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Abstract 

BACKGROUND: Permanent Supportive Housing (PSH) is part of a national strategy in the United States 

to tackle homelessness, but more research is needed to understand how aspects of PSH program 

implementation support or hinder participants’ transition into housing. OBJECTIVE: This dissertation used 

a mixed-method case study design to explore the relationship between living environment, subjective well-

being (SWB) and objective well-being outcomes, for a cohort of participants in the Housing for Health 

(HFH) PSH program in Los Angeles (LA). METHOD: I analyzed qualitative data from interviews with a 

sample of 29 HFH participants and compared experiences by housing type - congregate (CH) and 

independent (IH) - and geographic location. Findings from these analyses were used to generate hypotheses 

about the relationship between PSH living environment - housing type and location in or out of a Skid-Row 

Buffer Zone (SRBZ) - and health service use, which were tested using negative binomial regression 

modeling (NBRM) based on data for a cohort of HFH participants (n = 852). RESULTS: The qualitative 

and quantitative data provided evidence that participants’ subjective- and objective well-being improved 

post-housing, regardless of the housing type or location, but some living environments were more 

supportive than others. Interviewed participants reported an improvement in overall SWB, but many 

continued to experience food- and income insecurity. Participants in IH reported high levels of social 

isolation and CH participants in Downtown LA reported low levels of community/environment satisfaction. 

The quantitative analyses provided strong evidence that the SRBZ was not as supportive as other living 

environments of participant well-being: CH participants within the SRBZ had worse outcomes compared 

to IH participants outside the SRBZ or CH participants outside the SRBZ; and among CH participants, 

those outside the SRBZ had better outcomes than CH participants within the SRBZ. CONCLUSIONS: The 

findings demonstrate that the social and physical environment in PSH is important to participants’ 

subjective- and objective well-being. IH participants may need additional support services to help with 

social isolation, including assistance to access meaningful activities and culturally appropriate networks. 

HFH program administrators may need to reconsider whether PSH units located in SRBZ should be 

assigned as temporary, rather than permanent housing solutions, because of the unfavorable social and 

physical environment that Skid Row presents.  

 

Keywords: Homelessness, mixed-methods, Permanent Supportive Housing, subjective well-being, living 

environment 
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Chapter 1: Introduction  

Homelessness is a condition characterized by shelter insecurity, societal 

disaffiliation and human suffering. It is a growing problem and it is also a 

complex problem – both in origin and solution (Collin, 1992). 

1.1 Permanent Supportive Housing as Strategy for Reducing Homelessness 

Homelessness continues to be a major public health and social policy concern for the United States, and 

for the State of California (CA), notwithstanding significant investment over time to treat this issue at federal, 

state and local levels (Levin & Botts, 2020). In January 2019, point-in-time counts estimated that 568,000 

persons across the United States were living in emergency shelters, in cars, or in other places not meant for 

human habitation (HUD, 2020).  The State of California (CA) accounts for a disproportionate share of the 

population experiencing homelessness – 23% of the total population experiencing homelessness live in CA 

(average 2015 to 2019) – and within CA, Los Angeles County (LAC) has the highest prevalence of 

homelessness, accounting for most of the homelessness in the state.  The most recent estimates of the 

population experiencing homelessness in LAC is 56,257 on any given night – 37% of the population 

experiencing homelessness in CA, or 10% of all persons experiencing homelessness in the US. In recent 

years, LAC has seen an increasing trend in total- and chronic homelessness: both increased by roughly 60% 

between 2011 and 2019.  Meanwhile veterans and families - two groups that have benefitted from targeted 

interventions - saw significant decreases over the same period: the number of veterans experiencing 

homelessness fell 44%; and the number of persons in families experiencing homelessness fell 8% between 

2011 and 2019.  

Permanent Supportive Housing (PSH), an official component of the national strategy to prevent and end 

homelessness, provides individuals experiencing chronic homelessness who have at least one documented 

disability with immediate access to long-term housing and a comprehensive range of case-management and 

other support services, without preconditions such as sobriety or treatment obligations (Hunter, Harvey, 

Briscombe, & Cefalu, 2017; United States Interagency Council on Homelessness, 2018).  Previous studies 

have shown that PSH is associated with improvements in housing retention, but the findings have been mixed 

in terms of the reductions in publicly funded inpatient and emergency services and associated costs (Gilmer, 

Stefancic, Henwood, & Ettner, 2015; Ly & Latimer, 2015; National Academies of Sciences, 2018; Rog et 

al., 2014).  

Although PSH is a promising approach to address chronic homelessness, more research is needed to 

better understand the observed variations in program performance.  A few studies have assessed the fidelity 
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of PSH programs to the original Pathways Housing First program, on which they are modeled, including 

whether critical elements were implemented and what factors contributed to or hindered implementation as 

a way to explain variations in program outcomes (Gilmer et al., 2015; Gilmer, Stefancic, Sklar, & Tsemberis, 

2013; Tsemberis, Gulcur, & Nakae, 2004).  Some studies have demonstrated significant variation in the way 

PSH programs are implemented (Collins, Malone, & Clifasefi, 2013; Gulcur, Tsemberis, Stefancic, & 

Greenwood, 2007); others argue that it is necessary to balance fidelity with adaptation to local contexts and 

the diversity of the population being served, making fidelity to any one model impractical (Gilmer et al., 

2015).  Another approach, to exploring what might be driving variable program outcomes, is the 

consideration of participant perception of and experience in these programs.  Studies have shown that 

people’s perception and subjective rating of their life circumstances - their subjective well-being (SWB) - 

influences their health behavior and related objective well-being outcomes (Diener, Lucas, & Oishi, 2018; 

Lamers, Bolier, Westerhof, Smit, & Bohlmeijer, 2012; Harrison, Pope, Coberley, & Rula, 2012).  However, 

there is still limited research that examines PSH participants’ post-housing experience and the conditions 

that support or hinder successful transition into housing, from the perspective of the participants (Dickson-

Gomez et al., 2017; Henwood, Lahey, Harris, Rhoades, & Wenzel, 2018).  

1.2 Housing for Health 

The Housing for Health (HFH) PSH Program was launched in 2012 by the Los Angeles County 

Department of Health Services (DHS), as part of the County’s strategy to tackle chronic homelessness. To 

date the Program has housed more than 3000 persons (Los Angeles City Health Commission, 2019).  HFH 

assigns participants to one of two housing settings: Congregate Housing (CH) units, which are located in 

multi-unit sites that are co-located with on-site case management services; and Independent Housing (IH) 

units, which refer to apartment units scattered among the general population in community settings, without 

onsite case management.  In 2017, the RAND Corporation (RAND) conducted a formal outcome evaluation 

of the HFH PSH Program and found that: (1) more than 96% of HFH PSH participants remained stably 

housed for at least the first year; (2) participants’ use of medical and mental health services dropped 

substantially, primarily due to by reductions in Emergency Department (ED) visits and hospital admissions, 

resulting in cost reductions of almost 60%; and (3) the program had a net cost savings of 20% (Hunter et al., 

2017).   The RAND evaluation did not specifically consider whether experiences and outcomes were 

different for CH and IH participants, or whether location contributed to any variation in outcomes – this 

dissertation explores these two aspects.  
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1.3 Research Motivation and Objective  

This dissertation explored participant experience in the HFH PSH program to understand how aspects 

of PSH might support or hinder participants’ transition into housing and specifically, how participant 

experiences and SWB are influenced by PSH housing context.  The relationship between participant SWB 

and PSH housing type (CH and IH) and location (relative to the Skid Row area in Downtown Los Angeles) 

were explored.  

I addressed the following three research questions (RQs):   

RQ1: What is the experience of HFH participants in PSH and how does PSH affect their SWB?  

RQ2: From the perspective of HFH participants, how do their experiences and SWB vary by housing-

type and location?  

RQ3: What is the relationship between PSH housing type, PSH unit location and objective well-being 

(operationalized by health service utilization) among PSH participants?  

I make two important contributions through this work: first, I included the perspective and lived 

experience of program participants as a key consideration in the evaluation of the HFH PSH Program, 

creating a database of contextualized views and insights which do not currently exist for this population; and 

second, I examined the relationships among PSH housing type (a core program design feature), location of 

the PSH unit, and subjective and objective indicators of well-being, which has not been sufficiently studied.   

To answer the RQs, I used a mixed method design to explore the extent to which participant experiences 

and SWB are influenced by PSH housing context.  Qualitative data from interviews with 29 HFH PSH 

program participants were analyzed to understand the relationship between PSH and SWB across a range of 

domains.  I also convened a Focus Group Discussion (FGD) with experts who provide case-management 

services to HFH participants to help contextualize the findings from the participant interviews.  Exploiting 

recent advances in computer assisted qualitative data analysis software (CAQDAS), qualitative themes were 

transformed into quantitative variables and salience analyses were conducted.  Finally, the findings from the 

qualitative data analysis were used to generate hypotheses about the relationship between factors that affect 

subjective- and objective well-being outcomes, which were then tested using quantitative methods, based on 

administrative data for a large cohort of HFH participants.  

For consistency this dissertation uses the terms CH and IH to refer to the presence of absence of on-site 

case management support respectively.  Based on the qualitative data analysis, location was operationalized 

as a dichotomous variable - inside and outside of a 1-mile buffer zone of Skid Row (SRBZ) – for the 

quantitative analysis. 
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1.4 Layout of the Dissertation 

The dissertation is presented as a monograph with 11 Chapters, organized into 3 Sections (Table 1.2). 

Section I (Chapters 1 – 3) sets the context.  Chapter 2 reviews the relevant literature and introduces a 

conceptual framework for the research.  Chapter 3 describes the overall study design and methods employed 

in the research.  Section II (Chapters 4 – 7) focuses on the qualitative data collection and analysis: Chapter 

4 presents the methods used to collect and analyze the primary data and discusses the relevant variables and 

analytic techniques used for the quantitative analysis; Chapter 5 describes key socio-demographic 

characteristics of the population served by the program and the sample of study participants from whom 

interview data were collected;  Chapter 6 presents the findings based on qualitative data from interviews to 

answer RQ1; and Chapter 7 presents a quantitative analysis based on the coded qualitative data to answer 

RQ2.  Section III (Chapters 8 – 10) focuses on the quantitative component of the research:  Chapter 8 presents 

the data and methods used in the quantitative analyses; Chapter 9 presents the demographic characteristics 

of the HFH sample and their geographic distribution across LAC; and Chapter 10 presents the findings from 

a quantitative model that explores the relationship between housing type, housing location and health service 

utilization (RQ3).  Chapter 11 provides an extensive discussion of the main findings and puts forward policy 

implications and recommendations.  

Table 1.2 Structure of the Dissertation 

Chapter Aim  Methodology 

Chapter 1: Introduction To set out the background and context for the study 
and highlight the research motivation and policy 
relevance; clarify the order of information in the 
thesis. 

Descriptive outline 

SECTION I – Literature Review and Approach 

Chapter 2: Literature Review  To explore whether the existing literature provides 
a suitable framework for approaching the research 
problem and identify any gaps in the literature.  

Summarize available 
information and provide a 
framework for the research and 
analysis 

Chapter 3: Study Design and 
Approach 

To provide the logic and process adopted in 
designing the study, and general analytic 
framework. 

Chronological presentation of 
relevant information 

SECTION II – Permanent Supportive Housing and Subjective Well-being  

Chapter 4 – Methodology  To describe the sampling and recruitment, data 
collection and management, and data analysis for 
RQ1 and RQ2. 

Chronological presentation of 
relevant information 

Chapter 5: Participant 
Characteristics 

To describe the sample of participants interviewed 
for the qualitative component of the research. 

Descriptive statistics  

Chapter 6: Experience in 
PSH and Impact on SWB 

To answer RQ1: What is the experience of HFH 
participants in PSH and what is the impact of PSH 
on their SWB? 

Qualitative Data Analysis using 
CAQDAS; sentiment analysis 
(descriptive statistics) 
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Chapter Aim  Methodology 

Chapter 7: SWB and Living 
Environment 

To answer RQ2: From the perspective of 
participants, how do their experiences and SWB 
vary by housing type and location. 

Quantification of codes from 
qualitative data analysis; Odds 
ratio analysis of code 
frequencies 

SECTION III- Subjective Well-being and Health Service Utilization 

Chapter 8: Methodology To describe the study design, data collection and 
management, and data analysis for RQ3. 

Chronological presentation of 
relevant information 

Chapter 9: Participant 
Characteristics 

To describe the socio-economic and demographic 
characteristics of the final sample used in the 
quantitative analysis. 

Descriptive statistics and 
statistical tests of significance  

Chapter 10: Relationship 
between Housing type and 
location and Health Service 
Use 

To answer RQ3: Are PSH housing type and 
location associated with objective well-being 
outcomes for PSH participants? 

Quantitative data analysis:  
ArcGIS; Geographic 
Information System (GIS) 
Descriptive analysis; 
Regression analysis 

Chapter 11: Discussion and 
Policy Recommendations 

To sum up findings and provide policy implications 
and opportunities for future research 

Descriptive review 

Appendices Appendix A - De-identified list of Study Participants Interviewed 
Appendix B - Data Collection Instrument and Protocol for Interview 
Appendix C - Instrument and Protocol for Focus Group Discussion 
Appendix D - Summary SWB Findings - CH and IH participants compared 
Appendix E – Additional Analysis 
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SECTION I 

LITERATURE REVIEW AND APPROACH 

This section of the dissertation is presented in 2 Chapters. Chapter 2 reviews the history of policymaking 

around homelessness in the US; the emergence of PSH as a key component of the strategy to prevent and 

end homelessness; and the literature on SWB, including its relevance for addressing the RQs. Chapter 3 

introduces the conceptual framework that was used to address the RQs and introduces the overall study 

design. Sections II and III report on the qualitative and quantitative components of the research respectively.  
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Chapter 2: Literature Review 

This chapter presents a review of the relevant literature on homelessness, supportive housing and well-

being, highlighting key related concepts, and the relationships among them, as a basis for approaching the 

research questions.  

2.1 Background 

 One typology commonly used in academic research and policy in this area, classifies persons as 

experiencing transitional, episodic, or chronic homelessness, based on the length of time spent homeless and 

the frequency of return to homelessness (Culhane, Metraux, Park, Schretzman, & Valente, 2007; Sommer, 

2001).  When individuals enter a shelter or temporary housing system once for a brief stint, due to a sudden 

life change or catastrophic event, this is referred to as transitional homelessness and is the most common 

typology of homelessness.  Persons experiencing episodic homelessness have typically moved in and out of 

homelessness up to three times during the previous year.  Individuals are described as experiencing chronic 

homelessness if they have been living in a place not meant for human habitation, in an emergency shelter, 

or in a safe haven for 12 months continuously or on at least 4 occasions in the last 3 years, where those 

occasions cumulatively total at least 12 months; and are also struggling with a disabling condition or 

disability.  Examples of disabling conditions include diagnosable substance use disorder, serious mental 

illness, developmental disability, post-traumatic stress disorder, cognitive impairments resulting from a brain 

injury, or chronic physical illness (HUD, 2020).  During the period 2018 to 2019 the number of persons 

experiencing chronic homelessness in LAC jumped 17%, from 13,275 in 2018 to 15,538 in 2019 (Table 

2.1). 

Another approach for categorizing the population of persons experiencing homelessness is along 

demographic lines – age, gender and family circumstances, and veteran status. Key subgroups include single 

adults, families, youth (ages 18 to 24); and unaccompanied minors (ages 12 to 17). As Table 2.1 (below) 

shows veterans and families, two groups that have benefitted from targeted anti-homelessness interventions, 

have successfully reversed the upward trend. The number of veterans experiencing homelessness fell 44% 

between 2011 and 2019 and the number of persons in families experiencing homelessness fell 8% over the 

same period – an indication that appropriately targeted interventions could have significant impact.   
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Table 2.1 Homeless Counts by Typology of Homelessness LAC 

Los Angeles City  
and County (LAC) 

Total 
Homeless 

Sheltered 
Homeless 

Unsheltered 
Homeless 

Individuals 
experiencing 

homelessness 

People in 
Families 

experiencing 
homelessness 

Persons 
experiencing 

chronic 
Homelessness 

Veterans 
experiencing 

homelessness 

2007   47,862    11,442    36,420    44,185      3,677    19,031   n/a  

2011   34,622    16,882    17,740    25,404      9,218      9,640      6,281  

2013   35,524    12,934    22,590    28,846      6,678      8,702      4,007  

2015   41,174    12,226    28,948    33,669      7,505    14,173      4,016  

2016 43,854 11,073 32,781 37,726 6,128 13,468 2,728 

2017 52,442 13,972 38,470 44,586 7,856 16,249 4,440 

2018 49,955 12,385 37,570 42,079 7,876 13,275 3,538 

2019 56,257 13,786 42,471 47,810 8,447 15,538 3,538 

% change 2007 – 2011 -28% 48% -51% -43% 151% -49% n/a 

% change 2011 – 2019 62% -18% 139% 88% -8% 61% -44% 

% change 2015 – 2019 37% 13% 47% 42% 13% 10% -12% 

% change 2018 – 2019 13% 11% 13% 14% 7% 17% 0% 

Source: https://www.hudexchange.info/resource/3031/pit-and-hic-data-since-2007/   
Note: LAHSA did not conduct PIT counts in 2012 and 2014; 2019 data for veterans is under review.  

2.2 Public Policy around Homelessness  

The US Department of Housing and Urban and Development (HUD) defines a person experiencing 

homelessness as “someone who lacks a fixed regular and adequate nighttime residence.” This definition of 

homelessness, is dominant in US Housing Policy – identified in the Stewart B. McKinney Homeless 

Assistance Act of 1987 (Act, 1987) and articulated in the Homeless Emergency Assistance and Rapid 

Transition to Housing (HEARTH) Act of 2009 - S896, 2009 ( HEARTH Homeless Definition Final Rule, 

2009).  The U.S. Department of Housing and Urban Development (HUD) Final Rule (HUD, 2011) defines 

four categories of homelessness: (1) persons living in places not meant for human habitation, in emergency 

shelter, in transitional housing or exiting an institution with a stay of up to 90 days and were homeless prior 

to entry; (2) persons who are at risk of losing their primary night time residence, which may include a motel 

or hotel or doubled up situation, within 14 days and lack resources or support networks to remain in housing; 

(3) families with children or unaccompanied youth who are unstably housed and are likely to continue in 

that state; and (4) people who are fleeing or attempting to flee domestic violence, who have no other 

residence and lack the resources to obtain permanent housing (HUD, 2011).  

Policies to address homelessness date back to the 1930s.  In 1932, President Hoover implemented the 

Emergency Relief and Construction Act (RCA) to deal with the soaring unemployment levels resulting from 

the Great Depression (Burt, 1991; Hopper, 2003; Wright, Rubin, & Devine, 1998) and in 1933 President 

Roosevelt implemented a series of programs, known collectively as the New Deal, which included the first 

federal program targeted at reducing homelessness.  During the 1950’s, several states and municipalities 

https://www.hudexchange.info/resource/3031/pit-and-hic-data-since-2007/
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tried legal remedies to deal with the visibly rising levels of homelessness, but criminalizing homelessness 

proved inadequate and the problem persisted (Mitchell, 1998).  Then, during the 1960s, under the leadership 

of Lyndon Johnson, a broad set of initiatives were introduced to deal with the high and rising poverty, 

including food stamps, Head Start, and Medicare, culminating with the formation of the federal Department 

of Housing and Urban Development (HUD) in 1965, which had responsibility for overseeing housing 

policies (Cronley, 2010).  But tightening economic conditions in the 1970s and 1980s, coupled with a change 

in political ideology, resulted in several policy changes around homelessness resulting in a surge in the 

population experiencing homelessness during this decade (Cronley, 2010; Koschinsky, 1998).  In 1987, 

homelessness advocates successfully lobbied Congress to pass the Stewart B. McKinney Homelessness 

Assistance Act (Act, 1987) - the first Federal Act aimed directly at helping persons experiencing 

homelessness – which established inter alia new programs and funding for HUD to construct and rehabilitate 

shelters for persons experiencing homelessness (Hoch, 2000).  

Policy-making around homelessness is complicated because of the public burden associated with the 

high visibility of homeless encampments in urban areas and behaviors such as indecent exposure, alcohol 

and drug abuse and crime (Cho, 2004; O’Brien et al., 2000; Waldron, 2000), but there are a host of other 

considerations that also need to be taken into account.  Studies have shown that persons experiencing 

homelessness have disproportionately higher rates of mortality and poorer mental and physical health, due 

to higher rates of infectious diseases, chronic medical conditions, substance use disorders, and psychiatric 

illnesses compared to persons of similar demographic and socio-economic standing who are not 

experiencing homelessness (Baggett & Jenkins, 2013; Hwang, 2001; Morrison, 2009; National Academies 

of Sciences, 2018).  

Research also points to the heavy financial burden associated with disproportional rates of Emergency 

Department (ED) visits, hospital inpatient admissions, incarceration and public assistance dependence 

among this group (Culhane, 2008; D'Amore, Hung, Chiang, & Goldfrank, 2001; Doran, 2016; Larimer et 

al., 2009; Metraux, Roman, & Cho, 2007; Poulin, Maguire, Metraux, & Culhane, 2010).  For example, 

persons experiencing homelessness account for more than 20% of all adult emergency department visits 

across the US, and adults experiencing homelessness are admitted to hospital inpatient units more often and 

have longer average lengths of stay than adults who are not experiencing homelessness (D'Amore et al., 

2001; Doran et al., 2016).  Additionally, persons experiencing homelessness who were also dealing with 

SMI or substance use disorders tend to be among the heaviest users of a number of public services, including 

transitional and emergency shelters, psychiatric hospitals, detoxification facilities, emergency rooms, and 

correctional facilities (Culhane, Metraux, & Hadley, 2002). Furthermore, an estimated 70% of persons 

experiencing homelessness have a history of involvement with the criminal justice system and have been to 

either jail or prison at some time (Cho, 2004; O’Brien et al., 2000; Waldron, 2000; Hopper, 2003; Metraux, 
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Caterina, & Cho, 2008).  From a public health perspective, all of these reasons combine to motivate state 

and federal action towards ending homelessness.  

2.3 The Evolution of Housing Solutions  

Over time, homelessness solutions have ranged from emergency shelters, transitional housing, 

permanent supportive housing (PSH) and rapid rehousing. During the 1970s and 1980s, emergency shelters 

were the most common housing solution offered, since homelessness was largely seen as a short-term issue 

(Sommer, 2001; Stark, 1994).  However shelters have been heavily critiqued for their strict rules including 

curfews; fixed hours for entering and leaving; set meal times; prohibition of substance use; and other codes 

of conduct, which resulted in a type of “warehousing” of persons experiencing homelessness, resulting in 

further isolation from mainstream society (DeVerteuil, 2006; Hoch, 2000).  The concentration of shelters in 

the Downtown Los Angeles (DTLA) Skid Row area is a case in point: in the 1980s, homelessness services 

were concentrated in Downtown Skid Row by the Community Redevelopment Agency (CRA) in order to 

keep “the problem” out of the emerging investment zones (DeVerteuil, 2006).  Quite a few mega-shelters 

were built in this area during the 1990s - including the Union Rescue Mission, the New LA Mission, 

Covenant House, Volunteers of America, the Midnight Mission, and the LA Family Housing Transitional 

Living Center.  Consequently, today Skid Row remains the most spatially concentrated zone of visible 

homelessness and encampments which Culhane (2010) refers to as a “self-perpetuating ghetto-like 

environment” – the direct result of the concentration of large shelters, meal programs, and other social 

services that cater to the needs of people who are experiencing homelessness.  

Transitional housing programs offer longer term stays than emergency shelters and offer supportive 

services to help persons experiencing homelessness back to independent living. Transitional housing is part 

of the Linear Residential Treatment (LRT) model, which provides a step-by-step sequence of services, that 

eventually ends with housing placement (Tsemberis, 1999; Tsemberis & Eisenberg, 2000a). Transitional 

housing has been critiqued as having high “access barriers”, including frequent drug tests, and the 

requirement that participants engage in services provided by the program and a prescribed treatment plan, 

or risk losing their housing placement (Burt, 2006); and for not being well suited to some populations 

including persons with serious mental illness (SMI) or substance use conditions, who require more long-

term or permanent support (Tsemberis & Asmussen, 1999; Tsemberis & Eisenberg, 2000b).  

For these and other reasons, over the past 2 decades there has been a policy shift away from short term 

emergency shelters and Transitional Housing to Permanent Supportive Housing (PSH) programs and 
Rapid Rehousing Programs.  The latter is a relatively new approach to housing, which has been introduced 

to help persons who fall into homelessness exit emergency shelters and get back into housing quickly. Rapid 
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rehousing provides short-term help with housing expenses (e.g., rental arrears, ongoing rent assistance, 

security or utility deposits, and moving costs) and short-term case management to help maintain housing 

stability (Office of Policy Development and Research, 2016).  This approach has been critiqued as being 

unsustainable - because it does not address the root problems, with the result that many persons move within 

six months or double up with friends again in order to afford the rent or to meet other household expenditures 

(Cunningham, Gillespie, & Anderson, 2015). 

PSH is targeted at individuals with the greatest need - those with chronic housing issues and disabilities 

(Locke, Khadduri, & O’Hara, 2007).  PSH provides individuals experiencing chronic homelessness with 

direct access to long-term housing and a comprehensive range of on-going case-management and other 

support services (National Academies of Sciences, 2018).  Most PSH programs follow a “Housing First” 

philosophy, modeled after the Pathways to Housing program in New York City which was developed as an 

alternative to the LRT approach for persons with SMI (D. Padgett, Henwood, & Tsemberis, 2016; D. K. 

Padgett, Gulcur, & Tsemberis, 2006; Tsemberis et al., 2004).  Programs that follow the “Housing First” 

philosophy, prioritize the provision of housing solutions, without preconditions such as sobriety, or 

requirements for service participation (National Academies of Sciences, 2018; Tsemberis, 2010; Tsemberis 

et al., 2004).  

In this dissertation, I focus on PSH, which was officially incorporated into the national strategy to 

prevent and end homelessness in 2018 (Hunter et al., 2017; National Academies of Sciences, 2018).  

2.4 Housing for Health Permanent Supportive Housing Program 

Launched in 2012 by the Los Angeles County Department of Health Services (DHS), as part of the 

County’s strategies to tackle homelessness, the Housing for Health (HFH) PSH Program is one of the largest 

investments in PSH in Los Angeles County to date. The Program is funded through a partnership between 

DHS, the Housing Authority of the County of Los Angeles (HACOLA), Housing Authority of the City of 

Los Angeles (HACLA) and the Conrad N. Hilton Foundation.  Through this arrangement, funds from 

government and philanthropy are blended and used to provide rental subsidy and services for the HFH 

participants, some of whom would not qualify for federal support (DHS, 2016; Trotz, 2015).  At the time of 

initiation of this research in 2016, HFH had housed approximately 1800 participants in locations across the 

eight Service Planning Areas (SPAs) in LAC.  To date the Program has housed more than 3000 persons (Los 

Angeles City Health Commission, 2019).  

The HFH PSH Program assigns participants to one of two housing settings, defined in this dissertation 

as congregate and independent, depending on whether case management services are co-located with 

housing or not.  Congregate Housing (CH) Units, are multi-unit sites that are co-located with on-site case 
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management services; and Independent Housing (IH) Units, refer to apartment units scattered among the 

general population in community settings, without onsite case management.  Persons in IH settings receive 

services from case-management staff who visit them at their homes and/ or may refer them to service 

providers at CH locations or in other settings.  Both types of housing arrangements encourage participation 

in supportive services, but it is not required and there is no defined end to the period of rental support.  

Supportive services include a range of mental health services, medical services, case management services, 

life skills training, connection to support groups, or other types of support, depending on the implementing 

agency.  Participants are supported by a range of funding sources (also referred to as voucher types) and 

decisions about housing assignment tends to be linked to voucher type and unit availability, in addition to 

client needs.   

In 2017, RAND conducted a formal outcome evaluation of the HFH PSH Program, including an 

assessment of the effect of PSH on housing stability, service utilization, cost expenditures and self-assessed 

health functioning (Hunter et al., 2017).  Using a pre-post study design, to compare service use during the 

year prior to housing receipt, to the year following move-in to housing for 890 individuals housed during 

the first 2.5 years of the Program, RAND found that: (1) more than 96% of HFH PSH participants remained 

stably housed for at least the first year; (2) participants’ use of medical and mental health services dropped 

substantially, driven primarily by reductions in Emergency Department (ED) visits and hospital admissions; 

and (3) associated costs fell by almost 60%.  The evaluation concluded that the HFH Program had a net cost 

savings of 20%, after considering the cost of delivering PSH (housing subsidy and case management 

services). 

2.5 Effectiveness of PSH Programs 

There is a substantive literature, on the impact of PSH programs on outcomes such as housing stability, 

mental health outcomes, health service use and related cost savings, most of it based on evaluations of 

Housing First Programs, but the results were mixed (Hunter et al., 2017; Nelson, Aubry, & Lafrance, 2007; 

Padgett et al., 2016; Padgett & Tsemberis, 2015; Stefancic & Tsemberis, 2007; Tsemberis, 2010; Tsemberis 

et al., 2004; Woodhall-Melnik & Dunn, 2016).  A number of quantitative studies showed that participants 

in PSH programs that adopted a Housing First approach were housed more rapidly and stayed housed longer 

than individuals participating in LRT and other treatment-first oriented programs (Fitzpatrick-Lewis et al., 

2011; Lipton, Siegel, Hannigan, Samuels, & Baker, 2000; M. Patterson et al., 2013; Pearson, Montgomery, 

& Locke, 2009; Stefancic & Tsemberis, 2007; Tsemberis et al., 2004; Woodhall-Melnik & Dunn, 2016).  

Some studies also reported that Housing First improved quality of life (Gulcur, Stefancic, Shinn, Tsemberis, 

& Fischer, 2003; Tsemberis et al., 2004); and reduced substance dependency and psychiatric symptoms 
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(Greenwood, Schaefer-McDaniel, Winkel, & Tsemberis, 2005; Gulcur, Stefancic, Shinn, Tsemberis, & 

Fischer, 2003; Kertesz, Crouch, Milby, Cusimano, & Schumacher, 2009; Tsemberis et al., 2004; Tsemberis, 

Kent, & Respress, 2012).   

Furthermore, studies have shown that Housing First reduced healthcare costs by reducing service 

utilization (Culhane et al., 2002; Gulcur et al., 2003; Larimer et al., 2009; Ly & Latimer, 2015; Rog et al., 

2014; Rosenheck, Kasprow, Frisman, & Liu-Mares, 2003; Tia E. Martinez  & Martha R. Burt 2006; 

Tsemberis et al., 2004). There were, however, mixed findings regarding whether cost savings due to 

reductions in service use were sufficient to offset programs costs (Hunter et al., 2017; Ly & Latimer, 2015). 

Disparities in the observed outcomes were generally attributed to the characteristics of the population served 

or to the evaluation design. For example, programs targeting high utilizers such as adults with SMI who are 

experiencing chronic homelessness appeared to demonstrate larger reductions in service use and larger cost 

savings than programs that targeted individuals with less serious conditions (Hunter et al. 2017); and studies 

with more rigorous designs were associated with smaller cost offsets (Kertesz, S. G. et al., 2016). 

Studies using qualitative designs also reported mixed findings on several important outcomes 

(Kirkpatrick & Byrne, 2009; Levitt et al., 2012; Meschede, 2006; Nelson, Clarke, Febbraro, & Hatzipantelis, 

2005; M. L. Patterson, Currie, Rezansoff, & Somers, 2015).  For example, Kirkpatrick and Byrne (2009) 

found that PSH provided a stable environment from which individuals with SMI who are experiencing 

homelessness could “move on” to gain stability in rebuilding relationships and regaining a sense of control 

in their lives.  But Patterson et al. (2015) found that participants experienced challenges with adjusting to 

the new environment, particularly isolation and personal identity, and switching focus from daily survival 

to meaningful daily activities.  More recent qualitative studies also found that after being housed, adults with 

SMI who had previously experienced homelessness continued to face challenges with social integration and 

community participation, even when they had been able to achieve housing stability (Tsai, Mares, & 

Rosenheck, 2012; Yanos, Barrow, & Tsemberis, 2004; Yanos, Felton, Tsemberis, & Frye, 2007; Yanos, 

Stefancic, & Tsemberis, 2012).  In these cases, adverse neighborhood conditions (Davies, Bromet, Schulz, 

Dunn, & Morgenstern, 1989) and perceived stigma and discrimination (Henwood, Cabassa, Craig, & 

Padgett, 2013b) were the main reported explanations.  Furthermore, some observational studies reported 

reduced substance use among Housing First participants (Collins et al., 2012; D. K. Padgett, Stanhope, 

Henwood, & Stefancic, 2011; Tsemberis et al., 2012), but others cautioned that these outcomes were only 

achievable under certain conditions (Westermeyer & Lee, 2013; Westermeyer, Lee, & y Carr, 2015). 

These mixed findings point to two potentially wider issues with the evaluation of PSH programs – first, 

studies using quantitative approaches appear to be missing some nuances around PSH that are starting to be 

detected by the more recent qualitative studies; and second, participant experiences during PSH tenancy 

could help explain some of the variation in outcomes observed in the quantitative studies – housing stability, 
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substance dependency and service use. In other words, there is a need to consider that aspects of the PSH 

program design and implementation may itself be contributing to and potentially limiting program 

effectiveness.   

Variation in Fidelity to Housing First Principles  

First, the rapid expansion of PSH programs over the last two decades, has resulted in service providers 

implementing PSH programs with varying degrees of fidelity to the original Pathways to Housing model (D. 

P. Watson, Orwat, Wagner, Shuman, & Tolliver, 2013) and to the key tenets of the Housing First philosophy 

on which PSH models gained popularity (Rog, 2004).  For example, the original Pathways Housing First 

model was based on a philosophy that (1) housing and case management services should be delivered by 

separate service providers; (2) participants should be placed in housing units that are “scattered” among the 

general population rather than being housed in congregate or “project-based” settings, so that participants 

would have opportunities for community integration; and (3) Assertive Community Treatment (ACT) and 

other treatment should be optional (Tsemberis et al., 2004).  However, a qualitative review found that in 

practice, housing configurations consisted of a combination of congregate/clustered units; independent units; 

and mixed units, a combination of these offered by the same program. largely based on the types of units 

and properties that were available and affordable within the communities (Kresky-Wolff, Larson, O’Brien, 

& McGraw, 2010).  

Kresky-Wolff et al. (2010) also reported that leasing arrangements and supportive services in PSH 

diverged from the Housing First philosophy.  In terms of leasing, some programs offered “master leasing”, 

which required participants to sign a tenancy (housing) agreement with the Agency offering the program 

(including case management services).  Further, leasing arrangement options were based on the type of rental 

subsidy (voucher) for which an individual qualifies, given what resources were available to the program, 

and included tenant-based vouchers, sponsor-based vouchers (which could be used in any location) or 

project-based vouchers (which is tied to one building or set of units in a building).  In this way, the housing 

and leasing arrangements could be influenced by the funding options available to the program, including 

HUD’s Shelter Plus Care (SPC), Supportive Housing Program (SHP), and Continuum of Care program 

(COC), and HUD’s related eligibility rules and degrees of flexibility around the use to which the funds could 

be put.  Supportive services in PSH also tended to be loosely defined, and could include a diverse range of 

mental health services, medical services, case management services, life skills training, connection to 

support groups, or other types of support tailored to the participants’ needs (Kresky-Wolff et al., 2010).  

Additionally, as PSH expanded, many programs did not implement ACT as recommended by the 

Pathways to Housing model but instead delivered varying levels of service intensity and used different 

treatment types, based on the needs of the clients (Dickson-Gomez et al., 2017; Henwood et al., 2012).  



 

 15 

While these adaptations may have been needed to accommodate the needs of the diverse populations 

being served, the variability in delivery of PSH along these various lines, present a challenge for establishing 

which aspects of PSH are best, for which program participants and for improving program effectiveness 

(Dickson-Gomez et al., 2017; Stefancic et al., 2013).  

The Significance of Having a Place to Call “home” 

Additionally, the meaning attached to having a place to call “home” is likely very different for the person 

experiencing homelessness, compared to other stakeholders who may be assessing or designing supportive 

housing programs.  For persons experiencing homelessness, home has many meanings including, shelter, 

hearth, heart, privacy, roots and paradise (Somerville, 1992).  Where, shelter refers to the physical 

protection (often the focal point of homelessness policy), hearth refers to the warmth and comfort that a 

home provides, heart refers to the emotional security and caring social relations usually associated with 

being home, privacy refers to the power of control over one’s space, and roots refers to a source of identity 

and ontological security, and paradise is an idealization of all the positive features of home fused together 

(Somerville, 1992).  Thus supportive housing is more accurately reflected as resolving a “severe 
deprivation across physiological, emotional, territorial, privacy, ontological, and spiritual 
dimensions” (Somerville, 2013).  Conceptualizing the provision of a “home” in this way, as more than just 

a physical space, allows for a more holistic view of PSH – as catering to the needs of persons experiencing 

homelessness across all dimensions, in addition to shelter, that they lack (Somerville, 2013).  

Limited Understanding of the Relationship between PSH and Outcomes 

There is still limited research examining the conditions that support or hinder successful transition into 

housing following prolonged periods of homelessness (Dickson-Gomez et al., 2017), including for example, 

how social and physical environmental factors influence re-integration (Henwood, Lahey, et al., 2018).  One 

study, which explored how congregate versus independent housing affects community integration, and how 

neighborhood characteristics relate to psychological integration, found that for some individuals, living in 

an independent apartment setting facilitated adjustment into normal social routines and a sense of belonging 

in a community, while for others it led to isolation (Yanos et al., 2007).  Henwood et al. (2013) was one of 

the earliest to explore the different pathways through which PSH could affect health outcomes, namely, 

through health care and health interventions, through the provision of housing itself, and through the 

neighborhood and built environment in which it is located.  A recent qualitative study found that the location 

of supportive housing units mattered to participants’ perceived safety – all residents felt safer relative to 

when they were homeless, but residents living within Skid Row felt less safe (Hsu, Simon, Henwood, 

Wenzel, & Couture, 2016).  
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These recent studies point to the growing interest in understanding post-housing needs and the important 

role that qualitative studies have played in helping to close that gap.  In this dissertation I adopted a similar 

approach of taking on board the perceptions and experiences of participants in PSH, to improve our 

understanding of what happens in the post-housing period.   

2.6 Well-being 

Well-being refers to “how well an individual is doing in their life generally” (Diener, Lucas, Helliwell, 

Helliwell, & Schimmack, 2009), considering their health (WHO, 1948), psychological well-being (Carol D. 

Ryff & Keyes, 1995), emotional well-being (Fredrickson, Mancuso, Branigan, & Tugade, 2000), quality of 

life (Hagerty et al., 2001), and life satisfaction (Diener, Emmons, Larsen, & Griffin, 1985).  The term well-

being is used in several different contexts, making it somewhat difficult to attach a precise definition to the 

term (De Neve, Diener, Tay, & Xuereb, 2013; Dodge, Daly, Huyton, & Sanders, 2012).  However, the 

literature is consistent in presenting well-being as a positive and desirable outcome, regardless of the context 

within which it is being used.  For example, in health-related quality-of-life research, well-being is defined 

as being healthy; and in economics, well-being is defined as being wealthy (Diener, Lucas, et al., 2009).  

Well-being can be measured objectively or subjectively (Bellani & D’Ambrosio, 2011; Böhnke & 

Kohler, 2008; D’Acci, 2011):  The objective approach captures a societal rather than individual perspective 

on well-being and is based on quantitative measures of material resources (e.g. income, food, housing) and 

social attributes (education, health, political voice, social networks and connections).  Examples of objective 

indicators of well-being include Gross Domestic Product (GDP), educational attainment, Body Mass Index 

(BMI) and homicide rates.  In relation to PSH programs, housing stability and healthcare utilization rates 

are examples of objective well-being indicators.  Subjective well-being (SWB) refers to a person’s 

satisfaction with the material, social and other aspects of their life, given the cultural context and value 

system in which they live and in relation to their goals, expectations, standards and concern.  The subjective 

approach to measuring well-being emphasizes people’s own evaluations of their lives, in terms of life 

satisfaction (a cognitive evaluation), happiness (a positive emotional state) and unhappiness (a negative 

emotional state), “according to their own criteria”(Western & Tomaszewski, 2016).  A full review of theories 

of SWB is beyond the scope of this dissertation – for a full review including Cognitive, Top-Down versus 

Bottom-up, Evolutionary and Relative Standards refer to Diener and Ryan (2009). 

Several scales have been constructed over time to capture and measure subjective well-being (Lindert, 

Bain, Kubzansky, & Stein, 2015).  Some of the more widely cited scales include, the Cantril Self-Anchoring 

Striving Scale; the Sixty-Second Measure of Emotional Well-being and Mental Health (Fordyce, 1988); the 

Positive and Negative Affect Schedule (D. Watson, Clark, & Tellegen, 1988); the Satisfaction With Life 
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Scale (Diener et al., 1985; Pavot & Diener, 2008); the World Health Organization (WHO) Quality of Life 

measurement scale (Group, 1994); the Ryff Scale (Ryff, 1989; Ryff, 2014); the Personal Well-being Index 

(PWI); and the Interpersonal, Community, Occupational, Physical, Psychological and Economic (I-COPPE) 

Scale (Prilleltensky et al., 2015).  These scales all measure subjective well-being from the perspective of the 

respondent, though they vary in focus (some scales are global and others domain specific), their 

subcomponents, the time frame of reference and mode of data collection (Diener & Ryan, 2009).  I 

summarize some of the key features of these scales in Table 2.2 below.  

Domains such as economic circumstances, interpersonal relationships, personal health, personal safety, 

community connectedness, and so on, which appear consistently across these scales can also be termed 

predictors of SWB (Diener, Suh, Lucas, & Smith, 1999), although more evidence is needed to identify causal 

versus correlational factors (Diener & Ryan, 2009).  

The Importance of Subjective Well-Being  

A growing literature suggests that an individual’s subjective rating of their life (SWB) predicts objective 

outcomes such as health and longevity; income; social relations, individual and social behavior, and societal 

benefits, controlling for demographic and socio-economic factors (De Neve et al., 2013). Readers may also 

refer to Lyubomirsky, King, & Diener (2005) for a full review. A number of reviews of the literature have 

concluded that SWB positively impacts short term health outcomes (such as immune functioning and pain 

tolerance), and long-term health outcomes (such as cardiovascular disease and longevity), and moderates the 

impact of stress (Diener, Pressman, Hunter, & Delgadillo‐Chase, 2017; Howell, Kern, & Lyubomirsky, 

2007). A review by Lyubomirsky, King, and Diener also suggested that, in addition to these health benefits, 

SWB contributes to success in areas such as work and income and rewarding social relationships 

(Lyubomirsky, King, & Diener, 2005).  Furthermore, studies have also shown that people with high SWB 

are more likely to engage in positive health behaviors (Diener, Lucas, & Oishi, 2018); to recover faster after 

surgery (Lamers, Bolier, Westerhof, Smit, & Bohlmeijer, 2012); and have less healthcare costs because they 

are admitted to the hospital less and are less likely to visit the ED (Harrison, Pope, Coberley, & Rula, 2012). 

At societal level, research has shown that cities and countries with higher life satisfaction have greater life 

expectancy, and lower levels of mortality from heart disease, homicide, diabetes, cancer and suicide 

(Lawless and Lucas, 2011; Blanchflower and Oswald, 2008).  

Summary  

The US has a long history of dealing with the issue of homelessness and policy solutions have evolved 

over time.  PSH is a promising solution for ending chronic homelessness but there is need for additional 

evidence to support the efficacy of PSH as it is adapted for use in in more diverse contexts: populations with 
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different needs; providers with varying resource availability; and different social and physical environments.  

Because an individual’s subjective rating of their life circumstances is known to be associated with objective 

health and other program outcomes, one way of assessing the effectiveness of PSH programs is by 

considering the perceptions of participants enrolled in the PSH programs. This approach has not been 

sufficiently explored in the literature.  The next Chapter discusses the possible pathways through which 

SWB might impact program effectiveness and presents the specific research questions examined in this 

dissertation and presents and an overview of the research methodology and design used to answer the 

research questions.   
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Table 2.2 Common Subjective Well-being Scales 

Measure (Reference) Key Features Number of 
Domains 

Description of items in scale and interpretation 

Cantril Ladder /Self-Anchoring Striving 
Scale (Diener, 2009; Diener, 
Kahneman, Arora, Harter, & Tov, 2009) 

Cantril’s Self Anchoring Scale assess overall life 
satisfaction  

1 domain  Measures overall life satisfaction using the question: “All things considered, how satisfied 
are you with your life as a whole these days?” or a variation “Using this card on which 1 
means you are “completely dissatisfied” and 10 means you are “completely satisfied” where 
would you put your satisfaction with life as a whole?” 

Happiness Measure or Sixty-Second 
Measure of Emotional Well-being and 
mental Health (Fordyce, 1988) 

Happiness measure consists of 2 self-reporting 
measures of emotional morale 

2 domains  Uses 2 self -reporting items measuring emotional well-being: an 11-point 
happiness/unhappiness scale and a question asking for the time spent happy, unhappy and 
neutral. The percentage question was added to provide a quantitative measure to 
complement the qualitative scale, thus measuring both frequency and intensity of affect. 

The Positive and Negative Affect 
Schedule (PANAS) (Crawford & 
Henry, 2004) 

PANAS consists of two ten-item mood scales that 
measure and differentiate between negative and 
positive affect.  

2 domains, 
each with 
10 items  

This scale is comprised of several words that describe different emotions and feelings - 
including words such as interested, proud, excited, upset, guilty, scared, hostile, enthusiastic 
- Respondents are asked to rate the extent to which they have experienced each particular 
emotion within a specified time period, with reference to a 5-point scale. The scale point are: 
1 ‘very slightly or not at all’, 2 ‘a little’, 3 ‘moderately’, 4 ‘quite a bit’ and 5 ‘very much’.  

Satisfaction With Life Scale (SWLS) 
(Diener et al., 1985) 
 

SWLS assesses overall life satisfaction, rather than 
separately assessing the affective and cognitive 
components; the criteria for judgment are up to the 
person.  

1 domain The questions posed are: 1. In most ways my life is close to my ideal; 2. The conditions of 
my life are excellent; 3. I am satisfied with my life; 4. So far, I have gotten the important 
things I want in life; 5. If I could live my life over, I would change almost nothing. 

WHO Quality of Life measurement 
scale (WHOQOL)(WHO, 1995) 

WHOQOL focuses on the cross-cultural features of 
well-being, with emphasis on a person’s perception of 
their position in life in the context of the culture and 
value systems in which they live and in relation to their 
goals, expectations, standards and concerns.  

6 domains The domains are: p(a) physical domain; (b) psychological domain; (c) level of 
independence; (d) social relationships; (e) environment; and (f) spirituality/religion/ personal 
beliefs. 

The Ryff Scale 
(Carol D. Ryff, 2014) 

The Ryff scale measures six theoretical constructs of 
psychological well-being, that point to different aspects 
of positive functioning 

6 domains The six constructs are: autonomy – independence and self-determination; environmental 
mastery – the ability to manage one’s life; personal growth – being open to new 
experiences; positive relations with others– having satisfying, high quality relationships; 
purpose in life – believing that one’s life is meaningful; and self-acceptance – a positive 
attitude towards oneself and one’s past life.  Scores high or low based on stated criteria. 

Gallup Corporation’s five-factor 
model (GCM) 
(Rath, Harter, & Harter, 2010) 

GCM is based on research in more than 150 countries 
and proposes 5 universal domains as central to well-
being 

5 domains The 5 universal domains are career, social relationships, physical health, community, and 
finances  

Personal Well-being Index (PWI) 
(Lau, Cummins, & Mcpherson, 2005; 
Prilleltensky et al., 2015; Wills, 2009) 
 

PWI evaluates individual satisfaction in eight areas 
thought to be the “minimum set of domains” that 
represent satisfaction with ‘Life as a Whole’ 

8 domains The 8 domains are: 1. standard of living, 2. personal health, 3. Life achievement, 4. personal 
relationships, 5. Personal safety, 6. community connectedness, 7. future security, and 8. 
spirituality/religion. Each item is rated on a 0-to-10 scale (0 = No satisfaction at all; 10 = 
Very satisfied). Items can be scored individually to derive a score for the domain, or all the 
scores for all items can be summed and averaged to form the Personal Well-being Index. 

The Interpersonal, Community, 
Occupational, Physical, 
Psychological and Economic  
(I-COPPE) Scale  
(Prilleltensky et al., 2015; Rubenstein, 
2017). 

I-COPPE Scale integrates the core domains of several 
key existing models into one survey. The use of the 
self-anchoring scaling method uses the respondent's 
internal reference of what is considered the “best” and 
“worst” levels of satisfaction for the overall or specific 
domain being examined. 

6 domains 
and an 
overall life 
satisfaction 
measure 

The scale comprises 21 items designed to measure well-being in 6 areas and an overall 
satisfaction measure, in relation to three time periods – past, present and future. 
Respondents use the Cantril method to respond to questions in the various domains as 
follows: “On a vertical scale, where the top number ten represents the best your life can be, 
and the bottom number zero represents the worst your life can be, when it comes to 
relationships with important people in your life (or any other domain) on which number (do 
you stand now? did you stand a year ago? will you stand a year from now?” This self-
anchoring scaling method uses the respondent's internal reference of what is considered the 
“best” and “worst” levels of satisfaction for the overall or specific domain being examined. 
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Chapter 3: Conceptual Framework and Research Design 

The review of the literature demonstrated that there is a growing interest in examining how persons are 

faring after moving in to PSH, and in using qualitative approaches to understand and incorporate participant 

perceptions about the relationship between PSH program design and outcomes. Drawing on this literature, 

this Chapter, describes an approach for evaluating the effectiveness of PSH, using participant experience 

and perspectives to better understand the relationship between PSH and program outcomes. An overview of 

the research methodology and study design is also presented.  

3.1 Conceptual Approach 

Traditionally PSH programs have been evaluated using objective outcome indicators such as housing 

retention, cost effectiveness and disease prevalence; by comparing utilization rates of publicly provided 

healthcare and other social services, before and after housing (pre-post designs); or by comparing the 

outcomes for a group of individuals who received a housing intervention to a comparison group that either 

received a different intervention, or did not receive an intervention - see Hunter et al. (2017) and National 

Academies of Sciences (2018) for detailed reviews of this literature.  Figure 3.1 shows a simplified 

conceptual model of this approach: the arrows show a linear progression from pre-housing outcomes to 

supportive housing and then to post-housing outcomes.  This approach accounts for receipt of the 

intervention or not, but it does not account for the nuances in design and implementation of the intervention, 

including the range of support services and the way they are delivered, the diversity of the population served, 

and living environment (housing type and location), which vary in practice and which could account for the 

variability in observed outcomes. 

 

 

 

 

 

 

Figure 3.1 Traditional Model used to Evaluate Effectiveness of Supportive Housing  
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Relatedly, this approach does not account for the heterogeneity of participant experiences with the PSH 

program – the services and the housing.  Figure 3.2 shows an alternative approach to evaluating the 

effectiveness of PSH, which assumes that the relationship between PSH and post-housing outcomes is 

mediated by participant experiences in housing, which is reflected in their SWB.  The inclusion of this path 

that links PSH to SWB and SWB to objective well-being, allows for consideration of participant experience 

in PSH, including interaction with the design features and services provided, as part of the process of getting 

to outcomes.  

 

Figure 3.2 Conceptual Framework Used to Evaluate Effectiveness of PSH 

 

In Figure 3.2 the approach adopted in this study is highlighted by dashed lines, while the solid arrows 

depict the traditional evaluation approach described earlier.  The dashed line from Pre-PSH well-being  

outcomes to SWB is greyed out because this relationship is not directly explored in the dissertation, except 

that participants are asked to compare their overall well-being in the current period with their SWB during 

their time on the streets (see also Section II – Chapter 4).  The arrows from SWB to pre- and post- housing 

outcomes are double-headed because the relationships are assumed to be bi-directional.  For example, higher 
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levels of SWB help to improve health, but low levels of health also lead to a reduction in SWB (De Neve at 

al. 2013), and this holds in both the pre- and post-housing periods.  Two PSH design features which were of 

interest – housing type and location- are indicated, representing the two sources of variation that will be 

studied.  

3.2 Research Questions  

This dissertation aimed to improve the evaluation of PSH programs by understanding how aspects of 

PSH might support or hinder participants’ transition into housing and specifically, how participant 

experience in PSH might influence objective well-being outcomes.  

To do this, I adopted a case study approach focused on one PSH program – HFH.  A recent evaluation 

of the earliest cohorts of the HFH Program showed that the program succeeded in reducing service use and 

resulted in a net savings to LAC (Hunter et al., 2017).  However, the RAND evaluation did not: (1) study 

the effects of PSH setting (housing type and location) on participant well-being; and (2) compare objective 

well-being outcomes for participants in IH and CH units.  These are the key areas of focus in this dissertation. 

Specifically, I explored the relationship between PSH and SWB for a sample of HFH PSH participants 

and focusing on two selected PSH design features – housing type and location – examined the extent to 

which subjective- and objective well-being were associated with PSH context.  

The following three RQs were examined:  

1. What is the experience of HFH participants in PSH and how does PSH affect their SWB?  

2. From the perspective of HFH PSH participants, how does SWB vary by housing type and geographic 

location?  

3. What are the relationships between PSH housing type, PSH location and objective well-being (health 

service utilization) among HFH PSH participants? 

 

These are incorporated into the proposed conceptual framework as indicated in Figure 3.3 below: the 

first research question explored the relationship between PSH and SWB (RQ1); the second research question 

explored whether experience differs depending on whether housing was CH or IH, and depending on where 

housing  is located (RQ2); and the third research question explored the relationship between SWB and the 

objective well-being outcome, operationalized as health service utilization (RQ3).  

 



 

 23 

 

Figure 3.3 Research Questions in Relation to the Conceptual Framework 

3.3 Design  

To answer these research questions, I used an exploratory mixed method case study design (Yin 2013, 

Creswell, 2015) and focused on the experiences of participants in the HFH PSH Program in LAC.  The use 

of a case study approach was particularly appropriate given the unique funding arrangement for the HFH 

PSH Program; the extent of the homelessness problem in LAC; and the growing but limited knowledge 

available about the use of PSH as a solution to ending chronic homelessness (Yin, 2013, p. 14).  This single-

case approach allowed me to get a deep understanding of the experience and needs of HFH PSH participants, 

rather than broad issues faced across the spectrum of PSH programs.  To achieve a more complete 

understanding of the experience and contextual issues surrounding PSH, I combined quantitative and 

qualitative methods and data (Creswell, 2013, p. 4) and used a sequential, primarily qualitative mixed 

method design, where qualitative data came from interviews and field observations and quantitative 

information came from administrative program data (Palinkas et al., 2011).  

The qualitative data served two main functions – one substantive, and the other methodological.  As 

depicted in Figure 3.4, I collected and analyzed qualitative data from interviews with a subset of HFH 

participants and later “quantitized” and dichotomized the coded themes from those interviews (Cabrera & 
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Reiner, 2018; Miles, Huberman, Huberman, & Huberman, 1994)).  This is a process of counting the number 

of times a theme (or set of themes) is mentioned during interviews and coding the presence, absence or 

ranking of these themes using quantitative principles, in a manner that make them suitable for carrying out 

salience analysis using quantitative approaches.  I then utilized the findings of those analyses to determine 

the variables and relationships that would be tested in the quantitative data analysis (Creswell, 2015).  A 

FGD was convened with a group of experts who work directly with persons enrolled in the HFH PSH 

program, as a means of triangulation, to clarify or contextualize some of the references made by participants 

during the interviews, and to add deeper meaning and understanding of the interview data, which (data) 

would form the basis for answering RQ1 and RQ2.  

 

Figure 3.4 Exploratory Sequential Mixed Method Design Used  

 

Table 3.1 summarizes the different types of data used in this study, the source of the data and the purpose 

of using those data. The qualitative data were for a sample of program participants and the quantitative data 

were for a large cohort of HFH participants enrolled for a period of at least 1 year, for whom address data 

and health service utilization data were available.  
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Table 3.1 Types of Data by Source and Purpose 

Research Question  Data Type  Source Purpose 

1. To explore the 
experiences of PSH for a 
sample of HFH 
participants and 
document how 
supportive housing 
impacts their well-being 

Quantitative 
data  

HFH Program data  • Descriptive analysis of key characteristics 
of program participants;  

• Inform sampling design for Qualitative 
Interviews  

Qualitative data In-person interviews 
with a sample of HFH 
participants   

• Collect information on HFH participants’ 
experience in supportive housing and 
factors that impact their well-being 

Qualitative data Focus groups with 
experts who work with 
this population (direct 
service workers) 

• Triangulation and external validity testing  
• Elicit feedback from case workers on key 

findings and discuss potential policy 
implications of findings 

2. To assess if, and how 
housing type and 
geographic location are 
related to subjective well-
being outcomes for a 
sample of program 
participants 

Qualitative data  In-person interviews 
with a sample of HFH 
participants   

• Explore whether experiences differ by 
housing type   

• Gather information on how HFH 
participants experience their neighborhood  

• Explore whether from the perspective of 
HFH participants, community/ 
neighborhood affects their well-being 

3. To explore whether 
housing type and 
location of housing are 
associated with change 
in health service use – 
Emergency Department 
visits and Adverse Health 
Events - for a cohort of 
HFH participants. 

Quantitative 
data 

HFH program data for 
a large cohort of HFH 
participants 
 
ELP data for HFH 
participants 

• Investigate whether outcomes differ by 
housing type and geographic location (in 
and out of a SRBZ) 

• Determine whether housing type is 
independently associated with health 
service use  

• Determine whether a housing/location 
interaction is associated with health service 
use  

Qualitative data  Interviews with 
sample of HFH 
Participants 

• Determine what variables should be 
included in the quantitative model 

• Inform the hypotheses to be tested in the 
quantitative analysis 

 

In the next two Sections of the dissertation, I present the methods and findings related to the qualitative 

and quantitative data each in turn. Section II – Permanent Supportive Housing and Subjective Well-being 

presents the methodology for collecting and analyzing the qualitative data, and the findings related to RQ1 

and RQ2. Section III – SWB and Objective Well-being Outcomes presents the methodology and findings 

related to RQ3.  
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SECTION II  

PSH AND SUBJECTIVE WELL-BEING 

This section of the dissertation covers the methodological approach and findings related to RQ1 and 

RQ2. The Section is presented in four chapters: the methodology is presented in Chapter 4; Chapter 5 

presents the findings regarding participant and program characteristics; Chapter 6 presents the findings on 

participant experience in PSH; and Chapter 7 takes a closer look at participant experiences by housing type 

and geographical location.  
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 Chapter 4: Methods - Qualitative Data Collection and Analysis 

To learn about participant experiences, in a manner that would allow me to honor the nuances of the 

meanings that participants ascribe to “events” and “services” related to the HFH PSH Program, I conducted 

interviews with a sample of HFH PSH participants. Below, I describe the design, process for qualitative data 

collection and analysis undertaken to answer RQ1 and RQ2.  

4.1 Interview Participants 

To ensure a wide range of views, I used purposeful maximum variation sampling (Carmichael & 

Cunningham, 2017; Lincoln & Denzin, 2000; Palinkas et al., 2015) based on preliminary descriptive analysis 

of the administrative data for participants served by the program.  I relied on primary and secondary sampling 

criteria, targeting participants for recruitment based, first, on maximizing variation on housing type 

(congregate and independent units as indicated by the referring case worker); and then based on a 

combination of housing location and demographic characteristics, including age group (<50 and 50 years 

and over) and gender (male, female and transgender).  

To achieve a wide range of perspectives in the research and to minimize recruitment bias, the eligibility 

criteria were kept relatively simple.  To be eligible for participation in the study, prospective participants 

were required to meet 3 criteria: (1) be a current HFH PSH client; (2) have been assigned a housing unit 10 

to 15 months prior to the interview; and (3) be able to provide informed consent to participate in the study.  

To get a sense of whether experience was related to duration in housing, I later extended the eligibility for 

time in housing to 24 months.  HFH case managers recruited potential study participants on my behalf, based 

on these pre-defined criteria and all potential participants were asked to sign a “Permission to Contact” form, 

giving consent for the principal researcher to contact them to invite their participation in the interview.  This 

approach was an important logistical facilitator for making initial contact with participants and for 

scheduling and conducting the interviews in the participants’ homes.  A brief telephone eligibility screening 

was conducted for all persons referred to the study by case managers and appointments scheduled to conduct 

the 60-minute interview at the participant’s apartment or at a mutually agreed location.  All except 2 persons 

referred by case managers were eligible to participate – one person had already been interviewed and was 

being referred for the second time by a different case manager, and the other had been in PSH for more than 

3 years.  

I conducted semi-structured qualitative interviews with 34 adults who had experienced chronic 

homelessness, stopping at the point when theoretical saturation was attained and no new information was 
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being generated from the interviews (Francis et al., 2010; Guest, Bunce, & Johnson, 2006; Lincoln & Denzin, 

2000).  Interviews were conducted between December 2016 and November 2017, at participants’ homes 

(n=29) or at mutually convenient locations within the community in which they lived (n=5).  All interviews 

were conducted in English. Participants were given $30 for their time.  All study recruitment materials, 

consent forms, data collection protocols, and interview guides were reviewed and approved by RAND’s 

Institutional Review Board (IRB).  

4.2 Instrument Design 

I developed, pretested and administered a semi-structured interview guide, which contained open ended 

questions about overall and domain-specific aspects of well-being, based on an adapted version of the 

elements captured in the Interpersonal, Community, Occupational, Physical, Psychological and Economic 

(I-COPPE) scale, which measures SWB.  I elected to use the I-COPPE scale as the organizing framework 

because it was based on a synthesis of several available subjective well-being scales (Prilleltensky et al., 

2015), including the Ryff Scale (Ryff, 2014); Gallup’s five factor model (Rath et al., 2010); and the Personal 

Well-Being Index (Lau et al., 2005).  I used the elements of the scale to guide the discussion topics and to 

provide a quantitative measure to complement the qualitative data.  The inter-relationship among the 

domains was illustrated in my concept of a “wheel of well-being” (Figure 4.1), which was used as a visual 

aid during the interview. The interpretation of each domain is elaborated in Table 4.1.  

The Cantril Scale (or Cantril ladder) is a key feature of the I-COPPE scale. Using the visual aid below 

(Figure 4.1), I asked participants a question similar to the one used in the Gallup World Poll to measure 

SWB based on life evaluation: “Imagine a ladder, with steps numbered from 0 at the bottom to 10 at the top.  

The top of the ladder represents the best possible life for you and the bottom of the ladder represents the 

worst possible life for you.  On which step of the ladder would you say you personally feel you stand at this 

time?” 

This rating scale was originally included into the study, as intended in the I-COPPE scale – individuals 

would be asked to rate their satisfaction in the present, past, and future lives, overall and in each of the 

domains (see Prilleltensky et al. (2015); and Interview Protocol – Appendix B).  However, this approach did 

not work well with this population as many study participants were confused by the apparent repetition of 

the scale.  I later adjusted it, instead asking participants to rate only their overall life satisfaction in the three 

time periods.  Although retrospective evaluation of well-being  (from one year prior) may appear to introduce 

recall bias, the rating was intended as a comparison (from the perspective of the participant) of how their 

life satisfaction at the time of the interview compared to one year prior - which would be before move-in to 

PSH (Blome & Augustin, 2016).  It should be noted that this application of the overall well-being survey 
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question was not a modification on my part; it was the method used in the original design of the I-COPPE 

scale and survey.  

Table 4.1 Definitions of Well-being Domains used in the Research 

Well-being Domain Definition 

1. Economic Well-being Economic well-being refers to the level of satisfaction with one’s financial 
situation.  

2. Personal Activities Personal Activities refer to satisfaction with one’s work or job, vocation, or 
activities that one engages in during the typical day.  

3. Interpersonal Well-being Interpersonal well-being pertains to the quality of relationships with important 
people such as family, friends and colleagues  

4. Psychological Well-being Psychological well-being pertains to degree of satisfaction with one’s 
emotional life, including affect and self-acceptance, but distinct from (and 
excludes) physical wellness, and overall well-being.   

5. Physical Well-being Physical well-being refers to satisfaction with one’s physical health, access to 
food/good nutrition, and general wellness from a physiological point of view.  

6. Community Well-being Community well-being pertains to the dimensions of needs fulfillment, group 
membership, influence, shared emotional connection, and sense of belonging 
and connectedness with one’s community or neighborhood.  

Source: Adapted from Prilleltensky et al. (2015) 
 

During the pretest of the instrument, I assessed participants’ understanding of the questions, the flow of 

the conversation and time needed to cover all the well-being domains.  Since the revised instrument did not 

include any major changes, the data from the pretest interviews were retained for analysis.  For the final 

interview guide and protocol used see Appendix B. 
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Figure 4.1 Well-being Domains or Wheel of Well-Being – Visual Aid used during Interview 
 

 

Figure 4.2 Visual Aid Used to Apply Cantril Ladder  
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4.3 Data Collection 

All potential participants were provided with a Summary Information Sheet that explained the objectives 

of the study and their rights to withdraw from the study or to not answer any question during the interview, 

if they did not feel comfortable.  Potential participants were also assured that their decision to participate, or 

not participate, would not affect their housing voucher or receipt of services.  Verbal consent was obtained 

from all participants.  The interviews lasted about 60 minutes on average and they were all audio-recorded 

with the participants’ consent. 

The semi-structured interviews were conducted in two parts.  The first half of the interview focused on 

the effects of supportive housing on SWB and were generally conducted at the participants’ housing unit.  

The second half of the interview was focused on the environment and were conducted either “on the move,” 

while walking through the participant’s neighborhood, or in the participants’ housing unit, depending on 

their stated preference.  The inclusion of a walking component in the interviews was meant to do two things: 

first the interviewer would collect additional data based on direct observation; and second, participants may 

have been prompted by meanings and connections to locations in the environment that may not occur to 

them if the interview was conducted inside of their homes or in a different environment (Evans & Jones, 

2011; Clark & Emmel, 2010).  Altogether, this approach would have yielded richer data than the static room-

based interview alone could generate, however, participants, largely refused to engage in the walking 

exercise, with 29 out of 34 choosing to remain indoors to complete the interview rather than walk around 

their neighborhood.   

In conducting the interviews, I began with a grand tour questions such as, “How has your life changed 

since moving into this apartment?” or, “How have things been working out for you since you moved into 

this apartment one year ago?”  These open-ended questions allowed study participants to begin sharing their 

experiences using their own words (spontaneously), without any prompting.  During the interview, the 

domains of well-being were generally covered in any order, based on the flow of the conversation, and to 

ensure that all domains were covered during each interview, I used a visual aid (Figure 4.1), which I also 

shared with participants and kept in plain view throughout the interview. I asked follow-on questions, related 

to each well-being domain in turn.  

I also used cues from the participant to probe for more information.  For example, I may have asked a 

participant: “How have your eating patterns changed since moving in?”, and later, “to what extent are the 

changes you mentioned due to the change in your housing situation?”  Such a sequential approach, first 

asking about how things have changed, which prompts the participant to use their pre-housing experience as 

a point of reference, and then asking a question about whether the experience could be attributed to HFH 

PSH was applied throughout the interview.  If a participant mentioned a negative experience, I probed for 
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what would help make their situation better.  For example, if a participant lamented that they spend all day 

watching television, I inquired “How would you prefer to spend your day?” Or, “What would be more 

interesting?”  During the interview, I also explored any logistical or social challenges faced in attaining and 

sustaining housing, any goals participants were working towards and what they were most looking forward 

to (generally) in the coming months.  After discussing the 6 well-being domains, participants were asked to 

rate their overall SWB, using the Cantril ladder scale.  Finally, I collected some basic demographic and asset 

ownership information from participants at the end of the interview. 

4.4 Feedback from Experts in PSH Service Delivery  

In July 2018, following a preliminary analysis of the qualitative data, I convened a Focus Group 

Discussion (FGD) with a group of experts as a means of within-method triangulation and verification of the 

extent to which my findings had external validity (Fusch, Fusch, & Ness, 2018).  Six direct service workers 

(DSWs) participated in the FGD, comprising program supervisors and case workers, who provide case 

management services to HFH and other PSH participants in LAC.  The FGD was an opportunity to share 

findings from the preliminary analyses of the participant interview data with DSWs; to understand the wider 

context around PSH service provision in LAC and clarify terminologies used by participants during the 

interviews; and to validate my findings. During the FGD key discussion points included:  

1. The challenges involved in following up with participants on the once they were housed - the 

high rate of turnover among case workers and consequential challenges of high workloads, 

which affected the frequency with which case workers could see clients was discussed as one of 

the major challenges facing service providers; and  

2. The decision-making process for assigning an individual to a housing unit;  

3. The interpretation of project-based and scattered site in the LAC context.  

In the latter case, FGD participants confirmed that the terms “project-based” and “scattered-site” have a 

different meaning in the Los Angeles context – these relate less to whether an individual is assigned to a unit 

that has on-site case management services available, and more to the type of “housing voucher” that a person 

is eligible to receive and the resources available to the Agency serving that individual.  In turn, the final 

assignment is not necessarily primarily based on level of care needed by the individual, but on the availability 

of units and individual income level.  Another point of clarification was that some “placements” were 

referred to as “scattered site” because the individual’s “voucher” was not linked to the specific building or 

program. Skid Row Housing Trust (SRHT) was a case in point – they explained that some placements, listed 

as “scattered-site” in their administrative data, were in buildings that have onsite case management.  In 

particular, SRHT confirmed that all their placements in DTLA were in units with on-site case management.  

In other words, there were no “scattered-site” units in DTLA, in the sense that the available units were all in 
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buildings fitting the description of “project-based” in the Housing First terminology, but some of these units 

could be labelled as such because the rental subsidy vouchers were not tied to a particular program or 

building.  

This nuance turned out to be very important to the analysis used to answer RQ3 – in fact leading me to 

make several changes during the data management process (See also Chapter 8).  Based on this feedback, 

before proceeding with the analysis, I carefully reassessed the categorization of housing types used during 

the preliminary analyses, opting to use the terms “Independent” and “Congregate” to describe the two types 

of housing available, rather than “project based and scattered”– to reflect whether housing was co-located 

with services or not.  In many cases this required placing telephone calls to the listed agency in the dataset 

to confirm whether they had scattered-site units in particular locations, or if the units had onsite case 

management services.  Refer also to Chapter 8 – Methodology for Quantitative analysis.  Findings from the 

FGD were not analyzed separately but were considered during the analysis.  

4.5 Analytic Approach 

The interviews were transcribed verbatim by a third-party transcription service and imported into a 

mixed-method analytic software environment, MaxQDA, for content analysis (Assarroudi, Heshmati 

Nabavi, Armat, Ebadi, & Vaismoradi, 2018).  Latent content such as silent pauses, laughter, sighs and 

posture were not retained during this process, unless indicated in words (Elo et al., 2014).  As a first step in 

the data management process, for each interview I attached field notes to the transcript and created a database 

of demographic and other key characteristics.  Within MaxQDA, I created document variables to categorize 

the raw data by housing type (independent and congregate).  

To ensure transparency and rigor in the analysis, I adopted a hybrid approach – using a combination of 

deductive and inductive coding – to derive the overarching themes which were used in the analysis (Fereday 

& Muir-Cochrane, 2006; LeCompte, 2000; Saldaña, 2015), in a manner that was well-documented and could 

produce an audit trail of the process (Carcary, 2009).  In a first round of coding, I approached the interview 

transcripts deductively, identifying and coding large chunks of text corresponding to the well-being domains 

from the literature and interview protocol (Braun & Clarke, 2006; Braun, Clarke, & Terry, 2014; Crabtree 

& Miller, 1999).  The description of the main categories and related coding rules were developed based on 

the SWB domains (Figure 4.1).  Next, in a second round of coding, I retrieved and reviewed each of these 

coded segments in turn, carefully reviewing the text and coding inductively for dominant patterns (salient 

issues) and sentiment (positive or negative framing of the participant’s response) in the data (Braun et al., 

2014; Mohammad, 2016), producing a series of open codes - short phrases that symbolically assigns a 

summative and/or evocative attribute for a portion of the data (Saldaña, 2015).  These codes were organized 

into themes - patterns that describe and organize the data, to help create a clear image of the key analytical 
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ideas (Boyatzis, 1998).  This hybrid approach was ideally suited to answering the research questions because 

it allowed for the concept of well-being to be integral to the process via deductive thematic analysis, while 

leaving room for themes to emerge from the data during the inductive coding process.  

Although the recruitment, data collection and analysis phases are set out sequentially here, these steps 

were implemented iteratively.  The decision to stop recruitment, was based on obtaining theoretical 

saturation, defined as not obtaining any “new information or ideas from additional interviews” (Cleary, 

Horsfall, & Hayter, 2014).  

To answer the first research question, which was aimed at understanding the experiences of participants 

in PSH, I focused on retaining and safeguarding, the point of view of the participants (rather than 

constructing my own interpretation).  Here, I relied heavily on the use of quotations to strengthen the face 

validity and credibility of the research findings (LeCompte, 2000; Patton, 2002).  I also conducted a 

descriptive analysis of salient themes and their related sentiments, to understand how issues that participants 

perceived as salient influenced their well-being. Moreover, I looked for relationships among themes and 

developed code relations-matrices, identifying themes common to participants across well-being domains.  

These analyses were especially useful in exploring the relationship between community/environment well-

being and other domains.  

To answer the second research question, the effect of housing type and location, I grouped the data into 

two mutually exclusive groups, based on whether the participant was housed in IH or CH (defined by 

whether services were co-located with housing or not) and ‘quantitized’ the themes identified during the 

second round of coding within sentiment (valence) and well-being domains in order to facilitate systematic 

comparisons across cases (Anguera, Portell, Chacón-Moscoso, & Sanduvete-Chaves, 2018; Sandelowski, 

Voils, & Knafl, 2009).  To do this, each interview in which a particular theme arose was counted and the 

associated sentiment and housing type noted.  Questions in each well-being domain were posed to every 

participant interviewed, but some participants had more to say about certain topics that were of significance 

to their quality of life and would often bring up issues around how difficult they found it to get out of bed 

every day, at various points in the conversation, even if it had already been mentioned.  Because some 

participants were more expressive than others, each time an event was mentioned it was coded, but the event 

itself was counted only once per interview during the process of transforming the data from descriptive 

(qualitative themes) to quantitative counts – this process is referred to as quantitization (Sandelowski et al., 

2009; Cabrera and Reiner, 2016; Collingridge, 2013).  Great care was taken during the coding process to 

categorize participants’ responses as negative (if the experience or factor being described resulted in a 

decrease in SWB) or positive based on the sentiment as expressed in context. 

Next, I used bivariate analyses to compare individuals with and without positive experiences in each 

SWB domain.  To do this I constructed a series of 2 by 2 contingency tables, one for each domain, and 
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calculated the Odds Ratios (OR) for participants exposure to different types of housing (i.e., congregate 

compared to independent), to determine whether participants’ outcomes were associated with the type of 

housing to which they were assigned.  The OR is a measure of association between two properties in a 

population.  It is used to figure out if a particular exposure (like being assigned to independent housing) is a 

risk factor for a particular outcome (such as food insecurity) and to compare the various risk factors for that 

outcome.  

The OR represents the odds that an outcome will occur given one exposure, compared to the odds of 

another exposure.  In this case the OR represents the odds that an individual will have a positive experience 

in a well-being domain given being placed in IH, compared to the odds of a positive experience occurring 

given being placed in CH.  It is calculated by dividing the odds for IH by the odds for CH. In this way it 

accounts for the relative sample sizes of the groups (recall that odds = (p/1-p) where p is the probability of 

an event).  

ORs were calculated for each theme within each domain.  The magnitude of the OR is an indication of 

the strength of the association between the idea expressed in the theme (experience) and the being in IH (vs 

CH).  The further away an OR is from 1 the stronger the association between exposure to IH and outcome. 

An odds ratio of 1 suggests that the relative proportions of one variable (the outcome on the well-being 

domain) is independent of the second variable (housing type).  An OR of 1.2 means there is a 20% increase 

in the odds of a positive experience given exposure to IH compared to exposure to CH.  For these analyses, 

I used the rule of thumb that outcomes were significantly different for the two groups if the OR was smaller 

than 0.5 or larger than 1.51.  

To help with interpretation of the results, I also calculated Risk Ratios, defined as the relative proportions 

of the samples (p(IH)/p(CH)) where p is the proportion of the respective sample identifying a particular 

theme.  I also conducted Fisher’s Exact Test of independence to determine significance of the OR – that is 

whether the difference between the outcomes for IH versus CH participants were statistically significant 

(Freeman & Julious, 2007).  Because the sample sizes are small and some cell counts are less than five, 

Fisher’s Exact Test is more appropriate than a chi squared test (Connelly, 2016).  The null hypothesis is that 

the relative proportions of one variable (the outcome on the well-being domain) is independent of the second 

variable (housing type/setting).  For example, in the Physical well-being domain, the null hypothesis would 

be that the probability of a positive outcome is the independent of placement in IH or CH.  The results of the 

 

1 OR = 1.68, 3.47, and 6.71 are equivalent to Cohen's d = 0.2 (small), 0.5 (medium), and 0.8 (large), respectively. Source: Henian 
Chen, Patricia Cohen & Sophie Chen (2010) How Big is a Big Odds Ratio? Interpreting the Magnitudes of Odds Ratios in 
Epidemiological Studies, Communications in Statistics - Simulation and Computation, 39:4, 860-864.  
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Fisher’s exact tests are presented in Appendix C.  The methods for data collection and analysis for the 

quantitative aspect of the dissertation are discussed in Chapter 8.   
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Chapter 5: Program and Participant Characteristics  

5.1 Program Characteristics  

The key findings about program characteristics, are based on secondary information from program 

reports, observation by the principal investigator during the fieldwork, and feedback from direct service 

providers during the FGD.   

Congregate Housing (CH): CH units were in buildings dedicated to serving persons experiencing 

homelessness, therefore participants had similar histories of homelessness, mental illness, substance use, and 

incarceration.  Individuals generally had a private living space and shared common areas and, in some 

instances, kitchens.  CH units (as defined in this dissertation) had on-site case management services, so 

housing and supportive services were not independent of each other.  The leases were signed with a PSH 

Service Provider and termination of the tenancy was at the discretion of the PSH program. CH units were 

located across the county, with a heavy concentration of CH units located in DTLA Skid Row in particular.  

Some of the CH units were in Single Residence Occupancy (SRO) hotels that had been repurposed for PSH.  

The physical conditions of the buildings varied widely - some buildings offered studio apartments with 

a washbasin and a small refrigerator, with shared bathroom facilities on each floor and shared kitchens and 

communal spaces were generally located on the ground floor.  Other CH units offered single or one-bedroom 

units with bathrooms and kitchenettes.  The layout of the unit depended largely on the age of the building 

and whether it had been re-purposed (as in the case of the SROs) or were newly built.  Participants tended 

to have similar histories, including past or current battles with chronic homelessness, mental illness, 

substance use, and incarceration.  There was generally no requirement for sobriety or UI testing, so some 

participants continued to use alcohol and/or drugs (on or off the compound) depending on the general rules 

of the building (but substance use was not studied in this dissertation). 

Independent Housing (IH) Units: IH units were in the private rental market.  These units were located 

within communities in apartment buildings with residents from the general population.  Housing specialists 

work with landlords to secure rental agreements for participants.  Participants must travel to receive 

supportive services or obtain mobile support.  Other participants do not necessarily share the same 

characteristics and background as the PSH tenant.  However, the research also revealed that some IH units 

in the HFH PSH program closely resembled CH settings, because many of the participants came from similar 

situations of homelessness.  Case managers and participants both raised this as a potential issue -since 

participants were assigned to IH but in fact lived in buildings with other individuals who have previously 

experienced homelessness, rather than among the general population. In these situations, the IH setting bore 
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close resemblance to CH setting, except there was no on-site case management and no communal areas for 

interaction or shared activities.  This may be an unintended consequence of the program, because as housing 

specialists form relationships with landlords and apartment managers, placing future participants becomes 

easier, so many more participants end up being in the same building. 

5.2 Characteristics of Study Participants  

Thirty-four individuals were eligible and enrolled in the qualitative study.  Of those, a total of 5 were not 

included in the analysis: 3 interviews were not usable because the participant was either too depressed to 

participate in the discussion, even after consenting to do so (n=2); or was too difficult to engage because 

they appeared to under the influence of a substance (n=1).  One participant, who appeared to be in pain 

during the interview confessed to wanting to complete the interview before seeking medical treatment, 

because she needed the cash incentive - I paid the participant but cut the interview short and contacted the 

case manager on the participant’s behalf (n=1).  The audio for another interview was lost before transcription 

(n=1).  Table 4.3 describes the final sample of participants (N=29).  Appendix A provides a de-identified 

breakdown of participants, by Participant-ID and demographic characteristics.  The Participant-ID was an 

assigned identifier that was used throughout the dissertation to report quotations from specific individuals.   

Demographic characteristics: Of the final 29 interviews available for analysis, 55% were male (n=16). 

For reporting, the responses of the transgender individual (n=1) will be lumped with females, wherever a 

gender separation is being made, to protect the identity of the individual.  In terms of distribution by age, 

32% were under the age of 50, 39% were between the ages of 50 and 59, and 29% were 60 and above (Table 

5.1).  Fifty five percent of study participants were Black/African American (n=16), 24% were White (n=7) 

and 17% were Hispanic (n=5).  In terms of PSH setting, 45% lived in CH units (n=13) - either in the 

Downtown/ Skid Row district (n=8) or in other locations in the LAC (n=5); and 55% lived in IH (n=16).  

The median length of time in PSH was 13 months (range =10, 24). 

Income sources: Many participants (48%) were receiving either Supplemental Security Income (SSI) 

or Social Security Disability Income (SSDI) at the time of the interview, though it was often difficult to 

determine with clarity from the participant which they were receiving; and several participants were 

receiving income from General Relief (41%), a cash assistance program for eligible single adults, with a cap 

of $221 per month.  A few participants had no current income source (n=2) and relied completely on the 

HFH PSH program to cover their rent.   
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Table 5.1 Characteristics of Study Participants 

Characteristic N=29 % 

Gender 
  

Male 16 55% 
Female 12 42% 
Transgender 1 3% 

Age Group 
Less than 49 9 32% 
50-59 11 39% 
60 and above 8 29% 
Min (years), Max (years) 37, 79 

 

Race/Ethnicity 
Black/African American  16 55% 
Hispanic/ Latino (Any race) 5 17% 
White 7 24% 
All other races (South East Asian) 1 3% 

Housing Type 
Independent Housing (IH) 16 55% 
Congregate Housing (CH) 13 45% 

Downtown LA/ Skid Row 8 28% 
Other CH Locations  5 17% 

Time in Supportive Housing (Months) 
10-12 months 13 45% 
13-15 months 10 34% 
16-18 months 3 10% 
19 -24 months 3 10% 
(Min, Max) Median (10, 24) 13 

 

Source of Income (main) 
None 2 7% 
General Relief (GR) 12 41% 
SSI/ SSDI 14 48% 
Other Federal Assistance/welfare 1 3% 

Placed lived immediately before PSH 
Car (never Emergency Shelter) 2 7% 
Sober Living /Residential Detox program  3 10% 
Street/ Shelters (movement between) 6 21% 
Street (almost never Emergency Shelter) 14 48% 
Recuperative care/ Hospital (long stay) 4 14% 

Information and Communication 
Has a cellphone 24 83% 
Cellphone Type 0% 

Government issued  10 42% 
Personal (no internet) 7 29% 
Personal (with internet) 7 29% 

Transportation (Main means) 
Own car/vehicle 4 14% 
ACCESS/ Public Transportation 9 31% 
Public Transportation (bus/ train) 16 55% 

Note: Percentages may not add up to 100% due to rounding 

 

Living situation immediately before PSH: Based on the discussion during the interview, during which 

participants described the chronology of events immediately before moving to PSH and the process of 

moving in to PSH, an estimated 48% of participants reported that they lived on the streets (without accessing 

emergency shelters) and another 21% reported that they moved between the streets and the emergency 

shelters, immediately before PSH.  A few participants moved to PSH directly from a residential drug 

rehabilitation or detox center, such as the Weingart Center in DTLA (10%), and some were at recuperative 
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care centers before PSH (14%). About 7% of the participants who were interviewed said they never slept at 

emergency shelters during their time on the street, but instead stayed in their cars.  One participant who had 

chosen to stay in his car rather than go to the shelters, shared that he felt that going to the shelter would mean 

that he had “given up.” 

Cell phone ownership:  At the time of the interview, most participants (84%) owned or had access to a 

cellular phone, which was either a state-issued free mobile service, with talk and text services (42%) or 

privately managed (58%).  Of those who had personally managed cellphones, half could use the cellphone 

to access the internet, the rest were limited to talk and text services.   

Vehicle ownership: Participants generally relied on public transportation to get around on a regular 

basis (55%).  Many (31%) utilized a paratransit transportation service called ACCESS, which is a special 

transportation service that connects eligible persons with disabilities to accessible public transportation, or 

which may be reserved for specific appointments.  Study participants with disabilities tended to reserve the 

“Access” transportation service to attend medical appointments.  A few participants (14%) owned their own 

vehicles. These study participants viewed their vehicles as assets – often because they may have stayed in 

their car during the time that they were lacking shelter.  As one study participant pointed out, “…I always 

had transportation… if I had to be on the streets without a car, I couldn’t imagine what life would be like” 

[SP10]; or because they viewed ownership of a car as a symbol of independence and potential income source.  

As another participant said, “I’m looking forward to making a little money on the side from hauling stuff, 

furniture and such, I can pick-up a little change doing that” [SP9]. 

Summary 

Most study participants were Black males, between the ages of 50 and 59 and the average length of time 

in PSH was 13 months.  About half of the participants who were interviewed were literally living on the 

street prior to PSH, and about a quarter lived in a long-stay recuperative care facility or sober living 

residential detox program immediately before PSH.  The next chapter presents the findings from the 

qualitative data analysis, based on interviews with this sample of HFH participants.  
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Chapter 6: Participant Experiences in PSH  

This Chapter presents the findings from the thematic analysis based on qualitative data from semi-

structured interviews with 29 study participants. Overall, participants spontaneously reported improvements 

in their general circumstances, often acknowledging how “quiet and peaceful” their lives were now, 

compared to their “hectic life on the streets.” Many said that having their own “private space” gave them a 

sense of control over when and how they interacted with others. For example, one participant said, “I can 

eat when I want, cook when I want, watch TV or lay down when I want, and I don’t have to worry about 

nobody stealing from me, robbing me and stuff like that” [SP16]. Another participant said he had acquired 

an “improved sense of self-worth” because of housing, saying that he was now “part of the community, 

instead of a homeless person in the community” [SP18].	 However, extended discussion with participants 

about how they were doing in different areas of their lives revealed several nuances, which are discussed in 

this chapter.   

Participants were asked about each SWB domain in turn.  Salient issues in their responses were coded, 

organized into themes and categorized by sentiment.  Table 6.1 summarizes the salience (frequency of 

occurrence) of themes across interviews and the overall response sentiment (positive responses as a 

percentage of all responses) within each well-being domain.  Based on this summary table, I discuss the 

findings for each domain in turn:  In each case, highlighting the key themes that were identified, beginning 

with the most salient, using direct quotes from participants to illustrate the related context or nuances in the 

data.  Salient issues in the responses were coded, organized into themes and categorized by sentiment.  If a 

particular response conveyed more than one theme, all themes and relevant sentiments were noted.  I also 

describe the overall sentiment (whether responses were mostly positive or negative) in each domain.  The 

chapter culminates with the results of the overall life satisfaction rating. 

During the interview, the SWB domains were covered in any order, based on the flow of the 

conversation.  Here, the results are presented in the following order:  

i. Economic well-being 

ii. Personal activities  

iii. Physical well-being 

iv. Psychological well-being 

v. Interpersonal well-being 

vi. Community/ Environmental well-being  
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Many of the final themes presented in the analysis were retained in the language used by the study 

participants.  I have documented these codes with bold font to differentiate these from direct quotes from 

participants, which are noted using italics and are enclosed in quotation marks.  

 Table 6.1 Thematic Salience and Response Sentiment by SWB Domain 

Well-being Domain and Themes (n = number of responses) 

Thematic Salience  
% of interviews in 

which theme 
present (N=29) 

Overall Response 
Sentiment 

% of all responses in 
domain with positive 

sentiment 
Economic Well-being (n = 36) 

 
44% 

Struggling to make ends meet (-ve)      55%  
Receiving an increase in income (+ve) 31%  

Taking care of business (+ve) 24%  

Worrying about losing benefits (-ve)  14%  

Personal Activities (n = 78) 
 

69% 
Spending lots of time alone (-ve)      72%  
Spending time with Friends/family (+ve)  59%  

Enjoying personal space (+ve) 41%  

Participating in planned/ learning activity (+ve) 31%  

Changing/escaping the environment (+ve) 28%  

Working/Earning extra income (+ve) 17%  

Giving Back (+ve) 10%  

Doing things reminiscent of homelessness period (-ve) 10%  

Physical Health (n = 51) 
 

35% 
Being in poor health generally/currently in pain (-ve)      55%  
Feeling as well/healthy as can be expected (+ve) 34%  

Following prescribed health regimen (+ve) 28%  

Being reluctant to follow health regimen (-ve) 24%  

Emergency room or Homeless since PSH (-ve) 24%  

Needing medical care or attention (-ve) 10%  

Psychological Well-being (n = 45) 
 

44% 
Feeling Hopeful/ positive mental state (+ve) 48%  

Feeling depressed/ Lacking hope or purpose (-ve) 38%  

Having sense of purpose (+ve) 28%  

Feeling Isolated/ lonely (-ve) 24%  

Interpersonal Well-being (n = 29) 
 

31% 
Having few connections (1 to 3) (-ve) 59%  
Being socially connected and interacting (>3) (+ve) 31%  

Having no interpersonal relationships/Professional only (-ve) 10%  

Community/ Environmental Well-being (n = 29) 
 

28% 
Lacking connection to community/ feeling unsafe (-ve) 52%  
Having a sense of belonging/connection to community (+ve) 28%  

Neutral (doesn't bother me) (-ve) 21%  

Notes: -ve indicates that responses in the theme carried negative sentiments; +ve indicates that responses in the 
heme carried positive sentiments. Overall Response Sentiment = positive responses as a percentage of all responses.  
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6.1 Economic Well-being  

Participants were asked about their main source of income and how they had been coping financially 

since moving into PSH.  Fifty-five percent (55%) of participants were struggling to make ends meet.  In 

some cases, participants continued to engage in income generating activities reminiscent of their days on the 

street. As one female study participant noted, “I have no income right now, I buy and sell anything I can get 

my hands on to earn money…I still even search the trash” [SP6].  In part, responsibilities associated with 

the housing itself appeared to increase the financial burden - some participants found it challenging to cope 

with the additional financial costs that came with having their own apartment such as rent and regular bills.  

One participant explained that although she was grateful to have her own space, the additional expenses 

were quite burdensome, “I am grateful right, but it’s like now I have no money after I pay my bills… 

sometimes I just wish I could go back to my tent, you know. I had free electricity out there, and I didn’t have 

to pay no rent…” [SP7].  Responses of this nature were deemed to carry a negative sentiment. 

About one third of participants (31%) reported receiving an increase in income after moving into PSH 

– such responses were deemed to carry a positive sentiment.  Several study participants noted that their case 

workers played a key role in assessing their eligibility and helping them to process applications.  Participants 

who were either receiving GR or had no income when they first moved in, and who had since started 

receiving either SSDI or SSI were especially pleased with the income improvement.  One participant talked 

about how much the increase in income meant to him, “I was here six or nine months before my SSI came 

through, so that’s been a big factor because getting the increase has made me less desperate and less at 

people’s mercy” [SP15].  And another, who had no income at enrollment, welcomed the receipt of GR, “I 

was off GR for a couple of months, but I got it started again when I came here… which is helping me 

immensely with bills and stuff” [SP18].  

Relatedly, roughly one quarter of all participants (24%) expressed satisfaction regarding their ability to 

manage their finances, referring to this as taking care of business – such responses were deemed to carry a 

positive sentiment.  One participant proudly reported, “I make sure I pay my rent every month and try to 

keep up with my bills, gotta take care of business” [SP19]. Another participant also mentioned cutting back 

on optional recurrent expenses such as Cable TV in order to spend occasionally on entertainment, “I don't 

have cable and I don't want to spend money on that, I think it's better to spend on things like going to the 

movies once or twice a month” [SP17].  

Fourteen percent of study participants said they were worried about losing benefits, if they attempted 

to find ways to increase their income.  As one male participant who was currently on GR explained, “The 

problem is that I want to work part-time because my income doesn't cover all my expenses, but I’m afraid if 

I start working they’re gonna decline my SSI [application] and I just don’t want to mess that up” [SP11].  
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Statements of this sort were deemed to carry a negative sentiment.  This problem was particularly common 

among participants on GR who were trying to find ways to supplement their income.  Study participants 

who were in receipt of income above GR-level, appeared to be more satisfied in terms of economic well-

being, compared to those with less income, or no income at all.  This was not surprising given the positive 

association in the literature of income as a key driver of SWB. Overall, only 44% of the comments related 

to economic well-being carried a positive sentiment, which suggests that being housed did not help 

participants achieve a sense of economic well-being. 

6.2 Personal/Occupational Activities  

Participants were asked to describe how they generally spent their days since moving into PSH.  

Spending time indoors was the most salient theme, carrying at times a positive framing and at other times a 

negative sentiment.  Seventy two percent  of participants said they passed most days passively spending lots 

of time alone (deemed to carry a negative sentiment), while 41% of participants said they enjoyed spending 

time alone enjoying their personal space (deemed to carry a positive sentiment).  For example, one male 

study participant said that he was, “happy to have a place to rest” and “liked spending time in the 

apartment”, but that he spent his days “basically, sitting around all day watching TV” [SP22].  Another 

participant, this time in the Skid Row area, said she spent a lot of time indoors because she feared the external 

environment, “I just stay in here. I’m in my room almost 24/7 unless I need to go to the doctor.  I don't go 

outside to interact with nobody. I’m scared of being out there” [SP26].  These findings point to PSH housing 

unit as a refuge for participants  - a place to which they could retreat to and from where they could begin to 

rebuild their lives - but at the same time the unit was as a potential source of social isolation.  

Nearly three-fifths of participants (58%) said they spent their time visiting or talking with 

friends/family.  Such statements were deemed to carry a positive sentiment, although this activity often 

involved making long trips via public transportation, due to the location of participants’ housing units 

relative to their social networks.  As one female study participant noted, “I live too far from everybody - 

from my friends and my family, so I have to go to them.  For them to come see me they must commute through 

three freeways and its jam packed. It’s brutal and it will take more than 2 hours, so I take the train and bus 

and go see them” [SP24].  This theme around spending lots of time commuting in order to spend time with 

family and friends is discussed further in the section on community/environment well-being because of the 

inter-relationship with that domain. 

Roughly one third of study participants (31%) said they spent their days participating in planned/ 

learning activities.  For example, one study participant who had been in PSH for about 15 months explained 
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that he filled his time with structured activities, “I go to cooking class on Mondays, and then Wednesday, I 

go to a men's group that they have downtown and on Thursday, I go to creative art and crafts” [SP4].  

Several participants (28%) mentioned changing/escaping their environment, as a strategy for coping 

with their lack of connection to the community/ environment in which their housing unit was located.  In 

some cases, this was to escape the anti-social environment in which they lived, as one participant who resided 

in DTLA explained, “Every now and then, I just need to get away from downtown.  The other day I got on 

the bus and for a while I felt good, just to be away from here” [SP20].  In other cases, the need to escape the 

environment represented a search for social connection and cultural identity.  In the words of one participant, 

who travelled many miles every day back and forth to the community where he lived during his time on the 

streets, “At 5:00am, I leave to go there and then I’ll come back at 7:30pm or 8:00pm, watch TV and in the 

morning by 4:00 or 4:30 I take a shower and then I go back the next day again, because I know nobody 

around here – there everyone knows me, I am more comfortable” [SP12].  The act of travelling long 

distances in search of social connection and familiarity was not considered negative – instead such 

statements were thought to carry a positive sentiment, since they suggested that participants were taking 

positive action in search for community, and combating the risk of remaining or becoming socially isolated.   

Participants who spent time working/ earning extra income (17%) or volunteering (10%), talked 

about how important it was to have something to do and how good it felt to contribute – such statements 

were deemed to carry a positive sentiment.  One participant who had a part time job noted, “ I am willing to 

go 100 miles for work because it’s challenging and rewarding...I like that it occupies my whole day with it 

being so far you know.  I have something to do instead of sitting around” [SP9].  Another participant who 

recently started volunteering at a residential program in which she was previously enrolled shared a similar 

view about having something meaningful to do, “I continue to go to the [sober living place I was staying at 

before] because I am an advocate for [the work they do] … it helps me to be able to give back and have 

something meaningful to do” [SP5]. 

A few study participants said that they still spent their days doing things reminiscent of the period of 

homelessness (10%), such as collecting cans and bottles for recycling or searching the trash for things to 

sell.  One participant who lived in an IH unit, while showing off the stacks of cans that covered most of the 

floor space in her kitchen noted, “I still recycle you know, when I don't have money, I just get out and collect 

some cans” [SP6].  But as another participant pointed out, CH participants might still engage in collection 

of recycling, but didn’t have the same opportunity for storage, because it was against rules of tenancy, and 

because it was more likely that staff would carry out unit inspections at CH units than at IH units .  A female 

participant in CH clarified, “we can’t keep recycling here, so when I collect the bottles and cans and stuff, I 

take them over to [my friend’s] house” [SP20]. 
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Overall, 69% of all responses about activities in which participants engaged, carried positive sentiments, 

suggesting a high level of satisfaction in this domain of well-being. 

6.3 Physical Well-being 

Participants were asked how they were doing in terms of their physical health.  Although most were 

quick to point out the protective role of housing on their health, many participants said they were 

experiencing poor health (generally) or were currently in pain (55%) – such statements were deemed to 

carry a negative sentiment.  About one third of participants (34%) expressed feeling healthy/ as well as can 

be expected. Some of these participants acknowledged that their health was unlikely to get better, especially 

if they had been diagnosed with co-morbid chronic conditions, but that having shelter provided protection 

from their health being even worse.  As one female study participant noted, “My health is not going to get 

better at this age because I have cirrhosis of the liver and my immune system is weak due to the HIV, but 

I’m not walking the streets and I don’t have to deal with the arthritis when it gets cold out” [SP17]. Such 

statements were deemed to carry a positive sentiment.  

Participants discussed adhering to prescribed treatment (28%), including accessing primary care, 

often with the help of their case worker.  Study participants highlighted the important role that their case 

workers played in helping them to get to their medical appointments, even sometimes driving them there.  

For example, one male study participant in IH articulated, “I've got high cholesterol, diabetes, a bad back, 

arthritis in my knee… so I have a bunch of different appointments. Then they recently found an inoperable 

tumor, so I've been going to the doctor regularly. My case worker helps me to get to the appointments and 

he got me this calendar to keep track of them” [SP22].  Others shared how having a home helped them to 

stick to a treatment regimen, “I always had meds for the high blood pressure, but I’m taking them every day 

now.  When I was on the street, I was very forgetful. But now my mind is back on track and I definitely take 

my pills every day, so I don’t get sick as much as I used to” [SP16].  

On the other hand, some participants (24%) expressed being reluctant to follow prescribed treatment 

regimens, because of skepticism or lack of trust in the healthcare system and healthcare providers.  One 

participant said she had stopped taking her prescribed painkillers because they kept her “in a fog” [SP7] and 

another participant said he took prescribed opioids for 6 months but now he has “stopped taking them 

because of what it’s doing to my brain” [SP3]. A few participants (10%) were experiencing pain or needed 

medical attention during the interview. In such cases, the discussion also included reasons why they had 

not sought or received the care they needed.  One of the main reasons offered by participants for not seeking 

care or not following the prescribed care was a lack of money.  As one participant confessed, “I should have 
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gone to the emergency room - it’s been seven days.  I just wrapped it up myself because I didn’t have any 

money and I didn’t eat anything, but I will go today after I eat something” [SP26].  

Access to proper nutrition was also discussed as an important aspect of physical health. Some 

participants were eating less or skipping meals due to lack of money.  One participant said she ate, “very 

little or nothing” because she had no income [SP6].  Another study participant said his eating patterns have 

not changed and he continued to do exactly what he did during the period he experienced homelessness, “I 

just go to the lines [where they serve food] out there on Skid Row [SP14].  Study participants in the 

Downtown/ Skid Row area mostly ate at the Missions, or churches and other places that they knew served 

food.  But there were often many more complex reasons to explain why study participants didn’t prepare 

their meals, some of which were related to PSH setting.  For example, some congregate housing 

environments did not support food preparation,  

“…it's just – you don't have a kitchen, you can’t cook! There's one in the common area and I use it 

maybe a couple times a week.  Mostly, I would eat bananas for my breakfast and sometimes like a pop 

tart or something and have my coffee [SP25].  

 

In other cases, participants didn’t know how to cook, “I mostly use the microwave to just heat stuff up 

from the cans. I do not know how to cook really” [SP2]; or were too depressed to cook, “I definitely ate 

better back then [at the shelter]. I feel so isolated here…at first, I was over-eating and then I just stopped 

cooking. Now what I do is, skip breakfast then go to McDonald’s and I’ll get a cheeseburger for $1.50 and 

a cup coffee for $1.50. So, for $3, I have a cheeseburger and a cup of coffee… I do that every day” [SP15].  

 

Still, some participants said that they had been cooking their meals, and some explained that having a 

space to cook was central to the meaning of “home” for them. One male study participant commented, “now 

I eat when and what I want. I cook all the time…I like to cook because I like the aroma of a home cooking – 

that’s home to me: [SP29].  

 

During the discussion about nutrition and access to food, I also probed participants about use of food 

banks and any other methods used to reduce or manage the cost of food.  For example, if a participant did 

not mention food banks, I asked whether they had tried getting food supplies from the food banks or churches 

to keep their food bill down.  Several study participants said they got supplies from the food banks, but many 

expressed concerns about the quality of the food being distributed, describing the food as “often expired or 

so close to going bad that it’s not worth it” [SP13]. One female study participant said she was “afraid to eat 

the meat and the stuff like that from the food banks…you have to be careful, only certain things are ok, like 

the fruit and stuff like that” [SP24]. Other study participants discussed the logistical challenges around 



 

 48 

accessing the food banks, including transporting the goods back to their units.  Sometimes case managers 

helped transport participants to food banks, or to the supermarket and sometimes even brought groceries 

directly to participants. This role of caseworkers in helping participants access food from the food banks was 

confirmed by DSWs during the FGD.  

Overall participants were about twice as likely to share negative sentiments than positive sentiments 

when discussing their satisfaction with their physical health – only 35% of all responses conveyed positive 

sentiments. 

 

6.4 Psychological Well-being  

Participants were asked how they were doing emotionally. Participants expressed satisfaction when 

sharing aspects of their life in PSH that left them feeling hopeful/ in a positive mental state (48%) “… it 

feels good to be able to pay the bills and pay my rent and I’m rebuilding my relationship with my son [SP28], 

and having a sense of purpose (27%) “…now I'm independent you know, and I feel good that I’m taking 

care of my business” [SP18].  But many study participants described their current emotional state as feeling 

depressed (38%) or feeling isolated/lonely (24%), during which time they would, “stay in bed, just watching 

TV” [SP1]. Among study participants who mentioned feeling depressed or lonely, many seemed to accept 

their state a compromise for being housed. For example, one study participant, put his loneliness in the 

context of having a roof over his head, “there is loneliness, but I’ve been alone for a long time you know. I 

just think about how it’s better now…  I’d rather be lonely with roof over my head than lonely sitting on a 

park bench [SP25]. Feeling isolated was a significant and often daily challenge for some participants. One 

male study participant articulated the complexity thus, 

I always had friends in the shelter … and you knew you were always going to see them at 6 o'clock 

when you came back for dinner. Now I’m all alone in an apartment and even though I love that I have 

an apartment, and it’s a big boost to my self-esteem, it’s very lonely and isolating. And when I feel like 

this, I get depressed; honestly, even when I was homeless, I was in a better mood than I am here” [SP4]. 

 

Fifty-five percent of all responses in this domain carried positive sentiments, suggesting an almost 

balanced views of SWB in this domain.  
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6.5 Interpersonal well-being 

Participants were asked how many persons they interacted with on a regular basis. Responses were coded 

into 3 categories – having no interpersonal connections/professional only (having no connections other than 

case-manager); having few (1-3) connections; and being well connected (more than 3 connections).  Most 

participants (59%) had very few connections (1 to 3) – which was deemed to convey a negative sentiment.  

About one third of participants (31%) were socially connected and interacting - they connected with 3 or 

more persons on a regular basis – these responses were deemed to carry a positive sentiment.  But several 

participants said they had no interpersonal connections and depended solely on case manager (10%) - 

which was deemed to be carry a negative sentiment.  The lack of social connection experienced by 

participants appeared to be due to a lack of trust and an attempt to minimize any risk to their housing that 

visitors or friends may bring. As one participant explained, “I see my case worker and that’s it. I don't miss 

nobody ... my only friend is God – I have no girlfriend or nothing. I don’t trust people …can’t trust them” 

[SP21].  Study participants also mentioned having people “around” but not necessarily considering these 

individuals friends, and often discussed the challenge for them of “wanting to leave the past behind” but not 

being able to do so because of being so close (in Skid Row) to the social networks that they “would rather 

get rid of” [SP14].   

Most responses in this domain were negative - only 31% of all responses carried a positive sentiment -  

and since an individual could be connected or not (but not both), the suggests a low level of satisfaction in 

this domain of well-being.   

 

6.6 Community/ Environmental Well-being 

Participants were asked how they felt about the community in which their PSH unit was located. 

Responses were coded into 3 categories: having a sense of belonging (which captured all positively framed 

responses); lacking connection (which captured all definitively negatively framed responses); and neutral 

(which captured responses that didn’t appear to carry a particular sentiment).  Most participants said they 

were lacking connection with their community/ environment (52%), but 28% of study participants 

expressed having a sense of belonging (deemed to be a positive sentiment).  Three dominant themes were 

expressed by participants who expressed negative community well-being:  (1) some felt they were far away 

from their families; (2) some felt culturally disconnected; and (3) some felt unsafe.  

For example, one female study participant highlighted the stress of being located far away from her 

family, “I don’t know, I can’t stay here. I really can’t stay. I feel lonely out here. My son lives in [another 
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part of LA] and I have a lot of friends out there, they don’t come out here and I have no money to keep going 

over there” [SP7].  

Another (male) study participant who was of Mexican heritage, described the challenge of living in a 

culturally different neighborhood,  

“I’m just really friendly with everybody, but my people are Mexican people and 

sometimes if I say something that for us Mexicans is friendly, for some reason it’s an 

insult or humiliation to someone else.  Once I said [a word that we commonly joke about] 

which if funny in my culture to this guy here and it turned out I insulted him by using 

that word… I need to be among my people…” [SP12]. 

Others (mainly those in CH near Skid Row) said that they felt unsafe in the external environment, “I just 

stay in. I’m in my room almost 24/7 unless I need to go to the doctor.  I don't go outside to interact with 

nobody.  I’m just done with the outside world [because] I'm scared of it [SP27]. 

 

A few participants suggested that the external environment did not matter (20%) and, though these 

responses did not appear to be positive, they also did not seem to be negative.  For example, one participant 

expressed the view that he was ok since the apartment building protected him from the external environment, 

“I don’t pay attention – I’m doing me now! Sure, there’s crime outside, but it doesn’t bother me because I 

don’t be around it” [SP21].  Other responses suggested that to offer any complaint about the environment 

would be a lack of appreciation.  For example, one participant said, “If you've been out there long enough ... 

if you really need somewhere to stay, it doesn’t matter at all, you just want to get off the streets.  If you’re 

serious about getting off the street it shouldn’t matter, that’s why I was going to take anything… just to get 

off the streets” [SP14].  

Most responses in this domain were negative – less than one third (28%) of all responses in this domain 

carried a positive sentiment.  Furthermore, the analysis identified some trends regarding location and 

experience: For some study participants, the main reasons for dissatisfaction were geographic distance from 

family and lack of cultural fit.  In contrast, a second group of participants appeared to share mainly positive 

views of their environment – this group appeared to be geographically located outside of the DTLA area; 

and a third group of participants, whose PSH units were located in DTLA, seemed to share mainly negative 

sentiments about their environment.  Study participants in DTLA often cited the “crazy” scene involving 

crime, ease of availability of drugs, low perception of safety and the general unsavory surroundings as 

reasons for their lack of satisfaction with their environment.  For example, one female study participant 

noted, “It’s nice here. I'm saying housing is good, you know what I'm saying.  I would refer people to the 

apartment because it's nice inside, just the outside world is kind of crazy and dirty. I won’t stay here if I have 

a choice” [SP20].  
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These findings suggested a need to look more closely at the differences in experiences by housing type 

and also by location, bearing in mind that the relative location of the housing to Skid Row could be an 

important factor to consider.  This topic is explored in further detail in Chapter 7.   

6.7 Hope for the Future 

In addition to covering the SWB domains, during the interviews with participants there was also a 

discussion around motivation and hope for the future.  Participants were asked, “what keeps you going?”; or 

“what are you looking forward to” depending on the direction of the conversation.  Participants responded 

spontaneously to this question – no prompts of checklists were used – providing a range of motivating 

factors, the key ones being, better housing opportunities, improved interpersonal connection, reducing 

dependence on case workers, improved sources of income, and more opportunities to learn and contribute. I 

discuss each of these in turn below: 

Better housing opportunities: Participants often described a yearning for a “Section 8 voucher”, which 

seemed to refer to freedom to relocate to a better environment. This expressed desire for Section 8 vouchers 

was likely related to the type of housing vouchers that participants received at the time of enrollment in the 

Program.  Rent subsidy vouchers which allocated participants to SROs in DTLA for example were tied to 

specific buildings and participants were aware that they could not relocate under their current vouchers. In 

many cases then, participants’ reference to the term “Section 8” signified their desire for a rental subsidy 

voucher that would allow them to move to a different unit, or more broadly, the term signified hope for “an 

opportunity to relocate”.  For example, one female study participant who lived in a CH unit in DTLA/Skid 

Row said, “…if I had no choice of any other place to go, I’d stay here. If this is the only place - I’d be 

grateful, I’d stay. But if I get a Section 8, I don’t care where they put me, that’s where I am going… I’m 

starting over again …and I can’t stay here if I want to move on” [SP20].  Statements like these, helped 

explain, the high levels of housing stability observed for HFH, even in the face of challenges and hardships 

that participants continued to face.  In similar vein, other participants clarified that they would choose to 

remain housed, even under less than ideal circumstances rather than going back to living on the street.  As 

one participant pointed out, “If you've been out there long enough ... if you really need somewhere to stay, it 

[the location] doesn’t matter at all, you just want to get off the streets…[SP14].”  

Two main reasons were given by study participants who expressed a desire to relocate (45%) – one was 

expressed in relation to improving the proximity to social network (29%, corresponding to 6 of the 21 

participants who were not located in the DTLA area); and the other was to get away from the DTLA/ Skid 

Row environment (88%, corresponding to 7 out of the 8 participants from the DTLA/ Skid Row area who 

talked about hoping to relocate).  
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Improved inter-personal connection: As discussed earlier in the chapter, many participants struggled 

with depression and loneliness or had few opportunities for social interaction (refer to section on 

social/interpersonal well-being and personal activities above).  When asked what they were hopeful for 52% 

of all participants said they hoped for more connection – including finding a partner or reconnecting with 

family. Further, the choice to remain socially isolated appeared, at least in part, to be related to PSH location 

- participants appeared to feel disconnected from the community and stayed indoors; and participants in Skid 

Row area talked about isolating themselves, as a means of staying away from all the activity and negative 

influences on Skid Row.  A few participants also mentioned hoping to find ways to volunteer or to give 

back, as a way of being more active and combating their loneliness. 

Increased income: The challenge of financial insecurity that many study participants faced (described 

above) and the resultant heavy dependence on case workers to help with paperwork for income eligibility, 

and for transportation to appointments, to buy groceries or go to the food banks, was another important area 

that participants felt hopeful about improving.  Many of the participants who currently received GR (60% 

of the participants on GR) were in the process of applying for SSI or SSDI (whichever was appropriate) or 

trying to find part time jobs to help boost their income.  A lot of effort was being expended by participants 

and case workers alike to work around limited incomes. 

6.8 Overall Well-being  

Participants were asked to rate their overall life situation now and one year ago, using the Cantril Self-

Anchoring Striving Scale (Cantril Ladder) which measures SWB. The Cantril Ladder asks participants to 

consider a ladder with steps from 0 to 10, where “0” represents the worst possible life and “10” represents 

the best possible life, and to rate the step on which they stood.  

Participants’ average rating was 6.0 for the current period, an increase of 4.2 points over the average 

rating of 1.8, for the year prior (the average rating at which participants stood one year ago, immediately 

before being housed).  Considering the usual classification of responses on the Cantril Ladder as “thriving” 

(scores 7 or higher), “suffering” (scores lower than 4) and “struggling” (scores of 5 or 6, indicating nether 

thriving nor suffering), this suggests that participants viewed their life circumstances as having improved 

but in many ways they were still struggling. Because participants were asked to reflect on their current living 

conditions when rating past living conditions, it is important to consider these as relative ratings. In the next 

Chapter, I consider the differences in SWB rating by housing type and location.  Individual ratings on Cantril 

Ladder in the current and past period is provided in Appendix A.  
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Summary 

Based on the Cantril Ladder scale, all participants experienced an improvement in their overall life 

circumstances, and many were on the cusp of thriving.  Participant responses tended to carry mostly negative 

sentiments in all but one SWB domain – personal activities – indicating that participants continued to face 

significant challenges in many areas of their life post housing.  The qualitative data analysis suggests that 

PSH participants lacked access to sufficient income and healthy food; and many felt socially isolated from 

family and cultural networks and lacked a connection to their communities.  Participants admitted that at the 

time of program enrollment, they did not focus very much about where they wanted to live – their main 

objective then being to “get off the street.”  While they felt tremendous gratitude for the HFH program, 

having lived in their assigned PSH units for about one year on average, participants were now able to think 

about their housing needs in relation to their longer-term goals (higher order needs).  Consequently, many 

participants expressed the hope of relocating out of the DTLA/Skid Row area, or to communities that were 

more culturally aligned, or closer to family networks.  

The collection and analysis of qualitative data was useful in understanding the contextual issues that 

participants navigate post-housing: the private space that participants valued was also the space that left them 

feeling socially isolated; being off the street often meant being housed far away from the families they hoped 

to reconnect with; and often being off the streets meant being housed too close to the activities and social 

networks that perpetuated actions that they associated with being homeless.  Participant experiences 

appeared to differ depending on housing type and the external environment surrounding their PSH unit.  

In the next chapter I take a closer look at the frequencies with which the themes appear in the interviews 

and compare the findings for participants in IH and CH to identify any similarities and differences that might 

be explained by Housing Type.   
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Chapter 7: Participant Experience by Housing Type and Location   

In the previous chapter, I explored the experience of HFH PSH participants in each well-being domain, 

using quotes from interviews to substantiate and interpret the key themes that emerged from the data. In this 

chapter, I examine whether there are substantive differences in the way individuals in IH experience PSH 

compared to those in CH, how those differences are characterized, and whether and how location matters 

(RQ2). In the context of the larger objective of the dissertation, the salient issues arising out of these analyses 

would highlight factors that contribute to participants SWB post-housing, and by extension, to their objective 

well-being outcomes.    

7.1 Participant Experiences by Housing Type 

Table 7.1 shows the calculated OR and Risk Ratios (RR) based on exposure to IH vs CH, for each of the 

themes identified, which have already been discussed in the previous chapter.  The numbers in bold 

correspond to the OR calculated at the level of the well-being domain.  For example, the OR for economic 

well-being is 4.5, suggesting that the odds of an IH participant having a positive outlook on their economic 

well-being is 4.5 times the odds of a CH participant having a positive outlook on economic well-being.  

Conversely, the odds of an IH participant being socially connected is 50% less than the odds for a CH 

participant, since the OR is 0.5.  The ORs for the other domains do not point to any significant differences 

between the groups at the domain level.  However, I also explored the salience – i.e. the frequency of 

occurrence of themes within each domain and the data show that experiences differ in several key thematic 

areas within well-being domains across the two housing groups.   

The RR is interpreted as the frequency with which positive sentiments occur among participants in IH 

compared to those in CH.  For example, the RR of 1.9 for economic well-being (Table 7.1), suggests that 

positive sentiments were almost twice as frequent among IH participants compared to CH participants in 

this domain.  Overall, at the level of the domain, many of the RRs are close to 1, meaning there is no 

difference between IH and CH at this level of analysis, however there are many instances of substantive 

variation at the thematic level.  The details with respect to each domain and sub-theme are discussed below.  
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Table 7.1 Thematic Analysis: Independent Housing (IH) and Congregate Housing (CH) compared 

Well-being Domain % All 
Interviews 

theme present 
N=29 

% of Interviews  
theme present 

Odds 
Ratio 

(IH/CH) 

Risk  
Ratio 

(IH/CH) 
IH 

N=16 
CH 

N=13 
 

Economic Well-being    4.5 1.9 
Positive      

Receiving an increase in income 31% 44% 15% 4.3 2.8 
Taking care of business 24% 31% 15% 2.5 2.0 

Negative    
 

 
Struggling to make ends meet 55% 50% 62% 0.6 0.8 
Worrying about loss of benefits 14%   0% 31% 0.0 0.0 

 
Personal Activities    1.2 1.1 

Positive     
 

 
Spending time with friends/family 59% 69% 46% 2.6 1.5 
Enjoying personal space 41% 38% 46% 0.7 0.8 
Participating in planned/ learning activity 31% 31% 31% 1.0 1.0 
Changing my environment 28% 19% 39% 0.4 0.5 
Working/ earning income 17% 13% 23% 0.5 0.5 
Giving back/ volunteering 10% 13% 8% 1.7 1.6 

Negative     
 

 
Spending lots of time alone 72% 69% 77% 0.7 0.9 
Recycling cans/searching trash 10% 6% 15% 0.4 0.4 

 
Physical Health     0.7 0.9 

Positive   
  

  
Feeling as well/healthy as can be expected   35% 25% 46% 0.4 0.5 
Following prescribed health regimen 28% 31% 23% 1.5 1.4 

Negative  
   

 
Experiencing Poor health/Currently in pain 55% 56% 54% 1.1 1.0 
Emergency room or Homeless since PSH 24% 19% 31% 0.5 0.6 
Being reluctant to follow health regimen 24% 31% 15% 2.5 2.0 
Needing additional medical care or attention 10% 13% 8% 1.7 1.6 
      

Psychological Well-being 0.7 0.9 
Positive    

 
 

Feeling hopeful/ positive mental state 48% 50% 46% 1.2 1.1 
Having sense of purpose 28% 31% 23% 1.5 1.4 

Negative    
 

 
Feeling depressed/ Lacking hope or purpose 38% 38% 39% 1.0 1.0 
Feeling Isolated/lonely 24% 38% 8% 7.2 4.9 

Social Interpersonal     0.5 0.7 
Positive      
        Being socially connected and interacting (>3) 31% 25% 39% 0.5 0.6 
Negative      
        Having few connections (1 to 3) 59% 69% 46% 2.6 1.5 
        Having no interpersonal connections 10% 6% 15% 0.4  0.4 

Community/ Environment well-being 1.5 1.1 
        Having a sense of belonging/connection 28% 31% 23% 1.5 1.4 
        Neutral (doesn't bother me) 21% 6% 39% 0.1 0.2 
        Lacking connection/ feeling unsafe 52% 63% 39% 2.7 1.6 

Themes were separated into Positive and Negative based on sentiment. Risk Ratio (RR) = [(a/a+b)/(c/(c+d)]; Odds Ratio (OR) 
=(ad/bc), where a = count of responses with positive sentiment from IH participants; b = count of responses with positive 
sentiment from CH participants; c = count of responses with negative sentiments from IH participants; d = count of responses 
with negative sentiments from CH participants.	
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7.1.1 Economic Well-being 

In the case of economic well-being, IH participants were twice as likely to report positive sentiments 

about economic situation compared to CH participants; and almost 3 times more likely than CH participants 

to have had an increase in income after being housed (44% IH; 15% CH).  Discussions with Direct Service 

Workers (DSWs) confirmed that the rental subsidies (housing vouchers) for which participants are eligible, 

were determined in large part by their income eligibility and this played a key role in determining the type 

of housing to which they would have been assigned.  Participants who were eligible for higher levels of 

income (SSDI or SSI) were thus more likely than those with GR or no income to be placed in IH; and because 

of the time it takes for approvals to be processed, participants would have experienced the change in income 

sometime during their first year in the program.  Relatedly, about a quarter of all participants expressed 

positive sentiments regarding being able to contribute to their rent, take care of their bills and save towards 

entertainment expenses; and IH participants were twice as likely as CH participants to report this theme 

(32% IH; 15% CH).  

In terms of negative sentiments, both groups appear to be “struggling to make ends meet” (50% IH; 62% 

CH) financially.  The RR of 0.8 suggests that IH participants were somewhat less likely than CH participants 

to be struggling to make ends meet.  Participants in CH expressed anxiety about not obtaining approval of 

benefits for which they had applied – but this theme was not raised by any IH participants (0% IH; 30% 

CH).  The proximity of CH participants to their case workers might explain this finding – since some IH 

participants talked about doing part time gigs to supplement their income, none talked about it in relation to 

being at risk of losing either current benefits, or benefits for which they were awaiting approval.  

7.1.2 Personal Activities 

There was no difference overall in terms of the frequency with which IH and CH participants reported 

positive and negative sentiments, in this domain.  More than a third of each group enjoyed spending time in 

their personal space (38% IH; 46% CH); and participating in planned/ learning activities (31% IH; 31% CH).  

However, IH participants were more likely than CH participants to report spending time with friends or 

family (69% IH; 46% CH); and volunteering or giving back (13% IH; 8% CH).  Participants in CH were 

twice as likely as their IH counterparts to report working or trying to earn extra income (13% IH; 23% CH).  

This could be explained by the analysis presented under economic well-being which showed that IH 

participants have higher levels of income than CH participants.  Relatedly, twice as many CH participants 

reported that they still engaged in activities such as collecting recycling or searching the trash for items to 

sell – things they would have done during periods of homelessness, compared to IH participants (6% IH; 

15% CH).  Twice as many CH participants reported actively choosing to “change their external environment” 

as part of their daily activities compared to their IH counterparts (39% CH; 19% IH).  Based on the context 
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surrounding these statements (as described in the previous chapter), the relationship between activities and 

participants’ degree of satisfaction with the location of their housing is explored further in Section 7.1.6 of 

this Chapter.  

Of great concern was the finding that across both housing types 72% of participants, reported spending 

lots of time alone. Taken in context, spending time alone was not in itself “negative”, in fact, many 

participants (41%) reported spending time enjoying their personal space, including the peace they found in 

their new apartment units. However, as described in Chapter 6, participants many talked about spending 

their time passively, for example remaining indoors watching TV for hours, or being stuck in a state of 

depressive rumination, being too depressed to do anything, these instances were taken as indicative of a risk 

of social isolation and further depression. This theme did not vary significantly by housing type (69% IH; 

77% CH) and suggests an opportunity for program enhancement, across the program.  

7.1.3 Physical Health 

A large proportion of CH participants (46%) reported being in good health at the time of the interview, 

compared to only 25% of IH participants, but about one half of all participants said they were in poor health 

or currently experiencing pain during the interview, regardless of the housing type (56% IH; 54% CH).  This 

was not unexpected because a key motivating factor for the HFH initiative was the high rates of health 

service utilization, among persons experiencing homelessness.  Participants in both settings reported at least 

one visit to the emergency department after enrollment in the program – but the odds of an IH participant 

reporting an ED visit during the first year in the program was 50% less than CH participants (19% IH; 31% 

CH).  IH participants also found it harder to follow their recommended health regimens - the magnitude of 

the RR suggests that the risk of not following the recommended health regimen (prescribed drugs, seeking 

medical care) was twice as high for IH participants compared to CH participants.  Relatedly, IH participants 

were more likely to say they needed medical care at the time of the interview (13% IH; 8% CH).  

7.1.4 Psychological Well-being 

IH and CH participants shared similar experiences in terms of psychological well-being overall. Based 

on the magnitude of the RRs, IH participants more frequently expressed having a sense of responsibility/ 

purpose than CH participants (31% IH; 23% CH); but both groups equally experienced having an improved 

mental state/ feeling of hopefulness (50% IH; 46% CH).  However, about one third of participants in both 

housing settings reported feeling depressed/lacking hope or purpose (37% IH; 39% CH).  IH participants 

were about 5 times more likely than CH participants to express feeling isolated - about one third of IH 

participants expressed feelings of social isolation, with the risk of social isolation being five times higher for 

IH participants than for CH participants (38% IH; 8% CH).  Taken in context these feelings of isolation 
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appeared to be primarily related to the location of the housing relative to family or cultural networks that 

participants were interested in pursuing (IH), or conversely, hoping to avoid (CH).  

7.1.3 Interpersonal Well-being 

The data for the Social/ Interpersonal domain of well-being, corroborated the finding that a large 

proportion of participants were spending lots of time alone. About 70% of participants reported having either 

a few social connections (59% shared contact with at most 1-3 persons regularly) or no social connections 

except for professionals including the case manager (10%). Furthermore, the RR suggests that IH 

participants were 50% more likely to have a few connections (1-3) than CH participants (69% IH; 46% CH). 

Conversely, participants in CH were 50% more likely to be socially connected (3 or more connections) than 

persons in IH.  This could be explained by the design of CH which encourages social interaction – the CH 

buildings tend to be designed with common areas such as shared kitchens, dining spaces and TV rooms, 

which increases social connectedness among participants living in this environment. 

7.1.6 Community/ Environmental Well-being  

Less than one third of participants said they had a positive sense of belonging/connection with their 

community, and IH participants were more likely than CH participants to express having positive 

connections to their environment (31% IH; 23% CH).  Most participants (52%) said that they felt little or no 

connection to the neighborhood in which their housing unit was located – large proportions of IH and CH 

participants reported negative sentiments regarding connection to their community/ satisfaction with their 

external environment, but IH participants were more likely to share negative views of their community (63%) 

than CH participants (39%).  

The frequency with which statements related to community/environmental satisfaction were mentioned 

alongside other well-being domains in Chapter 6 – social connection, activities participants engaged in on a 

regular basis, feelings of social isolation and depression – prompted a closer look at the inter-relationship 

between community/environmental well-being and these three other domains.  Participants who had a neutral 

view of their connection to the neighborhood was quite nuanced with respect to the undertones of the 

individual feeling separate from the environment and therefore “not caring” or “not being bothered” about 

the environment they live in – which can itself be considered a lack of connection. The qualitative analyses 

presented in Chapter 6 capture this aspect quite well. For the analyses in the rest of this chapter, I have 

lumped the neutral (doesn’t bother me) category with the negative and I compare the experience of this group 

to participants who shared a positive outlook.  
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The cross-tabulated data in Table 7.2 shows the distribution within community/environment well-being 

satisfaction for each of the selected themes (7.2A) and the distribution across themes (7.2B).  For example, 

among participants who had a negative relationship with their environment, 76% had few or no (< 3) social 

connections (Table 7.2A); among those who had few or no (<3) social connections 80% expressed a lack of 

satisfaction with their environment/community (Table 7.2B).   

• The data show that of the 21 participants who had a negative perception of their environment, 

76% had few social connections (0 to 3); 76% complained that they spent lots of time alone; 

33% spent time during their days actively trying to change their environment; 48% felt 

depressed or lacked hope; and 28% felt isolated (Table 7.2A).  

• Considering the distribution by theme: 80% of those who were socially disconnected (0 to 3 

connections) had negative perceptions of their community/environment; of those who said they 

spent time indoors enjoying their space 83% had negative environmental perception; and of 

those who spent time changing their environment 87% had negative environmental perception; 

and more than 80% of participants who felt depressed or isolated had negative environmental 

perception.  
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Table 7.2: Relationship Between Community/Environment Well-being and Selected Domains 

7.2 (A). Distribution by satisfaction with Community/     
Environment 

Satisfaction with Community/ Environment 

Percentage positive  
(n=8) 

Percentage negative 
or neutral (n=21) 

All Participants 
(N=29) 

Interpersonal well-being 
   

Socially connected and interacting (>3) (n=9) 50% 24% 31% 

None or few (0 to 3) (n=20) 50% 76% 69% 

Activities 
   

Enjoying personal space (n=12) 25% 48% 42% 

Participating in planned/ learning activity (n=3) 25% 33% 31% 

Spending time with Friends/Family (n=9) 75% 52% 58% 

Spending lots of time alone (n=5) 63% 76% 72% 

Changing my environment (n=14) 13% 33% 28% 

Psychological well-being 
   

Feeling hopeful/ positive mental state (n=14) 88% 34% 49% 

Having sense of responsibility (n=8) 63% 14% 28% 

Feeling depressed/ lacking hope (n=11) 25% 43% 38% 

Feeling isolated (n=7) 13% 28% 24% 

7.2 (B). Distribution across well-being domain and 
theme 

Satisfaction with Community/ Environment 

Percentage positive  
(n=8) 

Percentage negative 
or neutral (n=21) 

All Participants 
(N=29) 

Interpersonal well-being 
   

Socially connected and interacting (>3) (n=9) 44% 56% 100% 

None or few (0 to 3) (n=20) 20% 80% 100% 

Activities 
   

Enjoying personal space (n=12) 17% 83% 100% 

Participating in planned/ learning activity (n=3) 22% 78% 100% 

Spending time with Friends/Family (n=9) 35% 65% 100% 

Spending lots of time alone (n=5) 24% 76% 100% 

Changing my environment (n=14) 13% 87% 100% 

Psychological well-being 
   

Feeling hopeful/ positive mental state (n=14)    50%       50%     100% 

Having sense of responsibility (n=8) 63%               37% 100% 

Feeling depressed/ lacking hope (n=11) 18%               82% 100% 

Feeling isolated (n=7) 15%               85% 100% 
Percentages in Activities and Psychological well-being may not sum to 100% because participants could be engaged in more than 
one activity and/or experience more than one psychological expression.  
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7.2 A Closer Look at Participants Housed in DTLA 

The thematic and saliency analyses, suggest that PSH experience differed in many aspects, depending 

on whether participants were housed in CH or IH.  Additionally, taken in context, the qualitative data suggest 

that there may be evidence that participant experiences in CH may vary depending on whether the CH unit 

is located in DTLA or not.  If the experiences of participants in CH settings located in DTLA are different 

from that of IH participants and from that of CH participants housed in locations outside of DTLA then the 

analysis at Chapter 7.1 may have missed an important contextual issue by considering all CH participants as 

one group. 

To look more closely at the difference in outcomes for CH participants in DTLA/ Skid Row, I separated 

CH participants by location (in DTLA or not) and compared the frequency of thematic occurrence - similar 

to the analysis conducted in Section 7.1.  However, the sample size was now even smaller (13 of which 8 

were in the geographic are of interest) so the descriptive analysis presented here is mainly illustrative – 

providing just enough of a signal to warrant further investigation using quantitative administrative data.   

When the data for participants in CH located in DTLA were distilled from the data for all CH 

participants, several thematic differences became evident (Table 7.3):  

• 62% of all CH participants reported struggling to make ends meet, but for participants in DTLA the 

proportion struggling to make ends meet was 87%, suggesting lower SWB in the domain of 

economic well-being among CH participants in DTLA; 

• 46% of all CH participants reported spending time with family, but this fell to 25% for CH 

participants located in DTLA, suggesting lower SWB in the domain of activities among CH 

participants in DTLA; 

• 39% of CH participants reported feeling depressed, but this figure rose to 50% when participants in 

DTLA were considered separately, suggesting lower SWB in the domain of psychological well-

being among CH participants in DTLA; 

• 39% of all CH participants said they lacked a connection with the community, but the proportion 

lacking connection was 63% for CH participants in DTLA, suggesting lower SWB in the domain of 

inter-personal well-being.  
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Table 7.3 Frequency of Thematic Occurrence among Participants in CH by Location 

Domain Theme % All CH 
(n=13) 

% CH DTLA 
(n=8) 

% CH Other 
locations (n=5) 

Economic well-being    
 

Taking care of business 15% 13% 20% 

Struggling to make ends meet 62% 88% 20% 

Activities    
 

Enjoying personal space/ getting exercise 46% 38% 60% 

Spending time with /talking with Friends/Family 46% 25% 80% 

Changing my environment 39% 38% 40% 

Spending lots of time alone 77% 75% 80% 

Interpersonal    
 

Socially connected and interacting (>3) 39% 38% 40% 

Few connections (1 to 3) 46% 38% 60% 

Physical Health     
 

Experiencing good health  46% 38% 60% 

Experiencing Poor general health/Currently in pain 54% 63% 80% 

Psychological well-being    
 

Feeling Hopeful/ positive mental state 46% 25% 80% 

Feeling depressed/ Lacking hope or purpose 39% 50% 20% 

Feeling Isolated 8% 13% 0% 

Environmental/ Community    
 

Positive/ Sense of belonging/connection 23% 13% 40% 

Neutral (doesn't bother me) 39% 25% 60% 

Negative/Lacking connection/ feeling unsafe 39% 63% 0% 

Selected themes in each well-being domain highlight the variation in salience based on location of CH participants.  
 

These analyses gave way to the notion that the external environment (physical and social) in which the 

CH unit was located could be important to the SWB of participants in PSH and warranted further 

investigation. This is the subject of Section III.  

7.3 Overall Well-being 

A look at overall SWB rating by housing type confirmed that participants in CH had a lower average 

well-being score in the period prior to housing compared to their IH counterparts (CH 1.1; IH 2.4).  This is 

not surprising because the program was designed to assign individuals with higher needs into CH and those 

with lower needs (who would likely have higher SWB) into IH.  Although the SWB rating remained lower 

for CH participants post-housing (CH 5.5; IH 6.4), it is worth noting that the change in SWB (t-(t-1)), was 

more pronounced for the group in CH (Table 7.4). As Table 7.4 also shows, when looked at by housing 
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location, the average overall SWB scores for participants in DTLA area was lower than the average for study 

participants in other locations (combined) in both the current and pre-housing periods.  Although the sample 

sizes are too small for statistical analysis, the information in Table 7.5 suggests that CH participants outside 

of DTLA may have achieved the largest change in SWB compared to all other configurations (6.4 in current 

period; and 1.4 in the period prior to housing).  

Table 7.4 Average Overall SWB Scores by Housing Type 

Housing Type Average well-being Score 
(t-1) 

Average well-being Score 
(t) 

Change 
(t-(t-1)) 

CH (n=13) 1.1 5.5 4.4 

IH (n=16) 2.4 6.4 4.0 

Grand Total (N=29) 1.8 6.0 4.2 

t= current time period; (t-1) = previous time period    

Table 7.5 Average Overall SWB Scores by Housing Location  

Row Labels Average well-being 
 Score (t-1) 

Average well-being 
Score (t) 

Change 
(t-(t-1))  

Outside of DTLA (CH and IH; n=21) 2.1 6.4 4.3 

CH outside of DTLA (n=5) 1.4 6.4 5.0 

CH DTLA (n=8) 0.9 4.9 4.0 

Grand Total (all participants) (N=29) 1.8 6.0 4.2 

t= current time period; (t-1) = previous time period    

 

 

Summary  

Based on the frequency of occurrence of themes in the qualitative data from interviews, IH participants 

appeared to be doing better than CH participants in terms of economic well-being; but CH participants 

appeared to be more socially connected than IH participants and thus appeared to be doing better in terms of 

social/ interpersonal well-being. CH participants had a lower average well-being score prior to housing 

compared to their IH counterparts and their average score remained lower post-housing, however when the 

experience of CH participants was separated based on location of CH unit, it was evident that CH participants 

in DTLA had a very different experience compared to CH participants in other locations, and CH should not 

be analyzed as one group.  CH participants appear to have the best outcomes – they achieved the largest 

change in SWB rating overall compared to participants in either IH or CH in DTLA.  
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The analysis presented in this Chapter, by housing type, along with the content analysis presented in 

Chapter 6 suggests that participant experiences and SWB outcomes differ depending on their housing type 

and community/environment, and these two factors appeared to be inter-related – in the case of IH 

participants this was seen in relation to feelings of isolation and lack of social connection; and in the case of 

CH participants it was related to their external environment, specifically whether their housing was located 

in DTLA or not. These issues are explored in the next section using quantitative data for a large cohort of 

HFH PSH participants.  
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SECTION III 

LIVING ENVIRONMENT AND HEALTH SERVICE USE 

The analysis of the qualitative data presented in the last section suggested that, from the perspective of 

HFH participants, issues of interpersonal well-being, psychological well-being and community/environment 

well-being were inter-related.  Furthermore, for participants who had negative assessments of their 

community/ environment, the reasons given were largely socio-relational.  For example, IH participants said 

that they felt a “lack of connection” with their communities because of a cultural mismatch, or because they 

were “too far away from their families”; and for CH participants the main reason given was proximity to the 

crime and other anti-social elements in Skid Row.  With respect to proximity to Skid Row, participants 

expressed challenges of moving on with their lives in that environment, which they felt did not support their 

recovery, since they continued to be exposed to the crime, drugs and anti-social behaviors, which were ever 

present during the time they were experiencing homelessness.  

As indicated in the conceptual framework (Figure 3.2), I assumed that aspects of PSH that favored high 

SWB would be positively associated with improved health behaviors, including in areas related to smoking 

and substance use; exercise, eating and sleeping habits; and adherence to medical treatment and prescribed 

routines. In turn, these behavior changes are likely to be associated with a fall in health service utilization, 

which is operationalized in the dissertation as ED visits and Adverse Health Events (non-routine/ crisis 

events). In this case, the factors that supported high SWB included having positive social connection (which 

appeared to be supported by CH rather than IH) and having a supportive external environment (which 

appeared to be associated with proximity to Skid Row). Additionally, because the qualitative data analysis 

supported the view that the SWB/ housing type relationship was confounded by the location of the housing, 

I used this information in defining the model – electing to introduce an interaction term for housing*location, 

rather than exploring these as independent relationships. 

This Section of the dissertation focuses on the association between health service utilization and PSH 

housing type and location, among a large cohort of adults enrolled in HFH (RQ3). The Section consists of 

three chapters: Chapter 8 describes the data and methods used; Chapter 9 presents the findings, focusing on 

demographic characteristics and distribution of participants by housing type and location; and Chapter 10 

presents the results of quantitative data analyses.  
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Chapter 8: Methods for Quantitative Data Collection and Analysis  

To examine the association between health service utilization and housing type and location, I applied a 

negative binomial regression model (NBRM), using number of Emergency Department (ED) visits and 

number of Adverse Health Events, during the first year in HFH PSH (12 months following move in to PSH) 

as dependent variables, and adjusted for individual socio-demographic characteristics, housing type and 

location, and pre-housing health service utilization.  

Specifically, I tested whether health service utilization in the year immediately following move-in to 

PSH, operationalized as ED visits and Adverse Health Events, is associated with PSH living environment 

(housing type and location) for adults enrolled in HFH. I hypothesized that since CH offered more 

opportunities for social interaction and participants felt less socially isolated in CH compared to IH, CH 

participants would have lower health service utilization post-housing than IH participants. Furthermore , 

because of the psychological and recuperative benefits associated with being housed in locations away from 

Skid Row, I hypothesized that participants who lived in CH outside of Skid Row would record less service 

use in the year following PSH move-in compared to participants in Skid Row. Below, I describe the final 

model design and data sources.  

8.1 Data  

Two main data sources were used: (1) HFH administrative program data; and (2) data from the 

Enterprise Linkages Project (ELP) of the County of Los Angeles Chief Executive Office.  

1. The administrative dataset from the HFH program contains individual level, cross-sectional data for 

all persons ever housed in the program including demographics, details of the type of housing 

assigned, services received, and related outcomes such as housing stability and employment status. 

This database was compiled by HFH, during implementation, to track the intake and progress of 

participants. Address data were not included in the initial administrative dataset received from DHS 

- specific permission was sought to obtain these directly from the program, in a separate de-identified 

file.   

2. ELP is an integrated data system that is managed by the LAC Chief Executive Office (CEO). ELP 

tracks utilization patterns for persons accessing services and programs from Los Angeles 

Department of Mental Health (DMH), Los Angeles Department of Health Services (DHS), Los 

Angeles Department of Public Health (DPH)/Substance Abuse Prevention and Control (SAPC), Los 

Angeles Department of Public Social Services (DPSS), LAC Probation Department, LAC Sherriff’s 



 

 67 

Department (LASD) and the Homeless Management Information System (HMIS). The sample of 

persons in the HFH Program who were also in the ELP database was 1750, at the time the sample 

for this study was drawn.  Details and challenges related to the identification and linking of 

individual level data across delivery systems are reported elsewhere (Stevens, 2016).  

 

Individual level data from these two files, accessed through a Data Use Agreement (DUA) signed 

with RAND, was used to construct the dependent variables for health service utilization - ED visits 

and Adverse Health Events - and correlates used in the analysis. 

8.2 Measures  

Dependent variables:  

The outcome variables of interest for health service use are: 

1. DHS Emergency Department (ED) visits in the year after PSH move-in date (which refers to 

the date of move-in to a PSH unit and is different from the date of enrollment into the HFH 

program).  The individual count of ED visits pre- and post-housing was the sum of all visits 

during the 12-month period pre-housing and during the first 12 months post-housing 

respectively. 

2. Adverse Health Events for services at DHS and DMH, in the year immediately following PSH 

move-in date.  The variable is the sum of counts of individual service use events from 2 sources:  

a. DMH – these counts include acute inpatient and crisis stabilization services. To avoid 

double counting, DHS psychiatric emergency services and acute psychiatric inpatient 

services were not included.  Although it would have been interesting to consider the 

length of stay for acute inpatient services, this was not included in the analyses because 

there was a lot of missingness in the discharge date variable in the dataset.  The data for 

acute inpatient services and crisis stabilization services are counts of different events, 

based on unique admission dates.  

b. DHS ED visits (as defined earlier in 1) and DHS inpatient services 

Covariates: 

1. Housing type: a categorical variable was created to reflect whether the PSH housing unit was an IH 

unit or a CH unit.  The use of this terminology rather than scattered site and project-based housing 

is meant to reduce any uncertainly around what is being measured.  IH is distinguished from CH 

based on whether on-site services were available (CH) or not (IH).  During the data management 
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process, clarification of whether on-site services were provided on-site often involved making 

telephone calls to the service provider (based on the Agencies listed in the HFH dataset).   

2. Housing Location: To create the variable representing the geographic location of the HFH 

participants’ housing location, the addresses in the administrative dataset, were rounded 

(approximated) to the nearest block corner by the program administrators before the file was shared 

(with only approximate addresses) with the researcher.  For example, an address such as 509 Pacific 

Street Apt 205, would have been approximated to 500 Pacific Street and no apartment number would 

be stored. These approximate addresses were then geo-located by converting the physical address to 

its latitude/longitude format using Geographic Information System (GIS) software.  Because of the 

emphasis of the proximity to Skid Row in the qualitative data, the location variable was converted 

to a categorical variable, identifying whether the housing unit was located within a one-mile radius 

of the centroid of Skid Row (or not), creating a 1-mile buffer , which is referred to in the dissertaton 

as the Skid Row Buffer Zone (SRBZ). 	
 

The Maps below provide a visual representation of the process: 

• Map 1 shows the area designated as Skid Row in relation to LAC and DTLA. The dots 

represent geo-located HFH PSH units from the original dataset (the final dataset was smaller 

due to missing values on other variables).  

• Map 2 provides a closer look at the DTLA area and location of housing units. 

Geographically, Skid Row is the area bounded by 3rd and 7th Streets, to the North and 

South, and Alameda and Main, to the East and West.  The 54-block area in DTLA was the 

subject of a Redevelopment Plan in the early 1970s, which spoke of a “Policy of 

Containment”, aimed at concentrating agencies providing services to persons experiencing 

homelessness in one section of the city (Fleming & Blasi, 2019).  Today, this area is 

infamous as a zone where persons experiencing homelessness naturally congregate.  Map 2 

clearly shows that most of the housing units in DTLA were concentrated within Skid Row. 

• Map 3 shows the result of constructing a one-mile radius around the centroid (geographic 

center) of Skid Row to create the 1-mile Skid Row Buffer Zone (SRBZ). This action had a 

marginal effect on the analysis – very few units beyond the official Skid Row boundary 

were included in the buffer zone.  

The decision to use a 1-mile buffer was informed by the hypothesized relationship between exposure 

and outcome (Diez Roux, 2001). Specifically, my main objective was to honor what participants in the 

qualitative work referenced as their neighborhood environment – and participants referenced “being 
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downtown” or being “down here”, to describe the area in which they live and conduct daily activities.  The 

objective then, was to use a large enough zone to cover Skid Row and DTLA (hence 1-mile and not ½ mile, 

for example). 

 

Map 1: Area Designated as Skid Row in relation to DTLA and LAC 

  

 Key to Map 1 

 

	 Los	Angeles	County	

	 Downtown	Los	Angeles	(DTLA)	

	 Skid	Row	

	 HFH	Participants	(geo-located)	
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Map 2: Geographic Location of HFH Participants across LAC  

 

Key to Map 2 

	 Los	Angeles	County	

	 Downtown	Los	Angeles	(DTLA)	

	 Skid	Row	

	 HFH	Participants	(geo-located)	
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Map 3: Location of PSH Units in Relation to 1-mile radius around Skid Row 

 

Key to Map 3 

	 Los	Angeles	County	

	 Skid	Row	1-mile	Buffer	Zone	

	 Skid	Row	

	 HFH	Participants	(geo-located)	

 

3. Living environment: I created a categorical variable to represent the 4 possible combinations of 

Housing type (CH/ IH) and location (in or out of the SRBZ) as follows:  

1. CH within 1-Mile buffer zone of skid row (SR-1mile radius) 

2. IH outside SR-1-mile radius 

3. CH outside SR-1-mile radius 

4. IH within SR-1-mile radius (this sample does not contain any data points in this 

category) 

This approach was necessary because there were no IH units within the SRBZ, so Housing Type 

and Housing Location could not be independently included in the model because the variables were 

perfectly collinear.  By creating this categorial variable outcomes related to participants in CH within 
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SRBZ was used as a reference against which all other combinations were compared.  The 

distribution of participants across the three remaining groups was as follows:  

0=CH within SRBZ (n=271);  

1 = IH outside SRBZ (n=447); and 

2 = CH outside of SRBZ (n=134).  

Because the fourth category is a null set, in the sense that it contained no observations – no further 

reference will be made to this category. Independent group t-tests and chi square tests were 

conducted to compare the mean values of the socioeconomic variables for participants in different 

living environments.  

4. Pre-program health service use (ED visits and Adverse Health Events): I included pre-program 

service use in the model because it was expected to be a strong predictor of post-housing service 

use.  These were counts of individual service use for the 12 months prior to PSH move-in date, taken 

from the ELP dataset.  To create the total counts, I collapsed and summed the frequencies of all 

independent events (based on intake date) at the individual level for each relevant health service 

provider.   

5. Socio-demographic variables: based on previous research, I included sociodemographic variables 

to account for potential selection bias: age, sex, race and income.  

• Data on age, sex and race were obtained from the administrative dataset.  Race was entered as 

a dichotomous categorical variable - black/ all other races.  This was the option that provided 

the most complete set of information, because the data used to construct the race variable 

(individual ethnicity and race indicators) displayed a lot of missing data elements.  There were 

several cases where it was difficult to detect whether an individual was Hispanic-white or 

European-white because only one or the other was indicated; and since Hispanics can be of 

various races, it was unclear to me how to interpret these data.  The alternative was landing with 

an “other” category that contained 20% of the data, which I could not usefully interpret.  

• Income was constructed as a categorial variable based on a combination of income dollar value 

data in the administrative dataset and a flag for receipt of GR in the ELP dataset.  The income 

variable was constructed from the administrative datasets based on two variables – the type of 

income the participant received (GR, SSI, SSDI, Income from employment) and the value of 

the income the participant received (in dollars per month).  This data was quite messy - there 

was a lot of missingness in the data when the source and value variables were considered 

separately, but together, it was possible to construct a variable to reflect the range within which 

the income was likely to fall.  To do this, I classified the income into 4 categories – none/ less 
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than GR, GR; SSI/SSDI range; other, and assigned an income rank based on the highest category 

or value of income in the individual’s record.  The ranges (average) for each category were:  

(0) $0-$220; 

(1) $221 - 500;  

(2) $501 to $1200 (average $720);  

(3) $1201 and above (average $1325).  

6. Co-occurring behavioral health and chronic physical health conditions:  I included an indicator 

for co-occurring behavioral and chronic health conditions, since this could have a potential effect 

on on-going health service use.  Based on the administrative program data, I collapsed all chronic 

condition types reported at the individual level during the 12 months pre- and post- housing and 

counted the number of types of chronic conditions.  A person was flagged as having a co-occurring 

behavioral and chronic physical condition if they had either Serious Mental Illness (SMI) or a 

substance use disorder; and at least one of the following conditions, HIV, Cirrhosis, cancer, diabetes, 

neurological disorders, cardiovascular disease, high blood pressure, pulmonary disease, and diseases 

of the kidney, skin, and musculoskeletal system.  SMI included any of the following: schizophrenia; 

delusional or paranoid disorders; bipolar disorder; major depression, schizoaffective disorder; or any 

other psychosis. 

7. Pre-program chronic homelessness flag: I attempted to construct an indicator of chronic 

homelessness based on length of time homeless and disability, from the data available in the 

administrative dataset (n=852) in order to conform to the HUD definition of chronic homelessness.  

Finally, I could only manage to estimate a variable for chronic homelessness based on the total 

length of time homeless.  This variable was subsequently excluded from the model.  

8. Program Drop out: it was challenging to isolate and work with data for persons who had dropped 

out of the HFH PSH program during the first year of housing, including those who had died or had 

moved to other housing solutions.  Consultations with program administrators confirmed that the 

variable “active status” was not updated and should not be used as an indicator of whether the 

individual was still actively enrolled in the program and receiving services.  I subsequently excluded 

this variable from the model.  This is a limitation of the model because persons who may have either 

dropped out, moved out or died while in PSH could have certain defining characteristics which are 

not being picked up in this analysis. 
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Table 8.1 Summary of Variables by Description and Data Source 

Variable  Definition  Source 

Dependent variables 
  

ED visits  Count of DHS Emergency Department visits ELP Dataset 

Adverse Health Events  Sum of unique events from DHS (ED visits and acute inpatient services) and DMH 
(acute inpatient and crisis stabilization services) 

ELP Dataset 

Covariates  
  

Housing type Categorical variable indicating whether case-management services were co-located 
with housing (CH) or not (IH) 

 

Living environment Categorical variable describing housing type and location in relation to SRBZ.     
1.CH within 1-Mile buffer zone of skid row (SR-1mile radius) 
2. IH outside SR-1-mile radius 
3. CH outside SR-1-mile radius 
4. IH within SR-1-mile radius (zero cases in this sample) 

HFH dataset 

Pre-program health service use  Sum of pre-housing ED visits and Adverse Health Events ELP dataset 

Socio-demographic variables Age – continuous variable 
Sex – categorical variable (Female= 1/ Male= 0) 
Race – categorical variable (Black= 1; all other races = 0) 
Income – categorical variable (1-4) with the following ranges for each category:  
(0) $0-$220; 
(1) $221 - 500;  
(2) $501 to $1200; and 
(3) $1201 and above.  

HFH dataset 

Co-occurring behavioral health 
and chronic physical health 
conditions 

At least one behavioral and one physical health condition  HFH dataset 

 

8.3 Statistical Analyses  

Descriptive analyses 

Descriptive analyses and relevant statistical tests were used to compare the group means for participants 

in IH and CH and inside and outside the SRBZ respectively.  

Regression 

To determine whether health service utilization, an objective well-being outcome, is associated with 

factors that participants said were important to their well-being – housing type and location - I constructed 

a negative binomial regression model (NBRM), which is the standard choice for basic count data (Cameron, 

1986), to test the associated relationships.  This model was appropriate because the health service utilization 

data are counts (ED visits and Adverse Health Events) and because the NBRM relaxes restriction of the 

Poisson model that the mean and variance are the same, since the data were known to be over-dispersed.  
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The mean of the negative binomial distribution is given by:  

 	"! = 	$(&!|(!) 
where, 

 ln("! 	) = , + .! ∗ (! + 0 

 

and  (! is a vector of covariates as stipulated in each model; and, i = 0, 1…N indexes the number of 

observations in the sample. 

In building the model, I first tested the significance of the model with socio-demographic characteristics 

(age, sex, race, co-existing chronic conditions) as the only covariates, then included the other covariates of 

interest (Traditional approach to evaluating PSH – Figure 3.1).  Next, based on the conceptual framework 

(Figure 3.2), I included the factors that participants said influence their well-being in PSH – housing type 

and location.  

The following relationships were explored:  

• Model 1: Post-housing ED visits and socio-demographic variables - age, sex, race, co-existing 

chronic conditions (adjusting for pre-housing Ed Visits);  

• Model 2: Post-housing Adverse Health Events and socio-demographic variables - age, sex, race, 

co -existing chronic conditions (adjusting for pre-housing Adverse Health Events);  

• Model 3: Post-housing ED visits and Housing Type, adjusting for socio-demographic 

characteristics and pre-housing ED visits;  

• Model 4: Post-housing Adverse Health events and Housing type, adjusting for socio-

demographic characteristics and pre-housing Adverse Health Events;  

• Model 5: Post-housing ED visits and living environment (combined location and housing type 

variable), adjusting for socio-demographic characteristics and pre-housing ED visits; and 

• Model 6: Post-housing Adverse Health events and living environment, adjusting for socio-

demographic characteristics and pre-housing Adverse Health Events 

I also tested the sensitivity of the results using a zero inflated negative binomial regression models (with 

ED visits and Adverse Health as dependent variables).  Details of sensitivity tests are provided in Appendix 

E.  The next two Chapters present the findings from the descriptive analysis of the data and the regression 

models respectively.  
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Chapter 9 – Sample Characteristics and Geographic Distribution 

9.1 Socio-Demographic Characteristics of the HFH Population  

This chapter summarizes the key characteristics of the sample of HFH participants used in the analysis.  

Starting with the subset of the population for whom address data were available (n=1,213), I removed 

observations which did not have matched health service use data (ELP dataset), resulting in a sample size of 

890.  After removal of observations which were missing information on key variables of interest, the final 

sample size was 852. 

Table 9.1 shows the descriptive characteristics of the sample and compares the distribution of the 

population by housing type.  About one third of the population was female (35%); the average age was 51.7 

years; 44.5% of the sample was Black and 55.5% represented all other races combined.  Most of the 

population had co-existing behavioral and chronic medical conditions (85%); and were previously 

chronically homeless (83%).  The mean number of pre-housing ED visits was 2.10 and the mean number of 

post-housing ED visits was 0.67.  The mean number of pre-housing adverse health events was 2.83 and the 

mean number of post-housing adverse health events was 1.03.  

In terms of the distribution by housing type (CH and IH) 52.5% of the population was housed in IH units 

(n=447) and 47.5% was housed in CH units (Table 9.1).  Of those in CH, 271 (67%) were located within the 

SRBZ. There were no statistically significant differences in demographics between the sample in CH and 

IH, except in relation to chronic homelessness (79% CH; 86% IH).  The CH and IH samples were balanced 

in terms of sex (proportion female), mean age, race, and proportion with co-occurring behavioral health and 

chronic physical health conditions.  There was a statistically significant difference in income between the 

groups: on average across the sample, 9% were in the $0-$220 range (income level =0); 36% were in the 

$221 to $500 range (income level 1); 46% were in the $501 to $1200 range (income level 2); and 12% had 

incomes above $1200 (income level 3).  Statistical tests confirmed that the mean income for IH participants 

was higher than that of CH participants. In terms of differences in outcomes, pre-housing ED visits, post-

housing ED visits; as well as pre-housing adverse health events and post-housing adverse health events were 

all higher in the CH sample than in the IH sample (Table 9.1).  

Table 9.2 compares the socio-demographic characteristics and outcome data for the sample by 

location - within the SRBZ and outside of it.  There were no differences in age, race, chronic homelessness, 

or co-existing chronic conditions between the samples of participants located within the SRBZ and outside 

of the SRBZ.  The proportion of females was smaller within the SRBZ.  Pre- and post-housing ED visits was 

significantly larger for the sample within the SRBZ compared to the sample outside the SRBZ.  Similarly, 
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the sample within SRBZ also had higher pre- and post-housing Adverse Health Events, compared to the 

sample outside the SRBZ.  There were no other statistically significant differences in outcomes. 

Overall the socio-demographic characteristics of this large sample, used in the quantitative analysis 

very closely resembled the characteristics of the small sample of participants who were interviewed (Table 

5.1) for the qualitative component of the study.  This is not surprising given that the sampling for the 

qualitative interviews was based on the HFH population available in the HFH database at the time of data 

collection.   

Table 9.1 Demographic Characteristics of Population by Housing Type 

Demographic Characteristic Both groups 
(N=852) 

Congregate 
Housing (n=405) 

Independent 
Housing (n=447) p 

Housing Type (%) 100% 47.5% 52.5%  

Housing Location     

In 1-Mile Buffer of Skid Row (count) 271 271 0  

Beyond 1-Mile Buffer of Skid Row (count) 581 134 447  

Female (%) 35% 33% 36%  

Age (Mean) 51.7 51.9 51.5  

Race Black (%)  45% 44% 45%  

Co-occurring Chronic conditions (%) 85% 86% 84%  

Chronically Homeless (%)  83% 79% 86% ** 

Service use pre-housing    
 

 
ED Visits (mean) 2.1 2.7 1.5 *** 

         (min, max) (0, 66) (0, 66) (0, 39) 

All Adverse Health events (mean) 2.83 3.50 2.23 ** 

         (min, max) (0,66) (0, 66) (0, 41) 
 

Service use post-housing  
    

ED Visits (mean) 0.7 0.8 0.6 ** 

        (min, max) (0, 18) (0, 18) (0, 12) 
 

All Adverse Health events 1.03 1.21 0.88 ** 

        (min, max) (0, 21) (0, 16) (0, 21) 
 

Income level (range 0-3) mean 1.58 1.56 1.59 *** 

0 [$0-$220] (%) 8.6% 5.9% 11.0%  

1 [$221 - $500] (%) 36.3% 42.5% 30.7%  

2 [$501 - $1200] (%) 43.5% 40.7% 46.1%  

3 [>$1200] (%) 11.6% 10.9% 12.3%   

Abbreviations: ED visits =Emergency Department Visits; *p<0.10  **p<0.05  ***p<0.001 
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Table 9.2 Demographic Characteristics of Population by Geographic Location 

Demographic variable Both Groups 
(N=852)  

Outside SRBZ 
(n=581) 

Within SRBZ 
(n=271)  p 

Housing Type 
    

       CH (count) 405 134 271 
 

       IH (count) 447 447 0 
 

Female (%) 35% 38% 27% *** 

Age (Mean) 51.7 51.6 52.0 
 

Race Black (%)  45% 42% 50% * 

Co-occurring Chronic conditions (%) 85% 85% 85% 
 

Chronically Homeless (%)  83% 83% 81% 
 

Service use pre-housing  
    

ED Visits (mean) 2.05 1.35 3.53 *** 

(min, max) (0, 66) (0, 39) (0,66)  

All adverse health events 2.83 3.04 4.54 *** 

(min, max) (0, 66) (0, 41) (0, 66) 
 

Service use post-housing  
    

ED Visits (mean) 0.68 0.53 0.98 *** 

(min, max) (0, 18) (0,18)  (0, 12) 

All adverse health events 1.03 0.82 1.48 *** 

(min, max) (0, 21) (0, 21) (0, 13)  
 

Income level (range 0-3)  1.58 1.56 1.59 
 

0 [$0-$220] (%) 8.6% 9.6% 6.3% 
 

1 [$221 - $500] (%) 36.3% 32.5% 44.3% 
 

2 [$501 - $1200] (%) 43.5% 45.6% 39.1% 
 

3 [>$1200] (%) 11.6% 12.2% 36.5% 
 

Abbreviations: ED visits =Emergency Department Visits; *p<0.10  **p<0.05  ***p<0.001  

 

Participants were divided into three groups, representing 3 unique living environments – based on a 

combination of housing type and location: 0=CH within SRBZ (n=271), 1 = IH outside SRBZ (n=447), and 

2 = CH outside of SRBZ (n=134), as indicated in Table 9.3.  Statistical tests were carried out to determine 

if socio-demographic characteristics and mean outcomes were different for participants in the different living 

environment groups.  The proportion of females in CH within the SRBZ was lower than the proportion of 

females in the other two living environments (p<0.05).  The proportion of participants of Black race was 

highest within the SRBZ, compared to the other two living environments; and participants in CH outside the 

SRBZ were least likely to be of Black race (p<0.05).  The distribution of income also differed significantly 

across the three groups, 50% of participants in CH within the SRBZ had income levels up to $500 (sum of 

levels 1 and 2), compared to 42% of participants in IH outside the SRBZ and 44% of participants in CH 

outside of the SRBZ (p<0.05).  In terms of health service use, the mean number of ED visits for participants 

within the SRBZ was significantly higher than that of either of the other two groups both pre-housing and 

post-housing (p<0.05).  

Additionally, there was a statistically significant difference in mean pre-housing Adverse Health 

Events between the 3 groups [all groups=2.83; group 0 (CH within SRBZ)= 4.54; group 1 (IH outside 
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SRBZ)=2.23; group 2 (CH outside SRBZ)= 1.40; p=0.000 F=17.56 (2, 849)].  Pairwise comparison using 

Tukey post estimation tests show that there was a statistically significant difference between groups 0 and 1 

(p=0.000) and 2 and 0 (p=0.000) but no statistically significant difference between groups 1 and 2 (p=0.332) 

(Table 9.3).  Similarly, there was a statistically significant difference in post-housing health service use 

between the 3 groups [all groups=1.0317; 0=1.483; 1=0.875; 2= 0.642; p=0.003 F=8.26 (2,849)].  Pairwise 

comparison using the Tukey post estimation tests showed that there was a statistically significant difference 

in post-housing service use for group 1 compared to 0 (p=0.002) and for 2 compared to 0 (p=0.002), but 

there is no statistically significant difference between groups 1 and 2 (p=0.557).  This means that in terms 

of health service use, the populations outside the SRBZ looked similar, but these two groups both differed 

from the population within the SRBZ.  

Table 9.3 Demographic Characteristics of Population by Living Environment 

Characteristics CH within 
SRBZ 

IH Outside of 
the SRBZ 

CH Outside of 
the SRBZ 

 p 

Living Environment – Count 271 447 134   

                                      (%) 32% 52% 16% 

Female (%) 27% 36% 36% ** 

Age (Mean) 51.9 51.5 51.6 
 

Race Black (%)  49.0% 44.5% 35.0% ** 

Co-occurring Chronic conditions (%) 84.5% 84.1% 88.1% 
 

Service use pre-housing  
    

ED Visits (mean) 3.5 1.5 0.86 *** 

(min, max) (0, 66) (0, 39) (0, 17)  

All Adverse Health events 4.54 2.23 1.40 *** 

(min, max) (0, 66) (0, 41) (0, 21)  

Service use post-housing  
    

ED Visits (mean) 0.98 0.55 0.44 ** 

(min, max) (0,12) (0,18) (0,11)  

All Adverse Health events 1.48 0.87 0.64 ** 

(min, max) (0, 13) (0, 21) (0, 16) 
 

Income level (range 0-4) 1.53 1.59 1.62 ** 

0 [$0-$220] (%) 6.3% 11.0% 5.2%  

1 [$221 - $500] (%) 44.3% 30.6% 38.8%  

2 [$501 - $1200] (%) 39.1% 46.1% 44.0%  

3 [>$1200] (%) 10.3% 12.3% 11.9%   

Abbreviations: ED visits =Emergency Department Visits; *p<0.10  **p<0.05  ***p<0.001 

 

9.2 Geographic Distribution of HFH Participants 

Table 9.4 shows the distribution of all HFH-PSH participants in the dataset, by Service Planning Area 

(SPA) based on the final dataset used in the analysis.  Most HFH PH participants were housed in three SPAs: 
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51% were housed in Metro (SPA 4); 19% in South (SPA 6); and 16% in the San Fernando Valley (SPA 2).  

Map 4 shows the geo-location of HFH PSH housing based on address data obtained from the administrative 

dataset, before matching to the administrative dataset (some data points were removed after matching 

because of missing data on key variables).  

Table 9.4 Distribution of HFH -PSH units across LAC Service Planning Areas (final sample) 

SPA Description  % Cumulative. 

1 Antelope Valley 6.1% 6.1% 

2 San Fernando Valley 14.6% 20.7% 

3 San Gabriel Valley 0.4% 21.0% 

4 Metro 52.8% 73.8% 

5 West 0.4% 74.2% 

6 South 20.7% 94.8% 

7 East 2.1% 96.9% 

8 South Bay  3.1% 100.0% 

All SPAs       (N=852) 100%  

 

 
Map 4: Geo-location of HFH Participants across Los Angeles Service Planning Areas 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Note: The dots represent geolocated PSH units for the sample of participants in the de-identified address dataset. Dots 
may lie directly on top of each other, where addresses are duplicated as is the case in CH, masking the density of units 
in some locations. 

SPA 7 

SPA 3 

SPA 1 

SPA 8 

SPA 6 

SPA 5 

SPA 4 

SPA 2 
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Summary 

Metro and South LA together accounted for almost three quarters of all HFH PSH units (73.5%), with 

the other units scattered across the other 6 SPAs.  CH participants in the SRBZ appear to differ from CH 

outside the SRBZ - participants within SRBZ were more likely to be male, of Black race and had higher pre-

housing ED visits and lower income, compared to the population housed outside the SRBZ.  This difference 

could be related to the options available to these participants for housing placement, including eligibility for 

income support and rental subsidy.  Participants outside the SRBZ, whether in CH or IH, had higher levels 

of income than their counterparts inside the SRBZ and were balanced in terms of the proportion of females. 

In terms of health service use, participants in SRBZ had higher mean ED visits and Adverse Health Events 

compared to either of the other two groups, in the pre and post-housing periods, confirming that this sub-

population was sicker than the other participants. The next chapter presents the findings from the quantitative 

analyses based on the NBRM. 
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Chapter 10: Living Environment and Health Service Use  

This chapter presents the findings from a series of NBRMs, based on program data for a large cohort of HFH 

PSH participants, to determine whether health service utilization is associated with two factors deemed 

important to the SWB of HFH participants (based on interviews conducted with a sample of HFH 

participants) - housing type and location.  The dependent variables were the number of ED visits during the 

1st year post move-in to PSH housing (ED visits); and the total number of Adverse Health Events (the sum 

of DHS emergency services, DHS acute inpatient services, and DMH acute inpatient and crisis stabilization 

services) during the 1st year post move-in to PSH.  The duration of observation is 12 months prior to HFH 

PSH move-in date and the 12 months immediately following move-in to housing.  

10.1 Socio-demographic characteristics and health service use 

First, I tested the association between the outcomes of interest and the socio-demographic covariates 

only, without introducing housing type or location.  Considering post-housing ED visits, after adjusting for 

socio-demographic variables and pre-housing ED visits, race and income level were significantly associated 

with post-housing ED visits, but other demographic characteristics such as sex, age and co-existing chronic 

conditions, were not significantly associated with ED visits (Table 10.1, Model 1).  Specifically, being of 

Black race is associated with fewer ED visits - the IRR suggests that expected ED visits was 40% less for 

Blacks, compared to all other races. An increase in income was associated with a fall in ED visits - 

controlling for other variables - if income increases from the reference group ($0-$220) to income level 

<$1200, the expected number of ED visits fell by about half.  There was no evidence of an association 

between ED visits and age, sex or co-existing behavioral and chronic medical conditions.   

Similarly, considering the second dependent variable - post-housing Adverse Health Events - after 

adjusting for pre-housing Adverse Health Events and socio-demographic variables, being of Black race and 

having a higher level of income were both associated with a fall in Adverse Health Events (Table 10.1, 

Model 2). Age was also statistically significant in this model – a unit increase in age was associated with a 

1% decrease in the expected number of events. There was no association between Adverse Health Events 

and sex or co-existing behavioral and chronic medical conditions, at conventional levels of statistical 

significance.   

Without considering housing type or location factors, being of Black race and having a higher level of 

income were associated with reduced incidence of post-housing ED visits and Adverse Health Events. 
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Table 10.1 Association between health service utilization and socio-demographic characteristics  

Covariates 

Model 1 Model 2 

Post-housing ED Visits Post-housing Adverse Health 
Events 

Coef. IRR p Coef. IRR P 
ED visits Pre PSH  0.121 1.128 *** 		     

Adverse Health Events Pre PSH 		 		 		 0.119 1.127 *** 

Income Level (0-$220 – ref) 		 		 		 		     

1. $221 - $500 -0,.489 0.612 * -0.626 0.535 ** 

2. $501 - $1200 -0.574 0.563 ** -0.599 0.549 * 

3. Other (>$1200) -0.703 0.495 ** -0.666 0.514 * 

Race (Black) -0.463 0.629 ** -0.324 0.723 ** 

Sex (Female) 0.055 1.056 		 -0.046 0.955   

Age -0.002 0.998 		 -0.136 0.987 ** 

Co-existing Chronic Conditions 0.013  1.01 		 0.291 1.337   

Notes:	Abbreviations:	ED	visits	=Emergency	Department	Visits;	IRR	=	Incident	Rate	ratio;	*p<0.10		**p<0.05		***p<0.001	

 

10.2 Health service use and PSH Housing Type and Location 

Next, I explored the association between health service utilization outcomes and housing type (IH/CH); 

and living environment (a combined housing type/location variable), adjusting for socio-demographic 

factors and pre-housing service use in each regression model.  

10.2.1 Relationship between health service use and housing type 

Table 10.2 shows the results from negative binomial regressions for the relationship between post-

housing ED visits and Housing type.  After adjusting for pre-housing ED visits and socio-demographic 

characteristics, the expected number of ED visits was 30% lower for participants in IH compared to 

participants in CH (predicted incidence rates: CH = 3.50; IH = 2.55, p<0.05).  

Similarly, after adjusting for pre-housing Adverse Health Events and socio-demographic factors, the 

expected number of post-Housing Adverse Health Events was 30% lower for IH participants compared to 

CH participants (predicted incidence rates: CH= 5.52; IH= 4.18; p<0.05).  However, the results of these 

models should be interpreted with caution, since the housing type and location variables are known to be 

highly correlated; and data from the qualitative data also highlight the importance of considering housing 

location alongside housing type.  
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Table 10.2 Association between Health Service Use and Housing Type 

Covariates 
Model 3 Model 4 

Post-housing ED Visits Post-housing Adverse Health events 

  Coef. IRR p Coef. IRR P 

ED visits Pre PSH  0.121 1.129 *** 
 

  

Adverse Health Events Pre PSH 
  

0.119 1.127 *** 

PSH Housing Type  
    

  

IH -0.315 0.729 ** -0.278 0.757 ** 
CH Ref 

  
Ref   

Income Level  
    

  

0. $0-$220 Ref 
  

Ref   

1. $221 - $500 -0.54 0.581 ** -0.677 0.508 ** 

2. $501 - $1200 -0.603 0.546 ** -0.633 0.531 ** 

3. Other (>$1200) -0.768 0.463 ** -0.73 0.481 ** 
Race  

    
  

Black -0.475 0.621 ** -0.34 0.712 ** 

Other Races Ref Ref 
 

Ref Ref  

Sex (Female) 0.0645 1.067 
 

-0.038 0.962  

Age -0.003 0.997 
 

-0.014 0.986 ** 

Co-existing Chronic Conditions 0.032 1.033 
 

0.304 1.355  

            

Notes: Abbreviations: ED visits =Emergency Department Visits; IRR = Incident Rate ratio; *p<0.10  **p<0.05  ***p<0.001 

 

10.2.2 Relationship between health service use and living environment 

In the next 2 models, I included a housing /location interaction term to investigate the association 

between the combined housing/ location interaction and the outcomes of interest. After adjusting for 

potential socio-demographic characteristics and pre-housing ED visits, the expected number of ED visits for 

IH participants outside of the SRBZ was 0.6 times the expected number for persons in CH within the SRBZ 

and the expected number of ED visits for CH participants outside the SRBZ was half that of the reference 

group, CH within the SRBZ (Predicted incidence rate: CH within SRBZ=3.79; IH outside SRBZ=2.23; CH 

outside SRBZ=1.72; p <0.001).  

Similarly, after adjusting for socio-demographic characteristics and pre-housing Adverse Health Events 

(Table 10.3), the expected number of Adverse Health Events for IH participants outside the SRBZ was 0.6 

times that for persons in the reference group (p<0.001); and for CH participants outside the SRBZ, the 

expected number of Adverse Health Events is 0.4 times that of the reference group (Predicted incidence: CH 

within SRBZ = 5.87; IH outside SRBZ = 3.62; CH outside SRBZ = 2.68; p<0.001).   

These two models investigated the association between health service use and a combined housing type 

and geographic location variable.  The results show that participants in the reference group (CH within the 

SRBZ) have the worst outcomes, both IH outside SRBZ and CH outside SRBZ were associated with 
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reductions in ED visits and Adverse Health Events.  Furthermore, the IRR suggest that CH participants 

outside the SRBZ had the best outcomes – post-housing ED visits and Adverse Health Events fell by more 

than half for this group compared to the reference group. 

Table 10.3 Association between Living Environment and Post-housing Health Service Use 

Covariates 
Model 5 Model 6 

Post-housing ED Visits Post-housing Adverse Health 
Events 

  Coef. IRR p Coef. IRR p 
ED visits Pre PSH  0.119 1.126 ***   

 
Adverse Health Events Pre PSH 

  
0.115 1.123 *** 

Living environment 
  

  
 

CH within SRBZ Ref 
  

  
 

IH outside of SRBZ   -0.527 0.590 *** -0.484 0.616 *** 

CH outside of SRBZ -0.789 0.454 *** -0.785 0.456 *** 
Income Level  

   
  

 
0. $0-$220 

   
  

 
1. $221 - $500 -0.552 0.564 *** -0.679 0.507 ** 

2. $501 - $1200 -0.591 0.554 *** -0.617 0.539 ** 

3. Other (>$1200) -0.799 0.450 *** -0.770 0.463 ** 
Race  

   
  

 
Black -0.537 0.585 *** -0.406 0.667 ** 

Other Races 
  

  
 

Sex (Female) 0.175 1.191 
 

0.053 1.054  
Age -0.002 9.998 

 
-0.013 0.986 ** 

Co-existing Chronic Conditions 0.107 1.113   0.368 1.44 * 

Notes: Abbreviations: ED visits =Emergency Department Visits; IRR = Incident Rate ratio; *p<0.10  **p<0.05  ***p<0.001 

 

10.2.3 IH vs CH outside of the SRBZ  

Based on the qualitative data analysis, which demonstrated the importance of considering housing type 

alongside the location of the PSH unit, I restricted the data to participants located outside the SRBZ (IH and 

CH outside of the SRBZ), to isolate the relationship between housing type and utilization, thus removing 

any confounding effect of location.  The results showed no relationship between either ED visits or Adverse 

Health Events and housing type when the data were restricted (excluded units inside the SRBZ) (Appendix 

E – Table E1).  This finding suggests that housing type is not a significant predictor of health service use for 

participants housed outside the SRBZ and proposes that the effect observed in Models 3 and 4 above could 

be confounded by location (Table 10.2). This finding is not surprising because these variables were known 

to be highly correlated. 
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10.2.4 CH within SRBZ and CH outside the SRBZ 

Next, I restricted the dataset to participants to CH (CH within SRBZ and CH outside the SRBZ) to isolate 

the effect of location and found that a change in living environment from CH within SRBZ to CH outside 

SRBZ was associated with a fall in the number of expected ED visits (p<0.001).  Specifically, the expected 

number of ED visits for CH participants outside the SRBZ was 0.45 times that of participants within the 

SRBZ (p<0.001).  Furthermore, being housed within the SRBZ more than doubled the expected number of 

ED visits -  the predicted incidence for CH participants in this sample who were located outside the SRBZ 

was less than half that of CH participants within the SRBZ – 0.5 ED visits compared to 1.2 ED visits 

respectively (Appendix E1).  Similarly, adjusting for socio-demographic characteristics in the restricted 

sample (CH participants only) being housed outside the SRBZ was associated with a reduction in post-

housing Adverse Health Events – the expected number of Adverse Health Events for CH participants who 

were located outside the SRBZ was 0.56 times lower than participants located within the SRBZ (CH outside 

SRBZ = 0.93; CH within SRBZ = 2.02; p<0.001).  

10.2.5. Sensitivity Analyses  

I conducted additional sensitivity tests to confirm the robustness and relevance of the selected model, 

by applying a zero-inflated negative binomial (ZINB) model. Overall the findings remained the same 

regardless of the model specification. The results from these analyses are shown in Appendix E2. 

Summary 

The average number of ED visits and Adverse Health Events improved (fell) for all groups post-housing.  

Adjusting for socio-demographic factors and pre-housing health service use, living environment was 

significantly associated with ED visits and Adverse Health Events, and participants in SRBZ had worse 

outcomes compared to those in all other living environments.  There was no evidence that housing type (CH 

vs IH) mattered when the dataset was limited to participants located outside SRBZ.  And when the dataset 

was restricted to CH participants, those in SRBZ had worse outcomes than those outside of SRBZ.  These 

findings provide strong evidence that the living environment in SRBZ is not as supportive as other living 

environments of participant well-being.  The association of reduced health service use with improvements 

in living environment (either CH or IH outside of SRBZ) supports the idea that the social and physical 

environment in which PSH is located influences participants’ objective well-being.   
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Chapter 11: Discussion and Policy Implications  

11.1 Discussion  

This dissertation explored the lived experience and perception of adult participants in the HFH PSH 

program to better understand how aspects of PSH contribute to subjective- and objective well-being 

outcomes.  A new conceptual framework was presented, which linked (a) PSH experience and SWB; (b) 

SWB and housing type and location; and (c) SWB and objective well-being outcomes (Figure 3.2). Data 

from interviews with 29 program participants were analyzed to understand the contextual issues surrounding 

PSH; and to compare the experiences of participants in two housing types (CH and IH) in different 

geographic locations across LAC.  Analysis of these qualitative data served two purposes, one substantive - 

it provided descriptive information on the experiences of participants in PSH; and the other methodological 

- it was used to generate hypotheses about the relationship between SWB and objective well-being outcomes, 

that were later tested using quantitative administrative data for a large cohort of HFH participants.  

The findings contribute to the limited body of evidence on the importance of PSH housing type and 

location to participant well-being and program effectiveness.  The qualitative findings suggest that 

participants’ well-being improved overall, but many participants continued to experience food and income 

insecurity, felt socially isolated from family and cultural networks and lacked connection to their 

communities, which adversely affected their SWB in these domains.  Furthermore, the experiences and 

outcomes for participants varied depending on housing type and location.  IH participants appeared to be at 

greater risk of social isolation than CH participants, possibly due to the physical and social environment in 

CH settings - specifically the proximity to others who live in the same building, and structural designs that 

usually included common areas and opportunities to participate in onsite programs.  IH participants who 

were geographically remote from preferred family- and cultural networks spent significant parts of their days 

commuting long distances in search of social connection and remained dissatisfied in terms of 

community/environment and psychological well-being. Participants living in DTLA experienced a distinctly 

negative relationship with their community/environment, due to the unfavorable social networks and anti-

social behaviors that dominated the Skid Row area, and most of the participants living within DTLA 

expressed hopes of being relocated to “better housing,” noting that the external environment made it 

particularly challenging to leave their former identities behind. These findings suggest that considering the 

experiences of PSH participants, as one group, masks an important contextual issue, and confirms that more 

research is required to understand how the social and physical environment influences subjective and 

objective outcomes for this population.   
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The findings from the quantitative analyses support the premise of an association between factors that 

influence SWB and objective well-being outcomes.  Considering the health service use for participants 

housed in two housing types (CH and IH) and in two mutually exclusive locations - within and outside a 1-

mile buffer zone of Skid Row in DTLA (SRBZ), after adjusting for socio-demographic factors, being housed 

in either IH or CH outside the SRBZ improved outcomes relative to CH participants in the SRBZ.  

Furthermore, when the dataset was limited to CH participants, those outside SRBZ had better outcomes – 

being housed within the SRBZ more than doubled the expected number of ED visits and Adverse Health 

Events for groups in CH and IH.  These results provide strong evidence that the living environment in SRBZ 

is not as supportive as other living environments of participant well-being.  Housing type showed weaker 

associations that went away when the population in SRBZ was removed, suggesting that there may be deeper 

location-specific issues related to the SRBZ, which warrant further investigation. 

11.2 Limitations of the research 

Some limitations should be noted.  First, the HFH program is being implemented in LAC and the 

presence of a “Skid Row” type environment may be unique to this study, so the findings may not be valid in 

other contexts.  However, the homelessness situation is LAC is sizeable enough to warrant such a focus.  

Below I discuss the limitations for the qualitative and quantitative components of the research, noting the 

potential impacts on the reliability and validity of the findings.  

Qualitative Component  

Although every effort was made to ensure the qualitative data were rigorously collected and analyzed, 

some limitations should be mentioned.  One of the limitations was the size and distribution of the final 

sample of participants with whom interviews were conducted.  The sampling strategy was based on primary 

(housing type) and secondary (location and demographic composition) eligibility criteria. This approach 

worked well for the most part, resulting in a diverse sample of 16-IH and 13-CH participants. However, the 

analysis of the qualitative data pointed to an important finding of intra-group differences within the group 

of CH participants.  Based on these findings, it became necessary to compare the experiences and SWB for 

CH participants in DTLA with CH participants housed in other locations.  Once the CH participants were 

split into two distinct sub-groups (based on location relative to DTLA), the sample sizes within each group 

became very small, posing a challenge to the salience and sentiment analyses and related tests of 

significance.  Also, due to limited resources I was unable to return to the field to conduct additional 

interviews.   
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Another limitation was potential selection bias. I have no information on potential participants who may 

have declined to participate or their reasons, because the case managers who were assisting with recruitment 

only forwarded consents to contact for persons who were interested in participating and met the eligibility 

criteria.  I did receive feedback that, in a few cases, the intended walking component was a disincentive to 

participation – I initially wanted to include a walk around the neighborhood, so participants could talk in 

sitio about their community, but during data collection process participants generally did not want to walk 

around their community and few actually agreed to this aspect (n=3).  The data on social and physical 

environment was therefore collected during the sitting interview and not while walking through the 

community as initially intended.  I also can’t say whether there was any bias in the selection process on the 

part of the case mangers – whether they approached participants who were their best participants, their worst 

participants, or their participants that were most in need of the payment incentive for the study.  

Other limitations included the methodological approach applied to coding and analysis of the interview 

data.  I have described the process of thematic analysis used to achieve and maintain rigor, but because of 

the nature of doctoral research, the coding and thematic analysis was done by one person (the PhD candidate) 

and the analysis was discussed with a supervisor who then reviewed the work.  This process allowed for 

consistency in the method but failed to provide multiple perspectives from a variety of people with differing 

expertise.  When using this method for another study, the coding of data could involve several individuals 

with themes’ being developed with other researchers, experts in the field, or with the participants themselves.  

Despite these limitations, the final sample was diverse and looked quite similar to the large cohort of 

participants that was used for the quantitative analysis.  

Quantitative component  

The dissertation benefitted from access to program and outcome data for a large cohort of the HFH 

population, however, there were several limitations associated with the use of these data sources, which 

should be mentioned. First, the secondary administrative datasets with socio-economic and demographic 

data on the participants were collected for another purpose (program monitoring) and therefore did not 

contain all the variables of interest.  Additionally, this was an observational study – participants were not 

randomly assigned to different housing types or locations, so they may systematically differ on other 

unobservable characteristics (that were not captured in the dataset).  Based on the data for participants in this 

sample, the HFH population housed in SRBZ appeared to be different to the rest of the HFH population in 

terms of the variables measured in this study (demographically, economically, and in terms of pre-housing 

outcomes) but they may also differ in other important ways that were not measured or accounted for in the 

analysis.  Additionally, while a longitudinal model would have helped to control for unobserved individual 

characteristics, no location data were available for participants for the pre-housing period.  The HFH 
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administrative dataset also did not contain very good records of dates for post-housing move out, program 

drop out, or death, all of which could be systematically related to outcomes or to housing assignment. 

Specifically, program drop out or death could be associated with the location or housing type to which 

participants were assigned; and death, or relocation could preclude use of County health services.  

There were also limitations related to the secondary ELP dataset, which collected information from 

several agencies and systems, none of which were designed specifically for this study.  The only health 

service utilization data that were available were ED visits, inpatient and outpatient services from County 

health departments – since non-County services were not accounted for this could have resulted in an 

underestimate of health service use.  Many participants in the final dataset had no recorded service utilization 

in the pre-PSH period: 52% of the data sample had no recorded ED visits pre-housing; and 7% had no 

reported adverse health events.  This was surprising since a key criterion for HFH enrollment eligibility, was 

a relatively high service utilization at DHS facilities.  However, there was no way to cross reference or verify 

these data or close these data gaps, so all participants were included in the analyses. 

The current analyses showed a reduction in ED visits and Adverse Health Events but provided no 

information on whether there was a concomitant increase in primary care use, which would establish an 

improvement in decision-making around health and improved health seeking behavior.  It would be 

interesting to also consider the data on health service use for primary care services to demonstrate whether 

there was a shift in health seeking behavior away from secondary and tertiary care to primary care, and 

specifically which services (and related costs) were increasing and which were decreasing.  

Another limitation of the study was the use of aggregated data on ED visits, in isolation from the 

ICD9/10 codes for treatment diagnoses, because the study was designed to use counts of health service 

events rather than considering the diagnosis at each event.  Future studies might analyze the available data 

at the ICD code level to account for changes in the key reasons for seeking services pre-housing, and whether 

and how these reasons change post-housing.  A broad classification of psychiatric relative to physical 

diagnoses would yield additional information that could be useful in understanding the types of post-housing 

ED visits compared to pre-housing ED visits, and help better explain the relationship between these changes 

and living environment.  Costs are also very closely linked to the actual ICD diagnoses and procedures, so 

analysis of changes in specific diagnoses could also be useful in future work focused on cost effectiveness.  

For example, methamphetamine related ED-visits and hospital admissions are known to be quite high among 

the population experiencing homelessness (Thakarar et al., 2015); it could be interesting to study whether 

this rate fells post-housing, or whether they persisted in certain PSH living environments. Furthermore, 

health service use is not the only outcome of interest (I was limited to the outcomes tracked in the ELP 

dataset); future research could investigate relationships between living environment and other outcomes.  
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Additionally, data on self-reported health functioning from Hunter et al. (2017), which was only 

available for a small sample, and which was not included in this analyses, could be useful in future studies 

to establish whether there is alignment between self-assessed health and SWB.  This would require a wider 

administration of the SF-12 survey, or similar self-reported health functioning survey, and the Cantril Ladder 

scale, perhaps to a larger, more representative sample, that could be linked to the administrative dataset.   

Furthermore, the data on outcomes are longitudinal, but the housing data are cross-sectional, meaning 

there were no data on the environment in which persons lived pre-housing, making it impossible to run a 

longitudinal model.  Instead, I controlled for the pre-period service utilization when modeling the post-period 

service utilization and assumed that all changes from a situation of homelessness to PSH represents an 

improvement in housing condition.  Future research should record the geographic location and 

environmental factors pre-housing and maintain this against the individual’s administrative record.  Finally, 

the dichotomous measure of location (inside or outside the SRBZ) limited my ability to isolate aspects of 

the environment in SRBZ to determine which were most closely associated with the outcomes.  

11.3 Policy Implications 

1. There is a wide literature on the social determinants of health and well-being, including the 

importance of housing itself, neighborhood characteristics and built environment on health 

outcomes.  Less evident is a focus on social determinants research among PSH populations 

(Henwood et al., 2013).  The findings from this dissertation suggest that,  

a. HFH PSH improved subjective and objective well-being outcomes for participants 

regardless of housing type and location; and  

b. PSH living environment (housing type and location) affected the degree to which subjective- 

and objective well-being outcomes of PSH participants were improved.   

As researchers and policy makers continue to wrestle with the relative merits of CH and IH settings, 

the two main modes for PSH implementation, they should not ignore the locations in which the 

housing is being situated. The social isolation and lack of social connection experienced by 

participants in relation to their external community/environment, offer an opportunity for program 

improvement.  For IH participants the physical distance from family and other cultural social 

networks to which they feel culturally connected, poses an on-going problem for participants.  In 

terms of the persons living in SRBZ, the social and physical environment appear to be unbearable.  

 

Past research has shown that people have better outcomes when living in housing that meets their 

expressed preferences (Tabol, Drebing, & Rosenheck, 2010). However, as participants in this study 
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articulated, when people are experiencing homelessness, they think that they should not be ‘picky’ 

about where they are offered housing and that they should “just be grateful” for a chance to have a 

roof over their heads.  This negative perception results in program participants accepting PSH 

regardless of where it may be located.		
	

Recommendations: Based on information from the focus group with service providers, participants 

in HFH are generally allocated to housing units based on the resources available to the agency to 

which they are assigned, availability of units, income eligibility, and level of care needed. However, 

in practice, providers do not generally accommodate consumer choice to the extent intended by the 

Housing First model, for practical reasons, even though it is likely to make a client more successful 

in remaining housed and improving their lives (National Alliance to End Homelessness, 2016).  

Given the importance of housing relative to the location of social networks and predominant 

community cultures and the diversity of persons being served by PSH programs in LA, the County 

cannot afford to adopt a one size fits all approach.  The choice available to participants at the point 

of PSH enrollment should be expanded to include cultural preferences regarding social connection 

– and both should be deliberately incorporated in assigning housing.  Furthermore, there may be a 

need to investigate how participants in PSH are assigned to case-management service-providers 

(Agencies) and whether there might be any association between service provider and outcomes.  

 

2. We already know that, if given a choice, nearly all homeless people prefer and will accept housing 

of even the most minimal sort but to provide more optimal solutions, PSH participants’ knowledge 

and experience can be incorporated into the design and administration of these programs (Blasi, 

2019).  The challenge is twofold - first, unhoused persons are less likely to advocate for themselves 

and their needs; and second, practitioners need to be interested enough to want to solicit feedback 

from PSH participants and to incorporate the findings into the way programs are run. 	
 

Recommendation: There is a need to find systematic ways to solicit feedback from persons 

currently being served in PSH programs, in a manner that can ultimately inform future program 

design. Relatedly, surveys of services used and gaps that exist in service provision could inform and 

enhance implementation. Henwood et al. (2018a) found that staff ratios were too high to facilitate 

consistent high levels of service and the range of services available varied widely across PSH 

programs.  A recent article proposed a similar approach for persons currently experiencing 

homelessness (Blasi, 2019).  Longitudinal data, based on participant perspectives, should be 

collected on a frequent enough basis to ensure that services available in IH and CH settings are 
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expanded over time and that they meet the needs of participants.  This may be somewhat easier in 

the case of persons that are already housed – since it could be implemented in tandem with routine 

case-management services.  The challenge then becomes the low levels of trust among this 

population (that anything they say won’t be used against them or put their housing at risk) and the 

high rates of staff turnover for DSWs serving this population.   

 

3. PSH is meant to be more than just “housing” – the supportive services component is critical to 

participant success in these programs.  Analysis of the interview data suggests that participants were 

interested in having more opportunities for social connection and for contributing, including where 

possible, opportunities for learning, networking, working or volunteering.  It is important that 

participants in both IH and CH units in all locations receive additional support in this area.  

Participants in IH feel isolated from their families and find it hard to locate and integrate into new 

social networks.  CH participants within SRBZ also have problems with social isolation but for 

different reasons – they chose to remain in their PSH units in order to maintain a distance from the 

negative social elements in SRBZ, which they identify as a threat to their ability to recover or in 

their words, “move on”.  Although this dissertation did not focus specifically on the range of services 

available, the qualitative data analysis suggests that there’s substantial disparity in services offered 

by different service providers.  Henwood et al. (2018a) also support the view that support services 

in PSH programs in LAC vary between CH and IH settings and are not as comprehensive as might 

be expected.   

 

Recommendations: Both IH and CH participants need support to find more opportunities for social 

interaction and making positive connection.  Increasing opportunities for social connection should 

be prioritized in the case of IH participants, who appear to have distinct difficulty in this area, 

especially as practitioners are moving towards adopting IH the main mode for implementing PSH 

in the future.  Indeed, the consequences for IH in LA may be somewhat different to IH in the New 

York City context, given the relative densities and built environment of the two places.  The case of 

social isolation of participants in SRBZ needs to be addressed in the context of the wider Skid Row 

issues (these are covered in more detail below).  Support to participants in IH to create and maintain 

social connection; and to have opportunities to learn and contribute should not be incidental.  PSH 

programs should be deliberate about taking a strengths-based approach to working with PSH clients 

and should include these aspects into participants’ goal setting and monitor them for progress.  
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4. Skid Row is well known to be a public health risk due to extreme overcrowding, lack of access to 

proper sanitation and increased risk of communicable diseases (Los Angeles Community Action 

Network, 2019).  And although the concentration of services in Skid Row facilitates access to 

services, the environmental context – low perceptions of safety, easy access to illicit drugs, 

prostitution and generally high levels of economic deprivation – pose a challenge to those in 

recovery and those wanting to leave the past behind after transitioning to housing resulting in lower 

SWB (Rufo, 2020).  A mixed methods study into the perceptions of safety and security among 

persons living in PSH located in Skid Row also found that PSH participants generally experience an 

increase in perceived safety after being housed, but Skid Row residents reported reduced outdoor 

activities and spending more time inside their housing units, for fear of and exposure to past 

traumatic events, compared to those living at the periphery of Skid Row (Hsu et al., 2016).   

 

Recommendation: Program administrators should consider moving persons in PSH out of Skid 

Row and surrounding areas, so they can recover and become fully functional community members. 

Future investment in housing for PSH should also focus on locating persons in IH or building CH 

units outside of Skid Row and its immediate surrounding areas and should require the conduct of 

Health Impact Assessments (HIAs) to inform new CH sites (Lock, 2000).  The issue of dismantling 

Skid Row has been broached in the past, without much success (Culhane, 2010) - this is not what I 

am proposing.  Rather, I recommend that the current stock of housing within Skid Row should be 

reassigned as transitional accommodation to keep people off the streets, rather than being used as 

PSH.		

Future Research Opportunities 

This study provides preliminary evidence that there is a relationship between community/environment 

and subjective- and objective well-being outcomes, suggesting that interventions aimed at reducing 

individual level risk may not be as effective as those that also account for environmental factors.  Participant 

experiences around feelings of social isolation and lack of social connection to their 

community/environment, warrant further investigation.  For IH participants this was related to physical 

distance from their families and social networks and cultural misalignment (defined as feeling disconnected 

from the community because of cultural differences).  For CH participants in DTLA, this was related to the 

social and physical environment in and around Skid Row. More mixed methods research is needed to 

advance our understanding of the association between well-being outcomes and community/ environment, 

which would aid in designing interventions to improve these outcomes.   
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A decrease in ED visits post-housing is an indicator of improved health behavior generally, and the 

reduction in the reliance on emergency services is a proxy for reduced service delivery cost.  Given that CH 

participants in SRBZ still have higher than average expected ED visits and Adverse Health Events after 

housing, compared to the other groups, more research is needed to explore the specific health behaviors for 

this group to better explain the observed outcomes.  For example, if behaviors such as substance use persist 

post-housing then methamphetamine related ED-visits may remain high.  

Moreover, additional research is needed to better understand what is happening in the SRBZ. Policy 

makers and program administrators must ensure that homelessness solutions are not subject to housing 

discrimination practices against people of color.  Persons of Black race make up 62% of the homeless 

community in Skid Row (Los Angeles Community Action Network, 2019).  Relatedly, HFH participants 

housed in SRBZ are predominantly black, with low or no income and with the worst health outcomes.  They 

continue to source food, eat and engage in activities just as they did when they were experiencing 

homelessness – the only difference now is that now have a roof over their heads.  Funders should consider 

funding a Randomized Control Trial (RCT) to investigate the effect of moving some people out of SRBZ to 

other CH locations.  

11.4 Conclusion 

The analyses presented in this dissertation demonstrate that housing type and location influence 

subjective- and objective well-being outcomes for PSH participants and should be considered in future 

program design, implementation and evaluation.  This research is timely and valuable given the magnitude 

of the homelessness problem facing LAC, the level of investment in PSH as a homelessness reduction 

initiative, and the diversity of the population being served.  The findings also point to the importance of 

mixed methods approaches in program design and evaluation from two perspectives: first, the inclusion of 

the views of persons who are being served by PSH programs is an important way of gathering useful 

information to improve program design and service delivery; and second, the use of quantitative and 

qualitative data together helps provide a more complete picture than either of these could on its own, 

potentially expanding the possibility space and the range of available solutions.  
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Appendix A –Characteristics and Outcomes for Participants Interviewed 

Participant-ID Sex Race Age group Housing 
Type 

Location DTLA  
(1=yes; 0=no) 

Length of 
time in 
Housing 
(months) 

Well-being 
Score (t) 

Well-being 
Score (t-1) 

1 F White 40-49 IH 0 15 6 3 

2 M Other 40-49 CH 0 11 6 0 

3 M African American  50-59 IH 0 12 5 1 

4 M African American  40-49 CH 1 22 7 2 

5 T (F) African American  40-49 CH 1 20 6 0 

6 F African American  50-59 IH 0 11 3 1 

7 F Hispanic 50-59 IH 0 13 7 2 

8 F Hispanic 60-69 IH 0 14 6 0 

9 M White 60-69 CH 0 14 7 0 

10 M African American  30-39 IH 0 10 6 0 

11 M African American  50-59 CH 0 13 7 1 

12 M Hispanic 70-79 IH 0 11 6 8 

13 M Hispanic 40-49 IH 0 13 7 5 

14 M African American  60-69 CH 1 18 5 2 

15 M White 40-49 IH 0 10 7 2 

16 F African American  50-59 IH 0 14 9 1 

17 F White 60-69 IH 0 10 8 1 

18 M White 60-69 IH 0 12 6 2 

19 M African American  60-69 IH 0 11 6 2 

20 F African American  50-59 CH 1 12 6 0 

21 M African American  50-59 CH 1 13 7 0 

22 M African American  50-59 IH 0 10 7 2 

23 F African American  60-69 IH 0 24 5 4 
24 F Hispanic 40-49 CH 0 15 5 1 

25 M White 50-59 CH 1 13 3 0 

26 F African American  50-59 CH 1 16 4 0 

27 F African American  40-49 CH 1 18 1 3 

28 F White 60-69 IH 0 10 8 4 

29 M African American  50-59 CH 0 12 7 5 

Notes: Well-being scores based on Cantril Ladder scale, which measures SWB – Range: 0, lowest to 10, highest; (t) = current time 
period; (t-1) = previous time period (12 months prior to the interview) 
  



 

 107 

Appendix B - Data Collection Instrument and Protocol for Interview 

Participant Interview 

NOTE THAT ALL INSTRUCTIONS IN CAPS OR ITALICS ARE NOT TO BE READ TO RESPONDENTS. 

Date ___________________ 

Interviewer Name ________________________________________________________________  

Participant Name: ________________________________________________________________ 

Housing Program _________________________________________________________________ 

 

 

INTRODUCTION AND VERBAL CONSENT 

Thank you for taking the time to talk with us today about your experience with supportive housing in Los Angeles 

County. My name is ____and I work at RAND, a nonprofit research organization. [OPTIONAL: I also want to introduce 

___________ from RAND who will help us with note-taking during the interview].  

I’d like to learn more about your living environment and how the transition into your new apartment is working 

out. We would also like you to walk us around your neighborhood and tell us about your life since moving here, [IF 

YOU MET AT A PUBLIC PLACE] If it is okay with you we would also like you to show us your new living space. 

We can talk while we are walking so you can point out your favorite places or things you like to do. 

The interview will last about 90 minutes. Your participation is voluntary. You may choose not to participate, 
decline to answer any question, or stop the interview at any time. Your participation is completely voluntary, so if you 
decide not to participate your decision will not affect your tenancy with the HFH/BB program. All information we 
collect will be used for research purposes only, and we will keep your name and the information you provide strictly 
confidential. Your responses will be combined with others and reported in the aggregate. If quotations are used in any 

written reports, they will be included only for illustrative purposes and will not be attributed to any one in particular. 
You will receive a $30 gift voucher as a thank you for participating. 

RAND will not release identifiable information to program staff or anyone else outside the RAND project team, 

unless we are required to by law. The information you provide will be used to improve the design and implementation 

of programs like HFH/BB and the services it provides to its clients. 

I’d like to audio record the interview, to make sure that we accurately capture what you tell us. The audio recording 

will only be used by project staff, and we’ll destroy it when the project is done. Is this okay for us to record the 

interview?   

As we go around I’d like to take some photographs of the places and things you show us. I will not be taking 

pictures that include people. Is this okay?  
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If you have any questions or concerns about this research study or your participation in it please contact Melissa 
Felician, Principal Investigator by email at Felician@gmail.com or phone at 310-393-0411 ext. 6349. If you have 
questions about your rights as a participant, please contact Jim Tebow at (310) 393-0411 x7173. 

 
Do I have your permission to proceed with the interview? 

[IF NO:] Thank the person anyway.  

[IF YES:] Do I also have your permission to audio record the interview?  [IF YES, Please turn recorder on]. 

Do you have any questions before we begin? [Answer any questions and then proceed to interview.]  

 

INTERVIEW QUESTIONS 

NOTE: In conducting the interview, we will begin with a grand tour questions such as “How has your life changed 

since moving in to this apartment?” This open ended question will allow study participants to share their experiences 

using their own words. We will then, using the wheel of well-being, go on to ask them more detailed questions related 

to its various dimensions. Participants will be shown the wheel and asked to comment on all its dimensions in the order 

of their choice. If a particular dimension is not mentioned by a participant, we will probe for additional information. 

For example, under the dimension “food”, we may ask participants the following question: “How have your eating 

patterns changed since moving in?”, and later, “to what extent do you think the changes you described are due to the 

fact that you now have housing?” Such a sequential approach  where we first ask about how things have changed, 

which prompts the participant to use their pre-housing experience as a point of reference, and then asking a question 

about whether the experience could be attributed to the change in housing conditions will be applied to all dimensions. 

 

FOLLOW WITH INTERVIEW QUESTIONS 

  

mailto:Felician@gmail.com
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SEMI-STRUCTURED INTERVIEW PROTOCOL 

1. Grand	Tour	Question:		
a. How	has	your	life	changed	since	moving	into	this	apartment?		
b. Tell	me	a	bit	more	about	what	things	were	like	for	before	you	moved	in	

 
SCALE: On a scale of 0 to 10 where the number 10 represents the best life you can live and 0 represents the worst your life 

can be. When it comes to the best possible life for you (overall), on which number do you stand now? 
 
RECORD NUMBER (PR):  
 
SCALE: On a scale of 0 to 10 where the number 10 represents the best life you can live and 0 represents the worst your life 

can be. When it comes to the best possible life for you (overall), on which number did you stand a year ago? 
 
RECORD NUMBER (PA):  
 
SCALE: On a scale of 0 to 10 where the number 10 represents the best life you can live and 0 represents the worst your life 

can be. When it comes to the best possible life for you (overall), on which number do you think you will you stand a year from 
now? 

 
RECORD NUMBER (FU):  
 
2. Housing/household	information:	

a. How do you feel about your new home?  
b. Does anyone else live in the household with you?  
c. What is it like living with (other household members)? Do you make decisions about things together? About 

what types of things? 
 
3. Domains of well-being: I am now going to ask you about various aspects of your life that may or may not have changed 

since moving in to the apartment. The items listed on this wheel [SHOW WHEEL OF WELL-BEING] show the areas 
that I would like to cover. We can start anywhere you like but we must be sure to cover all of the areas.  

 
Dimension of well-

being 
Pre-Housing 9-12 months in housing 

RELATIONSHIPS   
(This set of questions relates 
to relationships and social 
connections) 

� Have you maintained any 
friendships from your time on the 
streets? 

� Have you made any new friends since moving in? 
� Are there any neighbors that you talk with? Any 

activities that you do often with others? 
� Is there anyone that you call or see regularly?    
� Do you receive services (case management/ 

medical/ other regularly?  
SCALE: On a scale of 0 to 10 where the number 10 represents the best life you can live and 0 represents the worst your life can 
be. When it comes to relationships with important people in your life, on which number do you stand now? 

 
RECORD NUMBER (PR):  
 
SCALE: On a scale of 0 to 10 where the number 10 represents the best life you can live and 0 represents the worst your life 

can be. When it comes to relationships with important people in your life, on which number did you stand a year ago? 
 
RECORD NUMBER (PA):  
 
SCALE: On a scale of 0 to 10 where the number 10 represents the best life you can live and 0 represents the worst your life 

can be. When it comes to relationships with important people in your life, on which number do you think you will stand a 
year from now? 

 
RECORD NUMBER (FU):  
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Dimension of  
well-being 

Pre-Housing  9-12 months in housing 

COMMUNITY 
(This set of questions 

pertain to your community 
or neighborhood where you 
live)  

 

� How did you feel when you first 
saw this neighborhood? 

� How do other people view this 
neighborhood? 

� What do you think about your neighborhood?  
� Note: Physical appearance of inside of apartment 

(cleanliness, amenities etc.) 
� Note: Physical appearance of external environment 

(neighborhood pictures) 
� Ask about closeness and accessibility to 

employment, shops, schools, recreational areas, 
rehab center (if applicable) 

� What are some places that you visit regularly/ 
daily/weekly? 

� What makes this a good place to live?  
� What things need to be different in order for you to 

consider it a good place to live? 
� Note: Evidence of antisocial activity?  
� Note: Any mention of policing/ crime and antisocial 

activity, garbage collection, street lighting,  “broken 
windows” 

SCALE 
SCALE: On a scale of 0 to 10 where the number 10 represents the best life you can live and 0 represents the worst your life 

can be. When it comes to the community where you live, on which number do you stand now? 
 
RECORD NUMBER (PR):  
 
SCALE: On a scale of 0 to 10 where the number 10 represents the best life you can live and 0 represents the worst your life 

can be. When it comes to the community where you live, on which number did you stand a year ago? 
 
RECORD NUMBER (PA):  
 
SCALE: On a scale of 0 to 10 where the number 10 represents the best life you can live and 0 represents the worst your life 

can be. When it comes to the community where you live, on which number do you think you will stand a year from now? 
 
RECORD NUMBER (FU):  
 
Dimension of  

well-being 
Pre-Housing  9-12 months in housing 

MAIN 
OCCUPATION OR 
DAILY ACTIVITIES 

(This set of questions 
pertain to the way you spend 
your day – what we might 
call your main occupation) 

� Were you working when you 
moved in?  

� Have you changed jobs or started a new job since 
moving in?  

� Did you find it easier to get work after moving in?  
�  Did having an address make a difference when 

you were looking for work? 
� What prevents you from finding work? 

INCOME AND 
ECONOMIC SITUATION  

(This set of questions 
pertain to your material 
living standards) 

� Tell me about your main sources of 
income prior to moving in to the 
apartment 

� Have you experienced a change in income since 
moving in?  

� Tell me about your main sources of income since 
moving in? 

SCALE: MAIN OCCUPATION 
SCALE: On a scale of 0 to 10 where the number 10 represents the best life you can live and 0 represents the worst your life 

can be. When it comes to the way you spend your days, on which number do you stand now? 
 
RECORD NUMBER (PR):  
 
SCALE: On a scale of 0 to 10 where the number 10 represents the best life you can live and 0 represents the worst your life 

can be. When it comes to the way you spend your days, on which number did you stand a year ago? 
 
RECORD NUMBER (PA):  
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SCALE: On a scale of 0 to 10 where the number 10 represents the best life you can live and 0 represents the worst your life 
can be. When it comes to the way you spend your days, on which number do you think you will stand a year from now? 

 
RECORD NUMBER (FU):  
 
SCALE: ECONOMIC SITUATION 
SCALE: On a scale of 0 to 10 where the number 10 represents the best life you can live and 0 represents the worst your life 

can be. When it comes to your economic situation, on which number do you stand now? 
 
RECORD NUMBER (PR):  
 
SCALE: On a scale of 0 to 10 where the number 10 represents the best life you can live and 0 represents the worst your life 

can be. When it comes to your economic situation, on which number did you stand a year ago? 
 
RECORD NUMBER (PA):  
 
SCALE: On a scale of 0 to 10 where the number 10 represents the best life you can live and 0 represents the worst your life 

can be. When it comes to your economic situation, on which number do you think you will stand a year from now? 
 
RECORD NUMBER (FU):  
 
 
Dimension of  

well-being 
Pre-Housing  9-12 months in housing 

PHYSICAL HEALTH 
(The next set of questions pertain to different aspects of your health)  

a. Health	 � How did you typically handle it 
when you got ill during your time 
on the streets?  

� How has your health changed since you moved in?  
� What difference does it make now that you have 

medical insurance?   
b. Food	 � Tell me some more about your 

eating patterns before you started 
living in this apartment? 

� How have your eating patterns changed since 
moving in? 

�  Are these changes as a result of having housing 
now? 

c. Transportation	 � Tell me some more about how you 
used to get around  before moving 
in 

� How has the move affected the way you get to the 
places you need to get to?  

� How do you get to the places you need to get to 
now?  

d. Personal	
security		

� What did you worry most about 
during your time on the streets?  

� How has your sense of personal safety changed? 

SCALE: PHYSICAL HEALTH AND WELLNESS 
SCALE: On a scale of 0 to 10 where the number 10 represents the best life you can live and 0 represents the worst your life 

can be. When it comes to your physical health and wellness, on which number do you stand now? 
 
RECORD NUMBER (PR):  
 
SCALE: On a scale of 0 to 10 where the number 10 represents the best life you can live and 0 represents the worst your life 

can be. When it comes to your physical health and wellness, on which number did you stand a year ago? 
 
RECORD NUMBER (PA):  
 
SCALE: On a scale of 0 to 10 where the number 10 represents the best life you can live and 0 represents the worst your life 

can be. When it comes to your physical health and wellness, on which number do you think you will stand a year from now? 
 
RECORD NUMBER (FU):  
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SCALE: EMOTIONAL AND PSYCHOLOGICAL WELL-BEING  
 
SCALE: On a scale of 0 to 10 where the number 10 represents the best life you can live and 0 represents the worst your life 

can be. When it comes to your emotional and psychological well-being, on which number do you stand now? 
 
RECORD NUMBER (PR):  
 
SCALE: On a scale of 0 to 10 where the number 10 represents the best life you can live and 0 represents the worst your life 

can be. When it comes to your emotional and psychological well-being,, on which number did you stand a year ago? 
 
RECORD NUMBER (PA):  
 
SCALE: On a scale of 0 to 10 where the number 10 represents the best life you can live and 0 represents the worst your life 

can be. When it comes to your emotional and psychological well-being,  on which number do you think you will stand a year 
from now? 

 
RECORD NUMBER (FU):  
 
 
Wrap up questions – grand tour 

Housing as home � Do you consider this apartment your home? 
� What makes it feel like home to you? 
� What would help to make it feel more like “home”? 
� Do you remember the last place that felt like home? 

Program  Impact � You have told us a lot about how your life has changed since moving in what would you say 
were the 2 most important aspects of your life that changed due to having a home? 

� If you had the opportunity to improve the program what would you do differently? Probe for 
examples.  

 

Demographic characteristics (confirm these at end of interview)  

Age	group	 �18-29;	�30-39;	�40-49;	�50-59;	�60+	

Gender	 �Male;	�	Female	

Ethnicity	 �Black;	�Hispanic;�White;	�Other	

Program		 �BB;	�HFH	

Type	of	Housing		 �Scattered	site;	�Project	Based	

Cellular	phone	service	 Self-managed	(with	or	without	internet);	Government	provided	

Vehicle	ownership	 Yes/no	(Type)	
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Appendix C – Instrument and Protocol for Focus Group Discussion 

 

FELICIAN DISERTATION - Focus Group Discussion Guide 

Consent: You have been invited to participate in this focus group discussion (FGD) today because you work as a 
case manager or program manager, with an agency that helped connect the researcher to clients during the data 
collection phase of this study.  The purpose of our conversation today is to learn from you how you think clients are 
doing in the program, after being placed in housing, and what might be influencing their progress. During the 
discussion, we will present some key findings from the study and we will ask for your feedback and comments on the 
conclusions that we have drawn, and our proposed recommendations. As case managers working directly with homeless 
clients before and after they are housed, you are well placed to advise us on these matters. We hope too that you will 
also be able to suggest other useful recommendations that we may not have thought of, due to our distance from the 
daily realities facing your clients.  

We thank you for your interest in participating. We estimate that the conversation will last about 90 minutes. Your 
participation in this discussion is voluntary, but your input is very important. You may decline to answer any question 
that you do not want to answer, and can choose to leave or step outside at any time. We will keep the identities of those 
who participate in the focus group confidential, and the information that we learn from you today will never be 
presented in a way that would allow anybody to identify you or the things you say. Your individual responses will be 
kept strictly confidential. All information RAND collects will be used for research purposes only- your decision to 
participate and the information you share will not affect your employment with [name of service provider]. 

RAND requests that each of you also protect the confidentiality of others in the group. So please do not use the 
first or last name of anyone as you talk. We cannot guarantee that everything you say during this discussion will be 
kept confidential by everyone here, so please don’t say anything that may be offensive to specific groups or agencies 
and maintain respect for the diversity of all participants at all times.  

There are no known risks associated with participation in the focus group. Participants will receive $50 in cash as 
a thank you for participating in the discussion today.  

If you have any questions or concerns about this research study or your participation in it please contact Melissa 
Felician, Principal Investigator by email at felician@rand.org or phone at (310) 393-0411 ext. 6349. If you have 
questions about your rights as a participant, please contact Jim Tebow at (310) 393-0411 x7173. 

[IF YES:] With your permission, we would like to audio record this conversation, so we can check our notes for 
accuracy. At the end of the study we will destroy all of our audio recordings. May we record this conversation? [get a 
yes from each person present] 

Do you have any questions before we begin? 
  

mailto:felician@rand.org
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Summary – Roadmap for participants 

First, I will start by asking each person to introduce yourself and say how long you have been working providing 
services to individuals experiencing homelessness or persons who recently exited homelessness and are housed. Also 
tell us - what do you feel most proud of accomplishing at work this year? Please say only your first name. (10 minutes) 

Next, I will recap the study objectives, your role in helping me during the data collection, and some of my key 
findings and conclusions. We will discuss more as we go along based on specific contributions from you and questions 
I have planned for discussion. (10 minutes) 

Questions to guide the Discussion  

1. What do you think is the most interesting finding from study and why?  
2. What strikes you as “weird” or surprising and why? 

a. Discuss in terms of each well-being domain in turn 
b. Discuss in terms of scattered site versus project based 
c. Discuss in terms of environment/ location of housing  

3. What are some things you know about this population that you think is important for me to know, if I am to 
interpret the data more clearly? 

4. If I was doing this study again, how would you advise me?  
a. What things can I do things better next time?  
b. What questions should I ask that I didn’t ask this time? 

5. Based on your experience and the discussion today, what recommendations would you give to the Mayor or 
to the Program Designers and funders of programs like these (that use a housing first approach to house persons 
experiencing homelessness)? 

6. What additional data or resources do you need to do your job? 
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Appendix D: Summary SWB Findings - CH and IH participants compared 

Well-being Domain % of Interviews Odds Ratio Fisher's Exact 
test - p-value IH CH 

Economic Well-being 
  

4.5 0.049 
Positive     

Taking care of business 31.3 15.4 2.5 0.410 
Receiving an increase in income 43.8 15.4 4.3 0.130 

Negative   
  

Worrying about loss of benefits 0.0 30.8 0.0 0.030 
Struggling to make ends meet 50.0 61.5 0.6 0.711 

Personal Activities 
  

1.2 0.810 
Positive    

  

Enjoying personal space 37.5 46.2 0.7 0.716 
Giving Back 12.5 7.7 1.7 1.000 
Participating in planned/ learning activity 31.3 30.8 1.0 1.000 
Working/Earning income 12.5 23.1 0.5 0.632 
Spending time with Friends/Family 68.8 46.2 2.6 0.274 
Changing my environment 18.8 38.5 0.4 0.406 

Negative    
  

Recycling cans/searching trash 6.3 15.4 0.4 0.573 
Spending lots of time alone 68.8 76.9 0.7 0.697 

Social Interpersonal    0.5 0.688 
Being socially connected and interacting (>3) 25.0 38.5 0.5 0.688 
Having Few connections (1 to 3) 68.8 46.2 2.6 0.274 
Having no interpersonal interactions/Professional only 6.3 15.4 0.4 0.573 

Physical Health  
  

0.7 0.769 
Positive  

  
  

Feeling as well/ healthy as can be expected  25.0 46.2 0.4 0.270 
Following prescribed health regimen 31.3 23.1 1.5 0.697 

Negative 
    

Emergency room or Homeless since PSH 18.8 30.8 0.5 0.667 
Needing additional medical care or attention 12.5 7.7 1.7 1.000 
Being reluctant to follow health regimen 31.3 15.4 2.5 0.410 
Experiencing Poor health/Currently in pain 56.3 53.8 1.1 1.000 

Psychological Well-being 0.7 0.747 
Positive   

  

Having responsibility/ purpose 31.3 23.1 1.5 0.697 
Feeling Hopeful/ positive mental state 50.0 46.2 1.2 1.000 

Negative   
  

Feeling depressed/ Lacking hope or purpose 37.5 38.5 1.0 1.000 
Feeling Isolated 37.5 7.7 7.2 0.093 

Community/Social and Physical Environment 0.8 1.000 
Having a sense of belonging/connection 31.3 23.1 0.8 1.000 
Neutral (doesn't bother me) 6.3 38.5 1.5 0.697 
Lacking connection/ feeling unsafe 62.5 38.5 0.1 0.064 
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Appendix E –Additional Analyses 

Table E 1– Restricted Samples  

Covariates RS1 Population restricted to outside SRBZ  RS2 Population restricted to CH 

Post-housing ED Visits Post-housing Adverse 
Health Events Post-housing ED Visits Post-housing Adverse 

Health Events 
  Coef. IRR p Coef. IRR p Coef. IRR p Coef. IRR p 
ED visits Pre PSH  0.248 1.281 0.000     0..069 1.072 0.000    
Adverse Health Events Pre PSH  

  
0.211 1.234 0.000  

  
0.073 1.075 0.000 

Living environment  
       

     
CH within SR 1-M Radius  

      Ref Ref 
 

Ref Ref  
IH outside of SR 1-M Radius          N/A N/A  N/A N/A  

CH outside of SR 1-M Radius      
  

-0.807 0.446 0.000 
-

0.782 
 

0.000 
Income Level  

       
      

0. $0-$220 Ref Ref  Ref Ref   Ref Ref  Ref Ref  

1. $221 - $500 
-0.579 0.560 0.097 

-0.628 0.533 0.043 
-0.804 0.447 0.024 -

0.772 
0.462 0.023 

2. $501 - $1200 -0.598 0.549 0.073 -0.701 0.496 0.019 -0.607 0.544 0.085 
-

0.507 
0.602 0.131 

3. Other (>$1200) -0.994 0.370 0.027 -1.020 0.361 
0.008 

-0.550 0.576 0.187 
-

0.449 
0.637 

0.246 
Race  

       
      

Black -0.529 0.588 0.021 -0.449 0.638 0.024 -0.446 0.639 0.019 
-

0.285 
0.752 0.091 

Other Races  
       

     
Sex (Female) 0.295 1.343 0.174 0.151 1.163 0.427 0.283 1.327 0.158 0.167 1.182 0.358 

Age -0.003 0.997 
0.737 

-0.014 0.986 0.075 0.005 1.005 
0.508 -

0.008 
0.992 0.318 

Co-existing Chronic Conditions 0.244 1.277 0.431 0.439 1.551 0.112 -0.048 0.952 0.853 0.282 1.326 0.256 

IH  0.213 1.238 0.416 0.278 1.321 0.221             

Notes: Abbreviations: ED visits =Emergency Department Visits; IRR = Incident Rate ratio       
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Table E2 – Sensitivity Analysis: Zero Inflated Negative Binomial Models 

Covariates SA1 SA2 SA3 SA4 SA5  SA6 

 
Post-housing ED 

Visits 

Post Housing 
Adverse Health 

Events 

Post-housing ED 
Visits 

Post Housing 
Adverse Health 

Events 

Post-Housing 
ED visits 

Post housing 
Adverse Health 

Events 
  IRR p   IRR p   IRR p IRR p IRR p IRR p 
ED visits Pre-housing  1.08 ***       1.202 ***    1.053 ***    
Adverse Health Events Pre-housing 

   1.03 ***   
 

  1.165 0.000    1.044 0.000 
PSH Housing Type  

       
 

  
 

        
IH        1.133   0.848 0.482       
CH 

       Ref            
Living Environment 

                   
CH within SRBZ Ref 

  Ref          Ref   Ref   
IH outside SRBZ 0.66 **  1.012          Omitted   Omitted   
CH outside SRBZ 0.58 **  0.971    

 
  

 
  0.576 ** 0.685 0.066 

Income Level  
                   

0-$220 
       Ref   Ref   Ref   Ref   

1. $221 - $500 0.556 ** 
 

0.741 **   0.552 * 0.539 0.048 0.415 ** 0.481 0.023 
2. $501 to $1200 0.52 ** 

 
0.748 **   0.514 ** 0.46 0.011 0.483 ** 0.591 0.100 

3. $1201 and above 0.41 ** 
 

0.991    0.342 ** 0.343 0.006 0.478 * 0.617 0.186 
Race Black 0.577 *** 

 
0.832 **   0.551 ** 0.609 0.013 0.669 ** 0.843 0.286 

Sex (Female) 1.159 
  

1.06    1.35   1.162 0.433 1.29   1.243 0.204 
Age 0.996 

  
1.005    0.994   0.985 0.055 1.004   0.991 0.212 

Co-existing Chronic Conditions 1.1 
  1.281 **   1.297   1.46 0.187 0.909   1.287 0.303 

                              

Notes:  
1. SA1, the first model in the sensitivity analysis (SA), was a ZINB model with Post Housing ED visits as the 

dependent variable and the following covariates: income, race, sex, age and co-existing behavioral and 
medical chronic conditions, and an indicator for living environment.  

2. SA 2 was a ZINB model with Post Housing Adverse Health Events as the dependent variable, and the 
following covariates were included: income, race, sex, age, co-existing behavioral and medical chronic 
conditions and an indicator for living environment. 

3. SA 3 was a ZINB model with the sample restricted to observations outside SRBZ. The dependent variable 
was post-housing ED visits and the following covariates were included: income, race, sex, age, co-existing 
behavioral and medical chronic conditions, and an indicator for living environment. 

4. SA4 was a ZINB model with the sample restricted to observations outside SRBZ. The dependent variable 
was post housing Adverse Health Events and the following covariates were included: income, race, sex, age, 
co-existing behavioral and medical chronic conditions and an indicator for living environment. 

5. SA5 was a ZINB model with sample restricted to CH participants. The dependent variable was post housing 
ED visits and the following covariates were included: income, race, sex, age, co-existing behavioral and 
medical chronic conditions and an indicator for living environment. 

6. SA6 was a ZINB model with the sample restricted to CH participants. The dependent variable was post-
housing Adverse Health Events and the following covariates were included: income, race, sex, age, co-
existing behavioral and medical chronic conditions and an indicator for living environment. 

 
  




