
The Role of Housing in 

Wellness and Recovery



What is Permanent Supportive 
Housing?

 The Substance Abuse and Mental Health 
Administration (SAMHSA) defines PSH as an evidence 
based practice that includes access to decent, safe, and 
affordable housing.

 PSH is integrated and community based housing that 
provides people with all the rights under state and 
local tenancy laws.

 Housing is linked to voluntary and flexible supports 
and services to meet the individual needs and 
preferences.



Core Components
PSH maintains these core components:

1. Individual has choice in type and location of housing and 
who to live with

2. Housing and supports are separated

3. Housing meets standards of safety, decency and 
affordability

4. Housing is integrated into the community

5. Individuals have full tenancy rights

6. Housing meets accessibility standards

7. Individuals are provided a wide range of flexible and 
consumer driven services designed to maintain housing.



Integrated vs Segregated
Integrated settings: 
1. Provide opportunities to live, work, and receive services 

in the greater community.
2. Include evidence based practices that couple scattered 

site housing with supports services

Segregated settings:
1. Have qualities of an institutional nature
2. Include congregate living populated with people of 

similar disabilities
3. Place limits on individuals ability to engage freely in 

community and manage activities of daily living



Who lives in Supportive Housing?
 Permanent Supportive Housing (PSH) is designed to 

serve those who would not be able to stay housed 
without a wide range of supportive services.

 People living in PSH usually have a long history of 
homelessness and often face persistent obstacles to 
maintaining housing such as:

1. Serious mental illness

2. Substance use disorders

3. Chronic medical issues



Who lives in Supportive Housing?
 The Corporation for Supportive Housing describes the 

historical characteristics of their Closer to Home 
initiative tenants in NY:

 68% of the people served through the initiative were 
homeless for two years or longer.

 37% were homeless for over 47 months!



Who lives in Supportive Housing?
Further demographics of this initiative showed:

 85% required treatment for a severe mental illness

 70% required treatment for a substance use disorder

 56% had a co-occurring MH/SUD needs

 46% had a chronic health condition



Demographics
According to HUD 2015 Continuum of Care Report:

 In Illinois, 27% of all homeless people have been 
identified as having a “Severe Mental Illness” or  a 
“Chronic Substance Abuse” issue.

 In Missouri, that number is 53%

 Nationally, 37% or over 205,000 individuals with 
behavioral health needs are homeless!



Demographics
 These numbers do not include the over 200,000 people 

in prison nationwide who are serving time for drug 
related offenses.

 Between 2001 and 2013, more than half of prisoners 
serving sentences of more than a year in federal 
facilities were convicted of drug offenses.

 - US Dept. of Justice - Bureau of Justice Statistics (Sept 2014)



Demographics
 Over half of all convicted inmates nationwide were 

under the influence of drugs or alcohol at the time of 
their offense!

 68% of all inmates were deemed to have a history of 
substance dependence and/or substance abuse.

 - US Dept. of Justice - Bureau of Justice Statistics (Sept 2014)



Demographics

 In short, over half a million people nationwide who 
have substance abuse disorders do not have permanent 
housing!



Maslow’s Hierarchy of Needs



Why is this important?

 The Housing First Model strategy operates under the 
philosophy that safe and affordable housing is a basic 
human right and a prerequisite for effective psychiatric 
and substance abuse treatment.

 If a person does not have the basic human needs, we 
cannot expect that they will succeed in treatment.



Housing First Model
Key components of the Housing First Model

1. A simple application process that does not require 
excessive documentation.

2. A harm reduction approach in which tenants are not 
required to be sober to obtain or maintain housing

3. No conditions of tenancy involving treatment



Harm Reduction
 Harm reduction can be described as a strategy directed 

toward individuals or groups that aims to reduce the 
harms associated with certain behaviors. 

 When applied to substance abuse, harm reduction 
accepts that a continuing level of drug use (both licit 
and illicit) in society is inevitable and defines 
objectives as reducing adverse consequences. 

 It emphasizes the measurement of health, social and 
economic outcomes, as opposed to the measurement 
of drug consumption.



Housing First Model
The Closer to Home Initiative showed tremendous 

success:

 83% of formerly chronically homeless tenants 
maintained housing for one year.

 77% maintained housing for over two years

 81% received on-going health care services

 80% received on-going mental healthcare services

 56% received on-going substance abuse services



Housing First vs Traditional 
Residential Programs

 Traditional housing programs that require sobriety 
and treatment as a prerequisite showed a stronger 
participation rate in substance abuse services vs HF 
programs. However….

 Housing First participants maintained 2-year housing 
for 77% while only 30% those housed in traditional 
residential programs that made treatment and 
sobriety a pre-requisite remained in permanent 
housing.



Types of interventions
 There are two types of interventions that are 

ineffective for PSH:

 Deficiency based plans: Focusing solely on what the 
individual cannot do or does incorrectly.

 Program-Centered Plans: One size fits all plans, which 
fail to acknowledge the needs and unique 
circumstances of the individual.



Housing related interventions
 There are many types of interventions that are 

combined with safe/affordable housing to provide 
individualized and person centered services:

1. IOP

2. ACT

3. Psychiatric Rehabilitation

4. Targeted Case Management

5. Life Coaching Model



Housing related interventions
 Each of these interventions focuses upon the Eight 

Degrees of Wellness (M. Swarbrick-2006) as promoted 
by SAMHSA.

The focus is on:

1. Skill Development

2. IMR

3. Rehabilitation Plan Assessment and Development

4. Crisis Intervention

5. Care Coordination



Declarations Life Coaching Model

All recovery planning is based upon the following 
belief:

We must build upon a person’s own internal

motivation and strength as a means for

achieving wellness.



Strengths Model
 The Strengths Model, as developed by Charles Rapp, is based 

upon the idea that support and services should be focused upon 
the individual’s positive internal qualities and abilities.

 The focus is on strengths not weaknesses, problems or deficits.

 The consumer is in charge. Nothing is done without their approval.

 The community is an oasis of resources, not an obstacle to recovery.

 People continue to learn, to grow, and to change no matter what 
their disability.

 The staff/consumer relationship is primary and essential.

 Assertive outreach is the preferred means of intervention.



Effective service planning
An effective service plan addresses the following domains in order to 

assist consumer achieve self sufficiency:

 Skill Development - Any area in which the consumer requires training 
in order to increase self-sufficiency and independent living skills

 Resource Acquisition – Any resources to which the consumer is entitled 
but is not currently receiving.

 Community Linkages – Accessing resources that are available to the 
general community.

Every service plan must demonstrate how the goals and
objectives tie into one of these three areas. 



Legal provisions for housing

 While short term residential care and/or rehabilitation  
facilities are beneficial and always in need as acute and 
sub-acute care interventions, there is a legal precedent 
for developing PSH opportunities that employ the 
Housing First methodology.



Olmstead Decision
 Title II of the ADA provides for the integration 

mandate that was upheld by the SCOTUS decision in 
Olmstead v. L.C. in 1999.

 Mandate requires that public entities MUST 
“administer services in the most integrated settings 
appropriate to the needs of qualified individuals with 
disabilities”



Olmstead Decision
Integrated setting is defined as one that:

“enables individuals with disabilities to interact with non-
disabled persons to the fullest extent possible”



Integrated Settings
 In 2011, the DOJ released guidance which further 

defined integrated settings as “those that provide 
individuals with disabilities the opportunity live, work 
and receive services in the greater community like 
individuals without disabilities.”

 It further stated that: evidence based practices that 
provide scattered site housing with supportive services 
are examples of integrated settings.



HUD Guidance
 In 2013, HUD released guidance that stated that the 

Olmstead decision accelerated the need to create 
additional Permanent Supportive Housing (PSH) 
opportunities.

 Types of PSH included: scattered site housing, tenant 
based rental assistance and multi-family units.

 HUD encouraged Public Housing Agencies (PHAs) 
and other HUD assistance programs to work toward 
this end.



Separation of housing and 
supports

 The key to PSH is that no supports are NOT tied to the 
housing unit. 

 Therefore, no individual can lose his/her home due to 
refusal to participate in services.

 It also allows for any individual to choose his or her 
“Preferred Provider” without needing to consider housing 
needs.

 Consumer Choice is key!!



Separation of housing and 
supports

 Most importantly, it allows individuals to titrate from 
services as their skills develop without the risk of 
losing their homes!



Who pays for PSH?
 Since the Olmstead decision, states have been working 

closely with HUD to create affordable housing 
opportunities to be used for PSH.

 Multiple HUD/federal programs have been used for PSH 
development

 Section 811

 Low income housing tax credits

 Project based rental assistance (Section 8)

 Individual State mandates (Fair Housing Act) 

 HUD, however, only pays for the physical structure for 
housing.



Who pays for PSH?
 Medicaid will pay for the services but NOT for any 

housing related costs. Medicaid plans include:

1. 1915 HCBS waivers:  

2. 1115 research and demonstration projects

3. 1905(a) State plan services (targeted case 
management) 

4. Money Follows the Person (MFP) Demonstration



PSH Benefits

 Supportive Housing Improves Lives 

 Supportive Housing Generates Significant Cost 
Savings to Public Systems 

 Supportive Housing Benefits Communities



Supportive Housing Improves Lives

 Research has shown that supportive housing has 
positive effects on housing stability, employment, 
mental and physical health, and school attendance. 
People in supportive housing live more stable and 
productive lives. 



Supportive Housing Generates 
Significant Cost Savings

 Cost studies in six different states and cities found that 
supportive housing results in tenants’ decreased use of 
homeless shelters, hospitals, emergency rooms, jails 
and prisons. 

In NJ: 

 Institutional care costs $300,000/yr on average

 Group home/other community residential facility 
costs $125,000/yr on average

 Supportive Housing…..$25K-$50K on average



Supportive Housing Generates 
Significant Cost Savings

 Cost studies in six different cities have shown that PSH 
consistently results in decreased use of hospitals, 
emergency rooms, homeless shelters and jails/prisons.

 In New York, studies demonstrated that PSH reduced 
the cost to our public systems by nearly 75%!!

 Corporation for Supportive Housing: www.csh.org



Supportive Housing Benefits 
Communities

 Further evidence shows that supportive housing 
benefits communities by improving the safety of 
neighborhoods, beautifying city blocks with new or 
rehabilitated properties, and increasing or stabilizing 
property values over time.



Questions

?


