Camden County Homeless Trust Fund Advisory Committee

Meeting Minutes
August 6, 2020

Opening
The regular meeting of the Camden County Homeless Trust Fund Advisory Committee
was called to order at 9 am on August 6, 2020 via conference call

Present

Anthony Bianco, Holly Cass, Gino Lewis, Sharrae Morman, Patti Harris, Rob Page, Rob
Jakubowski, Kevin Hickey, Laura Buckley. Dominic Vesper Sr, Susan Catando, Diana
Cooper-Vanderlip & Kathleen Noonan (Camden Coalition)

Agenda
-The agenda was emailed to all participants

Financials

-Bianco reported that the current unencumbered balance of the Homelessness Trust Fund
is $318,217.28. The fund gets replenished at a rate of approximately $15,000/month.
Although this may decline during pandemic

New Business

Camden Cealition of Health Care Providers $45,150.07- Kathleen Noonan (see attached
request)

Gino suggested they ook for long term solution with legislative assistance
Motion to approve by — Gino Lewis 2"-Dominic Vesper St
(Votes attached)

Kevin asked that Anthony explain HTF request for funding process

-requests for funding are submitted to Anthony or Rob upon their review of qualifications
of the provider it is submitted to Freeholder Rodriguez for support at the Freeholder level
once approved he next step is to refer to HTF advisory board for final vote

Homelessness Initiative Update -Rob Jakubowski

1. We provide a shelter for homeless with COVID from April through June. We housed
40 people with the highest capacity at one time reaching 12, Due to lack of need, we
scaled down from a motel to a shelter at VOA to ending the program. In anticipation of
need, we are looking to re-create the partnership at the VOA shelter,




2. Point in time is being released soon. We had reviewed earlier drafts and not some
errors, at our request those errors were corrected.

3. Earlier this year, using ESG funds we engaged with SCUCS to create a Housing
Navigator position that is developing a list of available properties that could be available
for formerly homeless. They also connect with landlords to be a resource with this
population. The Navigator is available for agencies and clients to access the data base.

We also engaged with Camden Coalition to promote My Resource Pal. This is an online
data base of resources. Camden coalition has been training more agencies to claim their
listings and to begin to use the referral functions to connect clients to services within the
network.

4. We worked on clearing an encampment recently. We were able to connect 20 people
to services and shelter with at least one going to long term treatment. We learned a lot
from the process should we need to do this again.

In the process we met several homeless outreach volunteers who have been working with
this community for years, We will be meeting with them soon to learn more from them
and to see how we can collaborate to end homelessness.

Adjournment
Meeting was adjourned at approximately 10:00 am.
Motion by-Gino Lewis 2™-Sue Catando

Next meeting October 1, 2020 9:am Conference Call
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Funding Source Name :

Camden Coalition

of Healthcare Providers

" Camden County - Homeless Trust Fund"

Direct Care Team Direct Care Team
Salary Expense S 11,666.68 | § 35,000.05
Fringe S 3,383.34 | § 10,150.02
Total Direct Cost S 15,050.02 | $ 45,150.07
Indirect Cost S - 8 -
Total Cost S 15,050.02 | § 45,150.07
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Summary

The Camden Core Model is the Camden Coalition of Healthcare Providers’ signature care
management intervention. As a learning organization, we iterate on the model in light of the
challenges we encounter and continually evaluate our impact. From 2014-2017, we partnered with
researchers affiliated with J-PAL North America to conduct a randomized controlied trial that would
help us learn more about how our model affects patients’ hospital readmissions.

The study found no difference between the treatment and control groups on hospital readmissions
within 180 days, but did find a statistically significant rise in the number of participants receiving
food assistance {SNAP benefits). The study also illuminated lessons for the Camden Coalition and
the field of complex care, such as areas of future research, the value of identifying holistic
outcome measures for complex care, and the necessity of increased upstream investment in the
sacial determinants of health. This brief provides context for complex care and care delivery in
Camden, NJ; the study itself; and implications for the Camden Coalition and other organizations.




cross the nation, the
emerging field of

§ Wcomplex care is learning
how to best serve people with
complex health and social
needs.

Public health and other government
agencies, health systems, medical and
behavioral heaith providers, social service
organizations, and others are working
together to figure out which
interventions work best for their
communities.

The Camden Coalition of Heaithcare
Providers is one of these organizations.
Over the past 15 years, we have worked
with thousands of people in South Jersey
facing the most complex medical and
social challenges using a core set of
practices emerging from the field of
complex care. In addition to living with
chronic medical conditions, many of

our patients confront burdens resulting
from a lifetime of racism and inequity.
Their medical and behavioral health
co~-morbidities are often layered atop
unemployment, poverty, homelessness,
and incarceration, all of which threaten
their health and well-being. Our patients
experience stigma and fack of social
support, and carry with them past
trauma and negative interactions with
systems and organizations. Institutions
and agencies struggle to address these
histories. Furthermore, the services our
patients require, and the data collected
about those services, are separated

into disconnected systems. Individuals
with complex needs encounter multiple
fragmented and siloed systems resulting

in uncoordinated, duplicative, and
inefficient care from which they do not
derive lasting benefit.!

Throughout the RCT study period of 2014
through 2017, and now, our
understanding of patients’ desires and
needs has deepened. As a result, the
Camden Core Model has evolved. For
example, we can now bridge patients’
medical, behavioral health, and social
needs because of our more intense focus
on strengthening services in our region.
We have added a Housing First program
and a Medical-Legal Partnership,
advocated on behalf of easier access

to medications for addiction treatment
(MAT) for Medicaid beneficiaries,? and
supported a new addiction medicine clinic
at Cooper University Health Care. We also
ran the 7-Day Pledge from 2014-2019,
which helped patients leaving the hospital
see their primary care providers within
seven days of discharge.3
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About the Camden Core Model

The heart of our work is the
Camden Core Model, our
signature care management
intervention.?

Following the principles of trauma-
informed care and harm reduction, our
goal is to empower patients with the
skills and support they need to avoid
preventable hospital use and improve
their well-being.

We use real-time data to identify
eligible patients, through the Camden
Coalition Health Information Exchange,
using criteria that identify significant
medical and social complexity, such

as extensiveness of past hospital use,
presence of chronic medical illnesses,
behavioral health comorbidities, and

housing instability. Then, we meet
patients in-person, usuaily at the hospital
bedside, to invite them to enroll in the
intervention.

An interprofessional team of nurses,
social workers, and community health
workers visits participants in the
community after hospital discharge,
helps reconcile their medications,
accompanies them to dockor’s visits and
other appointments, and links them

to sacial and legal services. We co-
construct a care plan with each patient
and focus on helping them meet the
goals that they set for themselves, which
often leads to increased self-efficacy,
stronger relationships with providers,
and connection with a supportive social
network.5

The randomized controlled trial

In 2014, we embarked on a
randomized controlled trial
(RCT)® with researchers
affiliated with J-PAL North
America, a research center
based at the Massachusetts
Institute of Technology, to
evaluate the effect of the

Camden Core Model in
reducing patient
readmissions.

While the model was still evolving to
fully meet the needs of our patients,
we had an opportunity to partner with
a renowned research group and knew
the results would contribute important




evidence to the growing body of research
around complex care.

The research question we asked was:

“At 180 days after a hospital discharge,
do patients enrolled in the Camden Core
Model experience a lower rate of hospital
readmissions when compared to similar
patients not enrolled in the intervention?”

Methods

Study recruitment took place at Cooper
University Heaith Care and Lourdes
Health System in Camden, New Jersey
after patients eligible for the study were
identified. In total, 800 individuals were
enrolled in the study and half were
randomized into the treatment group. To
he eligible for the study, patients had to
meet the following criteria:

+ At least two inpatient admissions
within the 6-month period inclusive of
the hospital admission identified in the
Camden Coalition Health Information
Exchange;

= Two or more chrenic medical conditions;
and

» At least two of the following: five or
more active outpatient medications,
difficulty accessing services, lack of social
support, a mental health comorbidity,
active drug use, or homelessness.

Patients were excluded if they were
uninsured, cognitively impaired, an
ancology patient, or If their admission
was for a surgical procedure for an acute
problem, mental health care (with no
comorbid physical health conditions), or
complications of a progressive chronic
disease with limited treatments.

J-PAL North America researchers

conducted the analysis using hospital
discharge data from a regional hospital
claims database that the Camden
Coalition’s data team developed. These
data were supplemented with data from
the Camden Coalition Health Information
Exchange, Camden Coalition staff records,
New Jersey state administrative data,
and the National Death Index. After
integrating these data sets, analysts
performed multivariate, linear regression
analysis to compare 180-day readmission
rates for the intervention and control
groups.

The study population

One-half of the patients included in the
RCT were women; 40 percent were under
age 55, and 30 percent were over age
65. Slightly more than half — 55 percent
— were non-Hispanic African American,
30 percent were Hispanic, and 15 percent
were non-Hispanic white. The patients in
the study had high rates of hospital use,
nearly twice the rate of patients in other
care management and care transition
programs that have been evaluated with
RCTs. Moreover, in the six months prior to
the study, the hospitalization rate for RCT
patients was 18 times higher than the
general adult population in Camden,

Our triage process led to the enroliment
of a highly complex patient population, as
shown by the following characteristics of
the study population:

+ Aimost the entire population (95
percent) was not employed at time of
enrollment;

« 40% were diagnosed with substance
abuse during the index admission;

= Three out of four patients were single,
divorced or widowed;

6 Data brief: Results and lessons from the Camden Coalition's randomized controed triai




« One-half had less than a high school
degree;

e About 60% reported needing help with
mobility; and

* 48% had Medicare as their primary
payer, and 45% had Medicaid as their

primary payer.

Outcomes

When 180-day readmission rates were
compared, 3-PAL analysts found that
patients enrolled in the control and
intervention groups readmitted to the
hospital at similar rates and concluded
that the intervention had no significant
impact on the 180-day readmission
rate. The 180-day readmission rate was
61.7% in the control group and 62.3% in
the intervention group.

JPAL analysts also compared intervention
and control patients on their participation
in social services 6 months after hospital
discharge using New Jersey state
administrative data. The analysts found
that while participation in TANF {i.e.,
Temporary Assistance for Needy Families)
and General Assistance did not change
significantly with the intervention,
participation in SNAP (i.e., Supplemental
Nutrition Assistance Program) was nine
percent higher for patients enrolled in
the intervention compared to patients

in the control group. This finding lends
evidence for the success of Camden
Coalition staff in increasing patients’
access to community resources to
support their health and well-being.

Limitations of the study

All research has limitations, and these
must be considered before drawing
conclusions from the results. As outlined

in the study itself, the limitations for our
evajuation include:

« The sample size was not large enough
to analyze effects on specific sub-
groups of patients, where there could

be differential impacts. For example,
patients housed through our Housing
First program might have different
outcomes than similar patients who were
enrolled in the study but had not been
placed in permanent housing during the
study program;

¢ The data collected did not capture
information that would allow for
evaluation of potential non-tangible
benefits of the intervention such as
improved relationships with providers;

e The data collected do not allow
comparison of participation in outpatient
care; for example, whether patients in
the intervention group see a primary care
provider more regularly than patients in
the control group;

e The study does not consider how a
changing standard of care in Camden
over the study period affected all
patients in the region. For example,
during the study period, multiple other
care management programs emerged,
and the Camden Cealition led a citywide
campaign to connect Medicaid patients to
primary care within 7 days of discharge.
Similarly, the Affordable Care Act enabled
Medicaid expansion in New Jersey during
the study period, and the study does not
take into account the changing insurance
coverage landscape.




Implications for the Camden

Coalition

In light of these limitations
and the Camden Coalition's
dedication to continuous
quality improvement, we are
pursuing additional analyses
with the RCT data set to learn
more about our patients’
needs, and will continue to
improve our model based on
what we learn.

We are expanding our onhgoing
partnership with J-PAL to include the
Rutgers Center for State Health Policy.
This new collaboration will allow us to
integrate Medicaid enroliment and claims
data to study the effect of the Camden
Care Model on non-hospital healthcare
utilization outcomes among Medicaid
patients enrolled in the RCT, We will

compare intervention and control patients
on oufcomes including (but not limited to)

utilization of primary and specialty care;
participation in home-based services;
medication prescription patterns; and
stability of Medicaid enrollment,

Qur internal data and quality
improvement team is also analyzing the
RCT data to understand how readmission
outcomes varied by characteristics of the
intervention (e.g., timing of enrollment,
number of hours our care teams spent
working with patients) and by clinical
and demographic characteristics of
patients (e.g., age, chronic disease
profile, behavioral health co-marbidities).
The results from this work will help us
refine our triage criteria, intervention
milestones, and our approach to working
with specific subgroups of patients.
Importantly, as we learn more about

the intricacies of the barriers that our
patients face, we will continue to build
capacity in cur community to address the
multifaceted needs of the individuals and
families we serve.

8 Data brief; Resuits and lessons from the Camden Coalition’s randomized controlled trial




Implications for the field of

complex care

Success in complex care

will not be accomplished

by a single health system,
community-based
organization, or social service
agency.

Communities must come together to
collectively build complex care ecosystems
in which siloed and fragmented services
and organizations collaborate deeply

to address people’s needs. The need

to iterate on our own model showed

us the importance of being flexible,
partnering across sectors, and rooting
our intervention in our patients” and
community’s unique needs. In light of
this, our National Center for Complex
Health and Social Needs was established
to inspire, connect, and support the
evolving community of complex care
practitioners and leaders.

To do the hard work of complex care, we
have to think beyond traditional return
on investment models, both in terms

of the financial and the non-financial
investments that our field should make
and the returns that we should expect.

In the case of people with complex needs
who are accessing multiple sectors,
measures of success and the model for
calculating return on investment needs to
be complex and nuanced. The Camden
Coalition remains deeply invested in
improving the lives the vulnerable
populations who rely on us to iterate on
our work based on what we learn and co-
designing interventions that address weli-
being.

Complex health and social needs

are a consequence of systematic
underinvestment in upstream soiutions.
Increased spending on education, mental
health care, job training, and other
preventive and protective civil society
investments could support economic
mobility and minimize significant trauma.
While it is essential to serve people
whose needs are nof being met right
now, investment in economic and social
opportunity is key to preventing future
complexity. These results send a powerful
message to community and
policymakers: short-term healthcare
interventions alone cannot remedy
lifetimes of complexity.
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CHHABRA ET AL

4 | INTRODUCTION

For most individuals who are homeless in the United rares, hous-
ing instability is temiporary, However, a amall subser of individuals
are “chronically homeless” defined by the Deparunent of Housing
and Urban Development as experiencing homelessness for 4 year
or longer, or having had at least four episodes rotalling 42 months
of homelessness in the pasc 3 years (Unized Staces Deparcnenc of
Housing & Urban Developimenct, 2044). Compared w the general
populacdion, individuals experiencing chronic homelessness have
higher moruality races, higher healehcare coses and acute care ud-
lisation, higher rates of substance use disorders and mental health
prohlems, and lower rates of engagement with supportive services
{Kirar, Zerger, Misir. Hwang, & Stergiopoulos, 2044; Quinn, Dickson-
Gomez, Nowicki, Johnsgon, & Bendixen, 2048; Roncarad exal., 2048).
This subser of the population also experiences high ratey of uncon-
trofled chronic diseases compared o the general poputation, as lack
of stable housing makes detection, treaument and management of
clronic illness nearly impossible (Brown, Kiely, Bharel, & Micchell,
2042 Lebrun-Harris ec al.. 2043: Pribish. Khalil. Mhaskar. Woodard.
£ Mirza, 2049).

Health sysremis are increasingly invesdng in programs chac ad-
dress housing insecurity and other social drivers of health (Kuehn,
2049; Onie, Lavizzo-Mourey, Lee. Marks, & Perla, 2048: Wright,
Varanian. Royal, & Macson. 2046). One strategy health systems in
the United Srates and abroad have adopred 1o address the healdh
conseguences of housing insecurity 18 investent in prograima thac
adhere w the Housing First model, which provides pernanent
supportve housing withourt disqualification due w current mencal
health problems or substance use, along with optional case man-
agement erviced (American Hoapical Associadion, 2047; Tsemberis,
Guleur, & Nakae, 2004).

Evidence for the positive impact of Housing First on the health of
individuals who have experienced chronic homelessness has grown
over the years. Research has found associations between housing
placeiment and decreased hospiral uiilisation {Gulcur. Stefancic,
Shinn, Tsembenis, & Fischer, 2003: Hwang et al, 2044: Ly &
Latimer, 2045; Montgomery, Hill. Kane, & Cuihane. 2043; Russolillo,
Patcerson, McCandless, Moniruzzaman, & Somers, 2044), decreased
substance use (Colling er al., 2042; Padgetr, Stanhope, Henwood,
& 9refancic. 2044). and decreased psychiatric symprom burden
{Aubry. Nelson, & Tsemberis. 204 5: Greenwood. Schaefer-McDaniel.
Winkel, & Tsemberis, 2005), Improvements in self-reported qualicy
of life, heip-seeking and life satisfacdon are also identified as bene-
fits of participacion in programs adhering 1o Housing First principles
(Parsell, Ten Have, Denton, & Walter, 2048: Urbanoski ec al., 2047).
However. for some, the inidal posidve impace of Housing Firse par-
ticipation on quality of life may accenuate over time (Urbanoski ecal.,
2047). Furchermare, the health ourcomes of Housing Firsc partici-
pants vary by the quality and consistency of the housing received
(Sylvesere ec al.. 2048).

There are few studies of how individuals with complex medical
conditicns who are chronically homeless experience inceraction

What is known abour the topic

+ Housing First programs are associated with decreased
subsrance use and improved nental healeh.

- Forformerly homeless individuals, the sense of securicy
resulting from housing swabilicy improves feelings of ef-
ficacy over health and other aspects of life,

« Evidence for the effece of Housing Firsc programs on

healtheare sepvice use is inconclusive.

What chis paper adds

« Housing facilitates stability and security. improving
management of health conditions for formerly homeless
individuals with significant medical needs.

- Case managers play a critical role in connecting Housing
Firar clients o services and help mitgace feelings of
isolation.

- Housing facilitares re-connection wich friends and fam-
ily. but cliencs in scactered-site programs can experience
stigmatisation and a lack of social integration.

with the healtheare system and nanagement of their healdh condi-
tions following housing {Buchanan, Kee. Sadowski, & Garcia, 200%;
Henwood et al., 2043; Sylvesore er al., 2048). We address this gap
by exploring how housing stabilivy affected chronic disease manage-
menc and social and community relationships among parcicipants
in a Housing First program operated as part of a care managenient
intervention for individuals with complex medical needs and comor
bid behavioural health diagnoses, Understanding the perspecrives
of Housing First pardcipanes wich complex medical needs provides
ingighe cricical o improving the healdh of populations experiencing
chronic homelessness.

2 , METHODS

24 ; Design

For this descriptive qualitative stdy, we conducted in-depth, semi-
struccured incerviews widh 26 individuals enrolled in a Housing Firsc
program as parc of an intensive care managentent program. Digital
recordings of interviews were transeribed verbatim, entered ino
NVivo 44 (QSR Intepnarional) software for coding and analysed using
a qualitadve descriprive methodology (Colorafi & Evans, 2046).

22 , Seuing

In 2007, a non-profit healdhcare organisaton {("the organisation”} in
a mid-size city in the northeastern United States began providing a
community-based care management intervention for patients wicth
significant social and medical complexity and frequent hospicalisation.
When data revealed limited success reducing hospitat uge for patients
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experiencing chronic homelesaness, the organisaton faunched a
Housing First program in November 2045 forindividuals enrolled in the
care management interventon who also met the Housing and Urban
Development definidon of chronic homelessness. A state agency pro-
vided b0 project-based housing vouchers and seed funding o support
the program, Although the program was closely aligned widy Housing
Firar principles, there were soime precondidons in that the saate re-
quired thac clients apply for the project-based voucher, which impeded
intediate access to housing upon eligibilicy. Once approved. clients
were given a choice of aparoments and were placed in scatered-site
housing throughour two counties in the srate. Landlords entered into
a master lease with an ourside organisaton contracied by the lead or
ganisation; oprional case management services were also provided by
an oucside organisation.

2.3 | Swdy recruitment and intervicws

The swudy was conducred in 2047 in two counties in the southern
region of the stare and i3 based on interviews with clients who were
housed as parc of the organisadon’s Housing First program. The swudy
weam recruied clients who had moved into pemianent housing via
telephone. At tmes. program staff asked clients during home visits
if they would be open o swdy recruitment and shared that infora-
tion with the stady team. Each participant provided inforved consent
and received a $25 USD gift card for their participadon. In-depth,
semi-structired interviews were conducted {n = 26) by research sraff
in participants’ homes or day program sites between March and July
2047. On rare occasions program staff also acrended the interviews
o comply with the progran's safety policy of requiring two individu-
als at a home vigic. Clienws were not interviewed if they appeared
be under the influence of substances or became verbally or physically
aggressive to scaff. The interviews were digitally recorded and lasted
approximarely 4 hr. Pardcipants were asked abour cheir previous expe-
riences with housing instabilicy; management of dheir physical, mental
and behavioural health prior to and following housing placement; and
their famitial, social and communicy relationships prior o and following
housing placement.

2.4 , Erhical considerations

Written and verbal informarion abouc the study was given 10 pardei-
pants and wriccen informed congent wag obuained. Pardicipants were
informed that pardcipation was voluntary, thac dhey could withdraw
their participation at any time. dhat refusal o participate or end the
interview prentarurely would noe affece the services they received or
dheir scatus in che program, and chat their names would nox be linked
w their responses. The Instcudonal Review Board at a large research
university in the United Scates approved this study.

2.5 , Dartaanalysis

The authors developed a codebook through open coding of several

transcripes, and the research team met regularly o discuss che coding

process, emerging pacierns in the dara and to resolve any discrepan-
des in the application of codes. Coding was done by three audhars, and
20% of interviews were double coded 1o ensure consistency with an
IRR kappa of =0.6 for each of the coding nodes, Domaina relevant to
the interview guide and objecrives of this paper were organised using
a emplate analysis approach (King, 1998). Members of the research
ream uded the weniplace o organise conunon categories of respenses
across rangcripts. oudier responses and exemplar quotes, Once the-
matic saturation was reached, no new interviews were scheduled.
Dara on demographics, healdh starus and healdh syseem udlisadon
of clienrs were collected from a case management dacabase and che

organisadion’s Healch Information Exchange by select care team staff.

3 , FINDINGS

3.4 |, Characteristics of the sample

Among b0 clients pardcipacding in the Housing First program, 30
clients were approached to participate in interviews. Of these. two
declined to pardcipate, one was dropped due 1o scheduling difficul-
ties and one was not interviewed because of evidence of alcohol
use during the visit and aggressive behaviour towards seaff. No addi-
tional clients were contacted because sacuration was reached afrer
26 interviews. Interviewees ranged in age from 32 o 80, with an
average age of 52 ac the time of the interview. All 26 study parici-
pants had at least one chronic medical illness and atieast one mencal
healch condition; 44 had a recent history of substance abuse. de-
pendence or a subsrance use disorder. The most prevalent chronic
medical illnesses were hypertension and chronic chscructive pulio-
nary digease. Major depresaive disorder, schizoaffective disorder,
peneralised anxiety disorder and post-traumatic scress disorder were
the mose conmon menial health conditions. Fourteen participants
had four or more emergency deparunenc visies in the year prior o
program encry; seven had four or more hospialisations in the year
prior to program encry. Table 4 displays information about interview
participance’ clinical and demmographic characzeristicy.

3.2 | Interview results

Four central themes emerged from the analysis. Firsr, receiving
rousing and additional services through the Housing First program
reduced swress and improved pardcipants’ sense of security and
scabilicy. Second, widh scability. pardcipanis experienced beceer
management of chronic healih conditions, including feeling greater
self-efficacy in addressing substance use and dependence. Third, the
opudonal case managemene offered through the program provided
support and navigation through the health system. Finally, housing
constancy led o an improved sense of social connectedness, which
case managers contribuced o as well.

Underlying these themes was the importance of establishing
onwological security. the feeling of well-being hae arises from a
senge of constancy in one’s social and macerial environiment. which.
in tirn, provides a secure platforny for idendty development and
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FTABLE 4  Keyinformanc characeeristics {n = 26)

Gender
Female _ LER SN
. ..-T:'éns.s_é'iuai L e 1(4)
Age, years
808 L aus
404
603
Number of chronic medical conditions
Cuperl R e
3 8(30)
Arx least 4 substance use disorder §4 (64)
At Ieésr'.i.__ﬁ.ien[ai heaith condmon 26 (100)

Number of eiergency deparcinent visits in year prior to program
entry

Upw3 S )
4-7 727}
16+ 4(45)

Number of hospitalisations in year prior o p'r'ég'rai'_i'i'_é:nf;}y_ S
Upo 2 £3(50)
4-h 3{2)

gelf-acrualisation (Giddens, 41990). Pardcipants eonsistendy re-
flecred on their increased sense of securicy as erideal w an improved
sense of physical and mencal health.

3.24 |, Housing stability led 1o lower stress and a
greater sense of securiey

Participants often described iinproved physical and emorional sra-
bility following housing - and drew explicic connections between
housing stability and their health. In particular, individuals high-
lighved regularly taking part in rouine home activities. like cooking,
cleaning and relaxing. which had been challenging or impossible dur-
ing periods of homelessness, that now provided a symbol of stabiliey:

{ wasn't used to having a home o be in, | used o get
up and go out on che streecs and hang ouc. Now it's
nice just coming home relaxing. | can cook and watch
TV. | don't have 1o worry about noching.

(Participant 4%}

Many described feelings of decreased gwress:

| don't have the siress thac | had before living out
there. And | feel | don't have o worry like | used to. |
don't have to worry about eating. | have a place to live
which is great. And physically and menally. | haven’s
been 1o the hospiral since | moved in here. And ! used
o be in ehe hospital a loe before | did move in here.
{Participant 6)

Participants reported thac feeling unsafe was a significant stressor
prior 10 being housed, Many were concerned about acts of violence,
and drug use and wrade where they previously lived:

It's not safe, Vou don’t wanna be where people -
there's gunshors every night. | mean ic's terrible. And
oh. rightin front of our house they were selling drugs.
I'm like thac's not good for - you know whae | mean?
It’s just not a safe place.

{Participant 9)

Choosing housing outside of areas where pardcipants witnessed
and’or experienced viclence allowed for an increased sense of security
and safery:

And when [they] showed me dhis place. | liked it. And
my brother lives down the streer, so ic's a litde peace-
ful, like more help. It was a new beginning. And all the
old swff | didn'c have to worry abouc. iU's peace and
quier,

(Pardicipanc 40}

3.2.2 | Housing stability improved health
management and reduced reliance on hospital-
based care

Following successful housing placement, participanes described
increased engagemenct in managing cheir medical condidons. and
impravement in cheir health. Many participanes associated this im-
provement with the resoludon of swressors from dheir prior living
sitvations. Housing also provided a struccure thac facilivated bewer
chronic disease nmanagemend from a logiscical seandpoinc:

I's easier w sray on wop of you taking your medicine
when you have a good environmenc like thig. It's not
lxeing homeless where you gotta go hide your med-
ieine. Then you goua go gec ic. Then you gotta gec
- the bathroom’s 400 yards away. And it's crazy. This
here's stable.

{Participant 22}

Other pardcipants noted thac stable housing provided a place o
receive reliable home-based services:
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Having a home health aide ig the only reason I'm doing
okay. Having a home malkes having an aide possibie. |
never had one before nmy currenrt housing, Before liv-
ing here and having an aide, | was managing my healch
conditions by myself.

{Participant 4)

Pardicipanrs also described decreased bapriers o keeping appoine-
menws with primary care and other healtheare providers following
housing placement, refated to improved coordinadon of transporoa-
uon, among other facrors:

| don't have to be swck out there, not being able o
wash myself to go o the docrors or swff like thac. !
can just get up and go or call my mom or call for crans-
portadion. ' back on scable ground now with that.
{Participant 23)

Notably, pardcipancs reporced less delayed care-seeking foliowing
housing placement, whereas prior 10 housing they would often wait w
seek help for worsening health starus, necessitadng the use of emer
gency services:

| just would go to the hospital emergency room. And
1 usually waiced until it was really. really. really bad.
[...} They rold me they believed if | would’ve stayved
one more day out that | probably would've died in my
sleep hecause my lungs were so full of fluid.
(Parcicipant 14)

9ome participans emphasised how housing had not only de-
creased their use of emergency services bur conuribueed to an overafl
improvement in their sense of health:

Ever since | moved in here, | haven't been in the hos-
pitat once. Now that's a blessing. Going from being
in the hospiwal in 2045, 28 dmes frony January uncil
August, and then geting housing November of 2045
and moving here. And scill roday, [I] haven't been in
the hoapiral.

(Participant 8)

However, the decrease in hospital use was not uniforin across
all participants. Some participants described concinued hospial-
isations at rates similar o before housing. as well as continued
exacerbations of chronic health condirions. These participants
noted conditions such as severe chronic obscructive pulmonary
disease and complications due to intravenous drug use, including
soft rissue infections and osreomyelitis, as conmibuting to contin-
ued hospitalisacdons.

For individuals with subsctance use disorders. pardcularly alco-
hol and opioid use disorders, housing was critical for engaging in
reapment and sustaining recovery. A key factor for many of these

participants was moving away from environments thar provided

[EII’IDE&[iDnS O use:

906 then ic was much easier [..] when | left [the civy] |
was pleading. I'm like [Case Manager). you gotea find
me something because | can't live here. There's oo
many drugs. I'm relapsing.

{Participanct 9)

I'm not out there with crazy people. I'm nort doing the
drugs anymore. I'm not drinking no more. 90 I'm ac
peace.

(Parcicipant 42}

Participana expressed increased ability and willingness o engage
in creacment for substance use disorders, describing improved oudook

and well-being:

I had a drug problem, | will admit. Buc by the grace
of God. I'm kind of 30 days clean [...Jand { want to be
30 miore days hecause I'm - buc basically [the Case
Managers] helped me o like starc off in life, seemed
like. Pick me up, dusc me off and poinced me the way
thar | should have been going all along.

(Pardcipant 4}

3.2.3 |, Case managers' role in helping clients
overcome barriers 1o health is multifaceted

Case management played a critical role in pardicipangs' improved
feelings of srability and secusity, and their ability o manage health
conditions. upport ranged from inforimal comumunication, such as
checking to see how someone was doing, wo formal actions, such as
facilitating renc and uriliey bill payments. Case managers also pro-
vided direct care coordination, including accompanying clients
appointvents:

They keep in contact with the nurse here. S0 they
keep me up to date with all my appoinunencs and ev-
eryrhing. S0 ic's been a pleasure being with that group,
as far as cthe healch is concerned. seeing the docrors
and making sure I'm geeing all the things | need
{Participant 18}

Participants described ways case managers helped them overcome
barriers to obtaining medications and appoinuimencs, which clients had
not been able 10 address themselves before program enrolmenc:

When | got out of the hospical, | didn’t have any
meds and they said go to vour primary care; they'll
refill chem. | went to miy primary care and she goes
we don't refill preseriprions from other dociors. And
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I'ny like what am | supposed 1o do? Find a paychia-
trist. ... there’s a four-week waiung list. Well, | can't
wait four weeks for my meds. 30 [Case Manager)
made a suggestion lec's try 1o get you a new primary
care.

{Pardicipant 9)

Well, | got a Medicaid card. They [Case Managens]
helped me with that —to get that, so | don't have o
pay out of pocket for my inedicarions. Because | used
o pay a lot of money for my medicacions. %o | don't
have 1o do that no more,

{Participant 19}

Case management was also integral 1o addressing non-medieaf is-
sues that influenced pardcipant access o care, such as coordinating
transporadon, securing nutritional support and“or assisting witch jus-
ee system interacgons:

Well. he [the Case Manager] helped e find NA meetr-
ingy to go o around here and - he helped me with
that. He helped e gec a bus pass so | can ger 1o the
doctor so | don’t have wo pay for ehe bus. Swff like
that.

{Participant 6}

9he [the Case Manager] came with me to the coure in
Riverton last monch, and because she was there the
judge was super lenient. He gave me a free public de-
fender. They ended up dropping the charges.
(Pardcipant 2)

3.2.4 |, Housing constancy improved social
connecredness, but not necessarily social integrarion

Prior to housing, pardcipanes describred social isolation, and rarely
could identify a person o call in case of an emergency. Participants
apoke of physical housing placement as relieving that sense of
isolation:

But | used o feel really lonely when | firsc moved

in. Now ic’s like solitude. To me, there’s a difference.

Solitude is where you feel good and relaved.
{Parcipant 9)

Some auribured the ghifr from loneliness o soliude o the in-
creased trust they had in their case managens, including the reliability
of case managers in being present during times of need:

| mean, they don't know ime. They never seen me.
They never met e before. And for them w pursue
me the way thar they did. it was mind-blowing [...]

Because | believed as an addict chac nobody cared for
me and no one cares abour e,
(Pardicipanc 46}

Others found the constancy provided by housing as imporant for
reconnecring with friends and family. For those wich active subscance
use, pardcipants desoribed rebuilding refadonships with family and
friends who they had lost wouch with due o dheir disorden while dis-
tancing themselves from individuals who had tiggered their subscance
use. In some cases, pardcipancs direcdy atwibured their improved
health to reesrablished relationships:

My healch is much beccer. My children help me - help
me 1o remind me about my pills. make sure 1 take
them because ic's three dimes a day [L.] It's just been
grear because | didn't have thac contact wich thein be-
foref...} We're much closer now.

{Participang 44)

Pardicipants voiced feelings of improved connecredness despite
Hiving in an unfamiliar environmenrt that was somerimes geographically
more discant from friends and family. Overall, the housing placemenc
experience was discussed as positve: however participans rarely
provided descriprions of social integracion, such as aceending commu-
nity everis or pardcipating in local religious groups, 9ome pardcipants
living in new neighbourhoods described feeling our of place or sog-
macised for reasons such as being of significandy different age or of
different racial’ethnic identities compared to neighbours:

For a perscn like me, | nead w be in a nice, quiet
neighbourhood, a quiet location. | don't feel unsafe,
bur people look at me and expect the worst right
away. Al they see when they look at anyone is a thug.

{Paricipanc 1)

A few participams discussed having suppordve relationships with
neighbours or ocher members of the locat communicy, but only if those
individuals were family, friends lknown previously. or other clients re-
ceiving services from the organisadon.

4 | DISCUSSION

Previous studies suggest that the sense of security resuldng from
housing smability improves feelings of efficacy over other as-
peces of life, including health, and that housing draws evidence
of ontological security into sharp relief (Tsemberis er al., 2004:;
Woodhall-Melnik et al., 2047). Our findings advance knowledge
of how housing facilirates stability and improves management of
health conditions for chronically homeless individuals wich sig-
nificant medical complexity. In the Unired 9tates, chronic diseases
comprise seven of the top 40 causes of deach and are major driv-
ers of healtheare costs, accoundng for over 75 percent of this
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country's aggregate healthcare spending and 83 cencs per dol-
lar of Medicaid apending (Johnson, Hayes, Brown, Hoo, & Ethier.
2044; Kent, 2048). Among the Housing First clients interviewed
for our swdy. housing provided the physical locadion for manag-
ing the logistical aspects of their care. and an environment where
they were beuwer able to focus on their health and wellness, cudy
participants often deseribed less frequent use of emergency ser-
vices and more regular interacdon with primary care following
housing placement. Those who experienced increased physical,
social and emotional seability with housing also more readily en-
gaged in treatment for subgrance use disorders, Our findings also
suggest that cereain populations may be more likely to experience
decreased care utilisation and cost. depending upon type and se-
verity of their health concerns.

Qimilar o other scudies, participation in case nanageinent
emerged as criteal to addressing clients’ health needs (Clifasefi.
Collins, Torres, Grazioli, & Mackelgrang, 2046; Kerman, Sylvesere,
Aubry, Discasio, & Schurz, 2049). Case managers' role in connect-
ing clients to services rentoved barriers o care rhat clients had
previously found difficult or impossible w overcome. and sup-
port front case managers in addressing wansporcation coordina-
tion, food insecurity and criminal justice system involvement was
vital. While service pardcipation i voluncary within the Housing
Firar paradigm, research suggesws the essentdal role of case man-
agement and other supporiive services in improving residenty’
likelihood of success and stability in permanent housing (Gilmer,
Swefancic, Henwood, & Euner, 2045; Henwood et al.. 2048: Quinn
ercal.. 2048).

Changes to physical and social communides as a resulc of the
scaccered-sice housing program sometinies resulred in experiences
of stigmartisation and exclusion, as has been found in other swidies
{Watson, Fossey, & Harvey, 2049; Vanos, Felton, Tsemberis, & Frye,
2007). Although scauered-site housing has been associated with
longer housing retention. research shows an advantage of single-sice
housing in improving sense of communicy and increasing the qualicy
of social networks among program participants (Monwgomery et al.,
2049). Participancs in our seudy infrequendy reported involverent
in conwnunicy acuviies. yer rarely reporced feelings of loneliness.
Indeed, case management service coordinators played a significant
rale in mitigating feelings of isoclaton by providing regular, depend-
able sources of contact. Housing also facilitated reconnection with
family and friends wliose relaticnships wieh pardicipancs had become
strained or distanc, ofren relared ro substance use or the nawre of
being unscably housed. These relationships were essential sources
of support as participancs sought to overcome barriers o health thac
seemed insurmauniahle prior to housing placement.

5  METHODOLOGICAL CONSIDERATIONS

Our findings are based on a sample of cliencs in a single Housing
First program. Pardcipant responses may have been influenced by
social desirability. alchough this potendial bias was minimised by

establishing rapporc, ensuring confidentiality, asking open-ended
questions and encouraging parcicipancs 1o provide examples. The
eam engured the trustwordhiness of the daca by using well-escab-
lished chemarvic analysis vechniques. including investigawr riangula-
tion of the data for interviews and analysis, member checking during
interviews, peer debriefing and creation of a clear audiz crail (Guba &
Lincoln, 4989; Nowell, Norris, White, & Moules, 2047).

6 ; CONCLUSIONS

The cransition w housing provides constancy and swability for
chironically homeless individuals with medical complexity and fre-
quent hospital use, These elements enable self-management and
wearment of healch conditions. and help reescablish social refation-
ahips. Given the key role thart case managers play in the experience
of Housing Firsr cliencs, case managemenc qualicy may affecrt social
conneceedness and healdh outcomes for apecific groups of padents,
parcicularly chose with muliple chronie condidons and subscance
use disorders.
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