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Abstract

Over the past decade, “Housing First” has gained momentum as an approach to
address the needs of individuals facing homelessness. More recently adopted within the
Canadian context, Housing First has received considerable praise for effectively housing
the chronically and episodically homeless, by getting them off the streets and out of
emergency shelters. While the increased adoption of Housing First within the homeless
sector in Canada has been backed by evidence-based research, qualitative studies
regarding the perceptions of front-line service providers towards Housing First are
limited. Using qualitative methods, in-depth interviews and focus group discussions were
conducted with service providers and program participants from three separate Housing
First programs in Southern Ontario. The data was analyzed to develop key themes
surrounding the effective implementation and operation of Housing First programs. The
results shows that while service providers and participants believe that, overall, Housing
First is the best approach to housing the chronically and episodically homeless, criticisms
and challenges of the approach still exist. The findings call for the increased funding by
all levels of government towards the development of new affordable housing stock as
well as the importance of building strong relationships with housing providers and other

non-profit agencies for the continued success of Housing First Programs.

Keywords: Housing First, Treatment First, Supported Housing, Housing and Supports,
Assertive Community Treatment, Intensive Case Management, Homelessness, Mental
Health, Addictions, Affordable Housing, Municipalities, Ontario
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CHAPTER 1

INTRODUCTION AND CHAPTER OUTLINE

1.1 Background

In 2013 the Canadian Federal government announced in their Economic Action Plan
that it would renew its commitment to the Homelessness Partnering Strategy (HPS) by
refocusing using Housing First as its primary approach to supporting homeless
individuals. Under this mandate, $600 million will be invested in order to update the
existing structure of homelessness supports in 61 designated communities across Canada
and developing local initiatives surrounding Housing First (Employment and Social
Development Canada, 2015). The implementation of Housing First as a means of
addressing homelessness is primarily aimed at those regarded as chronically or
episodically homeless in Canada. The renewed commitment to Housing First under the
HPS is based on findings from the Mental Health Commission of Canada’s At
Home/Chez Soi research project. This 5-year, government-funded project ended in March
of 2013 and provided evidence for an increased implementation of Housing First
programming across Canada (Goering et al., 2014).

It is estimated that 200,000 Canadians access a variety of homeless emergency
services each year (Gaetz et al., 2013). Furthermore, another 3 million are considered “at-
risk of homelessness™ and live in inadequate or crowded housing or live with relatives or

friends (Trypuc & Robinson, 2009). Many of those 3 million individuals, while not



currently accessing emergency shelter services or housing supports, are at high risk of
potentially needing additional supports in order to remain housed in the near future. Of
the 200,000 Canadians who access homeless emergency services, those considered
chronically or episodically homeless may only represent a small proportion of the overall
homeless population but they use a disproportionately high amount of emergency support
services and funding (Aubry et al., 2013; Kuhn & Culhane, 1998; Kertesz et al., 2005;
Gaetz, 2012). One of the major pillars of the Housing First approach is it seeks to provide
adequate and suitable housing for the chronically and episodically homeless by
integrating affordable housing with individualized and consumer driven supports.

Past approaches to supportive services have been referred to variously as the
continuum of care model, the linear model, and the Treatment First approach. While
these approaches may have similar mandates, the choice of wording or labeling is used
interchangeably and will be discussed further in Chapter 2. In many instances, these past
approaches failed to adequately house many of the most intense users of services -due to
their higher prevalence of addictions and mental health concerns (Clark & Rich, 2003;
Hurlburt, Wood and Hough, 1996; Rosenheck et al., 2003). The challenge of housing
someone with addictions or those who suffer from a range of mental health diagnoses is
that these conditions can lead to housing instability and poor housing retention rates,
potentially leading to individuals reinstating their transient lifestyle of ‘living rough’ and
acute stays in emergency shelters (Kertesz et al., 2003).

Housing instability is not a result of a simple cause and effect relationship for the
individual and for one specific reason, such as addictions or mental instability. Rather, it

is often the “culmination of various underlying and intersecting issues, ranging from



mental health and addiction issues to domestic abuse and poverty” (Turner, 2014, p.1).
Equipping individuals with a stable and suitable home with the needed consumer-based
supports, through assertive community treatment (ACT) or intensive case management
(ICM), can lead to higher housing retention rates and increases in outpatient service use.
These solutions are much less expensive for taxpayers as opposed to relying on services
provided by departments such as policing or emergency medical services (Banks et al.,
1999; Dharwadkar, 1994; Lehman et al., 1997; Lehman et al., 1999). In a 2013 report
titled, “The State of Homelessness is Canada 2013 it was estimated that the annual cost
of managing homelessness through emergency responses such as policing, emergency
medical services and shelters is over $7 billion (Gaetz et al., 2013). Reducing the use of
emergency services could drastically decrease the cost associated with addressing
homelessness for the most intense users. One way of doing this is to keep individuals
housed and to provide outpatient services to meet their needs. In one study comparing 5
Canadian cities using Housing First the authors found that after a one-year-follow up,
73% of those using a Housing First approach were still stably housed compared to 37%
of those still using treatment to which they had become accustomed (Aubry et al., 2015).
Proponents of the Housing First philosophy believe that housing should be a basic
human right and that a stable home can create the foundation on which the process of
recovery and reintegration can begin (Tsemberis, Gulcur & Nakae, 2004; Turner, 2014).
Understanding the challenges faced by those who work with this approach on a daily
basis is needed in order to eliminate some of the disconnect between policy makers and

front-line staff.



1.2 Purpose of the study

Due to its increasing adoption, Housing First has attracted a range of scholarly work
(Cohen, 2008; Goering et al., 2014; Gulcur et al., 2003; Henwood et al., 2013; Hwang et
al., 2012; Padgett et al., 2011). Much of the current research focuses on quantitative
aspects of the Housing First approach, such as: length of housing retention (Stefancic &
Tsemberis, 2007; Aubry et al., 2015), reductions in social spending (ONPHA, 2013,
Gaetz et al., 2013), and reductions in drug and alcohol use (Padgett, et al. 2011). While
these are all important markers of success, the aforementioned assessments focus mainly
on the quantitative aspects related to Housing First program participants.

The majority of studies have focused on treatment and housing outcomes of the
participants of Housing First programs. Despite the importance of the experiences and
opinions of different Housing First participants in the context of each individual program
to achieve an understanding of the effectiveness of Housing First, few studies, with the
exception of Henwood et al., (2013) who looked at the Pathways to Housing First in New
York and Nelson et al. (2013), have taken this approach.

Some implementation and fidelity evaluation studies of At Home/Chez Soi programs,
discussed further in Chapter 2, have explored the perceptions of front-line staff towards
Housing First in Canada.

There is a gap in the literature understanding and documenting the concerns and
experiences of those who work at the front-line and on a daily basis with Housing First
programming, outside of the two major programs mentioned above, can address this gap

in the research.



Although participant perceptions can provide insight into the successes and
disadvantages based on the first-hand experience with Housing First programming, they
lack a structural and systems understanding of the specific markers to success pertaining
to the implementation and daily operation of Housing First.

Service providers can lend a wealth of knowledge and experience in order to
strengthen or address any potential weaknesses associated with the Housing First
approach and philosophy.

In order to address the needs of the most chronically and episodically homeless in
many Canadian communities, understanding the perceptions of service providers towards
the changing structure of homeless supportive services can bridge the gap between policy
makers and service providers.

In addition, by looking at qualitative data collected from Housing First participants,
comparisons in the findings can be made so that the needs of participants are more

effectively met.

1.3 Research Questions

Two chapters in this dissertation (i.e. Chapters 4 and 5) contain findings about a
broad set of factors that influence the operation of the Housing First model as an
approach to dealing with homelessness.

A consideration of both service providers and program participants allowed me to
synthesize a holistic explanation of the strengths and weaknesses of the model.

The research questions guiding this study are:

(1) Do service providers consider the Housing First philosophy and the way it is



organized as the most effective approach to housing the chronically and
episodically homeless?

(2) Which aspects of this “new” model do service providers see as strengthening
supportive services?

(3) Based on the perspectives of service providers, what are the major barriers to
the effective operation of the Housing First model?

(4) What are the thoughts of program participants about Housing First?

and

(5) What recommendations do service providers have for the improvement of

Housing First programming?

These questions emanate from the need for further understanding of the operation and

implementation of the Housing First Model in order to continue the discussion of the

most effective means to address the issue of homelessness.

To answer the above questions, this research will focus on the following specific

objectives:

1.

Examine the perceptions of service providers on the major barriers to the
successful implementation and operation of Housing First supportive services.
Investigate service provider and program participant perspectives on the benefits
and limitations of Housing First approaches.

Assess the extent to which service providers agree that Housing First is the most
effective approach to provide housing and supports for the chronically and

episodically homeless.



Overall, this thesis seeks to understand the perceptions of service providers
working with the most recent form of providing housing and supports to homeless
individuals. Housing First is situated in a realm of prior experiences with the old
Treatment First model, as well as engaging with other community partners whose
service-orientation still reflects the traditional approach to supportive housing (Henwood
et al., 2013).

This thesis is based on in-depth interviews (n=10), and focus group discussion
(n=12) with service providers in three Southern Ontario cities, namely London, Hamilton,
and Waterloo. Additionally, this thesis draws on interviews with sixty-five (n=65)
participants from the City of London. Comparisons with the perceptions of service
provider’s experiences of the program to the experiences of the participants of the
program will be made as a means of addressing the limitations in the literature up to the

present.

1.4 Outline of the Thesis

The body of this thesis is augmented by 5 additional chapters.

Chapter 2 provides an overview of homelessness in Canada as well as outlining the
new and pre-existing approaches to supportive and supported housing. The chapter starts
by defining homelessness and establishing a theoretical understanding of the different
categories of homelessness from which supportive services and housing supports can be
understood. It also discusses some of the costs associated with the transient lifestyle of

homelessness and the misuse of municipal and provincial emergency services. This



chapter also provides a framework for understanding the different forms of housing and
supports as well as outlining the core principals of those different approaches. It also
outlines the “best-practice” approaches to Housing First and looks at studies detailing
their successes and shortcomings as programs. This chapter concludes by comparing the
more longstanding and commonly used Treatment First or linear approaches to
supportive housing to the new, government favoured, Housing First approach. Outlining
outcomes such as housing retention, drug and alcohol dependence, emergency service
usage and consumer led rehabilitation and community integration.

Chapter 3 describes the rationale for the use of qualitative research techniques as the
means of data collection, analysis and reporting. More specifically, it outlines the
different techniques and approaches in interviewing service providers and tenants as well
as the rationale for the inclusion of a focus group discussion in this study. The chapter
goes on to outline some of the coding and analysis techniques used in the interpretation
of data as well as the ways in which rigour was achieved. Finally, this chapter discusses
some ethical considerations involved with data collected from at-risk populations as well
as looking at some of the limitations of the study.

The findings of the study are separated into two chapters (Chapters 4 and 5). Chapter
4 looks at the perceptions of service providers towards the changing environment of
supportive services and some of their thoughts on the ease of this transition. This chapter
first outlines some of the more specific factors that were addressed by service providers,
which they believed, inhibited or suppressed the effectiveness of Housing First as both a
paradigm and as a program. The chapter finishes by encapsulating the overarching

perspectives of service providers towards their program and its approach to the Housing



First model as well as whether or not they believe Housing First is the best means of
addressing challenges faced by homeless persons.

Outlining the perspectives of service providers gives the backdrop for Chapter 5,
which summarizes the standpoint of program participants towards Housing First. This
chapter examines participants’ perceived health and housing outcomes, before and after
involvement with Housing First. The chapter also documents participants’ positive and
negative experiences engaging with service providers, including what they regard as the
most important aspect of those relationships, as well as perceptions of the Housing First
framework or model.

In Chapter 6 comparisons of the similarities and differences in the findings from
service providers and participants will be made in order to lead to more effective
supportive services and housing outcomes for homeless individuals. This chapter further
provides an overview of major themes and trends, recommendations for future
developments in services, as well as contributions to the research and concludes with
remarks regarding the current state of supportive services.

The information found in chapter 4 and 5, as well as information collected from
Chapter 2 provide an outlet for a more comprehensive and detailed analysis of the
common themes that were addressed in this study, which in effect, lead to structural and
organizational changes within these programs and lead to policy changes for the
communities involved. The findings may also provide insight into the challenges
regarding the structure of housing and supports in cities not only within Ontario, but

Canada and abroad.
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CHAPTER 2

LITERATURE REVIEW: HOMELESSNESS AND
HOUSING FIRST

2.1 Introduction

Understanding the needs and causes of someone who is considered homeless can be a
very complex and taxing endeavour. The constantly changing economic and political
climate at the three levels of government in Canada, including the funding structures and
policies to tackle homelessness, has influence on how homeless persons are defined as
well as determining the best approaches to dealing with issues surrounding homelessness.
Changes to homelessness support services have gained serious media and policy attention
in recent years. Specifically, Housing First (HF), the newest evolution of supported
housing within the homeless social service sector, has received tremendous attention.

This Chapter reviews the HF philosophy and the program model as a potential
solution to homelessness. Prior to the review, the Chapter defines homelessness and
conceptualizes the many facets of how an individual might become homeless, or be at-
risk of homelessness. An understanding of the factors related to how someone becomes
and stays homeless is used as a lens through which to analyze housing support programs

currently in use.
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2.2 Defining Homelessness

In practice, as well as in theory, a concise definition of homeless and homelessness
has often proved a difficult task. While there are no universally shared definitions, there
are multiple viewpoints about what constitutes homelessness. For instance, the United
Nations (2009) and the Conference of European Statisticians (CES) categorises people
experiencing homelessness into two broad categories: primary and secondary. Under the
primary category, homelessness or “rooflessness” is regarded as persons living in the
street without shelter. The secondary category includes “persons with no place of usual
residence who move frequently between various types of accommodations (including
dwellings, shelters and institutions for the homeless or other living quarters). This
category also includes persons living in private dwellings but reporting ‘no usual address’
on their census form” (U.N., 2009, p.3). Although the above definition appears wide-
ranging, such conceptualization has been criticized as too narrow for understanding the
complex situation faced by homeless individuals (Gaetz et al., 2013).

Another definition provided by the Canadian Homelessness Research Network
(CHRN, 2012, p.1), which addresses the causes and barriers faced by homeless
individuals, defines homelessness as:

“The situation of an individual or family without stable, permanent, appropriate

housing, or the immediate prospect, means and ability of acquiring it. It is the

result of systemic or societal barriers, a lack of affordable housing and appropriate
housing, the individual/household’s financial, mental, cognitive, behavioural or

physical challenges, and/or racism and discrimination. Most people do not choose
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to be homeless, and the experience is generally negative, unpleasant, stressful and
distressing.”

The CHRN’s definition provides a multifaceted look at the effects, challenges and
consequences facing homeless individuals. It also shows the complicated nature of
defining homelessness as it can be seen more as an umbrella term in which a range of
individuals with different socio-economic backgrounds, religious or cultural groups, age
or gender may belong. As with defining homelessness, characterizing those who are
homeless, where they reside and for how long, can be challenging.

In their paper “The State of Homelessness in Canada 2013” Gaetz et al. (2013, p. 13)
include a range of housing and shelter circumstances a homeless individual may
experience:

1. Unsheltered: or absolutely homeless and living on the streets or in places not
intended for human habitation, such as people living in public or private spaces
without consent or contract, or people living in places not intended for permanent
residence or habitation.

2. Emergency sheltered: includes those staying in homeless shelters, shelters for
those impacted by family violence, as well as those fleeing a natural disaster or
destruction of accommodation.

3. Provisionally accommodated: refers to those whose accommodation is temporary
or lacks security of tenure. This includes people either staying in interim or
transitional housing, living temporarily with others (i.e. couch surfing), accessing

short term, temporary accommodation (i.e. hotels and motels), or living in
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institutional contexts (i.e. hospitals, prisons) without permanent housing
arrangements.

4. At risk of homelessness: refers to people who are not yet homeless but whose
housing and/or economic situation is unstable or does not meet public health and
safety standards. This category is included due to the fact that homelessness is
considered a fluid experience where one’s shelter circumstances and options shift
and change frequently.

One thing that is apparent about homelessness in Canada and elsewhere is that it is
near impossible to determine the exact numbers of homelessness in a defined
geographical unit. This is due to lack of a consistent definition (as shown above), the
fluidity of those involved, and a lack of point in time counts of sheltered and unsheltered
homeless persons (Gaetz, Guilliver, & Richter, 2014).

Trypuc and Robinson (2009) focus on the absolute homeless or those characterized as
having no housing, and are “roughing it” on the streets, or who frequent the shelter
system. Specifically, the authors point out that homelessness includes those “who live in
inadequate or crowded housing, or the invisible homeless who are “couch surfing” or
sleeping with friends” (Trypuc & Robinson, 2009, p.5). Using this definition, the authors
determine the number of absolute homeless to be approximately 157,000 people in
Canada. It is estimated that the number of people living in poverty who may benefit from
social assistance, housing improvements, or low-cost housing could be upwards of 3.2
million Canadians (Statistics Canada, 2009)

While the above statistics seem staggering, the estimates only provide an

approximation of annual encounters within emergency shelter services. Gaetz, Guilliver
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and Richter (2014) estimate that at least 235,000 Canadian’s access homeless emergency
services or sleep outside each year. As well, the number of Canadians who experience
homelessness on any given night is estimated to be approximately 35,000 individuals.
This number was determined based on three categories of homelessness: those who are
unsheltered, those staying in emergency shelters, or those considered provisionally

accommodated (Figure 2.1).

Figure 2.1: Homelessness in Canada

CANADIANS EXPERIENCE

HOMELESSNESS IN A YEAR UNSHELTERED STAYING IN PROVISIONALLY
EMERGENCY SHELTERS ACCOMMODATED

Gaetz, Gulliver, & Richter, 2014, p.5

While this is not an absolute number for homelessness in the country, the author
cautions the quoting of this figure as Canada does not conduct coordinated point-in-time
counts on any given night of the homeless population, making it difficult to calculate
exact figures (Gaetz, Gulliver, & Richter, 2014). Many of the individuals included in this
estimation also frequent the emergency shelter system and may access services upwards

of 200 nights a year. Social service agencies providing support to the homeless, such as



15

emergency shelters and hostels, can determine the numbers of individuals who use their
programs quite easily, due to the collection of personal information into some form of
database upon admission to shelters and hostels.

Correctly identifying an individual as homeless can be challenging, as not all those
who experience homelessness appear to be homeless, nor do they congregate in expected
locations throughout the city (Wright, Rubin, & Devine, 1998). To reiterate, another
difficulty is the variance in the definition of homelessness across Canada leading to
differences in measurements and indicators, causing variation in figures of homelessness
from each municipality (Gaetz et al., 2013). While the aforementioned challenges in
determining exact numbers of homeless populations in different municipalities exists, the
annual and daily estimates provided, still give government and non-profit agencies, their
staff, and social service advocates, an idea of how local and regional approaches are

doing in putting an end to homelessness.

2.2.1 Categories of Homelessness—Transitionally, Episodically, Chronically

In order to better understand some of the theoretical issues and costs associated
with homelessness, the typology of homeless shelter users will be outlined. Kuhn and
Culhane (1998) developed a typology to describe shelter stays amongst the homeless
population. The typology has been used in describing the use of shelters (Gaetz et al.
2013; Gaetz, Scott, & Gulliver, 2013; Layton, 2008; Metaux et al., 2001), the decline in
health outcomes (Kertesz et al., 2005; Hwang, 2001; Hwang et al., 2012; Frankish et al.,
2005) and cost benefit analyses (Gaetz, 2012; Gaetz et al, 2013; Gaetz, Gulliver, &
Richter, 2014). Overall, the median length of stay in shelters is 50 days, although most

homeless people stay for less than a month and generally manage to become housed on
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their own, in fact 24-29% stay only one night (Segaert, 2012, p.19). There are three
broad categories of homelessness: transitional, episodic, and chronic.

The ‘Transitionally homeless’ category involves individuals and families who
have relatively short stays in the shelter system, and who tend to not return. These
individuals have had crises due to circumstantial issues such as a loss of job, loss of
housing, or other temporary conditions that have resulted in them not having a place to
live. They tend to be younger and less likely to have complex issues related to mental
health, addictions, and other health related issues (Gaetz et al., 2013). Very often this is
the result of limited affordable housing, having a house that they could afford and/or
having had difficulty finding another location within their budget. However, once
sheltered and allowed to recuperate they are able to regain housing with little difficulty
(Metaux et al, 2001). In Canada, the transitionally homeless category makes up between
88-94% of the homeless population (Aubry et al., 2013).

The ‘Episodically homeless’ segment includes individuals who use shelters
intermittently, moving in and out of homelessness several times over a three-year period.
Some of these moves may include corrections facilities or short term stays in hospitals
(Gaetz et al., 2013). Generally these individuals have more complex issues than the
transitionally homeless and represent about 9% of the homeless population. In Canada,
episodic homeless numbers range from 3-11% (Aubry et al., 2013). In their study, Kuhn
and Culhane (1998) found that this population had around 5 different periods of
homelessness over three years, and spent approximately 264 nights in shelters.

The ‘Chronically homeless’ group is the population that has the most impact on

the emergency support system as these individuals are long-term shelter users. These
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individuals spend long periods of time within the shelter system or live on the streets.
Kertesz et al. (2005, p.577) defines chronic homelessness as an ‘unaccompanied single
adult with a disabling condition, which may include addiction, who has experienced
homelessness continuously for a year or more, or 4 times during a period of 3 years’. The
majority have serious mental or physical health problems or addiction issues. In the U.S.
study by Kuhn and Culhane (1998) they found that the chronically homeless represented
9.8% of the homeless population and although they only averaged 2.3 stays over 3 years,
it was for long periods of time, ranging from 317 to 1095 days in shelter, per stay. In
Canada the chronically homeless population was found to be smaller, representing 2 to 4
% of the overall population (Aubry et al., 2013).

While the number of episodically and chronically homeless individuals is
relatively small, these two clusters are the highest users of homeless services. For
instance, in Toronto and Ottawa, the episodic and chronic homeless populations occupied
over half of the shelter beds, although they represented only between 12 per cent and 13
per cent of the shelter population” (Aubry et al., 2013, p.5). In their most recent report,
“The State of Homelessness in Canada 2014, Gaetz, Gulliver and Richter (2014) found
that the number of episodically and chronically homeless in Canada was between 13,000
and 33,000 individuals. Those who are chronically homeless generally suffer greater
deterioration of health and as a result are more frequent and intense users of health

services (Gaetz, 2012).
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2.2.2 Understanding Homelessness: some theoretical issues

Homelessness has been attributed to several broad and specific causes. The
theoretical explanations of homelessness are well established in the literature so only a
brief description is provided in this sub-section.

In general, homelessness has theoretically been attributed to two broad causes,
structural and individual.

Structural factors are generally social or political/economic in nature and exist
outside of the control of the individual. They may include things such as increased
poverty and unemployment, declining availability of affordable housing, inadequate
social assistance benefits, the reduction in psychiatric beds, an overall weakening welfare
state, globalization and economic restructuring and gentrification (Daly 1996; Favlo,
2009; Gaetz, 2010; Turner, 2014; Shinn, 2007, Kuappi & Braedley, 2003).

Individual risk factors are variables that have altered the lives of the individual
due to choices made by themselves or those of close family and friends. It emphasizes the
role that individual pathology and disability play in the process of homelessness. Causes
include challenges such as mental illness, drug and alcohol addiction, physical or mental
abuse, involvement with crime, lack of job skills, and individual debt (Falvo, 2009;
Zugazaga, 2004; Sullivan, Burnham, & Koegel, 2000; Kim et al., 2010).

Gaetz et al. (2013) also attribute ‘system failures’ as another reason why
individuals end up homeless. ‘System failures’ refers to a lack of adequate support from
pre-existing social service agencies or other mainstream avenues for care. These agencies
failed to adequately support at risk individuals, which in turn, compels them to resort to

accessing the homelessness services. System failures include “difficult transitions from
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child welfare, inadequate discharge planning for people leaving hospitals, corrections and

mental health and addictions facilities and a lack of supports for immigrants and

refugees” (Gaetz et al. 2013, p.13). All of these causes can individually or collectively

lead to an individual becoming a “homeless” person. Table 2.1 summarizes these factors.

Table 2.1: Causes of Homelessness

Causes of Homelessness

Examples

Structural Causes

Unemployment

Lack of affordable housing
Inadequate social assistance
benefits

Reductions in the number of
psychiatric beds

Weakening welfare state
Globalization and economic
restructuring

Gentrification

Individual Risk Factors

Physical disability

Mental or physical illness

Social disaffiliation (e.g. personal
choice)

Deviance from Societal norms (e.g.
drugs and alcohol addiction,
juvenile delinquency, criminal
behaviour)

Physical and/or mental abuse
Human capital deficit (e.g. low or
no education, lack of job skills and
work experience)

Individual debt

System Failures

Difficult transition from child
welfare

Inadequate discharge planning from
hospitals, corrections, mental health
and addictions facilities

Lack of supports for immigrants
and refugees
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While most people enter the low-income bracket at some point in their lives (such as
students, those learning a trade and individuals who are retired or unemployed) most do
not remain there for extended periods of time (Urmetzer & Guppy, 2009). Those who are
permanent occupants of the lowest brackets, such as those experiencing consistent
homelessness, can sometimes be caught in a cycle of homelessness, trapped due to one or
more of the specific factors mentioned above. For example a large proportion of
individuals who experience homelessness have serious mental illnesses (Lowe and
Gibson, 2011; Rickards et al., 2010) and while mental illness is a risk factor for
homelessness, the experience of homelessness is also a risk factor for developing a

serious mental illness (Bhugra, 2007).

2.2.3 The Issue of Affordable Housing

Not only are some Canadians finding it more difficult to find work providing a
decent wage in order to obtain the basic necessities of life, such as food, clothing and
transportation, but it has also become increasingly more difficult to find affordable
housing. “Affordable housing” in Canada is defined as “permanent housing that costs less
than 30% of total household income for low- to moderate- income Canadians” (Gaetz,
Gulliver & Richter, 2014, p.22). The importance of not exceeding 30% of total household
income is so that families can also afford other daily necessities such as food,
transportation, utility payments and clothing.

One of the main reasons for the decrease in affordable housing availability
involves the dismantling in the 1980’s of Canada’s national housing strategy (Gaetz et
al., 2013; Mah, 2009; Pierre, 2007; DeJong, 2004). Leone and Carroll (2010) attribute the

increasing lack of affordable housing to changes during this time when Canada
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experienced unparalleled economic growth and as a result felt that housing was not a
priority. Individuals who had core housing needs found themselves on the street despite
the wealth that was created by the overall economy. This set the groundwork for a crisis
in housing to emerge where growth in demand far outstripped supply. The
decentralization of housing policy by the federal government reinforced the perception
that housing policy should not move forward with federal leadership. Initially, housing
policy shifted to the provinces, which was then moved to municipalities, the private
sector, and various forms of community partnership through nongovernmental
organizations or other civil society groups. This left the policy area surrounding housing
in utter confusion (Leone & Carroll, 2010).

Federal and provincial government retrenchment in the 1980s and 1990s and the
overall decline in the social housing sector also contributed to the decrease in public
rental housing production (Walks, 2006). The reduction in spending towards social and
affordable housing began in the 1980’s and continued until 1993 when the federal
government ceased its investment in new housing stock (Gaetz, 2010). Traditionally,
most affordable rental housing built in Canada had been constructed with government
subsidies and reduced spending severely affected the new supply of affordable rental
housing and social housing (Mah, 2009). This lack of funding led to a shift of housing
production and supply in the Canadian market to the free market (Walks, 2006) as well as
a change of priorities toward incentivizing home ownership (Gaetz, Gulliver, & Richter
2014). The downloading of fiscal and managerial responsibilities from the federal
government to the provinces and municipalities has forced many non-profit cooperative

groups to find innovative ways of providing affordable housing to low-income residents
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without being able to rely on government assistance and subsides to survive (Pierre,
2007). Also, many municipalities are forced to find creative ways of instituting methods
of ensuring affordable housing provision which fall within the confines of municipal
budgets (De Jong, 2004). Federal funding aimed towards augmenting affordable and
social housing stock has increased from 1993 levels with the new “Investment in
Affordable Housing” agreement. Initially announced in 2011, federal and provincial
governments have agreed to fund new investment until 2019 but policing or regulation is
needed in order to make sure those investments address individuals experiencing

homelessness (Londerville and Steele, 2014).

2.2.4 The Cost of Homelessness

Providing services for homeless families and individuals is an expensive
endeavour. In 2009, it was estimated that approximately 498 shelters exist across Canada
totalling 17, 256 beds. Of those, about 31% (5,349 beds) were in the province of Ontario
(Hwang et al., 2012). The costs of shelter services vary across communities in Canada.
For instance, Shapcott (2007) calculated the average monthly cost for shelter services in
Toronto to be approximately $1,932 per person. As a comparison, Shapcott looked at
other monthly costs associated with homeless persons including: hospital bed use,
$10,900; provincial jail, $4,333; and social housing, $199.92. In British Colombia, the
estimated cost was $24,017, per person annually (Eberle et al., 2001). This figure
includes services such as using jails, ambulances, social services, health care, and
hospital admittance. Estimates in the City of Calgary put the average annual cost of the
chronically homeless at about $105,000 per person (Calgary Committee to End

Homelessness, 2008). While these are just a few examples, the variability in findings is
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apparent. In a report by Charity Intelligence, they calculate an average dollar amount for
each chronically homeless person in Canada. The report took the findings from the BC
study mentioned above, as it provided the most detailed breakdown of costs, and added
the costs from another study comparing costs in 4 other Canadian cities (Pomeroy, 2005).
Based on the numbers they came to a conservative estimate of costs for each chronically
homeless person in Canada to be $35,000 (Trypuc & Robinson, 2009).

In the U.S., chronically homeless individuals comprise a small proportion of the
overall homeless population (estimates range between 10 to 22%), but they suffer from a
disproportionately high level of disability and have been shown to be the most intense
users of health care and social services (Kuhn & Culhane, 1998; Kertesz et al., 2005).
Another U.S. study (Poulin et al., 2010) found that 20% of the homeless population
categorized as chronically homeless account for 60% of the total service costs.

Addressing the issues of homelessness in communities across Canada can provide
system wide savings that could boost resources available for other areas of concern
within the Canadian economy. When estimating the annual cost of managing
homelessness through emergency responses such as policing, emergency medical
services and shelters, Gaetz et al. (2013) found that it could cost upwards of $7 billion
annually.

Understanding the different causes, categories and costs of homelessness is important
as it provides insight into the types of supported housing programs that are offered to
help those most severely affected by homelessness. The traditional hallmark of
supportive housing programs for dealing with repeated users of emergency shelter

services is the ‘linear or treatment first” approach. While still in use, and still an
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important facet of homelessness supportive services, many communities are finding that
the newer ‘Housing First’ philosophy provides increased cost savings and reduces the
recidivism of individuals accessing emergency services. The recent At Home/Chez Soi
final report found that spending $10 on housing and supports for chronically homeless
individuals using the Housing First approach resulted in $21.72 in savings related to
health care, social supports, housing and involvement in the justice system (Goering et
al., 2014).

With many communities already evolving to ‘Housing First’ services and philosophy
and government endorsement and funding through the ‘Homeless Partnering Strategy’
the extent of future long-term savings from Housing First has yet to be determined. Our
current understanding of the framework and its evolution and adoption as the present
approach to homeless housing services as well as how Housing First became such a

popular model for government and non-profit agencies will now be discussed.

2.3 Custodial, Supportive and Supported Housing

To best understand the current approaches to housing the chronically homeless,
distinctions between custodial, supportive and supported housing programs will be
briefly highlighted.

After the deinstitutionalization of the mental health sector in the 1970s, custodial
housing became the major form of housing for people with severe and persistent mental
illness. This type of housing refers to board and care homes and is often for profit in
semi-institutional facilities (Parkinson, Nelson, & Horga, 1999). Due to critiques of

segregation, social isolation and dependency created among its residents, (Aubry, Ecker,
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& Jette, 2014) supportive housing was offered as a solution in which residents could
develop life-skills through community treatment and rehabilitation (Ridgway & Zipple,
1990). Supportive housing became the major form of housing for those facing persistent
homelessness. Consumers received shelter and on-site rehabilitation in a group home or
clustered apartment with common areas. As their functioning improved, they would
move to a less restrictive setting along a continuum (Aubry, Ecker, & Jette, 2014). This
approach was the leading program model up until the late 80s and early 90s when
supported housing started to become more prominent in homelessness housing programs.
Within supported housing, participants choose, get and keep regular housing in the
community. In many cases rent supplements are provided and support is no longer
provided at a single site but provided by mobile case manager or service providers who
are able to move and meet clients according to their needs and location (Tabol, Drebing,
& Rosenheck, 2010). Now, the major approach within the field of mental health,
“‘supported housing’’, is an approach to meeting the housing and support needs of
individuals with psychiatric disabilities that is rooted in core principles of consumer
empowerment and community integration (Wong & Solomon, 2010). Supported housing
usually involves Assertive Community Treatment (ACT) or Intensive Case Management
(ICM) or some similar level of support (Tabol, Drebing, & Rosenheck, 2010). Stable
affordable housing with support levels appropriate to an individual’s needs can lessen the
debilitating effects of repeated homelessness cycles, improve quality of life, reduce
stigma, and in some cases, can enable the individual to recover the ability to live and
function independently, even potentially returning to, or entering the labor market which

may result in improved productivity and reduced use of social assistance (Pomeroy, 2007,
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p-26). In many cases, the term “supportive” and “supported” are used interchangeably
when describing housing support programs for homeless participants. In some instances
programs may take an integrated approach within the spectrum of supportive and
supported housing, using traditional continuum based ideology from “supported housing”
while offering consumer choice and self-determination usually found in the newer

“supportive programs”.

2.4 Linear Approaches / Treatment First

Before looking at the Housing First approach to supported housing, now considered
best practice in housing the most chronically homeless (Goering et al., 2014; Gaetz,
Gulliver, & Richter, 2014), I will outline some of the more traditional approaches, that
have been the hallmark of supportive or supported housing for decades. These linear or
traditional approaches sometimes referred to as the continuum-of-care model of
supportive housing, assume that a return to long-term stable housing, in either the private
market or a subsidized setting, requires the restoration of behavioral norms and the
capacity to interact in a constructive social environment. This approach, which will be
mainly referred to as the Treatment First approach, recognizes an individual’s tangible
resource needs must be addressed in order to ensure that the person’s engagement and
attendance in treatment is successful (Sosin, Bruni, & Reidy 1995; Zerger 2002).
Traditional models are based on the use of “transitional preparatory settings and
mandatory adherence to treatment plans in order to graduate to less-restrictive settings”
(Tobol, Drebing, & Rosenheck, 2009, p. 450). In this model clients are expected to

transition through a variety of stages and types of housing in order to achieve “housing
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readiness”. Housing readiness within the Treatment First framework is generally seen as
being drug and alcohol free and agreeing to abstain from all substances. When residents
in traditional continuum model programs do make progress, they are moved along to a
new environment and can lose established social supports, leading to a normalization of
residential instability (Blanch, Carling, & Ridgway, 1998).

Throughout the literature, many scholars vary in their understanding of what
constitutes Treatment First, as well as the effects it may have on participants. Henwood
et al. (2013) see Treatment First providers as often needing to frame their ability to help
consumers as an all-or-nothing proposition based on a consumer’s ability to conform to
program expectations. For many chronically homeless individuals with drug and alcohol
problems, Kertesz et al. (2003) believe that repeated contact with traditional medical
model approaches may be less successful, and may result in a revolving door of jail,
medical detoxification, mandatory abstinence-based treatment programs and failed
attempts to navigate continuum-based housing. Hopper et al. (1997, p. 661) expressed
similar views stating “the system can contribute to chronic homelessness for many
individuals who then join the ‘institutional circuit’ and rotate through repeated stays in
costly acute care services, such as emergency rooms, hospitals, shelters, and jails”. Other
scholars believe that individuals prefer the relative independent life on the street rather
than a fragmented treatment system that inadequately treats multiple diagnoses or
addresses housing needs (Amussen et al. 1994; Osher & Drake, 1996). Treatment First
approaches believe that clients must first address drug and alcohol abuses, develop
sufficient “life skills” and potentially receive counselling for specific mental health

concerns before receiving stable, permanent housing. As well, there are generally
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individualized requirements that must first be met in order to “earn” the right to stable
housing. Figure 2.2 illustrates some of the requirements or steps involved in a

participant’s path to “earning” housing.

Figure 2.2: The Treatment First Approach

Sobriety
from drugs
and alcohol

Sequence of
supports

“Housing readiness” is central to the Treatment First framework but without any
semblance of stability in an individual’s life, which can be provided by housing, many
programs find increased rates of recidivism and therefore a loss of funding (Kertesz et al.,
2003). While Treatment First programs focus on treatment before graduating to housing,
the Housing First philosophy separates treatment from housing and considers treatment
voluntary upon a client’s readiness to participate, while seeing stable housing, which

meets the needs of each individual, to be a fundamental need and human right.
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2.5 Housing First

‘Housing First’ is the concept of helping homeless individuals deal with substance
abuse issues or mental health challenges by providing immediate housing along with
personalized supports. It centers on the idea that individuals may be more responsive to
interventions and supportive services after they have been stably housed, as opposed to
receiving supports in temporary or transitional housing facilities or programs (Gaetz,
Scott, & Gulliver, 2013). The expression “Housing First” was first used in the U.S. by the
National Alliance to End Homelessness in 1999. The aim of Housing First was initially to
contact homeless persons in out-reach activities and then offer them permanent housing.
The approach was the first to not require a homeless individual’s participation in other
services as part of gaining access to that housing (Tsemberis & Eisenberg, 2000). The
core principles of Housing First involve the following:

1. Immediate access to housing with no housing readiness requirements

2. Consumer choice and self determination

3. Arecovery orientated approach (including harm reduction strategies)

4. Individualized and person-driven supports

5. Social and community integration

The Housing First philosophy believes that providing a person with housing, first,
creates a foundation on which the process of recovery can begin (Tsemberis, Gulcur, &
Nakae, 2004). The key to the success of Housing First programs is by providing stable
housing for an individual from the onset of program implementation. By providing
individuals with stable housing, it sets the groundwork for successive participation in

supportive community services addressing client centered needs such as addictions or
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mental health concerns, as is shown in Figure 2.3.

Figure 2.3 The Housing First Approach

Having access to a stable and affordable home is something that many Canadians take
for granted. Many people within the homeless community never reach a point of stability
at which remaining housed is considered a viable future within the current system. Turner
(2014) states that the “stability of a permanent home provides the foundation that allows
individuals to begin addressing the issues that led to their housing instability in the first
place”. Within Housing First, individuals have a choice over their housing and treatment

with individualized supports through harm reduction strategies.

‘Harm reduction strategies’ represent a set of compassionate and pragmatic
approaches that aim to minimize harm related to drugs and alcohol use, in order to

maximize the quality of life for affected individuals and their communities (Marlett,
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1998). This allows for consumer choice not only when it comes to housing but also
sobriety and abstinence requirements. Harm reduction focuses on “accepting clients
where they’re at” (Denning, 2000, p. 4) and when someone is not willing or able to
abstain from drugs or alcohol, it may, therefore, be more effective to engage that person
in strategies to make their drug and alcohol use safer and more responsible (Miller &
Rollnick, 1991). Providing supports for individuals when requested and allowing for
consumer choice, allows for a more seamless transition of integration back into the
community. The relationship to choice, and housing success over time, indicates that
initial choice positively affects housing satisfaction, residential stability, and

psychological well-being in Housing First clients (Srebnik et al., 1995).

The 5 core principles of Housing First, mentioned above, provide the ideal
framework for an effective program based on best practice, reinforced by studies like At
Home/Chez Soi and programs such as the Pathways to Housing First, which will be
discussed further in this chapter. Unfortunately research on the implementation of
Housing First programs has in fact shown considerable variability in the implementation
of core principles (McHugo et al., 2004; Rog & Randolph, 2002; Wong, Filoromo, &

Tennille, 2007; Turner, 2014).

Currently in most programs, the target population is chronically homeless
individuals; the majority of which are middle-aged men. The broadening of scope beyond
this target group to other populations such as; youth, families and women fleeing
domestic violence, is an ongoing process and will continue to be explored (Gaetz et al.,
2014). Also, in order to outline best practice approaches Housing First, At Home/Chez

Soi and Pathways Housing First models will be explored. In addition, to better
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understand the two models, I will first explain the importance of Assertive Community
Treatment (ACT) and Intensive Case Management (ICM) teams and the role they play in

the effective implementation and operation of Housing First programs.

2.5.1 Assertive Community Treatment (ACT) and Intensive Case Management
(ICM)

Among other things, supportive services include “intensive case management,
moderate case management, custodial care, mental and physical health care, treatment for
addiction and substance use, income enhancement, housing assistance, and many other
social services” (Cohen, 2008, p. 32). Supportive services are usually provided in a
multidisciplinary approach such as Assertive Community Treatment (ACT) or Intensive
Case Management (ICM) teams. The teams are generally located off site where someone
is available 24 hours a day, seven days a week, to provide services to the consumer in
their natural environment, such as an individual’s apartment, workplace, or
neighborhood. Within Housing First, services continue for every individual as long as the
participant desires the given level of support (Tsemberis, 2010). Those with moderate
needs generally utilize ICM and those with the highest needs generally utilize ACT
teams. ICM is a team model in which “caseworkers, working alone or in teams, link
clients to mainstream housing and clinical supports. Caseworkers provide outreach,
develop relationships and coordinate with other services to help people access needed
services” (Employment and Social Development Canada, 2014). More intensive ACT
teams focus on a “recovery-oriented, comprehensive, multi-professional model that
usually includes comprehensive clinical supports, such as a psychiatrist, doctor, nurse and

substance abuse specialists on a single team, and that team serves all of the client’s
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needs” (Employment and Social Development Canada, 2014). ICM and ACT teams can
also work collaboratively to provide the most comprehensive supports for participants.

Homeless individuals entering housing and support programs, such as ACT or ICM,
have been shown to have better quality of living when compared to those provided with
standard treatment case management, or treatment first approaches. Individuals involved
with ACT or ICM teams have been found to have fewer housing problems, a higher
subjective quality of life regarding one’s housing, and more choice and control over one’s
housing (Lipton, Nutt & Sabatini, 1988; Rosenheck et al., 2003; Tsemberis, Gulcur &
Nakae, 2004). In terms of service use outcomes, existing studies show that ACT and ICM
are more effective in decreasing hospitalization for psychiatric difficulties. In some
studies, ACT and ICM emerged as clearly superior to other services by increasing
outpatient service use, therefore leading to decreases in more expensive psychiatric and
hospital emergency departments (Banks et al., 1999; Dharwadkar, 1994; Lehman et al.,
1997; Lehman et al., 1999). Other studies showed a comparable level of effectiveness,
but not as positive (Korr & Joseph, 1995; Wolff et al., 1997). The strong relationships
that develop between service providers and tenants in ACT and ICM demonstrate that
strong alliances improve retention in treatment, symptomology, quality of life and goal
attainment (Howgego et al., 2003)

Three studies, have demonstrated that the combination of housing and support is
superior to case management alone in reducing homelessness and hospitalization (Clark
& Rich 2003; Hurlburt, Wood, & Hough, 1996; Rosenheck et al., 2003). There is also
evidence in some studies that ACT and ICM were more effective compared to other

services in improving consumer functioning and adaptation to living in the community
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(Lehman et al., 1999; Morse et al., 1997; Shern et al., 2000). In the case of the Pathways
to Housing model and the Mental Health Commission of Canada’s At Home / Chez Soi
project, ACT and ICM teams were used interchangeably depending on the participants

perceived level of needs.

2.5.2 Pathways to Housing

The Pathways to Housing, Housing First model, is a consumer-driven approach that
includes choice of housing, separation of housing and clinical treatment and delivery of
recovery-oriented services that focus on facilitating community integration (Nelson,
2010). The Housing First approach is widely believed to have originated in 1999 with the
Pathways to Housing program in New York City by Dr. Sam Tsemberis (Waegemaker,
Schiff, & Rook, 2012). As mentioned earlier, due to ““its progressive philosophy and its
success in promoting positive outcomes demonstrated through rigorous research, the
Pathways Housing First approach has been widely endorsed and disseminated as
evidence-based practice” (Nelson et al. 2013, p. 17). The goal of the Pathways program is
to end chronic homelessness by using a consumer-directed service approach which
immediately provides consumers with what they want most: an apartment of their own,
free of treatment and sobriety conditions (Tsemberis, 2010). The program is designed to
meet the needs of homeless individuals living on the streets who have severe mental
illnesses; 75% of participants have a dual-diagnosis, also known as concurrent disorder,
which is described as a concurrent mental health diagnosis and addictive illnesses

(Tsemberis & Eisenburg, 2000).
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According to Greenwood, Stefancic, and Tsemberis (2013, p. 646), five aspects of

this model marked a radical change in the standard homelessness intervention services

(i.e. Treatment First approaches):

1.

It revolutionized the order in which housing and services are delivered to
homeless individuals with co-occurring diagnosis in the United States.

It relocated choice in housing and services from the service providing “experts” to
consumers themselves.

It provided housing as a matter of right, not something to be earned by completing
treatment or attaining sobriety.

It incorporated a harm reduction approach to psychiatric and substance abuse
treatment.

From the beginning, research and evidence-based practice were integrated into

each dimension of service delivery.

Consumer choice and self-determination are at the core of the “Pathways to Housing”

framework. This framework believes that services are under the assumption that,

consumers are the experts of their own lives and, as a consequence, are the best judge of

what they need (Greenwood, Stefancic, & Tsemberis, 2013). With respect for individual

personhood, dignity and autonomy, the Pathways Housing First program gives

individuals the opportunity to make choices, take risks, and learn from their own

mistakes. This allows individuals to understand the consequences of their choices through

a process of trial and error in which there can be new learning gained from mistakes. It

also allows individuals to take credit for their successes and to take responsibility for
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their mistakes. Pathways also assumes that if individuals with psychiatric symptoms can
survive on the streets they can manage their own apartments (Tsemberis, Gulcur, &

Nakae, 2004, p. 653)

2.5.3 At Home / Chez Soi

An example of Housing First within the Canadian context, the “At Home/Chez Soi”
Project, engaged and followed over 2,000 participants over a two year period and is an
example of best-practice research of Housing First for not only Canada, but worldwide.
The At Home/Chez Soi (AT/CS) research demonstration project was conducted by the
Mental Health Commission of Canada (MHCC) and was funded by the federal
government. In 2008 the federal government allocated $110 million to the MHCC to aid
in housing and support to homeless people facing mental illness (MHCC, 2012). This
funding is what culminated in the AT/CS project. The project looked at the efficacy of
the Housing First approach for meeting the needs of homeless individuals with mental
illness. Housing program participants were provided with an apartment, rent supplements
and either Assertive Community Treatment (ACT) for those with high needs, or Intensive
Case Management (ICM) for those with moderate needs (Goering et al. 2014). The
project compared outcomes for Housing First participants with control groups who
received conventional treatment and housing supports (ONPHA, 2013).

The At Home/Chez Soi project is the largest randomized control trial of the Housing
First intervention, to date, worldwide (Goering et al., 2014). The ultimate goal of the
project was to assess operational effectiveness and cost-effectiveness of the Housing First
approach in the Canadian context, and to be better able to advise future policy and

programs for homeless individuals in Canada (Hwang et al. 2012). In order to explore the



37

diversity of local context within Canada, the At Home/Chez Soi project incorporated
findings from 5 separate Canadian cities with varying homeless population characteristics
as well as housing and service contexts (Goering et al., 2014). The 5 cities included:
Vancouver, with a focus on congregate housing and substance abuse issues; Winnipeg,
looking more specifically at the urban aboriginal population; Toronto, targeting the needs
of people from ‘racialized’ groups; Montreal, which added personalized employment
supports; and Moncton, whose focus was on services in smaller communities (Gaetz,
Scott, & Gulliver, 2013).

Across all sites Housing First participants obtained housing and retained their housing
at a much higher rate than control group participants. Over the two years of the study,
Housing First participants spent an average of 73 percent of their time stably housed,
whereas the control group was only housed 32 percent of the time (Goering et al., 2014).
In terms of cost effectiveness, the At Home/Chez Soi project found that the cost of
Housing First for the top 10 percent of participants with the highest service use costs, cost
on average $19,582 per person per year. This resulted in average reductions of $42,536 in
service cost compared to usual care participants, or those in the control group. This
means that every $10 invested in HF services resulted in an average savings of $21.72
(Goering et al., 2014). Another estimate for cost offsets and saving after one year due to
decreased use of shelter, justice and health services by participants, who had previously
been frequent users of such services, resulted in overall savings of $9,390 per person per
year (Mental Health Commission of Canada, 2012).

While the At Home/Chez Soi project had successful outcomes for housing retention

and cost savings, a universal barrier to program implementation across sites was lack of
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affordable and available housing (Nelson et al., 2013).

2.6 Treatment First Versus Housing First: Some Existing Findings

The greatest difference between Housing First and Treatment First approaches is
noticed at the initial phase. The Housing First approach reduces barriers to bringing
homeless individuals indoors. It has been found to be more successful for both samples of
homeless individuals recruited from the street, utilizing outreach programs, and samples
recruited from psychiatric hospitals, for reducing literal homelessness and reducing
hospitalization, respectively (Gulcur et al. 2003). In a report of Pathways to Housing with
regards to housing retention, Pathways to Housing participants had higher percentages of
time housed, 80-90 percent of the preceding six months in stable housing, in contrast to
Treatment First control groups, whose time housed did not exceed 40 percent (Tsemberis,
Gulcur, & Nakae, 2004). Similarly, another study found that in terms of substance abuse
issues, Treatment First participants had higher rates of substance use and substance abuse
treatment utilization (Padgett et al., 2011). This raises questions about the ability of
Treatment First programs to engage clients and effectively treat their substance use issues
if there is continual relapsing in high cost treatment services. Padgett et al. (2011) found
that Housing First clients are significantly less likely to use or abuse substances when
compared to Treatment First clients. Another study of Pathways to Housing found that
housing individuals with concurrent serious mental illness and substance abuse without
requiring abstinence and sobriety did not increase their use of substances during a 2-year
period, despite lower levels of substance abuse treatment services (Padgett, Gulcur, &

Tsemberis, 2006). While results regarding drug and alcohol use are not overwhelmingly
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positive, the above studies have shown that requiring abstinence and sobriety does not
achieve significant differences in substance use between Housing First and Treatment

First approaches.

2.6.1 Systemic Change in a “workforce habituated to traditional services”

As mentioned previously, Housing First is now widely considered ‘“‘best-practice”
in providing housing and supports for the chronically and episodically homeless people.
With regional and local governments seeking individualized strategies in order to
implement this approach based on local contexts and funding structures, this represents a
radical change in programs traditionally serving individuals experiencing homelessness
and co-occurring psychiatric and substance use disorders (Tsemberis, 2010). In their
study “Examining Provider Perspectives within Housing First and Traditional Programs”,
Henwood et al. (2013) compared the Pathways’ Housing First and traditional programs in
the U.S. in order to determine whether differences in perspectives of front line staff were
found. The major focus of the study was to examine whether or not providers working
with the Pathways Housing First (PHF) model versus the Treatment First (TF) model
endorsed different views, values and perspectives in the context of their service delivery
(Henwood et al., 2013, p. 264). This study found that PHF providers were far more likely
to endorse consumer values; meaning staff supported an individual’s right to independent
housing and refusal of services under the assumption that who better to understand the
proper supportive needs for participants than the participant themselves? On the other
hand TF providers were more likely to endorse system values such as the need for
individuals to be stabilized in treatment, to develop prior independent living skills or to

be able to meet more stringent sobriety standards before being able to access independent
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housing (Henwood et al., 2013). Due to programs increasingly adopting a Housing First
approach, “implementation challenges remain due to an existing workforce habituated to
traditional services” (Henwood et al., 2013, p. 263). While this study was conducted in
the United States, Canada is in the process of making major changes with its housing and
supports services, thanks to funding from HPS. The need to understand challenges that
exist in the implementation of new Housing First programs, within the Canadian context,

1s now more important than ever for their future success.

2.6.2 The success of using a Housing First approach

In a randomized controlled trial conducted in 5 Canadian cities comparing
Housing First participants utilizing ACT versus treatment as usual, found that, after a
one-year follow-up, 73 percent of Housing First participants were still housed while the
percentage that were still housed in treatment-as-usual was 31 percent (Aubry et al.,
2015). Treatment-as-usual participants had access to outreach programs, drop-in-centres,
shelters, and general health, addictions and social services. They also had access to many
housing and support services not offered by the Housing First programs. In this study,
after the one-year follow-up, they also found that Housing First participants had
significantly greater improvements in overall health and showed greater improvements in
community functioning compared to the treatment-as-usual control group (Aubry et al.,

2015).

Results from a New York Pathways to Housing study found that individuals with
severe mental illness and substance use problems did not have to undergo mandatory

treatment to be able to live independently in the community (Padgett, Gulcur, &
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Tsemberis, 2006). Providing increased choice over housing, one of the key principles of
the Housing First approach can have a longstanding impact on residential stability and is
relevant for reducing the stress of repeated moves and service costs associated with
assisting consumers to relocate (Srebnik et al., 1995). Culhane, Metraux and Hadley
(2002), demonstrated that individuals placed in subsidized housing with support used
fewer shelter beds, were hospitalized less frequently and for shorter amounts of time, and
spent less time incarcerated. Prior to placement, participants living with severe mental
illness used about $40,449 per person per year in services. Housing placement was
associated with a reduction in service use of $16,282 per unit of housing per year, while
the annual cost of each unit was $17,277. As a result, there was an annual per housing
unit cost of $995 U.S. dollars

In a qualitative study done by Yanos, Barrow, and Tsemberis (2004), they found
that many participants indicated that becoming housed facilitated a feeling of being
“normal” or part of the mainstream human experience. Individuals found that moving
into housing improved their sense of safety, improved their self-esteem and helped them
to feel a part of the community at large. Although some challenges still exist, such as
individuals coping with loneliness or adjusting to the task of independent living (Yanos,
Barrow, & Tsemberis, 2004, p. 139), providing an avenue for chronically homeless
individuals to live independently with reduced homeless and emergency shelter services,
reinforces the importance of focusing on intensive services and supports through ACT
and ICM teams. Finally, existing research also shows that consumers who are dually
diagnosed and homeless prefer independent living, but many clinicians still recommend

supervised congregate housing for their clients (Schutt, Weinstein, & Penk