obstacles to obtaining
housing

31% (8)

“I’m not going to get it right away. It’s I have to do—I have to wait,
fill out the forms, and I’ll probably have to wait. I mean, I’m not
going to get housing right away, because I have to wait in the line
like everybody else.”

8% (2)

“I have learned a lot being without a home for the last two years.
And because of the things I’ve learned, I don’t feel so eager to
relinquish the feeling of freedom in which I have.”

Wants mobility, freedom,
or independence
Other

35% (9)

“It’s important, but it’s not so important that I’m going to die if I don’t
get housing.”
“Four means to me that it’s basically, on a scale of one to 10, it’s
moderately important, but it’s not so important, I’m going to go
bend over backwards and go out of my fucking way to get
housing.”
“If it happens, it happens. If it doesn’t it doesn’t. I’m not really
worried about it.”

of its importance. Some described the arduous and lengthy process of applying for housing, the
large number of individuals applying for housing in LA, or their tenuous financial situation.
A small number also described the impact of the pandemic on trying to find housing, including
the inability to meet with service providers in person. Two veterans noted that housing is less
important because they want to maintain their mobility, freedom, or independence, and stable
housing was seen as an impediment to this goal. One veteran raised this concern during three
different months, expressing concerns about being housed in a large building where they will be
checked on by staff, and stating that being homeless has allowed “a certain level of freedom.”
Finally, nine veterans raised other reasons why housing was not of top importance. Some made
nonspecific comments about feeling like housing was a longer-term goal. Others expressed
ambivalence, stating that although it might be nice to obtain housing, it’s not their top priority
or that they would be okay if they continued in their current situation. For example, one veteran
said, “It means it’d be nice if I could get into an apartment right now, but I can still manage to
be here and be okay.”
Confidence in Becoming Stably Housed
Next, we present the reasons given related to ratings of housing confidence (Table 4.4).
About 81 percent of veterans reported that they were maintaining a positive attitude about
obtaining housing. In most cases, these veterans made nonspecific comments about their positive
attitude, such as “I can get anything out of life once I want it bad enough” or “I’m sure that it
will happen eventually. I’ve really just got to be positive, you know.” In addition, 58 percent of
the veterans reported that they were confident they would obtain (or retain their) housing because
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Table 4.4. Reasons Veterans Were Confident They Would Obtain or Retain Housing
Veterans Endorsing
During Study
Reason Why Confident
% (n)

Illustrative Quote

Maintaining a positive
attitude

81% (21)

Willing to put in needed
effort to find housing, or
could obtain housing if
did put in needed effort

58% (15)

“That [rating of] 10—that 10 means that I have all the support that
I need. The map, it’s already—it’s already charted. All I have to
do is implement it and I want that more than anything. I just got to
do the footwork.”

Have access to services
or benefits

50% (13)

“Well, I’m confident that I’ll remain stably housed, because up
here I can access—I’m in the process of accessing the HUDVASH or SSVF [Supportive Services for Veteran Families] for
assist in that goal, and accessing the veterans at reemployment
programs, which will help in that goal as well.”

Financially preparing
for housing

27% (7)

“Four means to me that now, this month, I have an ID and I have
a checking account, and I’m feeling somewhat a little more
empowered in handling things.”

Have necessary life skills
to obtain or retain
housing

15% (4)

“That means that my history shows that I can keep a place. I can
pay my bills and I can take care of myself. And whatever barriers,
I need to find out why I won’t stay in that apartment, I’m going to
look into that, but I’m very confident that I can get and hopefully
hold it this time.”

8% (2)

“10 means that, um, I have, uh, the backing of people that care
about me. . . . Not just my boyfriend, but, uh, the VA, the general
community here in Atlanta [this veteran ultimately moved from LA
to Atlanta], uh, friends, people like—you know what I mean, that
are not necessarily always giving me financial, or—you know,
monetary support or anything, but, they’re just—just to say you’re
doing good, you know. You know, the emotional support as well.”

Have support of family
or friends

Other

“Because I just feel like, like I said earlier, everything—I just feel
good. I feel like it’s going to work out. I don’t know why. I can’t
explain it. I just know it is.”

31% (8)

“Because my life situation is changing in a different direction, so
therefore, I’m more confident just being able to maintain my
housing situation.”
“Because I think I can get it done. I think I’ll—I think my
housing—I’m going to get my housing again. . . . Um, because of
the overturning of the addiction and just who I am as a person. I
know I can. I’ll be able to get it done again.”

they were willing to put in the effort needed to find housing or felt that if they dedicated
themselves to finding housing, they would be able to do so. Some veterans were more specific
about the type of effort needed, such as focusing on saving money, following through on
available services, or spending more of their day focused on the search for housing. About half
of the veterans reported that they have access to benefits or services that would assist them in
finding housing. This included VA-related services and benefits, including caseworkers and
the HUD-VASH program (see Appendix B). Others indicated that they receive General Relief
support or employment services, which would also support their goals of obtaining housing.
Relatedly, some veterans indicated that they have been focusing on being financially prepared
to move into housing. This included saving money from employment income, Social Security
benefits, or COVID-19-related stimulus checks. Others reported that having credit cards or a
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checking account would prepare them for housing. A small number of veterans reported that
they have the life skills needed to obtain and retain housing. Three veterans talked about their
history of paying bills on time, and a fourth talked about budgeting skills. Veterans also talked
about their ability to take care of themselves and maintain their health and a job, which they
believed was important for maintaining housing. Two veterans reported that the support of
family and friends will also help them to obtain and retain housing. Finally, about one-third of
veterans reported other reasons they were confident they would obtain housing. This included
specific reasons (e.g., having recently completed a master’s degree, having addressed
substance use concerns) as well as nonspecific reasons (e.g., “Because my life situation is
changing in a different direction, so therefore, I’m more confident just being able to maintain
my housing situation”).
Many veterans also named reasons why they did not feel completely confident in their ability
to obtain or retain housing (Table 4.5). Half of veterans described their lack of funds or the
expensive cost of housing in the LA area. Some noted that their monthly income is nowhere near
enough to cover the average rent in LA, let alone security deposits or other living expenses such
as food. Others highlighted the lack of low-income housing or housing for veterans. Another
common concern was a lack of access to services or benefits. Some noted that they were still
learning what benefits they might be eligible for, whereas others felt that they wouldn’t qualify
for certain types of services (e.g., housing offered through programs serving individuals with
substance use disorders). Others described limits to their benefits or indicated that existing
programs are already at capacity. About one-third of veterans noted that they needed to put in
more effort if they were going to obtain housing. Nearly one-fourth of veterans stated that they
felt discouraged by past unsuccessful attempts to obtain housing or were simply tired from having
been homeless for so long. About one-fifth of veterans described their past housing instability as a
reason they felt less confident about the prospect of stable housing. Some interpreted their past
instability as evidence that they would have trouble maintaining housing in the future, while one
person expressed concern that a past eviction might affect their ability to obtain housing.
Three veterans reported that they feel less confident they will obtain housing because there
are aspects of the process of obtaining housing that are beyond their control. These veterans
tended to raise this theme over multiple months. For example, one veteran noted that they could
put in the work to complete paperwork but that “then it has to be the luck of the draw, and you
have to be at the right place at the right time.” Another raised this theme eight months in a row,
noting that they felt that there were many aspects of the search for housing that were beyond
their control. A small number of veterans expressed concern over the impact that the pandemic
would have on the current infrastructure and economy, and a small number cited the housing
shortage in LA as an obstacle to housing. A small number also expressed concern that their
mental health or substance use concerns would affect their ability to obtain housing. Finally,
veterans raised a handful of other reasons they were not confident they would obtain or retain
housing, including concerns about landlords, a lack of desire to be part of the community, or
more generally feeling like LA is a difficult place to find housing.
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Table 4.5. Reasons Veterans Were Not Confident They Would Obtain or Retain Housing

Reason Why
Not Confident

Veterans Endorsing
During Study
% (n)

Illustrative Quote

Lack of funds or cost
of housing

50% (13)

“I mean, rent’s $4,500 a month. . . . Even with both of us on
disability, there’s nothing for—let’s say at best we get $850 a
month, or even $950 a month. . . . That’s one thousand—that’s
what $950 bucks a month or something like that. . . . Where the
hell am I going to get the rent for that? Where? And then that
would leave me no money for food and no money for anything
else.”

No access to services,
benefits, or limitations to
existing benefits

42% (11)

“There’s no housing in LA, you know. Even working with LAHSA,
they have nothing. . . . [program name] might have housing, but
from what I understand, it’s very difficult to get into any housing in
any of the programs right now.”

Need to put in more
effort

35% (9)

“I don’t put as much effort towards it as I should probably. If I put
more effort to it, I probably could do it.”

Tired or discouraged

23% (6)

“Three means to me that I feel weak and deterred right now. I feel
out of the workforce. I’m starting to feel a little detached from
people and starting to feel a sense of freedom that almost won’t
allow me or kind of help prevent me from searching even harder.”

Past housing instability

19% (5)

“I need to get the eviction on my record dealt with. It’s the only way
I will ever get housing.”

Aspects beyond control

12% (3)

“It means I will do everything in my power to—to make this happen,
but there are some variables which I have no control over. The job
market, the location of the place I want to work, and things of that
nature. There’s a lot of—there’re some things I don’t have that I
need in order to make these things happen. . . . So, things are out
of my control.”

Housing crisis

12% (3)

“Four, because of the housing crisis and difficult with the high rents
and the waiting lists, it’s just the volume, I’m in the worst place to
have this problem.”

COVID-19-related
reasons

12% (3)

“It means that well, even the state and, uh, local governments are
not worried about housing people right now. They’re just worried
about this—you know, COVID-19 crisis. They’re not worried about
anything else.”

Mental health or
substance use

12% (3)

“Oh, three means, I don’t see it happening, actually I have—I’m
very pessimistic about it actually happening, because I’ve been on
meth, so long now that I’m afraid that I’d just continue to do so.
And that’s not a good-looking environment for working and having
a regular life. I’m going to have to deal with that first.”

Other

42% (11)

“A lot of—nowadays it’s just landlords are slumlords. They just
don’t care.”
“My motivation to be part of the community is pretty low.”

Housing Trajectories
At each of the follow-up waves, we asked respondents to describe where they spent each night
over the past 30 days. Response options are presented in Table 4.6. We then collapsed these
options into two categories: unstable or stably housed. A night in an emergency shelter, hotel, or
motel was categorized as unstably housed with one exception: If there was documentation that a
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Table 4.6. Collapsed Housing Categories
Unstable housing

Stable housing

Street, sidewalk, or alley; bus or train stop/station, transit center or airport; campground or
woods; park, beach, or riverbed; under bridge or overpass; other outdoor location;
abandoned building; parking lot (surface); outdoor encampment or tent; car, truck, or van;
RV or camper; emergency shelter; hotel or motel
Transitional housing program; group home; apartment or home; hospital, substance abuse
or psychiatric treatment facility; jail or prison

hotel or motel stay was part of Project Roomkey, the housing was categorized as “transitional
housing” and thus stable housing. We assigned each person-month to the housing category based
on where the respondent spent most nights during the month.8 In subsequent chapters, we use
these categories to examine health and other outcomes.
The majority of the sample (n = 17) received some type of housing (either stable or
temporary shelter) during the study period, and all but two of the 17 retained housing (either
stable or temporary) for the rest of the study duration. The majority had obtained some sort of
transitional (or temporary housing) and had yet to move into a more permanent setting. Nine of
26 respondents in the sample were never stably housed for more than half of a month over the
study period. Figure 4.1 presents a pictorial depiction of respondents’ moves into (and out of )
different housing categories. Each row represents a different respondent, and the columns
represent the different follow-up months.
Understanding Housing Trajectories
To understand and learn from the experiences of the veterans in our sample, we take a
closer look at housing trajectories with particular attention to transitions in housing status. We
identified three general groups of housing trajectories over the course of the study period: never
housed (n = 9), moved in and out of housing (n = 2), and stably housed (n = 15). It is important
to note that these categorizations are based on months for which we have data; in some cases, a
respondent may have been stably housed in a month that we did not interview them but unstably
housed during all the months that we did interview them. In that case, the respondent would still
be categorized as “never housed.”
Veterans Who Remained Unhoused

For veterans who never obtained housing, the type of setting they stayed in remained largely
unchanged. That is, if a person lived on the street, they did not transition to living in a vehicle,
and those living in a vehicle did not end up living on the streets (with one exception).

8

In all instances except one, a threshold of 50 percent was used (e.g., if the person spent more than 50 percent of
nights unstably housed, the month was coded as unsheltered). However, in one instance, a threshold of 46 percent of
nights was used for a respondent who did not spend more than half of nights in any location.
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Figure 4.1. Housing Patterns, by Participant and Follow-Up Month
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NOTES: Dark squares indicate the month was spent unsheltered: “V” represents a vehicle and
“E” represents an emergency shelter). White squares indicate the month was spent sheltered:
“PR” represents private housing (i.e., staying at a friend or family member’s home or apartment),
“PT” represents a permanent housing (i.e., provided through a long-term rental subsidy),
“T” represents transitional housing, and “I” represents institutional placement. The squares with
an “X” represent those with missing data (when respondent did not complete the interview).

Veterans who were unhoused experienced frequent disruptions in where they slept each
night. At baseline, when all study respondents were unhoused, participants reported that they
had moved an average of three to four times in the past 30 days (M = 3.3, SD = 7.2). During
the study period, in the months when participants were considered unhoused, respondents in
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our sample moved an average of two times per month, though in some months some of those
unhoused never needed to move, and in other months some moved every single night. Across all
respondents over the year of follow-up, there were 268 instances when respondents moved from
one location to another when unhoused. The reasons they moved were because they wanted to
be with friends, family, or a partner; they were evicted, kicked out, or forced to move by an
authority; the location was uncomfortable; they sought independence; or another, more
preferable housing opportunity became available.
Veterans Who Were Housed

Two of the respondents in our sample received stable housing during our study but,
unfortunately, returned to an unstable housing situation before its conclusion. The first of these
participants was placed in a residential substance use treatment program on the West LA VA
campus after the baseline interview and stayed there for five months. He reported at his sixthmonth interview that he had been kicked out of the program for using and was living in his car
in Norwalk, California, for the duration of the study. The other participant was able to stay in a
friend’s apartment for two weeks at the four-month interview, but when we found him again
at month 7 he was living on the streets. During the interim, he had been hospitalized a couple
of times.
As mentioned, the majority of the sample (n = 15) did receive housing during the study and
did not return to being unsheltered afterward. Two respondents spent as many as 11 months
stably housed, whereas another two spent only the final month or two housed. In terms of
transitions between different types of housing, in three cases respondents transitioned from
transitional or institutional housing to permanent housing, though one of these respondents
transitioned back from permanent to transitional housing.
We collected detailed contact information as part of our follow-up strategies and noted the
location where participants resided. During the first half year of the study, we noticed a pattern:
Many of the veterans who attained stable housing had found it outside of LAC. For example, one
veteran was placed into a housing program operated by a national nonprofit organization serving
veterans in Las Vegas by the second-month interview and stayed there for the rest of the study.
A veteran was placed into transitional housing in Santa Barbara by the third-month interview,
which was operated by a nonveteran serving nonprofit organization, and then later into a VA
transitional housing program in Fairfield, California, by the sixth-month interview, where he
stayed for the rest of the study. Another veteran was placed into a VA-sponsored transitional
sober living facility in Bakersfield, California, by the fourth-month interview and stayed there
until the eleventh month, where he then transitioned to VA-sponsored permanent housing. As
described in his narrative, Ralph moved to Atlanta, Georgia, by the seventh-month interview
after several failed attempts to obtain housing in LA.
Over time, though, some veterans were placed in transitional housing within LA. For
example, a veteran was in nonveteran transitional housing in Hollywood for the first- through
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six-month interviews and then transitioned to VA-subsidized housing for the later interviews.
Another was identified in county jail as being homeless and diagnosed with a serious mental
illness; by the fifth-month interview, she was diverted to a transitional housing program
operated by LAC Department of Health Services (DHS). A mother who resided with her child
(Shandra, as profiled in this report) was placed in VA family transitional housing in West LA
after the pandemic started (by the eight-month interview), and two other veterans were placed
in permanent housing programs designed for veterans in LA in the second half of the study.
Five others were placed in Project Roomkey hotels (described in Chapter 1) after the onset of
the pandemic.
Housing Preferences, Importance, and Confidence by Trajectory Group
Though it was encouraging to see that the vast majority of veterans who received housing were
able to maintain housing throughout our study period, we note that nine veterans never accessed
housing. One possible explanation or hypothesis is that those who did not receive housing during
the study period may have had different housing preferences (originally presented in Figure 3.1)
at baseline than those who ultimately did receive housing. However, we found no apparent
differences between groups with respect to these preferences. For example, individuals in both
groups prioritized affordability, accommodation being in good repair, safe neighborhood, and
compatible landlord.
Another explanation or hypothesis for why some participants never accessed housing is that
they had placed different baseline levels of importance on housing or confidence in their ability
to obtain housing, originally presented in Table 4.1. However, participants in both groups
expressed relatively high levels of importance and confidence in receiving housing at baseline,
with no significant differences between groups.

Veteran Profiles
For Sheila and Shandra, Living in a Vehicle Offers a Sense of Stability and Security
I’m done fighting the system to get thrown off back down in the gutter. So now it’s time to
embrace the gutter.
—Sheila
When we met her, Sheila told us that she did not stay in a shelter for three reasons:
“(a) because my partner is claustrophobic, (b) many shelters will not accept his [her partner’s]
dog, and (c) the rate of communicable diseases spreading was astronomical.” After leaving the
military at age 20 and separating from her husband, she “moved around a bunch” because she
had gotten into fights with her “adopted family” and “real mom.” She eventually ended up at a
homeless shelter for the first time. She explained,
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I’d been housed when I went to college from 2009 to 2013 and then been on the streets ever
since. So, I get housed, homeless, housed, homeless. I’ve been housed maybe, so from 2009 to
2013, and then 2017 May to 2018 May—that’s it. That’s all I’ve been housed since I was a kid.

When we first met Sheila, she was not interested in housing. She described “looking for a
job and being told ‘no’ over and over, due to large gaps in employment history,” and “because
of how high the rent is,” she was unable to afford a place to stay. “I make maybe 600 bucks a
month, if I’m lucky,” she said. She also expressed a lack of confidence that she could become
stably housed: “I’ve already proved that I cannot keep stable housing.” She summarized her
frustration with attempting to find a stable place to call home:
I’m done fighting the system to get thrown off back down in the gutter. So now it’s time to
embrace the gutter, because at least it’s fucking home. . . . You know, I don’t have to spend the
rest of my life searching for home when I can embrace what I’ve been given.

Sheila continued to espouse this narrative throughout the first three months of the study,
stating that housing was “not the end all be all,” and “it’s not that fucking important.” But, over
time, she started to express more interest in stability. By our fourth meeting, she reported that she
had recently acquired a van, which had increased her sense of security, improved her sleep, and
raised her overall quality of life:
It’s been a good investment because I can store everything in the van. I don’t have to worry
about, you know, listening for the rustling and stuff. I—we sleep a little bit better. Now, I
still—when somebody walks by, of course, I’m still going to wake up because, you know,
you—it’s just instinct. . . . And that’s what really drives down quality of sleep . . . for homeless
people, is because you’ve got to worry about your shit getting stolen. You know, having the
van, I can store everything in the van. I know that everything’s safe in the van. You know, I
lock it and then it’s good to go. So that makes things a lot easier.

At that interview, Sheila also started to envision becoming housed. She mentioned she was
a “good budgeter,” adding, “I’d prefer to stay where I’m close to where I’m working—you
know—so I don’t have an astronomical commute.” Her ratings of housing importance moved
from a 4 (using a scale from 0 to 10, where 0 is not at all important and 10 being most important)
in the first couple of interviews to an 8 by the fourth interview. Her ratings of confidence,
however, ranged from 0 to 5 throughout the year on the same scale.
I’m hoping for a miracle. It probably won’t happen.
—Shandra
Shandra told us that she had worked as a traveling radiologist and that, previously, her
housing had been provided by her employer, either directly or through a rental stipend (with the
amount depending on the area to which she was assigned). However, she left that job because
“it could not pay for the legal bills to get my husband a legal retention to make him citizen.”
Because of her husband’s immigration status, Shandra viewed living in her car as the most
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suitable housing option for her family: “I live in fear of my husband being an illegal immigrant,
and therefore we don’t have to provide information to any of the shelters.” She said that she had
rejected offers for her and her daughter to stay with friends and family because they often
excluded her husband.
When we met Shandra, she reported that housing was an important goal but also expressed a
need to balance that with maintaining her independence and privacy:
Kids grow up so quickly. . . . I want a house, I want a home, but I also want freedom, I also want
independence. I also want privacy, and I also want to be able to live speaking my truth, and that if
I have to continue to be out in the streets and look for faith and the things that I need to get me
there, I’m willing to go there versus being told where to go, how to think, and what time I should
be there.

She described the process to “get established” as daunting, explaining that she had lost her
state ID and license to practice radiology. She felt that her health was good enough and she had
the skills to hold down a job, but she had been out of the workforce for so long that she was
not confident that there were employment opportunities for her, and—without that—affording
stable housing and the day-to-day cost of living seemed out of the question. “I really don’t
stand a good chance at becoming comfortably housed,” she said. “I’m hoping for a miracle.
It probably won’t happen.”

Conclusion
On average, the 26 VEH in our sample wanted to be housed, as reflected by their ratings of
importance. Many were also confident in their ability to find housing. However, the importance
they placed on housing, or the confidence they had in finding housing, did not necessarily
translate to becoming stably housed.
Fortunately, many of the 26 veterans in our sample did find stable housing, and this was
accomplished through various ways, including moving outside of LA (and in some instances,
California) and participating in programs set up in response to the COVID-19 pandemic
(i.e., Project Roomkey). If not for the pandemic, it’s unclear whether some of these veterans
would have otherwise been able to receive housing. The time veterans spent unhoused was also
frequently disrupted by moves, either because they chose to be closer to family and friends,
sought out more comfortable locations, or were evicted or ordered to move by an authority.
One clear takeaway is that few in our sample received permanent housing within the study
timeline; most were in transitional settings that may or may not lead to a more permanent form
of housing.
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5. Health and Well-Being

Introduction
Having examined the housing outcomes and trajectories of our sample in Chapter 4, we now
turn to examining how veterans rated their health and well-being over the course of the 12-month
study follow-up period and whether housing status appears to have an impact. As described in
Chapter 2, we use mixed-effects regression models to test whether outcomes differ in personmonths spent housed versus those spent unhoused.
The research presented in this chapter contributes to the literature on the effects of housing
on the health and well-being of veterans, including reports of substance misuse and victimization,
for which there is currently mixed evidence. For example, a study of individuals newly entering
the shelter system in New York City found that there were some improvements in health
18 months later, with some evidence for greater improvement in those who obtained housing at
18 months (Schanzer et al., 2007). However, a large, randomized controlled trial of HF in Canada
found mixed results (Goering et al., 2014). Those receiving HF reported greater improvement in
quality of life and community functioning than those who received treatment as usual. There
were improvements in mental health and substance use problems, but this was observed in both
groups. There were no significant differences between the HF and treatment-as-usual groups, and
there was not substantial change on the physical health measures examined. In fact, few rigorous
studies have been able to demonstrate a relationship between health improvements and the receipt
of permanent supportive housing (PSH) beyond programs designed for individuals living with
specific health conditions such as HIV/AIDS (e.g., Aubry et al., 2020; Buchanan et al., 2009).
Experts acknowledge that individuals placed in PSH typically have experienced several bouts of
homelessness coupled with one or more chronic health condition; therefore, immediate health
improvements following receipt of housing may not be observed (National Academies of
Sciences, 2018). Consistent with this idea, a study that examined long-term outcomes from PSH
reported higher ratings of self-reported mental health status after three or more years in housing
compared with fewer years, but this pattern was not observed for physical health status
(Spector et al., 2020).
Fewer studies have examined the effects of housing on victimization. Some research has
suggested that it is not the mere fact of being unhoused that increases the likelihood of
victimization, but instead the exposure to other risk factors (e.g., sex work) or the high
prevalence of mental health concerns and substance use disorders in unhoused individuals
that drives risk (Kushel et al., 2003).
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Mental Health
At baseline, the mean scores for serious mental illness (using the K6) and PTSD were below
established thresholds (Table 5.1). However, in at least one month during the study period,
11 respondents were above the threshold on the K6 for serious mental illness, and 20 respondents
were above the threshold for PTSD. During person-months spent housed, mean values for each
mental health construct were lower compared with person-months spent unhoused (Table 5.1).
In mixed-effects regression models, these differences were statistically significant (p < 0.05) for
all outcomes except PTSD.
Table 5.1. Mean Mental Health Scores by Person-Month
Follow-Up
Distress
MCSI
Depression symptoms

Months Without Housing

Months with Housing

7.2 (6.4)

5.0 (5.3)*

12.1 (10.1)

7.0 (7.7)*

9.0 (7.5)

5.4 (5.9)*

Psychotic symptoms

4.4 (4.3)

2.5 (3.2)*

PTSDa

3.0 (1.7)

2.7 (1.9)

NOTE: The “Months Without Housing” column excludes baseline values, in which
all subjects were unhoused.
a For PTSD, n = 146 (242 imputed) person-months at follow-up.
* Denotes significant difference relative to months without housing (p < 0.05).

Trauma/Victimization
As was the case at baseline, victimizations were also common during the follow-up. In
11 percent of the person-months observed, a member of our sample was physically assaulted or
attacked; in 22 percent of person-months observed, a member of our sample had something
stolen from them. At the person-level, during the follow-up period eight (31 percent) individuals
in our sample reported being attacked in the past 30 days, and 16 (62 percent) reported having
something stolen from them in the past 30 days. Among those assaulted, the range was one
month (i.e., two veterans reported being assaulted in one of the follow-up months) to seven
months (i.e., one veteran reported being assaulted in seven of the follow-up months); for those
robbed, the range was one month to eight months. Although victimization occurs less commonly
in months in which individuals were stably housed, these differences did not reach statistical
significance (Table 5.2).
At follow-up, when asked where they were assaulted, the majority reported that it occurred
outside in a street or alley. When asked who attacked them, most reported a stranger, though
others mentioned included romantic partners, a neighbor, and an acquaintance. For robbery, the
patterns were similar: Most occurred somewhere outside, though some also reported things
stolen from their cars and at emergency shelters. Strangers, neighbors, and friends were the
people who tended to steal things from the respondents in our sample.
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Table 5.2. Victimization Experiences at Baseline and by Person-Month
Follow-Up
Months Without Housing Months with Housing
Physically assaulted/attacked

13%

8%

Robbed or stolen from

27%

14%

Substance Use
Among those who had ever used, only one veteran used marijuana during the follow-up
period who had not used in the three months prior to enrolling in the study (defined as a “relapse
user”); similarly, there was one relapse user of cocaine, one relapse user of sedatives, and two
relapse users of prescription opioids. In addition, some veterans reported using drugs during the
study period that they reported having never used at baseline, and thus were “new users”: There
was one new user of methamphetamine, one new user of sleeping pills, and one new user of
prescription opioids.
During the course of the study, nine veterans reported binge drinking at least once, six of
whom did not report binge drinking in the three months prior to entering the study (Table 5.3).
Table 5.3. Substance Use by Individual
Use at Any Time During
12-Month Follow-Up
Cannabis

16 (62%)

Cocaine

3 (12%)

Prescription stimulants

0 (0%)

Methamphetamine

5 (19%)

Inhalants

0

Sedatives or sleeping pills

3 (12%)

Hallucinogens or ecstasy

1 (4%)

Opioids (heroin)

2 (8%)

Prescription opioids

4 (15%)

Binge drinking

9 (35%)

Frequency of marijuana use was similar at follow-up as it was at baseline, and although mean
levels were lower in the months where respondents were housed compared with months when
respondents were without housing, the difference was not statistically significant (see Table 5.4).
Table 5.4. Mean Marijuana Frequency by Person-Month
Follow-Up (past 30 days)
Months Without Housing Months with Housing
Marijuana

3.2 (1.1)
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2.7 (1.3)

Quality of Life
As at baseline, overall health and quality of life responses both hovered slightly above each
scale’s midpoint, suggesting average levels in both domains. All four outcomes were better in
months housed than unhoused, differences that were statistically significant for overall quality of
life and social support.
Table 5.5. Mean Quality of Life Scores by Person-Month
Follow-Up
Domain (score range)

Months Without Housing

Months with Housing

Overall health (1–6)

3.1 (1.3)

3.3 (1.3)

Overall quality of life (0–10)

6.1 (2.1)

7.4 (1.5)*

Social support (0–16)

9.7 (4.7)

11.3 (5.0)*

Social activity limitations (1–5)

2.4 (1.3)

1.9 (1.1)

* Denotes significant difference relative to months without housing (p < 0.05).

Physical Health
Respondents reported less fatigue, better sleep, and fewer physical activity limitations
when housed compared with when they were unhoused. However, none of these differences
were statistically significant in mixed-effects regression models. On the other hand, mean
ratings of pain were lower in months without than those with housing, but this difference was
also not significant.
Table 5.6. Mean Physical Health Scores by Person-Month
Follow-Up
Domain (score range)
Daytime fatigue (1–5)

Months Without Housing

Months with Housing

2.8 (1.3)

2.3 (1.1)

Sleep problems—frequency (0–7)

4.2 (2.9)

2.7 (2.8)

Sleep problems—severity (1–5)

3.3 (1.6)

2.2 (1.4)

Pain (0–10)

4.4 (3.4)

5.5 (3.6)

Physical activity limitations (1–5)

2.5 (1.3)

2.2 (1.2)

NOTE: Higher scores signal higher symptom severity.

Life Goals
Figure 5.1 displays the frequency that each theme was mentioned over the course of the
study. Some respondents were very consistent in their responses across interviews when asked
about their life goals. For example, one respondent at every single interview discussed getting his
business off the ground, from launching it to expanding it to getting “his game in stores at the
next event” and “getting his websites going.” Another veteran was focused on “get[ting] my
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Figure 5.1. Most Important Life Goals Across Data Collection Waves

kids, spend[ing] what time I got left enjoying while they are still kids” at every interview. This
veteran expressed at the first interview, “I don’t need housing. If I won a big lottery, it would all
go in trust funds for my kids, because my kids are going to have a better life than me.” Another
veteran mentioned paying off debt at each interview: “Well, I have to pay my debts first. It
doesn’t make sense to try to get housing and you got—and you have these kind of obligations
you got to take care of ” (to learn more of this respondent’s life goals, see Bradley’s profile near
the end of Chapters 5 and 6). A different veteran expressed a desire for a car at each interview,
and another veteran, who was involved with the criminal justice system, discussed taking care
of her legal situation at most of her interviews. In other words, while obtaining or maintaining
housing was consistently mentioned by many of the respondents (as described in Chapter 4),
there were other goals that veterans often and consistently highlighted in their interviews.
A few new themes emerged over time, including obtaining benefits, obtaining or maintaining
a vehicle, and a desire to be better integrated into society. For example, none of the participants
discussed obtaining benefits at the first interview, but that was mentioned more often over time.
Mention of goals such as well-being, health, and mental health also became more prevalent
over time.
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Veteran Profiles
Ralph and Bradley Seek Stable Housing While Managing Multiple Mental and Physical
Health Conditions
The importance for me being stably housed is very encompassing because it affects my HIV
treatment, it affects my PTSD treatment, it affects my recovery, it affects my social life, my
spiritual life—well, not so much my spiritual life, but it affects everything.
—Ralph
When we met him, Ralph reported that he was experiencing homelessness because “my
soon-to-be ex-husband got on meth so I left,” and that the apartment they were living in was in
his husband’s name.
Ralph was open about discussing issues related to his health and how it had been affected
by homelessness. For example, when we asked about the public library where we recruited
him, he said, “It’s quiet. There’s not too many people camping out. It’s clean, and it’s pretty
much safe. My PTSD doesn’t get triggered, and I can sleep there.” At the time of our first
interview, he said he was receiving (non-VA) housing assistance and expected to obtain
temporary and then permanent housing through the Housing Opportunities for People with
AIDS (HOPWA) program.
At our second-month interview, he was still unhoused but remained confident that he would
be soon. He expressed how important it was to be housed, primarily for health reasons:
It would help with my HIV, having a secure place to keep my meds and not having to worry
whether—if somebody’s going to steal them or something like that. Hygiene-wise, food-wise,
um, not being around the riffraffs that are a bad influence.

Ralph reported that he had been taking medication regularly for his PTSD, anxiety, insomnia,
and nightmares for about three months, along with medication for HIV.
Although Ralph remained unhoused at the time of our third-month interview, he said he had
been working with a non-VA provider to secure a HUD-VASH voucher, as well as another
provider who had helped him change his military discharge record to an honorable status, which
would allow him access to full VA benefits. Regarding his confidence about becoming housed,
he replied,
I’m like halfway through there. I mean I already applied for my HUD voucher. So, it’s just a
waiting process. And then I also have to apply for the SSVF so I can get the deposit money for
a place, then all the subsequential utilities. And so far—so, I’m halfway through the process.
Because once I get housed, it’s a permanent thing. And it’s a HUD voucher program, so it’s
not like it could be taken away that easily. So, it’s—it’s very—basically a permanent housing
situation. So, it’s more stable than other programs.

Ralph discussed the other housing options he had considered but turned down:
49

There was the Grant Per Diem [program], and that’s like a two- to three-year program that
temporarily houses you. And the reason I turned it down is because it was in the middle of a
Skid Row, and just the noise level, the energy level, the constant law enforcement, paramedics,
helicopters, like that’s just too overwhelming for me. . . . I think they should be considering
where they house veterans. They should not be housing veterans in Skid Row.

The following month, Ralph continued to emphasize that his most important goal was to
become housed to help with his health concerns:
Right now, [my most important goal] is getting housed. The reason I say housed is because it
impacts my heath, my mental health, and just every aspect of my life. So being housed is the
most important goal that I have right now. The importance for me being stably housed is very
encompassing because it affects my HIV treatment, it affects my PTSD treatment, it affects my
recovery, it affects my social life, my spiritual life—well, not so much my spiritual life, but it
affects everything.

Ralph continued to live on the streets of Hollywood for another two months, after which he was
placed in a shared room in transitional housing at the West LA VA campus.
He described how his quality of life had changed since moving into the transitional housing
program:
My quality of life has been a little bit better. It’s been way better. The sense of safety has
increased. I am able to take the full regimen of medicine, psych meds, that I am supposed to
be taking. Namely, the trazadone so I am able to sleep the full eight hours now, which all has
decreased my anxiety level.

However, Ralph then told us that that he was preparing to move to Atlanta, Georgia, and
that a local (non-VA) service provider had arranged for his bus ticket. At our seven-month
interview, conducted by phone, Ralph was residing at his boyfriend’s rented home in a quiet
area of Atlanta, where he did not feel the need to be “hyperaware of everything that is going on
around me.” He described his boyfriend as a Marine Corps veteran with a history of PTSD,
“so he understands all of that craziness.”
By our eight-month interview, Ralph stated that his most important life goal was now
employment:
Becoming employed again, re-entering the job force. That’s all. I’ll—I’ll tell you exactly what I
told my job developers, is that I really don’t care what it is right now. I could be a janitor. I really
don’t care. The point is getting that revenue coming in. Because it impacts my entire life as a
whole. It impacts my, uh, general health, my mental health, uh, my nutrition, my—I mean, it
impacts everything.

Ralph’s narrative demonstrates a range of experiences with obtaining housing. Ralph
was extremely motivated throughout the study to obtain housing. While he reported being
continuously engaged with both VA and non-VA service providers over the course of the year,
which helped him to change his discharge status and receive needed health care and relocation
services, he had yet to obtain any permanent housing support, despite his eligibility due to
multiple chronic health conditions including HIV; research has shown housing reduces HIV
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mortality (Schwarcz et al., 2009). He appeared to have applied several times to different
programs, but at the final interview, he was still waiting to receive a voucher.
It’s never right for people to just live outside.
—Bradley
When we asked Bradley what had led to him being homeless, he replied, “Maybe I’m just
used to it.” He elaborated that he had previously lived in a group home situation that he
eventually grew tired of, citing a lack of privacy and the need to adhere to specific rules to
maintain housing, such as mandatory program attendance.
Bradley told us his “working days were over” and that he had not worked in nine or ten
years. He was currently receiving SSDI benefits, from which the cost of his rent at the group
home had been deducted. At the time of our initial interview, he reported receiving $1,129
per month, as well as Supplemental Nutrition Assistance Plan (SNAP) benefits.
Bradley told us that he was taking medications for several chronic health conditions,
including bipolar disorder, diabetes, glaucoma, HIV, and hypertension. He reported receiving
health care through AltaMed (a local Medi-Cal provider) but said that “if my benefits were to be
taken away and my insurance were taken away, then I would go to the VA as a backup.”
When we first met Bradley, he stated that he was “tired of living outside” and that “it’s never
right for people to just live outside.” But he expressed greater concern about resolving his debt—
specifically, credit card debt—and indicated that these obligations stood in his way of becoming
stably housed. These were consistent themes over our year of interviews. He said during his
second interview, “It doesn’t make sense to try to get housing, and you got—and you have these
kind of obligations you got to take care of.”
Bradley was not confident that he would obtain housing, citing both difficulty passing a
credit check and long waitlists:
But if I do get the housing, it’d be like maybe a six-month waiting list. If I—if I get a studio, it’s
six months. But if I get a one-bedroom, that’s a two-year waiting list. That’s too long.

He also noted that landlords were not open to taking subsidies because they could charge
higher rents to tenants who were not on assistance. However, he did suggest that it may be
easier if he went through VA “because they want to get the veterans off the street, so you have
high priority.” However, Bradley framed his debts as his responsibility and resisted relying on
others—especially the VA—for housing assistance.
Halfway through the study, Bradley mentioned getting on a list for housing but said it was
going to be a long wait. At his seven-month interview, he told us that the pandemic had slowed
down the process. He remained focused on paying down his debts and continued to express a
reluctance to rely on help in finding housing, preferring to do it himself.
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Ten months in, he explained the trade-offs involved in attempting to secure housing on his
own:
I might have to go to a case manager to do it. If I do it, it could take longer. If I go through a case
management, I could probably get in the housing within three to six months. If I do it on my own,
depending on how I do it, it could take me a year or more if I do it . . . if I stick it out.

At his final interview, Bradley was still unhoused. Although he stated, “I wish I could be
housed,” he continued to mention the need to “get rid of all obligations,” stating, “I’ll have to do
a lot of footwork” before becoming housed. In the meantime, he had a regular routine of places
where he obtained food and showers on Tuesdays and Thursdays, and he visited a donation
center for clothes on Mondays. Bradley appeared to have developed a strategy that allowed him
to retain his independence while meeting his basic and health care needs.

Conclusion
We examined whether health, victimization, and quality of life outcomes improved when
veterans in our study sample were housed. In this chapter, we found evidence that in the months
that they were housed, veterans had better outcomes, although our ability to detect statistically
significant differences in many cases was limited by our sample size. Nevertheless, for distress,
depressive symptoms, psychotic symptoms, quality of life, and social support, these differences
reached statistical significance.
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6. Use of Supportive Services

Introduction
As described previously, PEH have a number of health needs. There is evidence that
individuals with physical and mental health concerns are more likely to make use of health care
services (Bonin, Fournier, and Blais, 2007; Linton and Shafer, 2014; Rhoades et al., 2014);
however, factors such as lack of health insurance can prevent those who need care from seeking
it (Hoshide et al., 2011; Linton and Shafer, 2014). As a result, PEH often default to reliance on
emergency health care services at greater rates than their housed peers (Salhi et al., 2018).
There has been some evidence that housing interventions can reduce emergency health care
utilization and improve use of primary care and outpatient mental health services. For example,
studies have shown that multiple types of housing models (e.g., HF; transitional housing followed
by long-term supportive housing) have been associated with reductions in emergency medical
care (including fewer emergency department visits), fewer hospitalizations, and fewer hospital
days (Baxter et al., 2019; Mackelprang, Collins, and Clifasefi, 2014; Sadowski et al., 2009).
Similarly, there has been evidence that entering PSH can improve the use of preventive health
care (Tsai, Gelberg, and Rosenheck, 2019).
That said, identifying patterns of health care service utilization is somewhat more
complicated among VEH. In part, this is because many studies focus on individuals receiving
VA health care services—that is, they focus on a population of veterans with access to health
benefits that more general populations of PEH often do not. One study compared VA service
use among multiple groups of veterans, including those enrolled in HUD-VASH and those
experiencing homelessness who were not enrolled in HUD-VASH.9 This study found that both
groups of veterans had more use of primary care and mental health visits than a general sample
of veterans, but both groups were also more likely to have had emergency department visits.
Surprisingly, HUD-VASH veterans were particularly more likely to have used emergency
department services. HUD-VASH veterans were also more likely to use specialty medical or
surgical care than a general sample of veterans, whereas those experiencing homelessness were
less likely to access both of these categories of care (Gabrielian et al., 2014). Another study
focused on VEH who were enrolling in substance use disorder treatment, finding that those who
had a history of chronic homelessness had a higher likelihood of emergency department visits
than those who were more newly or episodically homeless (Cox, Malte, and Saxon, 2017).
However, rates of outpatient mental health treatment, inpatient mental health treatment, and
primary care services were similar across these groups.
9

See Appendix B for more on the HUD-VASH program.
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There is also evidence for higher rates of criminal justice involvement among individuals
who experience homelessness. For example, studies have found that rates of homelessness in
the year before incarceration are about seven to 11 times higher in people incarcerated in jail
than in the general population (Greenberg and Rosenheck, 2008b) and four to six times higher
among those incarcerated in state and federal prisons (Greenberg and Rosenheck, 2008a). Rates
of homelessness are high among incarcerated veterans as well; one study found that 30 percent of
veterans incarcerated in state and federal prisons had a history of homelessness (Tsai et al., 2014).
There is evidence that the relationship between homelessness and criminal justice involvement is
bidirectional, and that mental health and substance use disorders account in part for the overlap
(Greenberg and Rosenheck, 2008b; McNiel, Binder, and Robinson, 2005). For example, a
systematic review focused on PEH with serious mental illness found lifetime rates of arrest were
between 62 and 90 percent, conviction between 28 and 80 percent, and incarceration between
48 and 67 percent (Roy et al., 2014). Rates of criminal justice involvement may be especially high
among individuals experiencing chronic homelessness (McQuistion et al., 2014). Relatedly,
among incarcerated veterans, those with serious medical problems, substance use disorders, and
mental health concerns have been found to be at especially high risk of chronic homelessness
(Tsai et al., 2014). That said, there is evidence that housing interventions, such as those that use
an HF model, can result in decreased criminal justice involvement (Somers et al., 2013). There
has also been work focused on veterans participating in housing interventions; for example, one
study found that a history of incarceration had no significant effect on veteran progression
through the HUD-VASH program (Tejani et al., 2014).
In this chapter, we describe service use in our sample and examine how stable housing may
contribute to use of these services. As opposed to the last chapter on health and well-being, this
chapter presents data from the baseline and follow-up interviews.

Health Service Utilization
At baseline, health care utilization was relatively infrequent: approximately one-quarter of
respondents had received dental or mental health care, respectively, while more (54 percent,
n = 14) had seen a doctor or nurse for a physical health problem, and 42 percent (n = 11) had
been to the emergency room in the past six months. However, use of health services was more
common during the follow-up: 58 percent (n = 15) had received mental health care, and
65 percent (n = 17) had seen a doctor or nurse (Table 6.1). Any mental health care was more
common in months with than without housing (43 percent vs. 22 percent; p < 0.001), but there
were no significant differences in the type of mental health care received. Any physical health
care was also more common in months spent housed (52 percent vs. 29 percent, p < 0.001), and
the types of care differed by housing status as well. Most notably, outpatient health care visits
were more common in months spent housed (39 percent vs. 14 percent, p < 0.05), but overnight
hospital stays (2 percent vs. 8 percent, p < 0.05) and emergency room visits (11 percent vs.
16 percent, p < 0.05) were less common.
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Table 6.1. Health Service Utilization
Baseline
Past 6 Months

Follow-Up
Any Use (by
Respondent)

Months Without Months with
Housing
Housing

Mental health care—any

7 (27%)

15 (58%)

22%

43%*

Overnight hospital stay

1 (4%)

2 (8%)

2%

1%

Doctor or nurse—medication

5 (19%)

12 (46%)

17%

36%

Counselor

7 (27%)

12 (46%)

4%

10%

Day hospital or treatment center

2 (8%)

7 (27%)

14%

37%

—a

19 (73%)

29%

52%*

Physical health care—any
Overnight hospital stay

6 (23%)

8 (31%)

8%

2%*

Emergency room

11 (42%)

11 (42%)

16%

11%*

Doctor or nurse

14 (54%)

17 (65%)

14%

39%*

6 (23%)

6 (23%)

5%

7%

Dental care
a

Receipt of any physical health care was not asked at baseline.
* Denotes significant difference relative to months without housing (p < 0.05).

Pharmacological Treatment and Reported Medication Compliance
At baseline, one-third of veterans in our sample reported they were prescribed medication
for mental health concerns, and half had a prescription for their physical health. Self-reported
compliance with these medications was quite good: 78 percent reported complying with their
mental health medication, and 85 percent reported complying with their physical health medication.
During the follow-up period, there was evidence that among those with prescriptions, self-reported
compliance was greater during the months veterans were housed (for mental health: 93 percent vs.
80 percent; for physical health: 99 percent vs. 79 percent).

System Involvement
We examined involvement with various systems, including the child welfare system,
juvenile, and criminal justice systems, as well as compelled stays in mental health facilities. At
baseline, many of our respondents had past system involvement, most commonly having spent
time in jail (n = 18, 69 percent), on probation as adults (n = 10, 38 percent), and in prison (n = 7,
27 percent); see Table 6.3. In total, 20 respondents (77 percent) had spent time incarcerated
in their lives. We asked how old they were when they were first involved with one of these
systems. Their responses are displayed in Figure 6.1. The average age was 27, though answers
ranged from five (for a person who spent time in foster care, but in none of the other systems
listed in Table 3.11) to 49. Excluding the individual who first entered foster care at age five, the
average age was 28, with a range of 14 to 49.
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Table 6.2. Pharmacological Treatment and Adherence
Follow-Up
Past 6 Months
Mental health prescription
Adherent
Physical health prescription
Adherent

Months Without
Housing

Months with
Housing

80%

93%*

79%

98%*

9 (35%)
7 (78%)
13 (50%)
11 (85%)

NOTE: Follow-up percentages are among the person-months in which persons
reported having a prescription.
* Denotes significant difference relative to months without housing (p < 0.05).

Table 6.3. Self-Reported Lifetime System Involvement
Lifetime Involvement
Jail

18 (69%)

Adult probation

10 (38%)

Prison

7 (27%)

Mandated stay in inpatient or outpatient
mental health facility

6 (23%)

Parole

6 (23%)

Foster care

5 (19%)

Juvenile detention/probation camp

4 (15%)

Juvenile probation

3 (12%)

Involvement with the criminal justice system was less common in the recent past, though
not uncommon (see Table 6.3). At baseline, seven (27 percent) of the sample had been arrested
in the past six months, and the same number (and, in fact, the same individuals) had spent
time incarcerated.
Table 6.4. Criminal Justice System Involvement at Baseline and During Follow-Up
Baseline
Ever

Past 6 Months

Detailed or taken somewhere by police

14 (54%)

5 (19%)

Arrested

21 (81%)

7 (27%)

Convicted of a crime

14 (54%)

2 (8%)

0 (0%)

N/A

Probation

10 (38%)

4 (15%)

Incarcerated*

Convicted of a sex offense

10 (48%)

7 (27%)

Parole

7 (27%)

0 (0%)

Justice service programs

5 (19%)

N/A

NOTE: At baseline, the measure of incarceration was not “ever” but “while you were homeless.”
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Figure 6.1. Age at Which Respondent First System-Involved
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35 or older

NOTE: The four respondents in the 18 or younger category includes
one person who entered foster care at age 5.

During the follow-up period, six respondents reported being detained or taken somewhere by
the police. Three of these individuals reported no further criminal justice involvement (i.e., arrest,
conviction, incarceration, probation, parole, or participation in a justice service program). One
was arrested, incarcerated, and participated in a justice service program (described below). Two
of the individuals who were detained were put on probation. An additional veteran was not
detained during the study period, but during the study period was convicted and participated in
a justice service program.
Of the two participants who were arrested or convicted of a crime during the study period, one
remained unhoused throughout the study period. However, the participant who was incarcerated
had an interesting trajectory. This respondent was unhoused for the first two months of the study,
then incarcerated for two months, after which she participated in a justice service program and
received transitional housing upon release (in month five) and remained housed for the remainder
of the follow-up period.
Justice Service Programs
We examined respondents’ experiences with justice service programs specifically, such as
diversion programs or restorative justice programs. At baseline, we asked respondents who
reported having participated in a justice service program (n = 5) about their satisfaction with the
program. Those who responded were generally satisfied with their past experiences (two were
very satisfied, two satisfied, and one was neither satisfied nor unsatisfied).
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During follow-up, one respondent reported being in a justice service program for two
months of the study, and the other reported being in a justice service program for seven
consecutive months. The respondent in it for two months was “very satisfied” for one of the
months but did not answer the question in the other month. For the respondent in a program for
seven months, responses fluctuated month-to-month between being “satisfied” and “neither
satisfied nor dissatisfied.”

Social Service Utilization
Veterans’ reports of utilizing a variety of additional social services are presented in Table 6.5.
At the time of the baseline interview, over half of the sample had met with someone to help them
obtain or keep their housing, and almost half had met with someone about obtaining VA benefits
or services. About a third had reported meeting with someone to get food stamps, public assistance,
unemployment, or other types of benefits and services. A little less than a third reported meeting
with someone about job training or a job. The other services were not frequently endorsed
(educational classes, legal services, independent living skills, money management).
Table 6.5. Social Service Utilization

Baseline

Follow-Up
(individual)

Follow-Up
(person-month)

Any Use

Months
Without
Housing

Months with
Housing

8 (30.8%)

15 (54%)

17%

21%

Did you attend educational classes such as GED
preparation class, an adult literacy class, or
some other kind of class?

1 (3.9%)

6 (23%)

5%

4%

Did you meet with someone who helped you look
for, find, or keep housing?

15 (57.7%)

22 (85%)

29%

50%*

Did you meet with a lawyer about getting help
with a legal problem?

3 (11.5%)

9 (35%)

9%

21%*

Did you meet with someone about getting VA
benefits or services?

11 (42.3%)

20 (77%)

25%

33%*

Did you meet with someone about getting food stamps,
public assistance, unemployment compensation,
or other types of benefits or services?

9 (34.6%)

19 (73%)

20%

20%

Did you meet with a person who helped you manage your
money, for example, helping with banking, paying your
bills, or going shopping with you?

2 (7.7%)

7 (27%)

8%

16%*

Did you meet with a staff person about improving
your independent living skills, such as doing your
own housekeeping, preparing food, personal
hygiene, or laundry?

1 (3.9%)

12 (46%)

10%

10%

Did you receive any other types of services other
than those we just talked about?

1 (3.9%)

6 (23%)

6%

3%

Past 6
Months
Did you meet with someone about job training or
looking for a job?

* Denotes significant difference relative to months without housing (p < 0.05).
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During the follow-up, use of services across all categories increased. Over half looked for
employment, housing, VA benefits, and food stamps/public assistance, and just under half
accessed life skills support. There was evidence that service utilization for some categories of
services was higher during months veterans spent housed, including housing, legal, VA benefits,
and financial supports (Table 6.5).
We tested whether there was a temporal association between being housed and service
utilization. To do so, we created a composite variable indicating whether respondents received
any of the social services. We then estimated mixed-effects regression models to test whether
receipt of any social services predicted housing in the next month (service use preceded housing)
as well as the reverse (housing preceded any service use). We found no evidence in either
direction. We also tested whether the total number of services received in a month predicted
housing in the next month, and vice versa. Again, we found no evidence in either direction.
We also asked about satisfaction of services among those who received them. For most, the
mean score was between 4 (satisfied) and 5 (very satisfied), with mean values for legal support
and public assistance support somewhat lower (between neutral and satisfied). Results are
presented in Figure 6.2.
Figure 6.2. Satisfaction with Social Services
5
4.5
4
3.5
3
2.5
2
1.5
1
Employment Education

Housing

Legal

VA Benefits

Public
Assistance

Finances

NOTE: 1 = very dissatisfied; 2 = dissatisfied; 3 = neither dissatisfied nor satisfied;
4 = satisfied; 5 = very satisfied.
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Life Skills

Veteran Profiles
Sheila Succeeds in Securing Temporary Housing but Has Frustrations with the
Available Support System
You know, it’s going to take forever. I already know this. It’s how the system works.
—Sheila
By the third month of the study, Sheila began expressing more interest in finding housing,
particularly in West LA. However, she described feeling discouraged by a lack of affordable
options:
There’s no housing in LA, you know. Even working with LAHSA, they have nothing. [One
supportive housing provider in West LA] might have housing, but, from what I understand, it’s
very difficult to get into any housing in any of the programs right now.

At our midyear interview, Sheila elaborated on some of the challenges she faced in terms of
qualifying for homeless services, particularly job assistance:
So now, it’s to the point like—where it’s like, okay, I’m obviously underqualified for everything.
I had the exact opposite problem when I first became homeless. I was overqualified for everything.

By her next interview, Sheila indicated that housing would help her focus on other needs, but
she expressed her resilience in the face of the local housing shortage: “I’m looking, I’m trying,
but if it doesn’t happen right today, it’s going to be okay.”
Sheila already had a negative experience receiving housing assistance, but ten months into
our study, she said her most important goal was “figuring out how supportive housing works.”
She told us that she had lost housing provided by a veteran service organization in early 2019,
amid a federal government shutdown that made finding help afterward a challenge:
You know, because it seems like they give you, you know, a room or a hotel voucher or whatever,
but then they don’t stick with people to make sure. . . . When I worked with [the veteran service
organization], they told me their case management was for a year and that they would pay your rent
for a year, okay. They paid my rent for seven months and then told me they couldn’t pay anymore.

By the time of our last interview, Sheila had received housing through Project Roomkey. She
reported that her most important goal was “getting my benefits” to assist in obtaining permanent
housing, but she also cited many obstacles: “You know, it’s going to take forever. I already
know this. It’s how the system works.”
Although Sheila’s sentiments about living unsheltered changed over the course of our
interviews, she continued to lack faith in the system of services available to her even after
securing temporary housing.
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Shandra Is Eventually Eager to Find Housing but Has Mixed Experiences with
VA Services
I am dissatisfied because I am constantly told the services are there, but to access them—to
me personally—seems to be a challenge.
—Shandra
Shandra continued to express ambivalence about becoming housed in our second interview,
including a preference for her family to continue sleeping in their car rather than in an
overcrowded housing situation. However, she reported that had gotten reconnected with VA
services and was satisfied with the support she had received:
Very satisfied because when I contacted the VA—it has been a long time—it wasn’t as difficult
as my fears in mind had led me to be, and I found out that I have health insurance that is active.
And I found out that I have 48 cents in an account that has been inactivated, but it was activated
again so I have a debit card. And yeah, so that is good stuff. I have an account all of a sudden and
I have health care, and they were very nice and courteous on the phone, and they gave me good
information.

In subsequent interviews, Shandra was more insistent about wanting a home, but not under
the preconditions she thought it came with, including the need to provide personal information
that could result in her husband’s deportation. She also expressed concerns about cost—saying,
at one point, “I cannot afford to live here almost no matter what I do”—and the options that were
available to her: “Yeah, I’m eager to have housing, but once again, I really want the
independence and not to be checked in on and not to live in a big building with a lot of mentally
ill people.”
Shandra explained that she had grown dissatisfied with VA services after information was
shared without her knowledge. The event prompted feelings of distrust and betrayal, even though
Shandra was aware that the service provider was attempting to help her access services that she
might be entitled to:
Very dissatisfied because I had a representative call me back who had actually been trying to call
me back following a previous inquiry. So just very dissatisfied because, as we spoke, she did
make it clear that there were no other services for me to get started until I come out to the medical
center. But anyway, in addition she asked me about my daughter. I did tell her I had a daughter.
She ended up calling the school and asking the school about their homeless program, and the
school called me. I did not know she was going to call the school. And that just brought about a
lot of dissatisfaction, anger, and distrust. And I say these things because I feel like I can say this
here. I say these things because my husband is an illegal immigrant, and we have these problems,
and I have a certain pride with wanting to use my services from the VA. It is not just that I want
food stamps, it’s not just that I want to be tossed about. It’s about that there is a certain pride and
honor that I want to use the VA. And so I felt like when she wasn’t able to call me and called my
daughter’s school without first discussing it with me and pushing it off on another echelon. It just
felt like a betrayal, that’s all. And maybe her heart is in the right place, like, “Oh, there is another
service for you.” But I feel like it should have been asked upon me. That’s all.
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Shandra also described some of the barriers she faced in accessing VA services:
I am just dissatisfied that I don’t have the transportation or that there aren’t more advocates out
there to meet people. I am dissatisfied because I am constantly told the services are there, but to
access them—to me personally—seems to be a challenge. . . . It is both overwhelming and that I
have to go somewhere. Our tags are expired on the car, and there is no insurance, and I don’t
personally have a driver’s license. The day to day ends to make life work—you know—might
come down to a quarter if we can get chicken legs or no chicken legs. So, oftentimes, when I call
the VA seeking help, I am just so surprised that there aren’t vans that come around and offer
shuttle service. I am just surprised that there aren’t people that are willing to meet you to help you
navigate through some of these difficult phone calls and paperwork and articles. Yeah, I am just
dissatisfied.

By the time of our seven-month interview, which was after the start of the COVID-19
pandemic, Shandra and her family were in a transitional housing program near the VA campus,
where they continued to reside until the end of the study. At this point, Shandra’s attitude about
the importance of being housed turned more positive and unwavering. She noted the impact on
her daughter, in particular:
My daughter is seven, and the joy that I see in her since we’ve been here two days . . . I didn’t
know it existed. . . . It’s just brought a new sense of appreciation to home, and it’s so important to
me to teach that—to teach that sense of home, and to also try to maintain the peace of spirituality
in the midst of having a home.

She also became more confident about her ability to remain housed, stating, “We have
what it takes to continue a stable housing situation—one way or another.” Ultimately, she said,
she was satisfied with the process and the support she had received from the VA, but she cited
opportunities to improve the services available to people in situations like hers:
I think more field workers, again being in contact with the people on the street. Yeah, just
compassionate people getting in touch and once again to help the people realize that the help is
real; it is not sarcasm, it is not bullshit, it is not someone coming with a clipboard in your business
trying to tell you what and where, but actually and honestly trying to help you. . . . If you can have
the people really reach the people who are out there on the streets and sit down and buy them a
coffee and say, “Hey, dude, you did your thing in the military. We are here, the money is here. All
I need is a little information from you. You help do your part and we can get you a better life.”
You know what I mean? Like that kind of thing.

Now that Shandra and her family were housed, maintaining housing became her most
important goal, and she started to focus on other needs, such as employment. “Going forward
and doing whatever I have to do to maintain a job and employment—even if it’s things I don’t
want to do—I’m willing to do it to move forward, to not go back to being homeless,” she said.
At our last interview, Shandra was still hoping to become stably housed, but she continued to
express gratitude for the support she was receiving from VA:
I have a high level of guilt about the help that I’m receiving, but I’m thankful that I have it. So, I
do want to get a stable home. I want to get a job. I want to school my daughter from home. And
I’ve always wanted these things, and so now, in some strange twist of life, it looks like I could
possibly be working from home, homeschooling my daughter, and pick up the pieces.
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After Receiving VA Support in Los Angeles, Ralph Faces the Challenge of
Reestablishing Benefits in a New City
You know, the most important goal that I have in life is just to be happy. Everything is falling
into place so far.
—Ralph
Ralph described numerous attempts to become stably housed in LA until finding placement in
VA transitional housing, where he remained for a month before moving to Atlanta, Georgia.
However, he said that the housing assistance he received from VA could be improved:
I think the applying process, the bureaucracy in it, if it could be shortened somehow and made it
more user friendly, it would be well. For example, when I went to sign up for my HUD-VASH
back in September, I had to wait until October to get an appointment, which seems kind of
ridiculous. And I understand that there are a lot of veterans coming through the systems, but still,
there has to be somehow, especially in the West LA VA being such a large campus, there must be
a way to shorten that process.

Ralph described some challenges in transitioning to life in Atlanta, including learning to get
around and the need to reestablish care at the local VA:
I am accustomed to the way I used to do it at the VA in West LA. I am accustomed to having that
rapport with my treatment team, where I can just call and say, “Hey, I am going through this,”
and they take care of it for me. So it is having to develop that relationship up here. And there is
the other agencies I have to connect up here so, yeah. But it is, believe it or not, in retrospect I
would rather go through that, the reestablishing the connection and life and all of that stuff, than
having to put up with the other craziness of being in LA and having to deal with [my ex-husband]
and his craziness and yeah. Yeah, so I am very blessed in that respect.

Ralph reported that he was continuing to work on accessing VA resources, HUD-VASH, and
SSVF to become stably housed. He was confident that he would be able to do so, despite an
eviction notice from his boyfriend’s landlord, which coincided with the pandemic-related
shutdowns:
He [the landlord] just failed to realize that in the county that we’re in, Fulton County, that all the
court system is shut down and that there is no way he is going to be able to process an eviction.

However, the pandemic also had the effect of slowing down the process for accessing
benefits, and Ralph reported being “kind of like stuck.” He also reported administrative problems
related to his ex-husband using Ralph’s name to collect benefits, a discovery that “triggered
some anxiety and some emotions.” Ralph said that his case manager was working to resolve
the situation.
At our nine-month interview, Ralph reported that he was focused on finding work, which he
did by the next month. “My most important goal in life right now is just to remain employed,
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remain as mentally healthy and stable as possible,” he said. By the time of our final interview, he
had been promoted to a management role at his job, something that had given him “a new sense
of freedom.”
Despite the challenges Ralph faced in reestablishing assistance in a new place during the
pandemic, he had positive views about the VA services he had received:
Again, what I feel about the VA system, it’s a blessing. If it wasn’t for the VA, I don’t know where
I would be today because of going through the—the DV [domestic violence] issues that I went
through and relocating, dealing with the PTSD, and all that stuff, it would have been a thousand
times worse. So, make you sure you tell the actual [VA] secretary that I’m really appreciative of
what the VA does, so—especially for now, like for myself and my fellow [veterans].

Ralph also reported that he had been able to access educational assistance:
I am extremely satisfied with pursuing my doctoral candidacy. My doctoral degree is something
that I have wanted. . . . Plus, my employer offered to pitch in 50 percent of my tuition, the VA is
kicking in some money as well for retraining, and Georgia State is actually giving me a stipend
as well. So, the money, the time, everything aligns up perfectly, so it is stupid to pass up, so I
jumped on it.

Although Ralph reported being continuously engaged with both VA and non-VA service
providers over the course of the year, he had yet to obtain permanent housing support, despite his
eligibility due to multiple chronic health conditions. At his final interview, he was still waiting to
receive a housing voucher.
Bradley Remains Reluctant to Accept Assistance in Paying Off His Debts and Securing
Stable Housing
Because I have my laptop and my smartphone, I can teach myself the information on
my own.
—Bradley
Bradley, who was managing multiple chronic health conditions and received health care
through Medi-Cal provider AltaMed, described the challenge of tracking program eligibility
requirements:
From SSDI, I could save as much money as I want. So, one government agency is telling me I
can have more than $2,000 a month, and then the state is telling me, to keep my Medi-Cal status,
I can only have $2,000.

Throughout our interviews, Bradley continued to prioritize paying off his debts and felt that this
was a barrier to his ability to secure housing independently. He described his poor credit and
long waiting lists as two barriers to eligibility for housing. However, he did suggest that it may
be easier if he went through the VA, telling us during his three-month interview:
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If I go to the VA, I’ll probably get on it quicker because I’m a veteran. Because they want to get
the veterans off the street, so you have high priority.

During our five- and six-month interviews, Bradley told us that he was getting on a list for
housing but that it would be a long wait. When we asked why he was not interested in other
services, such as education or training, he said, “Because I have my laptop and my smartphone,
I can teach myself the information on my own.” His replies to questions about money
management services echoed this preference for independence: “I can do that on my own.”
Near the end of the study, Bradley continued to discuss the need to resolve his credit card
debt, as well as prepare for an upcoming review of his SSDI benefits, before pursuing his goal to
get housed. He was aware of sources of housing support but maintained that his preference was
to do it himself.
For Bradley, housing took a back seat to his financial obligations. Although he mentioned
wanting to be housed, he appeared dissuaded by the barriers he perceived in the process,
including long wait times, and confidence in his ability to solve his own problems. His ability to
take care of himself, even without stable housing, was an important part of his self-image. As a
result, he resisted relying on others (especially the VA) for assistance.

Conclusion
In this chapter, we found evidence that in the months that they were housed, veterans in our
sample experienced improved service utilization across multiple domains. Specifically, mental
health care treatment was higher during months housed, whereas emergency department and
hospitalizations were lower. Adherence to pharmacotherapy for both mental and physical health
concerns was higher during months housed, as well. Finally, during months they were housed,
veterans tended to more frequently use housing, legal, benefit, and financial assistance than when
they were not housed.
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7. Ecological Momentary Assessment Pilot Study

Background and Motivation
While our main study collected longitudinal data on a monthly basis, measurement points
for certain variables such as emotional states or mental health symptoms could be considered
infrequent and affected by recall biases. EMA is a sampling strategy that can leverage the ubiquity
of smartphone technology to measure behavior in the moment, thus improving ecological validity
(Acorda, Businelle, and Santa Maria, 2021; Henwood et al., 2019). EMA is especially well suited
to study aspects of daily life including affect, hunger, sleep, and psychological distress. Longer
recall periods, such as those occurring over 30 days, may not provide granular detail on behavior
that occurs more frequently or feeling states that change throughout a single day. Research with
other vulnerable unstably housed populations, such as homeless young adults (Acorda, Businelle,
and Santa Maria, 2021; Henwood et al., 2019; Linnemayr et al., 2021) has found EMA to be
acceptable and feasible, yet we are not aware of any study that has examined the acceptability and
feasibility of phone-based EMA with VEH.

Data Collection
For the current project, we intended to leverage our sample of veterans to pilot-test the
feasibility and acceptability of smartphone-based EMA. Three months into data collection, we
approached 18 participants in our sample about taking part in an EMA pilot based on their
known use of smartphones. Ten of those participants agreed to participate and were willing to
complete one week of EMA, an exit survey, and a qualitative interview. Since we did not
receive a firm negative response to participating, we had planned to administer a second wave
of EMA for those participants who did not participate in the first wave; however, the COVID-19
pandemic affected our ability to conduct the second EMA wave. For this initial pilot, the EMA
measurement period lasted seven days, in which participants were prompted to complete up to
eight surveys per day (a morning survey, six repeated surveys during the day, and one evening
survey). EMA data were collected via RealLife Exp by LifeData, a commercial software
application downloaded onto participants’ smartphones. Of note, some participants received a
smartphone at the beginning of the study to assist in follow-up while others used their own
personal smartphone. After the morning survey, repeated surveys were administered randomly
in six two-hour time periods throughout the day. Surveys took approximately two to three
minutes to complete. Surveys assessed topics such as sleep, affect, fatigue, hunger, pain,
food/water/bathroom/shower access, perceived safety, psychological distress, social
interactions, and substance use.
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Morning and evening surveys queried topics such as hours of sleep, which are more suited
to a daily report. Interviewers checked in with each EMA participant twice during the week to
encourage compliance and address any technical issues with their mobile devices or use of the
app. At the end of the week, participants completed a short exit survey on the phone about
phone access, ease of the app, and their experiences with the EMA procedure. In addition, each
participant was interviewed in their location of choice (e.g., coffee shop or over the phone) for
approximately 60 minutes. Qualitative interviews investigated veterans’ experiences answering
EMA on a smartphone, including probing on how the EMA may have interfered with their
daily lives, perceived reactivity to EMA surveys, level of comfort reporting on sensitive topics
such as substance use, timing of prompts, and suggestions for future smartphone-based studies.
Interviews were audio recorded, transcribed, and coded using ATLAS.ti qualitative software.
Participants received $50 for participation, depending on their compliance with the EMA
procedure, and $20 for participating in the exit interview. The breakdown of payments based on
compliance were as follows: above 70 percent (average 5 surveys per day) = $50; 50–70 percent
(average 3–5 surveys per day) = $35; 25–50 percent (average 2–3 surveys per day) = $20; below
25 percent (average fewer than 2 surveys per day) = $10.

Data Analysis
Compliance on the EMA portion of the study was assessed by exploring response rates
based on the expected number of prompts participants received. Compliance was calculated
per participant (number of completed surveys/total administered) and also averaged across all
participants.
Participant responses to exit survey questions were assessed descriptively by calculating
means/frequencies. The results are presented and reported based on the housing status for
participants during the administration of the EMA portion of the study. Though findings were
split by housing status, tests for statistical significance of differences between the two housing
conditions were not conducted due to the small sample size. Quantitative data were analyzed in
Stata version 16.
Qualitative data collected from the interviews were analyzed using a template coding approach
(Crabtree and Miller, 1999) that involved both deductive and inductive analysis. Initially, two
members of the study team who conducted the interviews reviewed each transcript and applied
template codes that captured responses to the main topics for feedback included in the interview
guide. These codes included survey questions that participants reported as confusing to answer,
disliked, tedious, or uncomfortable to answer; survey enjoyment; survey timing; fear of judgment;
feedback for future surveys; general experience; relation to housing status; life improvements;
sense of appreciation; mindful reflection/realizations; negative experiences; and logistical issues
such as attention needed, phone access, and phone preference. Coded material was then queried by
topic and reviewed by a member of the investigative team in order to identify the most salient
themes that emerged across participant responses. For any theme that emerged, we reexamined the
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data for any contradictory or nonconfirming quotes as part of a negative case analysis, which
represents a strategy of rigor in qualitative analysis (Padgett, 2016). For example, contradictory
responses resulted from questions that focused on substance use, with participants finding them
both invasive and nonproblematic. The final emergent themes, which were reviewed and discussed
by two members of the investigative team, are presented below along with supporting quotes,
organized by the main topics of inquiry.

Results
Participants
Out of the 26 participants in the full yearlong study, 18 were approached to participate in
the EMA pilot, eight of whom declined. All ten participants who were enrolled completed the
smartphone-based measures as well as the quantitative exit survey and the qualitative interviews.
This subsample was primarily male (70 percent) with an average age of 49. They reported on
average 4.1 years of service in the military and were homeless for an average of 5.9 years during
their lifetime.
Acceptability and Feasibility
Below we describe findings that demonstrate the acceptability and feasibility of using EMA
with VEH who were open to participating by reporting on compliance/response rates and feedback
from our EMA exit survey. We note that these findings are only based on the subsample of ten
veterans who were able to participate in the EMA portion of the study prior to the beginning of the
COVID-19 pandemic.
Compliance/Response Rates

Participants displayed high compliance for both daily EMA portions. Compliance with
morning prompts was an average of 6.2 across the seven days (88.6 percent) with a standard
deviation of 1.3 (out of a total 7 possible morning surveys). Evening surveys were completed,
on average, 80.0 percent of the time with a standard deviation of 1.9 (out of a total 7 possible
evening surveys). For the repeated daily surveys (out of a total 42 possible repeated surveys),
compliance was a bit lower at 63.5 percent with a standard deviation of 7.6 prompts. All
participants completed at least one EMA survey per day.
Exit Survey Results

An overview of the quantitative exit survey results is presented in Table 7.1. The majority of
this subsample owned a smartphone, and most of these participants utilized their own phone for
data collection. Two participants opted to use the study phone because they feared their own
phone’s speed would be slowed by the EMA data application. Nonetheless, participants who
opted to utilize their own smartphone for data collection did not experience any interference
by downloading and answering surveys on the EMA app. Participants generally had a “very
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Table 7.1. Exit Survey Items
Exit Interview (n = 10)

n or M (% or SD)

Phone access and preference
Owns a personal phone with active calling and data plan

6 (60%)a

Used a personal smartphone for the study

4 (66%)b

Opted for study smartphone because “worried it would slow down my personal phone”

2 (100%)b

Used personal phone and reported app as “not at all” interfering with device functionality

4 (100%)b

Would use personal phone if they “participated in a study like this again, and owned
a phone that worked well with the app”

6 (60%)

Study experience
How was your overall experience in the week-long phone survey study?
(Response options: 1 = very negative to 5 = very positive)

4.4 (0.22)

How was your experience responding to phone surveys?
(Response options: 1 = very negative to 5 = very positive)

4.3 (0.26)

How easy or difficult was it to use the phone survey app (“RealLifeExp”)?
(Response options: 1 = very easy to 5 = very difficult)

1.2 (0.20)

How much did the phone surveys interfere with your daily life this week?
(Response options: 1 = not at all to 5 = very much)

1.6 (0.27)

How much did the phone surveys cause you stress or anxiety?
(Response options: 1 = not at all to 5 = very much)

1.2 (0.13)

How much trouble did you have keeping the phone battery charged?
(Response options: 1 = not at all to 5 = very much)

1.7 (0.42)

How much do you agree or disagree with the statement: “I felt comfortable answering
check-in surveys openly and honestly.”
(Response options: 1 = strongly disagree to 5 = strongly agree)

4.8 (0.13)

How much do you agree or disagree with the statement: “Responding to check-in surveys
throughout the week changed the way I normally think or act.”
(Response options: 1 = strongly disagree to 5 = strongly agree)

2.7 (0.50)

How much do you agree or disagree with the statement: “I felt like I would be judged
for how I answered survey questions about alcohol or drugs.”
(Response options: 1 = strongly disagree to 5 = strongly agree)

2.7 (0.54)

How much do you agree or disagree with the statement: “If given the chance,
I would participate in another study that uses phone surveys to ask me about my life.”
(Response options: 1 = strongly disagree to 5 = strongly agree)

4.5 (0.22)

a

n = 1 indicated that they have a non-smartphone with an active data plan.
= 4 who indicated that they have a personal smartphone with data plan opted to use their personal device for the
study; n = 2 who opted to use the study smartphone instead of their personal phone
bn

positive” experience with the weeklong EMA study and responding to the phone surveys. In
addition, most participants found the phone survey app to be “very easy”; few had issues
keeping the phone charged; and most did not experience any stress or anxiety due to repeatedly
responding. Answering phone surveys generally did not interfere with daily life or change their
behavior. When asked about substance use, participants generally reported that they “disagreed”
that they felt judged based on their choices, and on average, that they agreed that they felt
comfortable responding to questions openly and honestly. Lastly, participants generally agreed
they would participate in another study using smartphones for data collection. Data collected on
behaviors and feeling states via the EMA procedure are included at the end of this chapter.
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Qualitative Feedback on Experience of EMA Data Collection
Below we describe participant feedback in four main areas in relation to the use of EMA:
(1) positive experiences; (2) perceived positive effects; (3) negative experiences; and
(4) perceptions on the use of smartphones for data collection.
Positive Experiences
General Positive Feedback

In qualitative individual interviews, participants generally discussed positive experiences with
the EMA portion of the study. Though the questions may appear repetitive, and a participant must
interact with the survey app multiple times during a day, individuals found the procedure to be
simple and easy. For example, one veteran stated:
I liked [that] it was easy. The survey made it real simple. I guess it was just difficult doing it
every two hours—sometimes you forget it, but the reminder, it worked out all right. . . . The
questions were pretty straightforward and easy to answer.

Similarly, another veteran believed the EMA was simple and appreciated interacting only
with a phone to answer the questions instead of responding to a data collector in person because
they felt they could be more honest with an impersonal device:
It was fairly simple. I mean there was really nothing to dislike about it. . . . I just felt a disconnect
[with other survey methods], I just felt like this person here with this clipboard and this thing—do
you not even know the situation of the person you’re talking to? Do you not even understand what
this study is about? I don’t know, those things that automatically make you put the defenses up.

Participants also appreciated the break in their typical day that the repeated survey provided.
As one stated, “I think you guys did a great job. If you need me again, keep me on the list. Yes
please [contact me again in the future]. I had a great time, it helped break some of the monotony
in my day and I need that.”
Felt Like Someone Cared to Check In and Liked Being Asked in the Moment

Homelessness can be an isolating experience, and many participants felt that a constant
check-in, even from an app-based program, provided some comfort. As one veteran told us,
It helped me to just have a system ask me if I felt safe after going through what I went through
with the homeless experience . . . so just having the comfort of something asking me do you feel
all right? You know, kind of like we know you’re out there, how you doing?

Furthermore, participants commented positively on the procedure of asking behavior and
feeling states in the moment. A veteran noted the “check-in” also allowed him to consider how
his feelings may change depending on the situation:
I do like the checking in to see how you’re going to see if you need anything. . . . It’s not a hard
study to do—the only thing that is hard is the mind. And for that you cannot predict a person’s
mind in the situations and those things.
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Likewise, a veteran mentioned that it was much easier to answer survey items in the moment
than recalling later on: “But doing it on a daily basis is a lot easier to know what you are doing at
that point in time because you are doing it, you are in the process of doing it.”
Something to Do; Fun Challenge

Smartphone-based data collection can also provide some entertainment for participants,
especially if completing surveys is in practice partially tied to incentives. Participants in this
study found the repeated surveys to be entertaining and a welcome distraction to their typical
day. Many looked forward to the alarm and tried to utilize the surveys as a tool to improve their
proficiency in using a smartphone. In particular, one veteran mentioned the desire to improve her
typing speed on a smartphone with the EMA surveys:
You know, once I had the alarm going I had fun. You know, I mean because my speed improved,
you know. I mean I’m a pretty decent typist, you know, and then I like challenges too. So I just
wanted to do better, and when I saw my numbers go up I got excited.

Participants did not find the short survey to be distracting; instead, many looked forward to it
as a welcome interruption to their day. As one veteran stated,
It gave me something to do, because quite often there’s a lot of boredom involved so at least I had
something to do. . . . I looked forward to answering the questions. . . . It didn’t distract me from
anything I was doing at the time so half the time I was looking forward to it.

Positive Effects
More Focused and Mindful of Question Topics

In addition to general positive feedback about the EMA experience, many participants
commented on how the EMA procedure resulted in increased awareness and helped participants
be more mindful of their feelings and behavior. The process of answering the EMA questions
provided an opportunity to reflect on their emotions. One veteran stated, “[My week] was better
[than normal] because it was cool. I had to stop and think and read, I mean think about the
questions that were asked.”
Other participants reflected on their experience in the EMA substudy as an opportunity to
think critically about issues such as stress and hunger and how they define these feelings and
states in the moment: “It made me question if I was irritated. It made me wonder and question
what hunger is. . . . It just helped me just be accountable for what I feel and to see and to
question and to think. What is irritation? Am I stressed? What is stress?”
Another veteran had a similar experience when participating in the EMA procedure and also
commented on the new insights gained from measuring emotions throughout the day:
It made me think about how I felt, it’s not like you go through the day, “Oh boy, this is how I feel
about this . . . ” You just feel it and you don’t really think about it because feeling and thinking
are two different things, one is emotions, I guess you can think your way through emotions, but
I didn’t really put the two together ’til I had to answer a question about it.
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Increased Self-Awareness of One’s Condition

The process of focusing more on symptoms of mental health issues prompted some
participants to seek further care; they believed the EMA procedure gave them a heightened
awareness of how their mental health may have been deteriorating. Generally, participants
agreed that it was comforting to feel as though someone was checking in throughout the day.
As one stated, “Checking on mental health is important and it’s what a lot of it felt like with
those mental health questions. Are you mentally, emotionally okay? And that’s pretty damn
good to have, you know?” During the week in which EMA was administered, a veteran began
to consider how certain situations were increasing stress and also began to consider practices
that may decrease negative thought patterns, such as meditation:
[It] actually got me to think about my day, where I was at. . . . Those questions were very direct
and to the point which actually helped me think, hey wait a minute I am getting stressed a little bit
maybe I need to like step away from the situation. Or maybe I’m having racing thoughts maybe I
should do some mindful meditation and just like reground myself.

Responding to momentary surveys allowed another veteran to notice a worsening condition
and, though previously reluctant to seek care, this participant became motivated to call for help
during the monitoring period:
I actually decided to go to the hospital because I had several times in which I just didn’t go and
maybe just looking at it and pushing it made me realize okay just call the ambulance and go to the
hospital because this is enough of this. And I, yeah, because I had just put it off so many times.
That prompted me.

Negative Experiences
Repetitive Nature of Questions

Few participants mentioned experiences that could be construed as negative. Though
repeatedly assessing behavior throughout a day at random times is a main feature of EMA
studies, some participants were bothered by the repetitiveness of the questions. One veteran
stated,
The same questions over and over it didn’t seem like it was doing anything. . . . I mean if you ask
one question one day it’s going to be the same answer the same day. I mean the next day. . . . It’d
be different if it were different questions daily.

Similarly, another commented on the annoyance of answering the same questions multiple
times during a day: “Why does it keep asking me the same question? [chuckles] . . . It just made
me feel like it was like a repetitive.”
Disliking Items Focused on Substance Use

Many EMA studies explore the use of drugs and alcohol throughout a day in order to collect
data that may be more ecologically sound, so we added questions about substance use to this
procedure. In the interviews, two participants commented on these items because they felt the
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questions were both unnecessary and not particularly applicable to their behavior. One veteran
was irritated by the perceived inference that they had a use problem: “One thing I didn’t like was
the drug and alcohol thing. That irritated me the most. I don’t have a substance abuse problem.”
Another veteran also considered these questions to be an annoyance, particularly because they
did not use any drugs during the monitoring week: “I’m not really a drug kind of person so. . . .
Yeah it didn’t really apply, like, the drug question, like, every day I mean.”
Smartphones for Data Collection
Charging Trouble and Access to Charging Locations

In the qualitative interviews, participants mentioned difficulties related to the phone battery
and finding places to charge the phone. Since EMA surveys are delivered randomly throughout
the day, keeping a phone charged is imperative to completing all the survey prompts in a
timely manner. One veteran mentioned the procedure of answering every two hours provided
a challenge for the battery: “Um, I did not like that every two hours because it’s hard to find a
place to charge and hold the charge.” This participant believed that these types of studies
that rely on smartphones for data collection may benefit from providing a portable charger:
“Maybe [a portable charger] could help.” The requirement to keep the app running to receive
notifications also presented a problem for another: “It’s been okay, just the phone battery, it’s
been acting up.” This is consistent with findings described elsewhere by authors of this report
(Hunter, Ramchand, and Henwood, 2020).
Tech Issues with Notifications

Some participants experienced technical issues with the commercial EMA app, and some
did not receive notifications at the allotted times. Without access to the phones physically, it is
unclear why notifications failed to send at certain times (e.g., shutting the phone off, failure of
the commercial app, or disabling notifications in the phone’s settings). Two participants resorted
to setting their own alarms to answer surveys once they became familiar with the prompting
schedule and to remind themselves to check if a survey had become available during two-hour
windows. One veteran found it easier to use the alarm feature in their smartphone after the app
failed to notify in a couple instances: “I made my own alarm it didn’t really affect it all. It was
only one or two times where it didn’t notify me so after that once I put my alarm it wasn’t an
issue.” Similarly, another veteran set up alarms on a clock so they were aware when to answer an
upcoming survey: “So it wasn’t a matter of pulling my phone close to me anymore; it was pulling
my alarm clock close to me.”
Personal Versus Study Phone Preferences for Future Studies

More than half of the participants in the EMA study utilized their personal smartphone to
answer surveys. The other participants relied on the study phone provided by RAND. Preferences
of participants for using their own personal phone versus a study-provided phone depended on a
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few factors. One veteran did not want to carry two devices and preferred to use a personal phone
for fear of losing the study phone: “To me having two devices at that point would be confusing. . . .
I’d probably set the other one down somewhere and lose the damn thing and then I’d never
participate.” Another veteran felt similarly about having the responsibility to safeguard a study
phone: “Always personal phone. . . . I don’t want to use your phone to be responsible for it.” On
the other hand, the study smartphone provided by RAND allowed the four participants with
outdated cell phones who chose this option to not only participate in the study but utilize the
phone to acquire services and talk to providers with better connectivity:
The RAND phone has been very fantastic. It has definitely impacted my life in a very positive
way. It helps me keep track of all my VA appointments, my recovery appointments, uh, my
general life appointments. It has made my, uh, access to the PTSD coach, uh, oh my God, that’s
awesome. The Vet crisis line has been, I can actually hear them. That’s awesome! I can actually
hear them! So it’s been very helpful.

Conclusion
While acknowledging that only ten out of the 26 homeless veterans in our study participated
in the EMA pilot, the findings above suggest that using smartphone technology to collect data
frequently from VEH is both feasible and acceptable among those that participated. High
compliance rates and positive feedback about participant experiences can help to dispel concerns
that this population would not be able to utilize this technology or would be dissuaded by the
perception of being constantly monitored. To the contrary, some of our participants expressed
that the continual inquiry helped address social isolation and provided them with something
worthwhile. They also expressed that the continuous prompting helped them reflect about their
own mental state. This type of feedback points to the potential of app-based platforms to provide
some therapeutic relief, and future research should address the possibility of EMA platforms as
intervention modalities in addition to momentary data collection tools. Future studies employing
EMA methods may consider explaining the necessity of the repetitiveness of questions throughout
a day to dispel the few negative comments received about the procedure (e.g., the aim is to
capture information about behaviors and feelings as proximal to the experience as possible).
It is important to note, however, that prior to enrolling in the EMA pilot, participants had
already been engaged and had established a trusting relationship with the study team, which likely
influenced how they experienced the EMA pilot. Further, it is likely that the ten who participated
were those most willing and that there may have been some portion of the remaining sample who
would have been unwilling or unable to participate. We cannot generalize that EMA is feasible
and acceptable to all VEH; however, many in this substudy were able to remain engaged and
complete the surveys multiple times over a week period.
The overall success of this EMA pilot should help encourage other researchers to utilize this
method. The actual responses that were collected from our sample, which are presented
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separately for those who were unhoused (n = 6) and those who were housed (n = 4), demonstrate
that this method can be successful with veterans regardless of housing status.

EMA Pilot Participant Responses by Housing Status
The following tables present responses from the EMA pilot of ten participants. Items that
appeared once per day were aggregated to reflect either averages per week if the item was
presented as a scale or the percentage of times participants endorsed a choice if dichotomous (out
of the seven-day measurement period). For repeated randomly allocated prompts, items reflect
either the mean across all prompts or the percentage of prompts in which a choice was selected.
Results were averaged per participant based on each individual’s response rate and then reported
separately based on housing status (i.e., unsheltered or housed). For example, participants
reported no access to a bathroom during the past two hours on 2.8 percent of repeated prompts,
on average. Participants were interacting with people 76.6 percent of the time, on average.
Table 7.2. Momentary Variable Overview
Housed
(N = 4)

Without Housing
(N = 6)

Total
(N = 10)

M (SD)

M (SD)

M (SD)

Negative

1.7 (0.6)

1.5 (0.5)

1.6 (0.5)

Positive

2.0 (0.7)

2.9 (0.6)

2.6 (0.7)

Bored

2.0 (0.8)

1.4 (0.4)

1.6 (0.6)

Safe

3.9 (0.8)

4.5 (0.6)

4.3 (0.8)

Concentration

1.7 (1.1)

1.2 (0.4)

1.4 (0.7)

Racing thoughts

1.8 (1.4)

1.4 (0.7)

1.6 (1.0)

55.3 (33.6)

19.8 (27.6)

34.0 (33.7)

2.2 (1.1)

1.3 (0.2)

1.6 (0.9)

2.4 (1.1)

1.9 (0.6)

2.1 (0.8)

No bathroom access

1.3 (2.5)

3.8 (8.0)

2.8 (6.3)

Accessing servicesb

9.3 (8.8)

7.7 (8.5)

2.3 (2.3)

76.3 (28.7)

76.8 (28.7)

76.6 (27.1)

Momentary affect/mooda

a

Physical feeling states
Pain
Hunger
Tired
b

With

peopleb

a Mean

scores of Likert items and scalars averaged across prompts, per person.
is collapsed across all repeated prompts to explore percentage of prompts in
which participants endorsed each category, averaged per person.
b Data
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Table 7.3. Daily Variable Overview

Sleeping locations (% of days in a

Housed
(N = 4)

Without Housing
(N = 6)

Total
(N = 10)

M (SD)

M (SD)

M (SD)

week)a

Own home

100 (0.0)

0 (0.0)

40 (51.6)

Hotel

0 (0.0)

2.4 (5.8)

Vehicle

0 (0.0)

33.3 (51.6)

20 (42.2)

Tent

0 (0.0)

38.1 (49.2)

22.9 (41.6)

0 (0.0)

26.2 (42.8)

15.7 (34.6)

4.0 (0.8)

3.7 (0.9)

3.9 (0.8)

9.5 (1.0)

7.3 (1.9)

8.2 (1.9)

1.9 (0.8)

3.5 (0.6)

2.9 (1.0)

2.5 (0.6)

3.7 (0.5)

3.2 (0.8)

Outside
Safety when sleeping

b

Hours of sleep (# of hours per day)c
Quality of physical health
Quality of mental health

b

b

1.4 (4.5)

Service use (% of days in a week)a,d
Any service

6.3 (12.5)

7.5 (8.3)

7.0 (9.5)

Doctor

0 (0.0)

2.4 (5.8)

1.4 (4.5)

Dental

6.3 (12.5)

0 (0.0)

2.5 (7.9)

Psych

6.3 (12.5)

0 (0.0)

2.5 (7.9)

Self help

0 (0.0)

2.8 (6.8)

1.7 (5.3)

Public assistance

6.3 (12.5)

2.8 (6.8)

4.2 (9.0)

Housing

6.3 (12.5)

2.8 (6.8)

4.2 (9.0)

18.8 (37.5)

16.7 (40.8)

17.5 (37.4)

Service needs (% of days in a week)a,d
Any service need
Dental

12.5 (25)

0 (0.0)

5 (15.8)

Psych

12.5 (25)

0 (0.0)

5 (15.8)

Housing

12.5 (25)

0 (0.0)

5 (15.8)

VA benefits

12.5 (25)

0 (0.0)

5 (15.8)

Social contacts (% of days in a week)a
Partner

18.8 (37.5)

55 (46.4)

40.5 (44.9)

Family

18.8 (37.5)

13.3 (32.7)

15.5 (32.7)

Another veteran

50 (41.2)

Friend

52.7 (47.9)

34.5 (38.7)

41.8 (41.0)

Caseworker

45.8 (41.7)

12.3 (16.8)

25.7 (32.2)

6.3 (12.5)

5.6 (13.6)

5.8 (12.5)

35.4 (41.0)

12.3 (16.8)

21.5 (29.3)

Not enough money for food

29.2 (47.9)

18.9 (32.8)

23 (37.3)

Could not access food

25 (50.0)

13.3 (32.7)

18 (38.2)

Utilized food aid

28.9 (3.4)

39.7 (37.7)

35.4 (28.7)

Coworker
Stranger

8.3 (13.9)

25 (33.7)

a

Food (% of days in a week)
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Substance use (% of days in a
Alcohol or tobacco

Housed
(N = 4)

Without Housing
(N = 6)

Total
(N = 10)

M (SD)

M (SD)

M (SD)

79.1 (41.6)

week)a
33.3 (51.6)

51.7 (51.2)

Cannabis

7.7 (8.8)

40 (49.0)

27.1 (40.5)

Opioid

4.2 (8.3)

0 (0.0)

1.7 (5.3)

a Data

is collapsed across the week to explore percentage of days participants endorsed each category,
per person based on individual response rates.
b Mean scores of Likert items averaged across week, per person.
c Average number of hours of sleep per day during the week, per person.
d Response options that were not endorsed by either housing group are not included in the table.
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8. Impact of the COVID-19 Pandemic

Introduction
The COVID-19 pandemic has increased psychological distress across the globe (Bäuerle
et al., 2020; Newby et al., 2020; Shah et al., 2021). In the United States, there is evidence that
depressive symptoms among the American household population were over three times higher
during the pandemic, with lower socioeconomic status groups reporting a greater proportion of
the increase in depressive symptoms (Ettman et al., 2020).
Though the literature would suggest that PEH, who have limited resources and often no place
in which to follow “stay-at-home” orders, would have been severely affected by psychological
distress from the pandemic (Tsai and Wilson, 2020), to date there has been limited empirical
evidence to support this point, though we anticipate that we will soon see more scientific research
(see, e.g., Wynn et al., 2021). There have been various reports of outbreaks, higher infection, and
death rates in this population (Baggett et al., 2020; Imbert et al., 2021; Tobolowsky et al., 2020),
and research has found COVID-19 infection to be a risk factor for suicidal ideation in veterans
with preexisting psychiatric conditions (Na et al., 2021; Nichter et al., 2021). There has been
limited research about how PEH are navigating the pandemic, including protective behaviors,
symptoms, and concerns, although initial findings suggest that PEH are aware of and engaging
in COVID-19 protective behaviors (Henwood, Redline, and Lahey, 2020; Kuhn et al., 2021;
Tucker et al., 2020).
Because the onset of the pandemic occurred during our study, it presented a unique
opportunity to explore the ways that the pandemic affected VEH in LA. We note that in a study
of HUD-VASH veterans in LA, researchers found little impact of the pandemic on recently
housed veterans compared with control veterans (Wynn et al., 2021). In this chapter, we present
supplemental data gathered from a subset of our 15 veterans after the beginning of the COVID-19
pandemic (from June to September 2020).

COVID-19 Data Collection and Analysis
We aimed to examine the effect of COVID-19 in two ways. First, starting in June 2020, we
enrolled 15 participants to respond to weekly quantitative surveys over an 11-week period.
Surveys were either administered via a commercial smartphone-based app (RealLife EXP by
LifeData) that some participants had downloaded as part of an EMA substudy (see Chapter 7 for
more detail) or via phone call with a data collector. Surveys items explored COVID-19-related
concerns, engagement in protective behaviors, testing, COVID-19-related symptoms, and unmet
service needs. Participants received $5 per weekly survey, which took five to ten minutes to
complete. In addition, participants in this COVID-19 substudy participated in semistructured
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qualitative interviews conducted over the phone with trained interviewers. Topics included how
COVID-19 has generally changed veterans’ lives, concerns about the virus, the impact the
pandemic has had on their ability to access health or social services, and their experience with
the use of protective behaviors. Participants received $20 for the interview, which lasted between
30 and 40 minutes. There were 113 total weekly responses. Compliance ranged from 1 to 11
weeks of completed data (the study ran for a 12-week period). Participants completed on average
9.4 weeks of surveys, with a standard deviation of 2.8.

COVID-19 Behaviors, Symptoms, and Concerns
As shown in Table 8.1, all 15 participating veterans indicated that they were somewhat or
very concerned about COVID-19 at least once during the data collection period. This included
concerns about disruptions to their life, someone close to them becoming ill, becoming ill
themselves, and the inability to see family or friends. In qualitative interviews, veterans also
expressed concern over the ongoing spread of the virus. For example, one veteran said, “Some of
us are going to be asymptomatic—we never catch it, but we spread it and that’s kind of scary
too.” Another stated, “Well, it actually has increased in severity. I thought maybe it will pass, this
is something that will work its way out, you know, it will get better, but it doesn’t seem it’s going
to be getting any better, it seems to be getting worse.” A handful of veterans reported that they
were anxious about seeking health-related services (e.g., emergency room care, lab work) because
they were concerned they might be exposed to the virus. However, not all veterans reported
significant concerns about the virus: “Um, I don’t really feel like I have to protect myself from
COVID. . . . There is a fear, and I don’t get involved. You know, I think that somebody is really
just wrong here.”
Table 8.1. COVID-19 Protective Behaviors, Testing, Symptoms,
and Concern (N = 15)
# of Participants Who
Endorsed at Any Point
During Study Period
(N = 15)
n (%)
Degree of concern
Not at all

6 (40)

Somewhat/Very

15 (100)

Reasons of concern
Becoming ill

8 (5)

Someone close becoming ill

10 (67)

Financial problems

7 (47)

Absence of regular life

13 (87)

Not seeing family/friends

8 (53)
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# of Participants Who
Endorsed at Any Point
During Study Period
(N = 15)
Sleep
Not at all

10 (67)

Somewhat/A lot

13 (87)

Frequency of face covering use
Never/Sometimes

5 (33)

Often/Always

15 (100)

Types of masks worn
Cloth

14 (93)

N95

5 (33)

Surgical

10 (67)

Consistency of handwashing
Rarely/Sometimes

7 (47)

Consistently

14 (93)

Social distancing
Never/Sometimes

2 (13)

Often/Always

15 (100.0)

Service needs
Doctor

5 (33)

Dental

1 (7)

Public assistance

2 (13)

Job or education

1 (7)

Housing

1 (7)

VA benefits

1 (7)

Tested for COVID-19

8 (53)

COVID-19 symptoms
Loss of taste/smell

1 (7)

Vomiting

1 (7)

Shortness of breath

3 (20)

Diarrhea

2 (13)

Cough

2 (13)

Regarding protective behaviors, based on survey responses, most veterans wore face
coverings often or always, including cloth and surgical masks. All veterans reported efforts to
physically distance from others. In the qualitative interviews, some veterans described their
efforts to engage in protective behaviors. For example, one veteran said:
I understand the epidemiology of the virus. I mean, it’s airborne, so it’s basically everywhere. I
do practice some containment protocols in my own personal life. For example, I try not to touch
anything when I use mass transit. Or I wear some type of protective hand gear or PPEs; I wear a
face mask generally in a crowded, overcrowded, areas. I am constantly washing my hands and
using hand sanitizers.
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Veterans also described some of the protective measures being put in place in their housing.
For example, one veteran said, “We have our temperatures checked every day, and twice a day
we have them asking if we have the fever, or cough, or the shortness of breath, and the change in
smell and taste. Twice a day.” Another said,
So we have social distancing going on in the house. They’ve removed every other—’cause we
have capacity for 16 people. They’ve moved every other dining room chair. They’ve put, when
we wait in line for meds we’ve got to stand it out. They have a lot of couches for the meetings.
Like our, our one o’clock meetings they do in two groups now so that we don’t have to sit on the
couch with somebody else. So they’ve done a lot of things to try to keep us apart. And then of
course you wear the mask. When you’re—you’re supposed to wear the mask when you’re not in
your bedroom.

Based on survey responses, half the veterans were tested for COVID-19 at some point during
data collection, all with negative results. COVID-19 symptoms were generally endorsed
infrequently.
During the qualitative interviews, some veterans noted that their concern wasn’t just that they
might contract COVID-19, but also that catching it would have downstream effects on their
finances, employment, or family. As one veteran said,
I feel like with the way things are going it’s going to be almost impossible with now almost all of
the world being unemployed for me to get on top. So I have those concerns about it being
extremely difficult to get started.

Others highlighted the fact that it was more difficult to access services. This included certain
social services (e.g., CalWORKs, Medi-Cal, Social Security, DMV) whose offices were closed
or had limited hours. It also included VA services, especially services that were moved to virtual
platforms. For example, one veteran shared,
I have PTSD, and a lot of the support groups that I attend are in the VA system. The VA has shut
down, so those groups are no longer available to me, until it’s reopened. As far as my treatment
team is concerned, uh, it is a very hit-and-miss situation where I am trying to get a hold of my,
uh, psychologist and she is not available and she does not return phone calls in a timely manner
or she just doesn’t get the messages. With my psychiatrist it is basically the same thing. We don’t
connect really easily. Even using the VA tablet with the video chat.

At the same time, some veterans said that the shift to virtual services had actually made it
easier for them to obtain needed mental health services. For example, one veteran noted, “And
all the other services as far as mental health. Those services I’ve been doing over the phone and
it has been a wonderful experience.” Another said,
Being at home I know if my appointment starts at 10. I can start getting ready at 9:55. I don’t
have to leave my house at 9 o’clock and wait in the traffic. I don’t have to sit in the waiting room
past my scheduled appointment going into 11 when they are undutifully late. Just these things that
take the added pressure off of an already stressful appointment.

Similarly, some veterans described additional services that were available to them as a result
of the pandemic. This included stimulus checks, increased unemployment benefits, free transit
on the local buses, more food donations, and even housing.
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Conclusion
These findings highlight the varying ways that the pandemic has affected the lives of VEH. All
veterans reported at least some level of concern about the pandemic during the weekly surveys.
However, the interviews highlighted that the degree of concern varied, with some noting that they
saw little need to proactively protect themselves from the virus, and others describing their concern
for their own health, as well as the health of their family and friends. The COVID-19 pandemic is a
continuously evolving situation. During the time of our interviews, there were not yet vaccines
available, and thus we did not include questions about vaccine uptake or hesitancy. Many veterans
reported engaging in protective behaviors, including handwashing and sanitizing, wearing a mask,
and physical distancing; those in shared housing settings described additional protective efforts.
Though we are not aware of any of the veterans in our sample having contracted COVID-19, it was
clear that the pandemic had affected their lives in other ways, some negative (e.g., by limiting
access to certain social services) and some positive (e.g., by increasing the availability of certain
benefits, including access to housing).
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9. Conclusions

Study Summary
This study examined the housing, health status, and service utilization among 26 veterans
that we recruited from the streets of West LA in the summer of 2019. We attempted to follow
each veteran for up to one year to learn how their housing and health status along with service
utilization changed over time. Ultimately, we were interested in whether the veterans became
housed, how and where they were housed, and what circumstances led to housing stability. In the
midst of these efforts, the COVID-19 pandemic caused us to adapt our protocols to capture the
disruption among Angelenos engaged with the homeless service system. Fortunately, to our
knowledge, no one in our sample became sick or died from COVID-19 during the course of
the study.
In this final section of the report, we return to the main research questions that initially
motivated the study—namely, the following:



Over the course of a year, what factors facilitate or serve as barriers to entry into stable
housing among VEH in West LA?
Does stable housing improve mental health, quality of life, or physical health, and does it
increase service utilization along with safety and security?

The other secondary aims that were developed over the course of the study were the
following:



How acceptable and feasible is it for VEH to use mobile phones for data collection, and
is it possible to conduct EMA surveys that require participants to respond several times
a day?
How were VEH affected by the COVID-19 pandemic in terms of their perceptions of
risk, protective behaviors, symptoms, and psychological distress?

Facilitators and Barriers to Stable Housing
Permanent housing was rarely achieved. In terms of housing, an important finding is that
the majority of the sample (n = 17) received some type of housing, and all but two retained
housing during the study. While this could be interpreted as indicative of the homeless service
system’s ability to help people gain access to housing, few in our sample received what would
be considered permanent housing. In fact, only three of the 26 veterans received a permanent
housing solution by the time the study ended. Given the uncertainty of the transitional settings in
leading to a permanent housing solution, our findings suggest that many veterans still are at risk
of returning to street homelessness.
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Rather than direct access to permanent housing, those in our sample who were able to exit
homelessness did so through various means. One person received housing only after being
incarcerated, which shows that even acute risk factors for homelessness like incarceration can be
turned to a facilitating factor with targeted programs. Several people self-resolved, meaning that
they were able to exit homelessness through their own means by accessing social networks and
resources that are not formally affiliated with the homeless service system or West LA VA
service system. In some cases, people left LA—either with or without support from homeless
service organizations—in order to access a more stable living situation. Fifteen veterans were
able to access transitional housing programs within traditional homeless services at some point
during the year. Five participants—or one-third of all those who accessed housing—exited
homelessness through programs set up in response to the COVID-19 pandemic (e.g., Project
Roomkey); if not for the pandemic, it’s unclear whether these veterans would have otherwise
been able to receive housing.
Nine of 26 respondents in the sample were never stably housed for more than half of a month
over the study period despite all engaging at some point with the homeless service system. This
included Ralph, who despite being highly vulnerable with HIV+ status was still waiting for
housing at the end of our study period. This begs the question as to whether those most vulnerable
are prioritized for housing as designed. It also raises the question of accountability. That is, over
one-third of our sample expressed a clear interest in exiting homelessness for a housing alternative,
many of whom were in some way engaged in homeless services. Why, then, did they remain
homeless at the end of our 12-month study period?
Outreach services are falling short. Shandra’s story helps confirm the need to more deeply
invest in outreach service provision that can lead to tangible support more quickly and efficiently.
For example, it took Shandra over two and half years to connect and finally receive transitional
housing for her and her family. When we first met Shandra, although she was living in a car, she
was not able to drive the vehicle to the VA campus. She reported over several months trying to
access VA services over the phone, but it was not until the COVID-19 pandemic struck that she
was finally connected and placed into housing. She expressed to us that she felt outreach services
were lacking and did not do a good job of getting individuals like herself connected, even though
she was eligible for services and had connected with VA health services.
Relatedly, when we were planning our study, we met with the VA outreach team, which
consisted of five individuals serving all of LAC and parts of other adjacent counties. The current
estimate of VEH in LAC is 3,902. While LAC has significantly expanded its overall outreach
efforts, it is not clear how different outreach teams are supposed to work together, and it is a tall
order to anticipate that five people can adequately or exclusively connect and provide adequate
outreach to the thousands of veterans currently on the streets of LAC. While there are not robust
estimates of the effort level of outreach needed to bring someone inside, estimates from the City
of Long Beach Homeless Services office are that 17 contacts are needed to build rapport and trust
to assist PEH to access services (Rasmussen, 2019). Further, it’s not clear the extent to which
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outreach teams engage with informal support networks (as opposed to focusing exclusively on
the coordinated entry system to access housing), which proved a viable way for many of our
participants to exit homelessness (often by leaving the LA area). Model programs that help
reconnect PEH with their support system exist (e.g., see Miracle Messages, 2021). Increasing
outreach services, however, must be conducted in light of its expected consequences of increasing
the demand for long-term housing solutions. Thus, expanded outreach may need to occur in
conjunction with increased resources or more efficient processes to meet higher demand.
Housing services and veteran preferences don’t always align. Our findings also highlight
the importance of responding to individual housing preferences. Several participants made clear
that not all housing options are equivalent and that some options will not be accepted. Many
participants felt that the housing options available to them were limited and would require a lot
of effort to access, and we heard that some veterans prefer to remain homeless over temporary
shelter or shared living options. Some voiced concern about privacy, safety, and security in the
options available to them. Some identified that the curfews and related rules associated with the
housing options available to them further prevent individuals from seeking housing. In our
study, there was a strong preference to live alone or with family or friends of one’s choosing;
congregate settings were not endorsed, and the pandemic made those settings even less desirable
due to the increased disease susceptibility. Programs such as Project Roomkey that provided
people their own hotel room because of public health concerns aligned with the personal
preferences of many, which may help explain why at least five of the veterans in our study
gained access to housing from this effort. We found that being able to accommodate participants’
preferences for pets, people, and property was also an important factor. Aligning the housing
options that the homeless service system provides with the preferences and needs of the
unhoused population appears to clearly facilitate a pathway into housing, yet there is generally
limited data about housing preferences in this population.
Housing options at the West LA VA campus were not accessible to or utilized by most
veterans in our study. Related to this point, at the start of the study we anticipated that the
West LA VA campus would be one of the biggest considerations for VEH in terms of accessing
housing, yet the campus was rarely invoked as viable pathway to housing for our sample. This
may have been due to the perception that the West LA VA was not an option for some of our
sample; in fact, ten veterans indicated at study entry that they were not eligible for VA services.
However, at least one veteran did have a change of discharge status (to “honorable”) over the
course of the study. Nevertheless, after the onset of the pandemic in April 2020, a safe camping
site was set up in one of the West LA VA campus parking lots, including spots for initially 25
but eventually up to 50 tents (Holland, 2020). The site provided tents, meals, sanitation stations,
security, electrical outlets for device charging, and access to case management and other
behavioral health services for veterans and their families. It is unclear for how long the safe
camping site will continue. At around the same time, a bridge housing facility was also opened
on the West LA VA campus. Although it was initially designed as a 100-bed transitional shelter
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that was funded through a 2018 City of LA initiative, as the result of the pandemic it was
reconfigured to serve fewer (i.e., 50) veterans (Henerson, 2020). The safe parking, camping, and
bridge housing programs are designed to be temporary housing solutions, providing assistance
to link veterans and their families to more permanent housing options. We only know of one
veteran who utilized the safe camping site during our study period. Of note, there are several
other PSH projects that target veterans in LA; however, none are in or around the West LA VA
campus nor in SPA 5 of LAC, representing the western portion of LAC where this study was
conducted. As noted in the Introduction, the VA has fallen short of the goals outlined in the
Master Plan for increasing the number of PSH units on the West LA VA campus.
Stable Housing Was Associated with Health and Well-Being Improvements for
Veterans Experiencing Homelessness
While this study shed light on some important barriers and facilitators to entry to housing as
discussed above, it also reinforced the importance of housing for one’s health and well-being.
Many veterans were faring poorly at study entry on a number of health indicators, and their
responses suggested the need for more routinized medical and behavioral health care to address
their chronic conditions. Our data supported the idea that once veterans were stably housed,
mental health symptoms, quality of life, and social support improved. In addition, participants
reported receiving more mental health care and regular doctor/nurse visits while decreasing
their use of more intensive forms of care in the emergency room and hospital. Moreover,
adherence to medications improved after people were stably housed. Participants received more
housing, legal, financial, and VA benefits after stable housing placement. Yet, while our
findings are convincing, we cannot discount the possibility that changes in what we consider
outcomes preceded the change in housing. These findings are consistent with previous research
demonstrating that housing can lead to improved mental health among people previously
homeless (Spector et al., 2020) and can also result in reduced use of emergent and inpatient
(i.e., intensive and expensive) health care (e.g., see Burt, Wilkins, and Mauch, 2011;
Hunter et al., 2017; Hunter et al., forthcoming).
The Ecological Momentary Assessment Pilot Yielded Mixed Results, Possibly Due
to the COVID-19 Pandemic
In terms of our study question regarding assessing acceptability and the feasibility of conducting
smartphone-based EMAs, we note mixed results. Unfortunately, our investigation was truncated
by the pandemic. As described in more detail in Chapter 7, we initially approached 18 participants
in our sample, ten of whom initially agreed to participate. On the one hand, among those who
agreed, acceptability and feasibility were demonstrated through high compliance, feedback from
our EMA exit survey, and findings from qualitative interviews. On the other hand, close to half of
those we initially approached were not immediately interested in participating. It is unclear how
these participants would have responded if we had approached them again for a second wave of
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EMA testing, as had been planned prior to the pandemic. While smartphone-based EMA has
worked with other vulnerable and homeless populations, more research is needed to better
understand for whom this method is not appropriate or warranted.
Veterans Were Knowledgeable of and Concerned About COVID-19, and Many Adopted
Behaviors to Prevent Transmission
The onset of the COVID-19 also offered a unique opportunity to consider the impact the
pandemic had on VEH. Many veterans reported engaging in protective behaviors, including
handwashing and sanitizing, wearing a mask, and physical distancing; those in shared housing
settings described additional protective efforts. On the one hand, the pandemic has clearly
disrupted daily routines and constancy for most people due to the quickly evolving knowledge
and policies on managing COVID-19 risk factors (e.g., social distancing guidelines, stay-at-home
orders, wearing face masks, etc.). On the other hand, PEH are familiar with disrupted daily
routines, lack of constancy, and social control and surveillance. Though we are not aware of any
of the veterans in our sample having contracted COVID-19, it was clear that the pandemic had
affected their lives in other ways, some negative (e.g., by limiting access to certain social
services) and some positive (e.g., by increasing the availability of certain benefits, including
access to housing).

Goals and Policy Implications
While the VA’s homelessness programs have been enormously successful nationally, our
focused examination of a small cohort in LA shows that these programs don’t overcome many of
the barriers VEH face in obtaining a permanent housing solution. We organize this section based
on previous work done on mental health system transformation goal setting (McBain et al., 2021)—
that is, promote a pathway (i.e., “find a doorway”), improve access (i.e., “get through the door”),
and establish an evidence-based continuum of care (i.e., “once you’re inside”). We use this
framework because we learned from our respondents that they experienced different challenges
associated with these three phases in attaining stable housing. These goals also point to different
policy levers that need attention in order to stably and permanently house veterans in LA.
Promote a Pathway to Housing: Finding the Doorway


Outreach efforts need to be expanded and improved. There appears to be a lack of
resources to adequately engage people who are unsheltered and assist them in accessing
services, including housing. A better understanding of the resources needed to conduct
effective outreach is a first step, followed by garnering those resources to adequately
meet the need. For example, we observed that outreach was unable to adequately connect
with unsheltered VEH encountered in the community. Consequently, this may help
explain why many of our respondents were unaware or ill informed about the services
available to them. Rather than sending one person into the field without access to
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technology or the ability to provide services or transport to services, a multidisciplinary
team that can adequately assess and provide services in the field and/or transportation to
services is likely to be more effective.
Break down the myth that VEH don’t want to be housed. It is important to note that
based on our study, people who are unsheltered largely desire to become housed. More
work is needed to address the stigma and dispel ongoing myths that people want to be
homeless, which takes accountability away from the service system. Staff training efforts
around providing trauma-informed care and public awareness campaigns are needed to
help break down these myths.
Increased resources for and use of mobile technology are warranted. While our study
didn’t fully investigate the use of smartphones for research, it suggested that many VEH
could be engaged this way—both for research purposes and service engagement. For
example, mobile technology could be leveraged so that people don’t wait months, let
alone years, for sporadic contact to move a housing application forward. As mentioned
earlier, outreach workers also lacked mobile technology that could assist with assessing
needs and accessing resources while in the field. Our study also found evidence of the
digital divide, in terms of lack of access to smartphones and the internet, and also basics
such as keeping a phone charged (see Hunter, Ramchand, and Henwood, 2020),
especially during the pandemic when many public spaces were closed.

Improve Access to Housing: Getting Through the Door






Housing options need to be aligned with veterans’ housing preferences. We observed
throughout our study that although some housing options existed for members of our
sample, many VEH were not interested due to concerns about their autonomy, privacy,
safety, and/or security. Most VEH preferred to live alone or with family, but most of the
immediate housing options that they were aware of did not meet these preferences and
therefore the veterans continued to live outside. More research is needed to better
understand VEH housing and service preferences, which is a gap in the current research.
Open up services to the most vulnerable veterans. VA eligibility must be considered,
as we saw how effective it can be to help people with a legal problem or discharge status.
Many VEH reported having an “other than honorable” discharge and criminal justice
system involvement, which increases the hurdles these veterans face in obtaining access to
the VA system of care and, more broadly, housing services. Medical-legal partnerships are
one way the VA is trying to help veterans with legal challenges and involves integrating
lawyers into health care settings and health care delivery teams (Tsai et al., 2017).
Increased efforts to resolve one’s VA status or criminal justice involvement can help
increase access to existing resources.
Identify ways in which systems can more efficiently house veterans. Rather than
considering clients as “service resistant,” providers and policymakers need to consider
how services may be “client resistant.” The continued use of anthropological methods to
gain perspective from VEH is needed. Further evaluation of the timelines from initial
entry into the homeless services system to exit, in order to look for bottlenecks, gaps, and
ways to support more efficient access to permanent housing solutions, will be helpful. The
use of continuous quality improvement methods (Hill et al., 2020; Hunter et al., 2015)
could be helpful for this purpose.
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Strengthen and consider services to connect veterans with both formal and informal
supports outside of LA. We also observed that mobility was central to finding a stable
housing option for many VEH in our sample, and it is unclear what sort of relocation and
support services there are for veterans to relocate out of state. The extent to which service
providers engage with informal support networks may be key to the success of such a
transition. This is a far cry from handing people a bus ticket so as to “ship out” a local
homeless problem, and instead means that training and policies need to be put in place so
that outreach workers or other VA staff have the resources they need to successfully help
people reconnect with loved ones living in other areas of the region, including across
state lines.

Establishing an Evidence-Based Continuum of Housing Support: Once You’re Inside




Prioritize HF services. While a continuum of homeless services is needed, including the
VA’s transitional housing and Homeless Providers Grant Per Diem programs that offer
interim support, HF is an evidence-based approach to increase housing stability for people
experiencing chronic homelessness and behavioral (i.e., mental health and/or substance
use) disorders. HF combines a privately owned housing rental subsidy with intensive
wraparound services. The HUD-VASH program is purportedly modeled after this
approach. The experiences of the veterans we followed suggest many would be eligible
for such a program based on the health and homelessness status; however, most had not
been identified or able to access such a program. Alternatively, many were placed in
transitional settings, which runs counter to the philosophy of the HF model, which is to
provide immediate access to permanent housing regardless of readiness or treatment
participation. Moreover, we heard several veterans talk about “wait lists” for housing or
“needing to put more effort” to get housing. Increasing both access to HF programs and
the availability of HF housing options in LA is needed to better meet the needs of people
who might benefit from such programs.
Targeted services for subpopulations of VEH are needed. For VEH who aren’t eligible
or appropriate for HF/HUD-VASH, there needs to be clearer routes to other permanent
housing solutions. Many subpopulations may warrant targeted services, such as lesbian,
bisexual, or gay veterans; transgender veterans; veterans with young children; or veterans
with chronic conditions like HIV/AIDS. Our limited sample of 26 veterans precluded us
from identifying all subpopulations warranting such services, but we did identify at least
three subpopulations where targeted services may be appropriate:
 Veterans with families. While the VA also supports a program for veteran families
(i.e., SSVF, a rapid rehousing program), many of the veterans in our study did not
appear to want or need that program. For example, of the two women we enrolled
who had custody of their young children, only one ended up being served by a VA
program, and that was only after the start of the pandemic.
 Veterans with substance use disorders. About one-quarter of the sample might
suffer from a substance use disorder and benefit from enrollment in an addiction
treatment program. During our study, two veterans received residential addiction
treatment provided by the VA. While one veteran appeared to do well in a program
that was operated outside of LAC, a different veteran was discharged from the
program on the West LA VA campus for continued substance use. This veteran
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continued to live unsheltered through the rest of the study. As relapse can be part of
recovery, transferring him to a higher level of care, to a program with a different
treatment philosophy, and/or away from triggers of his substance use may have
resulted in a better outcome for this veteran.
 Veterans in the criminal justice system. This subpopulation of veterans may be able
to access permanent housing programs specific to justice-involved populations. One
clear example is the DHS Office of Diversion and Reentry, which identified one of
our participants as qualifying for diversion out of jail and into an interim housing
setting that has an established pathway to PSH (Holliday et al., 2021).
In sum, and as already stated, a better understanding the housing preferences and needs of the
unsheltered population will help inform the continuum of care that is needed, including better
development and targeting of appropriate housing models.
Broader System Issues: Efficiency, Affordability, Accountability, Urgency, and Cost
Why haven’t these housing goals already been met? Part of the problem may be due to the
complexities of a larger homeless service system that continues to struggle to meet the needs of
the entire population experiencing homelessness in LA. By the latest estimates available prior
to the pandemic, over 66,000 people are experiencing homelessness in LAC (LAHSA, 2020a).
Recent reports indicate that currently the shelter capacity is approximately 24,616 and there are
33,592 PSH units in LAC (LAHSA, 2021c); however, most of these slots are currently being
occupied and don’t count as available units. The number of HUD-VASH vouchers in LAC is
2,692 (HUD, 2021) while the number of veterans experiencing chronic homelessness in early
2020 was 3,902, demonstrating a shortage/mismatch in services to the need.
Implementation science theory posits that patient outcomes cannot be improved without first
addressing upstream service system barriers (Proctor et al., 2009). Based on our experiences
working in LAC over the study period, we have identified shortfalls within the housing and
homelessness service system in terms of efficiency, affordability, accountability, urgency, and
cost. We describe these below.
Efficiency. Current estimates of shelter and housing capacity don’t account for the need to
build a robust continuum of care that will serve individuals not suitable for rapid rehousing or
PSH. For example, many veterans who have multiple chronic conditions may need a higher level
of care and may not be able to live as independently as expected by the HF/PSH approach. The
DHS Office of Diversion and Reentry has estimated the number of community placements needed
to safely divert individuals across a continuum of housing support, from inpatient psychiatric beds,
group/shared living options, to more independent living arrangements (DHS, 2019). This approach
may serve as a model that could be used for identifying the range of housing supports needed for
VEH. In sum, a significant investment in the provision of housing options is needed in the region,
not only for veterans but for the broader population experiencing homelessness, which includes
other housing options beyond rapid rehousing and PSH.
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A clearer delineation of VA-specific resources across all aspects of service engagement from
initial outreach through housing placement and supportive services is also needed. Many of the
veterans we met were not working directly with the VA, and there were several different service
providers that were mentioned over the course of the study by our respondents as helping to
provide assistance. This may result in inefficiencies and also confusion for VEH in how to access
and obtain housing.
Affordability. Another reason for the lack of progress toward these goals is that it may be
indicative of larger externalities to these systems of care—namely, that housing affordability, or
lack thereof, erodes the effectiveness of all homeless services, including those operated by the
VA. Prior to the pandemic, it was estimated that LAC was short 450,000 affordable homes to
meet the demand among renter households at or below 50 percent of the area median income
(Mazzella and Rosenfeld, 2021). Potential remedies, however, need to be carefully considered.
For example, our findings might suggest that increasing the level of housing voucher allowance
is needed in high rental markets like LA—although doing so in the VA and not other homeless
programs will pit different homeless populations against one another in the search for limited
housing stock.
Accountability. Accountability appears to be lacking across the three goals we outlined,
from outreach services provision to housing stability following placement. As noted in Chapter 1,
the PSH goals outlined in the Master Plan for the West LA VA campus have yet to be met.
Increased vigilance is critical so that housing options are improved, given the dire need in the
region to increase the affordable housing stock. In 2021, researchers and relevant stakeholders
voiced criticism over the lack of governance to address the homelessness crisis in LA
(Sonenshein, 2021), consistent with the idea that there is a lack of accountability around this
issue. This group identified six governance problems associated with homelessness:







insufficient city–county collaboration
lack of commonly accepted leadership
lots of coordination workarounds with no common mission or milestones (i.e., reliance
on informal coordination that lacked a consistent mission or direction)
plenty of data but no commonly accepted outcome measures
insufficient funding or alignment for existing funding to shared outcomes
need to align work of existing organizations to North Star (i.e., no central entity to guide
the work).

Their recommendations included ensuring accountability around the many efforts already
underway and deeply valuing and including the voices of lived experience and expertise. We
agree wholeheartedly with these recommendations.
Urgency. Another criticism is that there has been a lack of urgency in meeting the needs of
vulnerable populations like VEH. LA has witnessed an increase in the number of deaths among
PEH; a total of 1,383 PEH died in 2020, representing a 104-percent increase over the 630 PEH
who died in 2014 (LAC Department of Public Health, 2021). To put this figure in perspective,
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an individual experiencing homelessness is three times more likely to die than a housed resident
of LAC. Moreover, PEH are 35 times more likely to die from an alcohol or drug overdose than
the housed population in LAC, emphasizing the need to streamline access and expand substance
use disorder treatment more broadly across the region. This recommendation is especially
germane to the current study sample, as about 20 percent may have benefited from substance
use disorder treatment.
Urgency around increasing the housing stock is also warranted. There are recent examples
that suggest that this can be done more quickly than demonstrated to date. For example, when the
pandemic hit in March 2020, the region quickly implemented Project Roomkey, a program that
resulted in thousands of private hotel/motel rooms with supportive service provision set aside for
PEH over the age of 65 or who suffer from chronic health conditions (Office of Governor Gavin
Newsom, 2020). Although the City and County of LA initially pledged to bring 15,000 people
indoors, reports suggest that no more than 8,900 people were served (Scott, 2021). Many of these
rooms and other properties are in the process of being converted to permanent housing under the
state’s Project Homekey initiative. Although the initial goals were not met, Project Roomkey
allowed for the most rapid increase in housing ever observed to date in LA.
In addition to these efforts, streamlining the site selection, development, and building of new
affordable housing is also critically needed. Recent legislation has played an important role in
this by exempting PSH projects from the California Environmental Quality Act (CEQA) review
(i.e., California State Assembly Bill-1197) (California Legislative Information, 2020), but there
is still significant room for improvement in speeding up the process. Lessons can be learned from
efforts like the Hilda L. Solis Care First housing project, a new supportive housing project built
in LA in 2020–2021 in under five months (Smith, 2021; Solis, 2021).
Cost. The next important question is: How much will it cost to remedy the issues raised
herein? While it is beyond the scope of this study to fully answer this question, there is
relevant work underway to help address it. The California Housing Partnership and Housing
California in collaboration with the California Budget and Policy Center released A Roadmap
to Thriving Communities for California, a report that outlines 51 state and six federal policy
solutions to remedy the housing and homelessness crisis in California, including relevant
legislation that can increase resources to help alleviate the issue (Roadmap Home 2030, 2021).
Moreover, the 2020–2021 California state budget includes a $12 billion allocation for housing
and homelessness (this includes both California state general funds and those received from
federal sources). It will be critical to examine how these resources are spent and the outcomes
that are achieved from this effort. And while these initiatives are not specific to veterans, if the
housing and homelessness crisis can be affected more broadly, it is likely to improve outcomes
for veterans as well, as we observed that many of them rely on and utilize service systems not
specific to veterans.
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Study Limitations
Our study’s findings and implications should be interpreted in light of several key
limitations. First, our sample consisted of 26 VEH, and we cannot make generalizations about
VEH more broadly from this relatively small sample. While we recruited individuals who
ranged in age, gender, race/ethnicity, homelessness, and military service experience, this was
not a representative sample of veterans. Rather, the purpose of our study was to include veterans
with a wide range of backgrounds who were experiencing homelessness to better understand the
challenges they faced in becoming and maintaining stable housing. We focused on studying
fewer veterans using in-depth longitudinal methods rather than studying more veterans using
less intensive data collection approaches . It is also important to note that the latter half of our
data collection occurred during the COVID-19 pandemic, and the experiences that veterans
faced in becoming housed were probably influenced by those conditions. For example, several
of our participants were temporarily housed through Project Roomkey, a program that launched
as a result of the pandemic. While we attempted to follow up with everyone we recruited for the
study, we lost contact with several of the participants over the course of the study. In cases
where we had several months of data, we imputed these respondents’ missing data in order to
increase our power to detect effects in our statistical analyses. The results may have differed,
and we would have been able to make more conclusive statements, if we had followed up with
every participant at every month. Also, as part of our collaboration with researchers at the VA
Greater LA Healthcare System, we plan to attempt follow-up and examine participants’ health
care utilization of the system as part of a follow-on study. This will give us more insight into
our sample’s longer-term outcomes.

Conclusions
The experiences of the veterans we followed in this yearlong study stand as a testament
to challenges individuals face in becoming stably housed in LA. There is not one set of risk
factors that influences a veteran to becoming unhoused, nor is there one single pathway to
successfully exit homelessness. Traditional approaches have failed many of the veterans in our
study. Our research demonstrated that once veterans became stably housed, their mental health,
qualify of life, and social support improved. They also increased utilization of mental health
care and reduced use of costly services such as emergency room visits and hospital stays.
Prescription medication adherence also improved. The use of myriad social services also
increased after housing placement, consistent with the qualitative responses we heard from
veterans stating that stable housing allows them to focus on other individual needs. While the
COVID-19 pandemic upended many of the daily routines of the veterans, a handful of veterans
became housed as the direct result of a new housing resource that became available as a result
of the pandemic. Finally, only three of the veterans found a permanent housing placement by
the study end, emphasizing that most of our sample are still experiencing street homelessness
93

or are at risk of returning to it. We raise a number of policy recommendations from these
findings, including the need to allocate more resources to fully meet the needs of VEH in LA
(including more robust outreach services, substance use disorder, and other health care
treatment) along with temporary and permanent housing solutions. Building in accountability
measures to make progress toward these goals more transparent to a larger audience is
also needed.
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Appendix A. Individual Case Summaries

John is a 37-year-old White man who served in the Army as an ammunition specialist for
two years. We met him at a church-sponsored lunch program in Hollywood. For the first eight
months of the study, we met him at the same lunch program for his monthly interviews; he then
acquired a mobile phone, and we contacted him by phone for his last two interviews. For the past
ten years, he has lived under a bridge/underpass and had never been without housing previously.
He mentioned “not doing drugs anymore” and that he “got in trouble with heroin” and came
down to LA to “clean my record out”; he said that once he has done that, he plans to return to
Northern California. With regard to the importance of becoming housed, he “didn’t mind being
homeless,” but he also expressed some safety concerns given that there were “a lot of weirdos
out there.” In terms of his confidence to become housed, he said, “I’m sure it will happen
eventually, I just got to be positive.” Initially, important life goals were around spirituality and
living the “Hollywood Dream,” but in the later months he reported reconnecting with his family
and moving back to Northern California as being most important. He was never housed over the
year of the study.
Joseph is a 46-year-old Black and American Indian man who served as a field radio
operator in the Marine Corps for six years. We met him at the Venice Family Clinic homeless
service event. He provided us with his mobile phone number, which we used to text him
reminders about upcoming, in-person interviews (prior to the COVID-19 pandemic) and
conducted phone interviews from his eighth-month follow-up onward. He participated in the
EMA study. He became homeless at age 41 and has been without housing since then. He lived
in a tent/encampment when we first met him. In his initial interviews, obtaining housing
was not that important to him: “I’m fine, I don’t mind staying outside, I like the mobility.”
However, by the eight-month interview (after the pandemic had hit LA), he was eager to find
shelter, stating, “Everybody needs a place to stay right now.” Eight months into the study, he
received bridge housing and said, “I’m sort of housed right now, just need to follow the rules
and stay in the program and then I’ll get housing.” When the study ended, he was still waiting
for PSH; he told us, “It would be nice if I could get an apartment right now, but I can still
manage to be here and be OK.”
Irwin is a 44-year-old White and Filipino man who served as traffic manager coordinator in
the Army for four years. We met him at the Venice Family Clinic homeless service event. We
provided him with a smartphone to remind him of interviews, which were typically conducted at
the Santa Monica Library prior to the pandemic. He also used the phone to participate in the
EMA study. We conducted phone interviews starting in the eighth month of the study due to the
pandemic. He reported living on the street/sidewalk/alley and was without a home for ten years
when we first met him. Housing was an important goal to Irwin (“Everyone wants to be housed,
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you know”), but he expressed that there were many obstacles to becoming housed. For example,
he stated, “As long as I can’t afford it, I don’t see the point in trying.” He had some specific
criticisms about the recent policies put into place in LA:
Triple H.10 It just seems to me they took all the money but they’re not building any housing. I
mean, it’s kind of like they’re saying they are helping the homeless, they just hire more people for
the homeless. They don’t house the homeless. If you’re just hiring more social workers, that
doesn’t really help because they’re not, that’s not housing. The only thing that will get homeless
people off the streets is housing. The biggest problem is being out on the streets. Most of these
people who’ve been out here so long, their mental state is just deteriorating year after year. And
the drug problems are getting worse year after year. If you don’t house those people immediately,
it’s not helping them at all. I’m pretty confident they’re going to get housed eventually. But it’s
just taking so long. It doesn’t make sense to me. It seems like they’re compounding the problem
by not housing people as soon as possible. They just tried to open a homeless shelter and they
were trying to block it. I guess they’d rather have the people sleeping on the streets than inside
a building.

Irwin was never housed throughout the course of our study period.
Jane is a 49-year-old White woman who served in the Navy as a seaman for two years with
an honorable discharge status. We met her at a homeless service center in Venice (St. Joseph’s).
After her initial interview, Jane was arrested and incarcerated in the LAC Jail for two to three
months, where we conducted the interviews. Due to her homeless and mental health status, she
was diverted into a residential interim supportive housing program operated by the LAC’s Office
of Diversion and Reentry until the end of the study. We interviewed her in interim housing for
three months and then over the phone for the rest of the study due to the pandemic. She reported
living on buses/trains or at their stations when we first met her. She reported being homeless
for the past five years, and her first time being homeless was when she was 33 years old. Jane
expressed the need for stable and secure housing and legal help throughout the study. She had
previous housing evictions on her record that she was concerned about. She suffered from
delusions, but these were less frequent during her later interviews.
Meghan is a 52-year-old Black woman who spent one year in the Navy and received an
honorable discharge. Meghan was referred to us by a caseworker at People Assisting The
Homeless (PATH), and we conducted her first interview at the Starbuck’s in Venice. The next
interview was conducted in the Vons supermarket parking lot in Santa Monica, and the remaining
interviews were over the phone because she had moved to Las Vegas, where she was stably
housed in a VA transitional housing program for the rest of the study. She participated in the
EMA study. She had been homeless for two years, living on the street. The first time she
10

Of note, “Triple H” refers to Proposition HHH, which was a City of LA bond measure that passed in 2016 that
allocated $1.2 billion to support the creation of up to 10,000 permanent supportive housing (PSH) units in LA.
Progress toward reaching this goal has been slow (“This Is Not the Time,” 2021). In concert with Triple H, LAC
voters passed the accompanying Measure H in 2017, which was a one-quarter-percent increase to the County’s sales
tax to primarily fund homeless and housing services.
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experienced homelessness was when she was 35. Meghan rated housing a 10 in importance at the
first interview because it would allow her to feel stable and secure as well as provide privacy,
relaxation, and allow her to practice good hygiene. After she was housed, her main goals were
improving her health, and later she mentioned employment. She suffered from multiple chronic
health conditions.
Tony is a 52-year-old White man who served six years in the Navy as a mess specialist and
received an honorable discharge. We first met Tony at a church-sponsored lunch program in
Hollywood. We conducted the first few interviews after this at a café in Hollywood. He missed
a couple of interviews midway through the study, and we learned he was in the hospital for a
portion of both of those two months (two weeks the first time and one week the second time) and
staying a friend’s place in Long Beach. Afterward, we completed an interview on the streets of
Hollywood but were unable to locate him for the rest of the follow-up interviews. Tony reported
being homeless for the last 13 years, since he was 39, which was when he first became homeless.
We did not learn he was stably housed during the study. At the first interview, he rated housing a
5 in importance, noting he “could take it or leave it.” Rather, he rated his heart health as his
most important goal, and at other interviews, reported “survival” as his top goal. He appeared
ambivalent about housing, changing his ratings over time. He later rated it as a 10 in importance
because he was “tired of living outside,” but then a 7, stating “if it happens, it happens. If it
doesn’t, it doesn’t.” In the last interview, he rated it again as a 10 for needing to isolate during
the pandemic. His confidence in obtaining housing ratings also ranged from 6 to 8 across the
study. He stated that he “needed to put more effort into it” but “it’s a long wait,” and that he was
tired and discouraged from previous attempts, stating “every time I try, it never happens.”
Larry is a 55-year-old Black man who served for four years in the Marine Corps in a
Battalion Supply unit. We first met him at an encampment directly adjacent to the West LA VA.
We completed the first five follow-up interviews at a coffee shop just outside the West LA VA
campus. The next follow-up was conducted on the West LA VA campus in Building 217, where
he was housed in the domiciliary for under a month before he was discharged. We missed the
next two interviews because we were unable to go in the field due to the pandemic and had no
way to contact Larry. However, by the ten-month follow-up, we had received institutional review
board (IRB) approval to go out in the field again, and we completed the interview on the West
LA VA campus, where he was staying in the safe sleep tent camping program. His last interview
was conducted at his Project Roomkey hotel. He had been homeless for the past 30 years, since
he was 24, which was when he first became homeless. During our study period, he transitioned
into and out of housing: midway through the study, he received housing at the West LA VA
campus in Building 217 but was kicked out a month later. He moved to the West LA VA’s safe
sleep tent program and was there for around a month, and when we last met him he was housed
in a hotel via Project Roomkey.
Awan is a 61-year-old Native American man who served three years in the Army’s Special
Forces command and received an honorable discharge. We first met him at a park in the city of
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Santa Monica, and he reported staying there or at the beach. He did not have or want a mobile
phone, so the only way for us to contact him was at the park. We successfully completed the first
six follow-up interviews at that park, but we were unable to be in the field for his seven- to ninthmonth interviews and could not find him for the final two follow-up interviews after we received
IRB approval to return to the field. While we know he was not housed during the first half of the
study, we do not know whether he was housed after the six-month interview. Awan reported
being homeless for five years, and his first time homeless was at the age of 40. He rated housing
as his top goal at most of the interviews and rated its importance 7–8 over the course of the
study. When we asked him to describe his rating, he stated, “It’s just to get off the streets, to get
into a situation where it’s stable, that’s all I want to do, to get a stable location. Where I can get a
job, I can eat, I can take care of myself. I’m more stable in a home situation.” When we asked
him if he had been speaking to people about obtaining housing, he responded, “About once a
month, I talk to people about that.” This next exchange between the interviewer and Awan is
especially useful in understanding his housing preferences:
Interviewer: Right. So, the VA knows you’re out here . . .
Awan: Yeah.
Interviewer: . . . because you have a VA worker out here . . .
Awan: Yeah.
Interviewer: . . . who is aware that you’ve been here at this park . . .
Awan: Yes.
Interviewer: . . . for quite some time.
Awan: Yes.
Interviewer: And so when you speak to her, you know, and she sees you out here still, what is—
what does she talk to you about, or how is she?
Awan: She has told me about like this shelter, a cold weather shelter. It wasn’t that, I just didn’t
want to be in some—I didn’t want to be stuck up in there.
Interviewer: A shelter, right?
Awan: Yeah.
Interviewer: So, any transitional housing, any . . .
Awan: No, no.
Interviewer: . . . you know, any kind of housing? Was that ever brought to the resource . . . ?
Awan: No, no. Just a shelter, and the Culver City Shelter, Inglewood, and then [inaudible]. And
then I turned it down. Because one, I don’t want to be in no shelter. And so I turned it down just
to stay on out here. I just don’t want to be around a lot of people. I want to be more to myself, so I
have more time to think and do for myself. You see with the shelter, there’s so much crowd. It’s
too overcrowded. That’s what I don’t like about them.

At Awan’s last interview he stated, “I’m getting closer, they can’t keep me out here forever.” He
also rated his confidence in obtaining housing a 7–8 across the study. During the first interview,
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he was positive about his chances, stating, “I know there’s a house somewhere somebody can
help me get,” but by the last interview, he expressed his frustration: “I just want to know why it’s
taking so long; I’m just fed up with battling the administration.”
Reggie is a 48-year-old Black man who served three years in the Army (Military Personnel
Division) with an honorable discharge. We first met Reggie at a VA community engagement
event that took place at a U.S. Vets location in LA. We conducted his first three follow-ups at the
Patriot Café by the Long Beach VA; his four-month follow-up over the phone as he was staying
in Fresno, California; and his sixth-month interview in person at the Jack in the Box in Carson.
We missed him for the seven- and eight-month follow-ups but were able to complete his last
three follow-ups by phone (due to the pandemic). Reggie had been living in his vehicle for the
past two years, and it was his first time experiencing homelessness. His most important goal was
primarily health (in seven interviews) and family-related (in five interviews). He mentioned he
was hoping to qualify for housing in LA because of his children. He talked about wanting to be
“a good father” and getting back home to see his parents in a later interview. He also discussed
having a “disability case with the government” and dealing with “a lot of pain.” Later, he
reported “resolving” his “Social Security case.” During the study, Reggie was never housed. His
ratings for housing importance were relatively high throughout the study, ranging from 8 to 10.
But his confidence ratings were lower, ranging from 5 to 8, expressing he had no access to
benefits and the process was new to him, but he was willing to do the work. At the final
interview, he mentioned that his voucher had expired, and he hadn’t been able to reapply due
to the pandemic.
Derek is a 43-year-old Black man who served in Airfield Operations in the Air Force for six
years with an honorable discharge. We met Derek at the same event where we met Reggie, the
VA community engagement event at the U.S. Vets in LA. We completed the first follow-up at
the West LA VA campus. Although we obtained Reggie’s personal mobile phone number and
email, he was not responsive after the first follow-up interview. Derek had been living in his
vehicle for past two years, and he reported that this was his first spell of homelessness. He was
not housed when we last spoke with him. He reported housing was an important goal to him and
was confident in obtaining housing, rating it a 10 at both interviews. He commented: “I feel
good” and expressed willingness “to do the work.”
Richard is 56-year-old White man who was a jet mechanic in the Air Force for three years
and received an honorable discharge. We first met him living at an encampment directly adjacent
to the West LA VA campus gate. At that time, Richard did not have a mobile phone, and he was
not easily located for the follow-ups at his tent, but others around his encampment would offer to
fetch him, and he would later meet up with the interviewer outside a nearby coffee shop for the
first three follow-up interviews. The rest of the interviews were conducted by phone as he was
placed in a VA-sponsored transitional sober living program in Bakersfield, California (outside
of LAC). He also completed the EMA survey. His first experience with homelessness occurred
when he was 35; his current spell of homelessness has lasted for ten years. He reported that
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housing was an important goal for him as it would allow him to focus on other needs, stating,
“You can’t do anything if you’re homeless.” He reported rather varying ranges in confidence of
becoming stably housed, with ratings between 3 and 10. Initially he lacked confidence due to his
methamphetamine use and fear he would continue to use. After entering the transitional housing
program, he still lacked confidence, as the following exchange shows:
Richard: Because every time someone says they can do it, they don’t. It never happens. So, I just
don’t even get my hopes up for it. It’s just—you know.
Interviewer: So, you don’t think it’s going to happen?
Richard: I just—I just don’t even—I don’t even put priority on it, because every time I do it, then
it just gets dashed and I’m just like, whatever. So, I just—I don’t—whatever.

In later interviews, he expressed other goals such as obtaining employment, but he continued to
state that housing was a “primary and of foremost concern.”
Charlie is a 58-year-old White man who served for four years as an infantryman in the
Army and received an honorable discharge. We first met him at an encampment outside the
West LA VA campus gate where he reported he was living. He provided us with his email
address and told us that was the best way to reach him. We conducted his first follow-up
interview at Building 257 on the West LA VA campus (Veterans Welcome Center), as he was
residing in transitional housing on the campus at that time, but we were unable to locate him
for the next three interviews. We relocated him and conducted his fifth follow-up interview at
the PATH offices in Hollywood. We conducted his next interview at a transitional housing
program operated by PATH. Due to the pandemic, we conducted his next interview by phone,
and then he missed an interview. The next two interviews were conducted by phone and the
final interview through the intercom of his building, a transitional housing program operated
by PATH. Charlie reported that he had been homeless for 30 years, and his first experience
with homelessness was when he was 11 years old. He rated “getting his kids back” as his most
important life goal at the initial interview; in relation to housing he said, “I don’t need housing.
If I won a big lottery, it would all go in trust funds for my kids, because my kids are going to
have a better life than me.” He expressed dissatisfaction with his first housing placement on
the West LA VA campus, indicating that he disliked the shared bathroom and laundry facilities
and that there was no lock on the door, leaving him with no privacy.
Thomas is a 45-year-old Black man who served as a seaman in the Navy for three years
before receiving a general discharge. We first met him at a dinner provided by the Salvation
Army in Hollywood, and he reported living on the street at that time. We conducted the first six
follow-up interviews at a fast-food restaurant in Hollywood while he was staying at a transitional
housing program operated by a community-based nonprofit. We conducted the next interview
at a VA Section 8 housing program located on the Sepulveda VA campus in North Hills,
California, and the rest of the interviews by phone while he continued to reside in that program.
He also participated in the EMA study and was a reliable “texter,” frequently contacting the
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interviewer ahead of his monthly interview to schedule it. Thomas reported that he had been
homeless for five years, and the first time he experiencing homelessness was when he was
25 years old. Over the course of the interviews, Thomas mentioned that receiving benefits and
obtaining housing were his most important life goals, followed by employment and then taking
care of his health and finances. He reported he was tired of living outside and didn’t want to be
back out on the streets anymore. At his fifth follow-up, he mentioned “overturning addiction”
and being “willing to do the work” to become stably housed. In his later interviews, he reported
having a positive attitude about remaining housed, which was consistent with his high
confidence ratings (10s).
Tyrone is a 61-year-old Black man who served as a cook in the Army for four years before
receiving an other-than-honorable discharge. We first met him at a recycling center in Hollywood,
and he reported living on buses and trains. We were unable to subsequently recontact him, though
we did learn that he spent a few nights in jail during the study period. He reported that housing
was his primary goal, along with reconnecting with his family. He rated housing importance a 10,
as it would allow him to focus on his other needs, like getting a job.
Rick is a 56-year-old White man who served as a truck driver in the Army for three years
before receiving an honorable discharge. We first met him on the Venice boardwalk where he
was living on the street. We conducted the first two interviews there with him but missed the
next six, as he reported being on a road trip. He completed his nine-month interview over the
phone, when he reported being back in LA and still unhoused. Rick reported being homeless for
the past ten years, and his first experience of being homeless was when he was 35. He expressed
a range of ratings in terms of importance of becoming housed—between 5 and 10 over the
course of the four interviews. His main interests in housing were to improve his well-being and
for the security it might provide. His confidence ratings were high (10 across the interviews). He
said he had been challenged by having a service animal and by landlord issues but kept a positive
attitude, stating, “If I want it, I’ll get it.”
Diego is a 61-year-old Mexican man who served as a mechanic in the Army for six years,
leaving with an honorable discharge. We first met him at the West LA VA Welcome Center
(Building 257). We contacted him by phone or text and completed the first five follow-up
interviews at a coffee shop near the West LA VA campus, as he was staying at a residential
substance use treatment program on the campus. We conducted the six-month interview
at a coffee shop in Norwalk where he was living in his car, and we conducted two further
interviews over the phone while he was continuing to live in his car. Diego took part in the
EMA study but was not able to complete the qualitative exit interview because he became
increasingly symptomatic over the course of the interview, with disorganized speech, agitation,
and loss of focus. Diego reported being discharged from the West LA VA program due to
continued substance use. He stated that housing was his most important goal at the first and
many of the follow-up interviews, but also talked about the importance of his health, family,
employment, and security. He expressed that he was tired of living on the streets and wanted a
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“normal life.” He reported relatively high confidence ratings (between 8 and 10) except at the
last interview, when he reported a 0 due to lack of funds and the pandemic.
James is a 61-year-old Black man who served for two years in security services in the Air
Force before receiving an honorable discharge. We first met him at the West LA VA Welcome
Center, Building 257. After the first follow-up interview, we were unable to contact him for a
few months, but by the seventh follow-up (eight-month) interview we caught back up with him.
He had been housed in Building 217 and subsequently received HUD-VASH housing in LA, and
we were able to interview him by phone until the study ended. James reported living in buses,
bus stations, subways, subway stations, and the airport for the past two years. His first spell of
homelessness was when he was 55 years old. He reported not wanting to stay in California, but
the weather was better for his health conditions, which included neuropathy and diabetes. He
reported at baseline that housing was his most important goal and rated housing importance a 10
because he was “too old to be on the streets.” In terms of his confidence, he stated that he was
“willing to put in the effort.” After he was housed, he talked about the housing allowing him to
maintain a routine and stay on top of responsibilities, and he maintained high confidence that he
could remain housed because “it means everything to me.”
William is a 53-year-old Black man who served in the Army for two years as a unit supply
specialist, after which he received an “other than honorable” discharge. We first met him at the
West LA VA Welcome Center, Building 257. He reported living in an outdoor encampment/tent
when he was enrolled in the study. We gave him a study smartphone to stay in touch; he lost it,
but we were able to keep in touch with him via email. We conducted the first follow-up interview
at a transitional housing program for veterans in Inglewood. We did not find him in time for the
second follow-up interview, and we conducted the next three interviews over the phone, as he was
staying in transitional housing program operated by the Salvation Army in Santa Barbara (Central
California). We also conducted the remaining interviews over the phone, as he was residing in a
transitional housing program for veterans in Fairfield (Northern California). William reported
having been homeless for 16 months at the first interview, and he first experienced homelessness
when he was 48. William said that housing would provide him the stability he needed to focus on
other needs, such as having a job and income. His confidence in obtaining housing ratings were
relatively high (8) because he was “willing to put in the effort.”
Malcolm is 64-year-old Black man who served as a unit supply specialist in the Army for
three years, leaving with an honorable discharge. We first met him at the West LA VA Welcome
Center (Building 257), where he reported living on the street for the past seven years. At that
time, he was living in a tent a few blocks from the West LA VA campus. We conducted the first
follow-up interview at a coffee shop near the West LA VA campus. He missed the next three
follow-up interviews, but we relocated Malcolm at the fifth follow-up interview; he was living in
a transitional housing program for veterans in Bakersfield, California, where he stayed until the
end of the study. Malcolm reported being homeless for seven years; the first time he experienced
homelessness was at 28. Housing was mentioned as Malcolm’s most important goal at most of
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his interviews, but he also stated his health as important. He rated his confidence high that “it’s
going to happen” at the first follow-up and continued to rate it highly once he was housed.
Steve is a 55-year-old Black man who served for four years in the Marine Corps in the
Military Police and was honorably discharged. We first met him at a public library in Hollywood,
where he reported living on the street. We completed the first six follow-up interviews at fast-food
restaurants in the Baldwin Hills neighborhood of LA. We conducted the next three follow-up
interviews over the phone due to the pandemic. He was staying in temporary shelters, one at a
church and another at a city-operated recreational center, at the sixth and seventh follow-up
interviews, respectively. At the eight-month interview, he reported spending most of the month
in a recuperative care setting and then was placed into a Project Roomkey hotel for the rest of
the study. Steve stated that he had been homeless for a year, and his first time experiencing
homelessness was at age 49. Steve was blind, and he mentioned having an addiction illness at
the first interview. Housing was not initially rated as very important to him (5), but in the latter
half of the study he rated it a 10. His confidence in obtaining housing ratings varied from 0 to 10
across the study. He initially rated his confidence a 0 because he had no access to help, but in the
latter half of the study, his confidence improved because he reported now having access to support.
Monica is a 54-year-old Black woman who last served as a driver in the Army. She served
for six years and left with an honorable discharge. We learned about Monica from a caseworker
at a homeless service center in Venice, who told us she was living in her RV/camper locally.
We conducted her first interview at her nearby storage unit, the first six follow-up interviews in
Venice near her RV/camper, and the rest over the phone due to the pandemic. She was living in
her RV/camper with her two dogs until the last interview of the study, when she reported giving
it up as she was preparing to enter a Project Roomkey hotel. Monica had been homeless for
the past 2.5 years, and she first experienced homelessness at the age of 37. Housing was an
important goal for Monica, but she also mentioned her priorities around her health due to heart
and other issues. She rated the importance of becoming housed a 10 because it would allow her
to focus on her well-being and on other things like helping others. Her confidence in obtaining
housing ranged from 2 to 10 across the study; she sometimes reported that she was tired and
discouraged, as well as not having the funds to support the high costs of housing.
Anthony is a 56-year-old Black man who served as a range finder technician in the Army
for two years and then received a dishonorable discharge. He was referred to us by a caseworker
at a homeless service center in Venice, where we conducted his first interview. He reported
living in his car, and we completed the first three follow-up interviews outside a grocery store in
Venice. He declined to complete the next interview. We caught back up with him and completed
the nine-month follow-up over the phone from his Project Roomkey hotel room. We conducted
the ten-month interview in a park near his Project Roomkey hotel and his last interview over
the phone. Anthony reported living out of his car for nine months at the first interview and
experiencing homelessness for the first time when he was 55 years old. He reported that his
health was as important as housing, as he was physically disabled and that he wanted to “get
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back to where I used to be because I used to be great” and “kick the booze.” He also mentioned
that housing would enable him to focus on other needs, by providing stability, “because without
a roof over your head, it’s very difficult to live.” His confidence in obtaining housing varied
from 4 to 10 across the study period. He stated,
I’ve been looking and it’s difficult to find something. The rents are just out of control. There’s
not enough low-income housing or housing for disabled or housing for veterans. There’s just
nothing hardly.
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Appendix B. Services for Veterans Experiencing Homelessness

Services Provided by the Department of Veterans Affairs
The VA offers a range of services for VEH or at risk of homelessness (VA, 2019). These
services can be categorized as case management; health care; services for justice-involved
veterans; housing, employment, and economic support; research and evaluation; and community
partnerships. Other key veteran benefits are outlined in Table B.1.
Table B.1. Key Veteran Benefits
Benefit

Description

Veteran’s disability

Disability compensation is a tax-free monetary benefit paid to veterans with disabilities
that are the result of a disease or injury incurred or aggravated during active military
service. Disabilities that are considered related or secondary to disabilities occurred
during service may also qualify.

Veteran’s health care

VA health care includes preventive care, inpatient care, urgent and emergency care
services. Behavioral health (mental and substance use services), assisted living and
home health care and prescription services are also included.

Veteran’s pension

This program provides monthly payments to certain wartime veterans with financial
need and their survivors.

Case Management
Many of the VA’s programs for homeless veterans focus on helping veterans access health,
employment, benefits, and other services that are available either by the VA or by non-VA
providers within their communities. For example, there are Community Resource and Referral
Centers, the Health Care for Homeless Veterans program that connects veterans specifically to
health care resources, and the National Call Center for Homeless Veterans to assist veterans
and families who are homeless or at risk of being homeless in accessing available services. In
addition, case management is also provided by the VA to homeless veterans via HPACTs, which
provide coordinated services to patients at certain VA facilities; and as part of its collaboration
with HUD, the HUD-VASH program provides veterans with a Housing Choice rental subsidy
voucher along with case management services to help veterans gain stable housing.
Health Care
In addition to HPACTs, the VA provides additional health care services specifically for
homeless veterans. The VA offers time-limited residential treatment to veterans with substance
use and mental health disorders through its Domiciliary Care for Homeless Veterans program
and helps make dental care available to homeless veterans via its Homeless Veterans Dental
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Program. In addition, the VA partners with community services and occasionally hosts two- to
three-day community Stand Downs that provide health screenings and other direct services and
referrals to VEH.
Housing, Employment, and Economic Support
Like the HUD-VASH program, the VA also has programs that provide supportive services
to help veterans find housing and employment, and that provide economic supports. The VA
awards grants to community organizations to create transitional housing and provide per diem
payments via the Homeless Providers Grant and Per Diem program. Through its Homeless
Veterans Community Employment Services program, the VA supports Vocational Development
Specialists embedded in homeless program teams to help ensure veterans who have experienced
homelessness have employment supports. The VA provides grants to community organizations
to provide supportive services to veteran families at imminent risk of becoming homeless due to
a housing crisis via its SSVF program. SSVF provides rapid rehousing (i.e., temporary housing)
to veteran families.
Programs for Justice-Involved
The VA offers at least two programs to help assist veterans in the criminal justice system
with housing needs. The Health Care for Re-entry Veterans program helps identify the health
and social service needs of veterans reentering the community upon release from prison or jail
and provide the appropriate referrals and case management services. The VA’s Veterans Justice
Outreach initiative identifies veterans in the criminal justice system as early as possible in the
process to facilitate access to VA services.
Research and Evaluation
Within the VA is the National Center on Homelessness Among Veterans, which conducts
research, program evaluation, and assists in the dissemination of best practices to help homeless
veterans or veterans at risk of becoming homeless. The VA also hosts the Office of Analytics
and Operational Intelligence, which provides guidance, consultation, and support for homeless
program operations to improve performance, strategic management, and operational efficiency.

Services and Benefits for Los Angelenos Experiencing Homelessness
There are a number of benefits and services outside of the VA system that VEH may also
receive in LAC. In Table B.2, we provide a list of possible benefits with a brief description
of each.
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Table B.2. Services and Benefits for Los Angelenos Experiencing Homelessness
Benefit

Description

CalFresh (California’s SNAP)

Formerly known as Food Stamps, CalFresh provides low-income
individuals with nutritional support through an electronic benefit transfer
card system. Managed by the LAC Department of Social Services (DPSS).

General Relief (GR)

A LAC-funded program that provides cash aid for individuals with a
monthly net income lower than the GR aid amount of $221 ($375 for
couples). Managed by the LAC DPSS.

Medicaid/Medi-Cal/LA Care/
HealthNet

Medi-Cal is the state Medicaid program that provides health care
coverage. LA Care and HealthNet are Medi-Cal providers in LAC.

Medicare

A federal health insurance program that is primarily for people 65 or older
(and younger people with disabilities).

Supplemental Security Income
(SSI)/Supplemental Security Disability
Insurance (SSDI)

SSI and SSDI are federal programs that provide financial assistance to
people with disabilities. SSI pays benefits to people with disabilities who
have limited income and resources. SSDI pays benefits to people with
disabilities who have worked long enough and recent enough to qualify.
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Abbreviations

AIDS

acquired immune deficiency syndrome

COVID-19

coronavirus disease 2019

DHS

Los Angeles County Department of Health Services

EMA

ecological momentary assessment

GLA

Greater Los Angeles

HIV

human immunodeficiency virus

HPACT

Homeless Patient Aligned Care Team

HUD

U.S. Department of Housing and Urban Development

HUD-VASH

U.S. Department of Housing and Urban Development–U.S. Department
of Veterans Affairs (VA) Supported Housing program

LA

Los Angeles, California

LAC

Los Angeles County

LAHSA

Los Angeles Homeless Services Authority

M

mean

MCSI

Modified Colorado Symptom Index

PATH

People Assisting The Homeless

PEH

people experiencing homelessness

PSH

permanent supportive housing

PTSD

posttraumatic stress disorder

SD

standard deviation

SSI/SSDI

Supplemental Security Income/Supplemental Security Disability
Insurance

SSVF

Supportive Services for Veteran Families

VA

Department of Veterans Affairs

VEH

veterans experiencing homelessness
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