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Executive Summary 
   

    

 
The Housing for Health Initiative 
In 2016, Kaiser Permanente NW Community Health created the 

Housing for Health Initiative to address the housing crisis for 

Oregon and SW Washington’s most vulnerable community 

members, especially those with mental health and substance 

use disorders. Kaiser awarded $1.5 million in grants across seven 

organizations to launch programs that provide housing and 

support through Traditional Health Workers (THWs), defined as 

people who work in the community to support those in need.  

 

Evaluation 
To understand the initiative’s impact and population served, CORE used baseline 

surveys, follow-up surveys, program data, Medicaid claims, and staff and participant 

interviews. CORE analyzed and combined this data to provide a more complete view of 

the programs, participants, and outcomes. 

Key Findings 

1. Participants had past experience with trauma and  
long-term struggles with stability 

2. THWs built powerful and supportive relationships from  
both the staff and participant perspective: 

 
3. THWs provided comprehensive support, including:   
 

 

 
 
 
  

Staff Perspective  Participant Perspective 

Provide ongoing support  
and empowerment  

The power of shared  
lived experience 

Build relationships and trust 
from the beginning 

 
Feeling human:  

a place without judgment 

Create long-lasting bridges  
to the community 

 
A bond and  

consistent support 

  400+ 
evaluation 

participants 

Navigating the complex 
housing system 

 

   

“…there was a lot of violence, a lot 
of bouncing around, a lot of foster 
care, in and out. By the time I was a 
teenager, my mom lost her freaking 
mind, threw me out, signed me out 
of school.”    - Client 
 
“I think a lot of it is respect…a lot of 
clients who’ve gone to so many 
agencies. They’re on this merry-go-
round of one person sends them 
here, then go over here. It’s hard for 
them to believe that I really care 
what happens to them… A lot of it is 
really listening to their story…and 
that can really build that 
relationship.”    - Staff 
 
“You can’t really be vulnerable 
and be honest with people that 
you can’t relate to or trust. The 
only way to grow trust is to share 
experience, and these people 
have a shared experience that 
only people that have suffered 
this issue have.”    - Client 
 
 

 
 

Connecting  
to healthcare 

Connecting to 
needed resources 
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Housing Impacts 

• 41% of people housed received permanent 
supportive housing  

• Significant reduction in housing instability  
and inadequate housing 

 
 
 
 
 
 

Healthcare Impacts 
• Increased and sustained enrollment 

in Medicaid for participants 

• Strong engagement with ambulatory care, 
as well as outpatient mental health – vital 
for those with significant mental health 
and substance use concerns 

• Decreased likelihood (26% less likely) 
of having a reported ED visit in the past 
six months 

 
 

Social Factors Impact 

• INCREASED ACCESS to basic needs such as food  
(49% more likely) and transportation (55% more likely) 

• DECREASED LIKELIHOOD to report being arrested  
in the past 6 months (35% less likely):  

 

 

 

 

 

 

 

 

REDUCED RISK of SLEEPING ON THE 
STREET, or in a car, campsite, or a 
similar situation in the past six months  

20.6%  
at baseline 

10.7%  
at follow-up 

135+ 
people  
housed 

   

“It’s very indescribable to not 
have to worry about a place to 
stay. It’s indescribable to have 
that security.”    - Client 

50%
 

REDUCED RISK of staying in  
a place with INADEQUATE 
FACILITIES in the past six months  

55%
 

Greater likelihood of reporting  
getting ALL NEEDED healthcare: 

 MEDICAL CARE UP 35% 

 DENTAL CARE  UP 47% 

 MENTAL HEALTH  UP 37% 

 MEDICATION  UP 58% 

 
 

“They save so many lives. 
They’re so awesome…I’m very 
thankful. I feel very fortunate 
and lucky to be part of it.”      
 - Client 
 
“I never had anybody help me 
like this.”    - Client 
 

Percentage who  
reported an ARREST IN 
THE PAST SIX MONTHS  
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Key Challenges Managed by the Programs 

The programs managed a variety of challenges, both in supporting clients and addressing 

system-based barriers. Key challenges included: 

 
Limitations 
This evaluation had several key limitations, including:  

• No comparison group: It’s unclear what may 

have happened without the initiative 

• Results were not separated by demographics; 

experiences of specific groups may vary 

• Small total participant sample  

• Opinions expressed by interviewees may not 

reflect all participants 

• Survey analysis limited to those who completed 

both surveys and therefore were still accessible 

• Subject to survey response bias

HIRING AND 
MANAGEMENT 

Finding the right THW can be time consuming, and in some cases presented 
challenges like navigating new job descriptions and HR red tape. Strong 
management was key to supporting THWs, including trauma-informed  
self-care planning and career development.   

MISTRUST 
Participants had a general mistrust of services and resources -- because 
they’ve had bad experiences in the past. 

READINESS 
Clients may be “stuck in their addiction” or otherwise not ready for the 

Housing for Health program and services. 

TRANSITIONS  
AND ISOLATION 

Clients struggle with their transition to stable housing and loss of their 
previous community, making them feel isolated. 

HOUSING  
MARKET 

Rising rents and lack of available affordable housing make it difficult to place 
more clients in stable local housing. 

LACK OF  
RESOURCES 

Supporting client needs can be hindered by a lack of local resources to 
connect them with. 

STIGMA 
Resistance from healthcare or other providers due to stigma associated with 
homelessness poses a barrier to meeting client needs.  

Conclusion 
The Housing for Health Initiative’s programs served clients with extensive histories of trauma and instability, 

as well as deep mistrust of the system. THWs built strong, trusting relationships with participants, in part 

through their shared lived experience. They also helped participants navigate the complex housing system 

and connected them with healthcare and needed resources. Participants saw substantially improved 

outcomes, including less housing instability, continuous healthcare coverage, decreased arrests, and 

meeting their healthcare and basic needs. Taken together, the results of this evaluation demonstrate the 

importance of engaging THWs in housing and support programs aimed to serve vulnerable community 

members as they play an integral role in improving community outcomes.  
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Introduction  

   

   

  In 2016, Kaiser Permanente NW Community Health began the Housing for Health Initiative to address 

the housing crisis for the most vulnerable members of the community, especially those with mental health and 

substance use disorders. They awarded $1.5 million in grants to seven organizations throughout Oregon and 

Southwest Washington to implement programs that provide housing and support through Traditional Health 

Workers (THWs).  

 

Background 

Traditional Health Workers 
    

Traditional Health Workers (THWs), defined as “frontline public health workers,” are people who work 

in the community to support those in need, including those with mental health and substance use disorders. 

They are often from the same community as those they serve and have shared lived experiences. There are 

several types of THWs, including Community Health Workers (CHWs) and Peer Support Specialists (PSSs). 

THWs have become an integral part of social services, healthcare, and behavioral health strategies as they 

build meaningful relationships with their clients to help enable them to meet their goals. 

The Housing for Health Initiative 
    

In 2016, Kaiser Permanente NW Community Health conducted an 

environmental scan of needs in Oregon and Washington and found that 

housing is the most critical need for individuals with mental health 

challenges and substance use disorders. Given this knowledge, they 

launched the Housing for Health Initiative by funding programs that 

bring together housing assistance and THW supports for people with 

serious behavioral health challenges, including mental health and 

substance use disorders. They awarded $1.5 million in grants to seven 

organizations throughout Oregon and Southwest Washington. The grant 

included three and a half years of funding beginning January 2017. All of 

the programs were fully implemented by July 2017. Additionally, programs were asked to identify policy and 

advocacy work that they could focus on related to their work, including affordable housing and THWs. For 

details on each program see page 7.  

The Evaluation 
    

Kaiser Permanente contracted with Providence St. Joseph Health’s Center for Outcomes Research and 

Education (CORE) to conduct an evaluation of the Housing for Health Initiative. The evaluation began in January 

2017, when each program was beginning implementation, and continued until the end of the initiative’s funding 

in August of 2020. This report represents the results for the entire three-year evaluation. The evaluation 

addresses the following key questions: 

Photo Credit: Pexels 
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Overview of the Grantees’ Programs 
   

   

Seven organizations from Oregon and Southwest Washington were chosen for the Housing for Health 

Initiative. Although the specifics of each program vary, all the funded programs focused on providing health, 

social services, and housing assistance to vulnerable populations – especially those with behavioral health 

challenges (mental illness or substance use disorders) – with support from THWs. Exhibit 1 below provides a 

brief snapshot of each grantee organization’s program. 

 

Exhibit 1: Overview of Grantees’ Programs 
 Location Target Population Intervention 

Catholic Charities of 
Oregon 

Portland, OR 
Homeless women with severe 
mental illness and substance use 
disorders 

Integrated housing, healthcare, and behavioral 
health supports. PSSs offer intensive levels of 
interaction with clients, supported by a multi-
disciplinary team of housing, behavioral health, 
and health & wellness staff. 

Catholic 
Community 
Services 

Marion 
County, OR 

Families in high poverty 
neighborhoods 

Expand existing Neighbor Connectors program 
for Fostering Hope Initiative (FHI) 
neighborhoods. Identify families in need of 
housing assistance who also struggle with 
mental health or substance abuse and provide 
support through CHWs. 

Love 
Overwhelming 

Cowlitz 
County, WA 

High needs households 

Intensive psycho-social rehabilitation recovery- 
oriented program called Intensive Community 
Services. Use a ‘scattered site’ housing model 
which allows households to hold their own 
lease anywhere in the county. 

Outside In 
(Collaborating with 
NAYA) 

Portland, OR 
Transition aged youth (18-25 
years old) experiencing 
behavioral health challenges 

THWs provide intensive support to help youth 
find, secure, and maintain housing. THWs help 
youth to connect with community resources in 
their neighborhood and navigate and engage 
with healthcare resources. 

ShelterCare Eugene, OR 

Affordable housing property 
managers 

Affordable housing tenants at 
risk for eviction, as well as 
individuals seeking affordable 
housing 

Train affordable housing property owners and 
managers to better work with tenants with 
behavioral health challenges. 

Work with affordable housing tenants to 
prevent eviction and maintain their housing. 

Urban League Portland, OR 

Black or African American 
individuals with severe mental 
illness and/or substance use 
disorders 

Provide chronically homeless individuals housing 
placement and wrap-around services. Program 
also engages clients in advocacy opportunities to 
promote systematic change. 

Willamette Family,  
I n c .  

Lane 
County, OR 

Individuals with behavioral 
health challenges 

To help people with behavioral health challenges 
find and maintain stable housing by training 
CHWs, providing case management, delivering a 
rental rehabilitation program and advocating for 
statewide policy changes supporting case 
management and peer-delivered services. 
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Methods 
  
Overview 

   

CORE used an observational and longitudinal study design to evaluate the Housing for Health 

Initiative. The evaluation employed a mixed methods approach that included multiple data sources and both 

qualitative and quantitative analyses (Exhibit 2).  
   

Exhibit 2.   

 

Participant 
Surveys 

Baseline and six month follow-up surveys asking about housing status/ experiences, 
health/healthcare, social determinants of health, and demographics. 

 

Programmatic 
Data 

Each site tracked data on participant information, enrollment status, housing 
placements and type, exit reasons, and types of THW services provided. 

 
Interviews Transcripts from interviews with 3-5 staff members and 2-3 clients from each site. 

 

Medicaid 
Claims 

Comprehensive healthcare claims data that includes utilization history, diagnoses, and 
costs for participants who are Medicaid members. 

 
Ground 
Truthing 

Each round of interview and survey data was “ground truthed” with site staff to help 
provide operational context and improve depth of impact. 

     

Client Surveys 

The client surveys were developed at CORE, in partnership with Kaiser Permanente and the 

grantee organizations, using validated scales and established questions and measures. Baseline 

surveys were given to participants when they consented to participate in the study. Six months 

later, follow-up surveys were given to participants who completed the baseline survey. Participants received 

a $5 incentive for their time for each survey completed.  
   

Descriptive analyses were used to present a demographic profile of the baseline respondents. To 

assess non-responder bias, we compared our analytic sample (those who completed baseline and follow-up 

surveys) to the sample yet to respond to or receive a follow-up survey. We assessed change over time using 

logistic regressions with Generalized Estimating Equations (GEE) to account for clustering by participant 

(repeated measures). If participants did not answer a question in either survey, a valid response from the other 

survey was also flagged as missing. As both baseline and follow-up samples are identical, there was no need to 

adjust regression estimates for potential confounders. Finally, a descriptive analysis was conducted on the 

section in the follow-up surveys around program satisfaction. All analysis was conducted in R version 3.3.3. 
  

Programmatic Data 

An excel-based data tracking tool was developed by CORE to help each site track key information 

on the participants’ progress in their individual program. Data for those who consented to 

participate was collected and shared with CORE quarterly. The descriptive analyses of these data were 

included with the demographic profile of the baseline respondents. 
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Interviews 

CORE conducted 15 interviews in March and April 

2019 with the programs’ clients. Potential 

participants were randomly selected from a list provided by the 

sites. The interviews were semi-structured and included 

questions about their experience with their program, their 

relationship with the THW, their past and current housing 

experience, their health, future plans, and recommendations. 

CORE also conducted 30 interviews in February-April 2018 with 

THWs, THW supervisors, and other staff at each organization. 

These interviews were semi-structured and included questions 

about program implementation, THW training and support, and 

related successes and challenges. A majority of the interviews 

were conducted in person and lasted about 45-60 minutes. 

Interviews were recorded and transcribed. A coding dictionary 

was developed from the data using an inductive approach. 

Interviews were coded in Atlas.ti and analyzed to identify key 

themes based on patterns in the data. 

   

Medical Claims 

OHA claims data for the date range 07/01/2015-02/29/2020 was collected for a subset of the 

program sample. The group had to consent to the use of their claims data and match to OHA 

claims either directly through their Medicaid ID or a combination of demographic factors. Data 

was transformed to highlight enrollment, and key forms of utilization (such as inpatient and emergency 

department). Utilization was explored as both a frequency (PMPY) and prevalence (sample proportion 

utilizing the type of care). 

    

Ground Truthing 

CORE partnered with Kaiser 

Permanente staff to bring initial survey 

and interview findings to a series of bi-annual 

Learning Collaboratives. This allowed the site 

staff, including THWs, to review, discuss, and 

provide context to the data that helped inform 

each of the annual reports. Because the 

collaboratives were also designed as 

opportunities for on-going partnership and 

shared learning across sites, these timely 

discussions of qualitative data also supported 

continuous quality improvement efforts across 

the programs.             Photo Credit: Kaiser Permanente, Housing for Health Learning Collaborative  

Sensitivity Analysis 
Our study sample was represented 
disproportionately by participants from 
Willamette Family, Inc. (see pg. 16). To 
ensure our results were not biased to the 
influence of the Willamette Family 
program, we performed a sensitivity 
analysis that included study participants 
from all of the organizations, but only 
included a random sample of 25 
Willamette Family participants (a 
number more consistent with enrollment 
in the programs at the other 
organizations). We replicated our 
analyses and found that our results were 
directionally and proportionally 
consistent (although, in a few cases 
statistical significance at p<0.05 was lost) 
for all outcomes measured.  
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Launching & Sustaining the Programs 

 

What We Did 

The first year of the evaluation, CORE used qualitative interviews with program staff to better 

understand the state of each program in the Housing for Health Initiative. Interviews explored program creation, 

current implementation successes, key activities, policy work, partnerships, and challenges. We also used annual 

reports submitted from each organization to track progress and challenges.  

 

Program Creation 
   

Programs were Designed with a Client-Centered Approach   

Through interviews, staff shared their knowledge of how and why their specific programs were created. 

We heard from the organizations that rising client or community-based needs preempted the creation of these 

programs. This set the foundation for these programs to use a ‘client-

centered approach’ that provides whole person support. In this way, the 

client or members of a specific community are at the center of the 

Housing for Health programs from the beginning. 

 

Defining Program Success Through Clients 

We also asked sites to tell us how they define program success. 

Success was often aligned with the program’s approach of client- 

centeredness. Success was defined as: 
   

• Small wins, not something huge or monumental. 

• What the clients see as success: What are the clients’ goals? 

What do they need help with? 

  

“[Success] is helping clients be 
able to measure their own 
success and maybe figure out 
what that means to them on a 
deeper level rather than 
comparing it to what someone 
else might say success would 
look like for them… Something 
we talk about a lot is self-
determination, don’t do 
something for someone that 
they could do for themselves.”  
- Staff 

       Key Findings 
• Programs were intentionally designed and defined using a client-centered approach. 

• Interdisciplinary staffing teams were created to meet clients’ diverse needs. 

• The teams continued to gain and improve their skills through participation in trainings. 

• Program staff engaged with the community to support clients, THWs, and local landlords. 

• Program organizations got involved in supporting policies that advocate for the THW role.  

• Many programs have expanded their partnerships and networks to better serve clients and improve outcomes in 

their communities. 

• All programs experienced challenges, which included: 

o Client needs are complex and many clients have deep mistrust of the systems; 

o Hiring the right THW was time consuming and challenging for most sites;  

o Widely used definitions of ‘homelessness’ do not match all the programs’ populations of interest, thereby 

restricting access to needed services; 

o Required paperwork can be invasive and burdensome for both clients and staff; and 

o Lack of affordable housing, resources, and the stigma of being homeless. 
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• Helping clients find a community.  

• THWs acting as an advocate for clients, while also teaching clients self-advocacy skills so they can 

eventually advocate for themselves. 

• Creating more comprehensive teams that allow and support whole person care and provide wrap-

around services. 

• Other staff recognizing the importance of the THW role and larger benefits to clients served by 

the organization. 

 

Program Implementation 
   

Program Teams Created to Make It Happen 
   

Adding New Team Members. All grantees incorporated a full or part time THW into their programs. 

About half the organizations already had THW positions. For the organizations without a THW, new jobs had to 

be created. Staff from all programs expressed that regardless of whether they were hiring internally or 

externally, filling the THW role with the right person was of utmost importance. For some programs, finding the 

right person took a lot of time (up to a year), while other programs easily found the appropriate person from 

within their own organization. 

 

Creating Interdisciplinary & Diverse Teams. In order to create these 

client-centered programs, we heard that grantees had to carefully examine 

their current staffing model to ensure that the Housing for Health programs 

were staffed appropriately. For all programs, comprehensive teams were 

created that included a variety of positions: THWs (PSSs, CHWs, and 

Navigators), Housing Specialists, Case Managers, Supervisors, and other types 

of support staff. Some organizations created inter-departmental programs in 

which staff are shared across departments that were historically siloed, 

creating new bridges and avenues for teamwork and collaboration within the 

individual organizations. These new bridges were also credited with allowing 

more time for staff to work with clients, as staff were able to focus on their 

specific role and create warm handoffs to other team members when needed. 

 

Gaining & Improving Staff Skills 

As part of the Housing for Health Initiative, 

program staff, including THWs, attended trainings and 

workshops to learn new skills and strengthen their ability 

to support the programs and clients. These workshops 

included in-house professional development events, local 

government sponsored PSS and CHW management 

trainings, county sponsored diversity and equity trainings, 

as well as a variety of other trainings focused on mental 

health first aid, de-escalation, and trauma-informed care 

workshops (Exhibit 3). 

 
 

Photo Credit: Unsplash 

   

“It has given us a chance to 
bring some services together, 
the housing and the medical, 
[allowing for] overlap of staff 
so we can support each 
other…It keeps that one stop 
shop kind of together, so they 
know that even if they come 
to me I can get them to the 
medical, even if I’m not doing 
medical.”    - Staff 
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Exhibit 3. Examples of Trainings Attended 
Peer Support Management OHP Assister 

Peers Support Continuing Education Chronic Disease Self-Management 

Understanding Violence Diabetes Self-Management 

LGBTQ Meaningful Care Conference THW Folk Time Training 

Decolonizing Diets Housing Alliance Housing Opportunity Day 

Assertive Engagement Refer Mental Health 

Diversity & Equity Training Persuade 

 

 
Supporting the Program Work 
   

Supporting THWs  
   

The programs reported their best practices for supporting 

their THW staff members. The programs reported that they found 

1:1 meetings important for managing THWs. They also found that 

team-based care that made outcomes a shared responsibility 

helpful for managing the stress associated with challenges faced 

by clients. Making sure THWs had development opportunities 

was also important to support the THW’s career. Finally, the 

programs reported that it was very important to support THW 

health and well-being – their shared lived experience means that 

their work can cause THWs to be triggered due to past trauma – 

by using a trauma-informed approach to management and even 

creating self-care plans.  

    

Community Activities 
   

The Housing for Health programs engaged with the community to 

support their programs, staff, and clients. Multiple programs work closely 

with landlords, and one offered landlord trainings that taught landlords 

about working with recently homeless tenants and those with mental illness. 

While other programs supported the THW role in their community through 

the development of a CHW curriculum that will provide community 

members an opportunity to become CHWs. Another program secured 

funding to support THW trainings and continuing education, including a 

THW Summit. Some created trainings and programs to support their clients 

and others in their communities with basic supplies and life skills for new 

tenants. 

   

External Partnerships 

Interviewees also expressed how important partnerships were with other organizations in the 

community and how this initiative helped them to expand their networks. We heard that these partnerships were 

mutually beneficial as they supported referrals and helped to connect clients to needed services. Having a larger 

network helped programs connect clients to culturally appropriate resources from organizations that best match 

Photo Credit: ShelterCare 

   

“We absolutely depend on a lot 
of our partnerships from other 
organizations. We work with 
the other [organizations], 
getting our people there, 
getting families there, and them 
referring people over to us…It’s 
an entire collaboration of all of 
the service providers coming 
together and really supporting 
what we do, and us supporting 
what they do.”    - Staff 
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their needs and identity. These partnerships also allowed programs to collaborate and build programming that 

spans organizations. For example, we heard that one site was potentially partnering with a nearby hospital to 

have their CHWs measure blood pressure for those in the community. 

Programs also used partnerships to increase awareness of the THW position. One program worked with 

healthcare partners to plan a THW Summit in order to grow interest in the THW field, while another partnered 

with the Oregon Community Health Workers Association (ORCHWA) to further develop their policy and advocacy 

efforts. 

Regardless of who they partnered with and what they partnered on, it was clear that staff looked to build 

new partnerships and connections in the community to provide direct services to clients, create new programs, 

or provide advocacy and policy support.  

 

Policy Activities 
   

Key areas of focus included working with 

local and state representatives to support policies 

and advocate for sustainable funding for THWs and 

housing assistance programs. Some of the programs 

also worked to empower their clients to engage in 

direct advocacy and policy work. Over the past year, 

some of the programs’ policy activities have 

included: 
   

• Attending the Housing Opportunity Day in 

Salem with both staff and clients; 

• Collaborating with ORCHWA to support 

sustainable funding for the CHW/THW role; 

• Attending Town Hall and community meetings with local and statewide legislators to discuss funding 

for affordable housing and engage in conversations on the connection between housing and health; 

• Hosting an “Advocacy 101” class with for community members;  

• Testifying to the Oregon Health Authority’s Advocacy Board on CHWs to help inform CCO 2.0; 

• Partnering with the Washington Low-Income Housing Alliance to advocate for legislation regarding 

homeless encampments, emergency shelters, and transitional housing; 

• Launching a Youth Advocacy Group that hosted education and advocacy sessions for young adults 

experiencing homelessness resulting in a presentation to increase transitional housing units; and, 

• Partnering with the Joint Office of Homeless Services to improve the onerous in-home care screening 

process for all individuals in permanent supportive housing in Multnomah County. 

  

 
 
 
 

 

Photo Credit: Reproduced with permission of Housing Oregon 
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Challenges 
   

Client-Based Challenges 
 

All the Housing for Health programs focused on serving 

clients who have complex medical, emotional, and social health 

needs. Many sites expressed challenges around engaging with 

clients, including: 

• Clients having a general mistrust of services and resources 

because they have had bad experiences in the past; 

• Clients being part of communities who in the past have 

been wary to seek services; 

• Clients being “stuck in their addiction” or otherwise not 

ready for the Housing for Health program and services; 

• Clients struggling to keep and meet appointments; 

• Clients struggling with their transition to stable housing and 

loss of their previous community, making them feel isolated. 

Organization-Based Challenges 
Challenges related to THW recruitment, role clarity, and enrollment and referrals were categorized as 

organization-based challenges. Challenges included: 

• Creating job descriptions that reflect the shared lived experience of 

certain clients (e.g. individuals struggling with substance use), but 

that also passes Human Resources review; 

• Recruiting a candidate pool that is qualified, has appropriate work 

history, and has shared lived experiences; 

• Budgets restricting the number of THWs that can be hired and at 

what full-time equivalent; 

• Lacking program clarity because those who designed the proposal were frequently not the ones 

implementing it on-the-ground; 

• Defining the exact work of the THWs and how THWs interact with other program staff; 

• Experiencing slow initial referral and enrollment rates; 

• Working with required paperwork that is long, invasive, and potentially re-traumatizing for clients, 

leading to refusal or slower program enrollment as program staff then have to regain trust.  

 

 
 

 

Special Considerations Regarding the Nature of THW’s Own Experiences 

• Previous criminal charges can be a barrier with Human Resources red tape and background checks. 

• Past experiences make THWs more vulnerable to legal issues from work with clients (e.g. THW with 

previous substance charges can be found liable if a client is found with illegal substances on them). 

• THW can be triggered by clients with similar life experiences leading to staff turnover (note: see 
“Supporting THWs” on page 12 to learn some of the ways the programs managed this challenge). 

   

“Well, I think one of the things in the 
original proposal that we really 
focused on was we presume that 100% 
of the people are going to be desiring 
of the [THW] support…And that’s not 
been the case yet…we kind of didn’t 
think about everybody’s path to 
recovery looks really different.”   - Staff 
 
 
“When you’re homeless and you’re out 
in the street and you don’t know what 
time it is. You may not have a watch. 
And so, sometimes, they may not be 
able to make it to an intake 
appointment.”    - Staff 
 
 

   

“How do I find someone 
with lived experience, but 
that’s gonna be relatable to 
the participant?”    - Staff 
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Systems-Based Challenges 
Issues that programs experienced due to decisions and policies 

that were made outside of the organization were grouped into 

systems and external challenges. These were some of the most 

persistent challenges faced by the programs. Key challenges included:  

• Lack of available affordable housing and rising rents in 

the local housing market make it difficult to place more 

clients in stable housing; 

• Lack of local resources to connect clients with, as well 

as resistance from other service providers such as 

healthcare providers, to assist their clients due to the 

stigma associated with homelessness; and, 

• Serving populations that have other experiences with 

homelessness that are not covered under the current 

definitions of ‘homelessness’ and do not account for cultural 

practices and traditions of clients (such as couch- surfing or 

living in communal areas temporarily to avoid designated 

homeless shelters). 

   

“We’re all excited to get someone 
on the Section 8 faster. We’re going 
to do this, and then the rent is so 
high that we can’t find a place that 
is suitable or appropriate that 
Section 8 would even approve.”        
- Staff 
 
 
“A lot of our [clients] use the ER 
quite a bit, and I’ve had struggles 
with some of the [staff], because 
they think they’re drug-seeking. 
They’re just trying to get out of the 
cold…It’s just a lot of the stigma 
that goes along with experiencing 
homelessness.”    - Staff 
 
 

   

“The definition of homelessness needs to change in order to serve [our] community because they are saying if 
you’re sleeping in a garage, if you’re sleeping on a couch, those things are considered housed. Even if you 
have ten people living in a one-bedroom home, you’re considered housed…so it’s like a system that was really 
never meant for us to be successful in the first place.”    - Staff 
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Participants: Demographics and Previous Experience 

What We Did 
In this section we examined the characteristics of the clients enrolled in the evaluation including which 

organizations they were working with and their demographics. Through interviews with 15 clients, we captured 

major themes concerning their life experiences prior to joining their program under this initiative. 

Results 
 A total of 407 people fully consented to participate in this 

evaluation (Exhibit 4). There are additional people served by each 

program who did not fully complete the consent process or have 

chosen not to participate in the evaluation. Each program also had very 

different target sample sizes; therefore, these numbers are expected to 

vary by site. These data show the distribution of participants across the 

programs for the evaluation; Willamette Family clients make up more 

than half of the sample, while ShelterCare and Outside In have the 

fewest clients represented in the study. 

 

Client Demographics 
On average, our survey respondents were 39 years old, and 60.4% described themselves as female 

(Exhibit 5. The majority reported their sexual orientation as straight or heterosexual (82.1%). Nearly three 

quarters (74.2%) reported their race as White, 10.9% African American or Black, 6.3% Hispanic or Latino, and 

3.5% American Indian or Alaskan Native. Of note, some of the programs specifically focused on recruiting people 

of certain demographics such as people who identified as female, LGBTQ, or Black.  More than half (53.8%) were 

single/never married, and 31.9% were either divorced, separated, or widowed. A fifth (19.9%) did not complete 

high school, 35.7% completed high school or a GED/high school equivalent, and 41.7% reported education that 

included some tertiary training. Four out of 5 respondents reported that they do not currently work. This was 

mirrored in household income with nearly half of respondents (43.0%) reporting no income and 33.4% reporting 

an annual household income between $1 and $10,000. 

 

 

 

Exhibit 4. Study Participants by Site 

Site N 

Catholic Charities of Oregon 23 

Catholic Community Services 29 

Love Overwhelming 33 

Outside In 22 

ShelterCare 22 

Urban League 28 

Willamette Family, Inc. 250 

Total 407 

   

   Key Findings 
• As expected, client participation in the evaluation is not evenly distributed across the organizations so 

demographic data should be interpreted accordingly.  

• Average client age is 39, most are white (74.2%) and female (60.4%). About one fifth (19.9%) do not have a 
high school education or equivalent, 79.9% are unemployed, and 43% have no income. 

• Client interviewees frequently reported past trauma that often began in childhood. 

• Client interviewees reported extensive prior housing instability and dealing with unsafe and unsanitary 
conditions. 
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Past Experience: Trauma and a Long-Term Struggle with Stability 
Trauma and Substance Abuse in Childhood and 
Adulthood 

For many of the clients we interviewed, their struggle with 

homelessness began when they were teenagers often when their 

parents kicked them out of their homes. In many of these cases, the 

interviewee discussed experiences of trauma and abuse that 

occurred in childhood; they frequently reported that their parents 

struggled with a substance use disorder. The experience of being 

kicked out of their house seemed to set clients on a path of 

instability where they struggled with housing, education, and 

employment. For some who were on the cusp of graduating, getting 

kicked out made that goal impossible or a lack of connection to their 

family made it hard to get the necessary documentation for available 

educational funding supports.  

Exhibit 5.  Demographics (N=407; Percentages do not add to 100% due to missing values) 

Age  Gender*  Marital status  

30 and under 28.3% Female 60.4% Single, never married 53.8% 

31-40 30.2% Male 35.1% Married/Domestic Partnership 10.1% 

41-50 16.7%   Divorced, Separated, Widowed 31.9% 

Over 50 18.4% Sexual orientation  Something else 2.5% 

Avg. years (SD) 39 (13) Straight/Heterosexual 82.1% Income  

Race/Ethnicity (from Programmatic data) Homosexual, Bisexual, Asexual 10.1% $0 43.0% 

Caucasian or White 74.2% I prefer to self-identify 5.4% $1 to $5000 11.8% 

African American or Black 10.9% Education  $5,001 to $10,000 21.6% 

Hispanic or Latino 6.3% Less than high school 19.9% $10,001 to $30,000 18.2% 

American Indian or Alaskan Native 3.5% High school diploma 16.7% Hours worked  

Asian, Hawaiian, Pacific Islander, 
other 

3.6% GED or high school equiv. 18.9% I do not currently work 79.9% 

  Some college 27.5% <20 hours per week 9.3% 
  Vocational training or 2- yr degree 9.8% 20-40 hours per week 8.6% 
  4-yr degree or more 4.4%   

Analytic Sample: Survey Respondents and Participant Distribution Across the Programs 
Of the 407 baseline respondents, 175 (43.0%) returned six-month follow-up surveys. The impact analyses 

in the report focuses on this sample who has completed both surveys. Prior to analyzing this sample, we first 
established whether there were any distinctions between the samples who had already completed follow-up 
surveys and those who had either not responded or not yet reached their six-month follow-up date. The two 
samples were nearly identical in all aspects, except for program site. We also conducted a separate analysis where 
participants were distributed more evenly with a random sample of Willamette Family clients. The results were 
directionally and proportionally consistent (although, in a few cases statistical significance at p<0.05 was lost) for 
all outcomes measured. 

“Starting as a child, I had two drug addicts 
for parents. Daddy got sober, mommy 
didn’t. Before all that happened, there was 
a lot of violence, a lot of bouncing around, 
a lot of foster care, in and out. By the time I 
was a teenager, my mom lost her freaking 
mind, threw me out of the house, signed 
me out of school.”   - Client 

   
   

“I don’t want to call it a war, but, you 
know, when you had a bunch of trauma or 
devastating things happen, it’s really hard 
to pull yourself up by your bootstraps and 
just act like you’re normal when you know 
you’re really not.”    - Client 

 

*Additional gender identity responses, including transgender and gender non-conforming responses, were collected but necessarily removed from the exhibit due to 
small number suppression restrictions 
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We also heard about trauma in adulthood that led to homelessness. This included domestic violence at 

the hands of their partners, the loss of family members, or having to take on supporting family members with 

health issues. Some reported they had housing but couldn’t afford it when their partner or roommate left, 

especially when they were caring for a child.  Many experienced substance use issues and had living situations 

that made dealing with these issues even harder. Participants often felt like they needed to leave in order to 

secure the help they needed or to feel safe. 

 
Instability: Unsanitary and Unsafe Housing Conditions 

In our interviews with clients, we consistently heard about the 

unsafe and unsanitary housing conditions interviewees endured while 

homeless. Interviewees talked about living in cars, tents, on the street, 

couch surfing, in shelters, and abandoned warehouses. Often this was 

accompanied by feeling unsafe; interviewees reported having their 

personal property stolen and even experiencing extreme violence. 

Interviewees also discussed living in unsanitary conditions including 

bed bugs, plumbing with red water, and mold. 

 

 

 

 

“…you’re living in a car, it’s really hard, 
and I was working too. And it’s really 
hard to work, support yourself and not 
sleep very much because you gotta stay 
awake ‘cause of all the scary stuff.”    - 
Client 
 
“So the bed bugs just…I’ll never forget 
this…one day I woke up and my back 
was just full of ‘em…I couldn’t take it.”    
- Client 

Photo Credit: Pexels 
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Support from the Initiative 

What We Did 
We used qualitative interviews with staff and clients to learn about the support received or provided by 

each of the programs. We also used programmatic data to understand housing support and THW-reported 

services. The results are summarized below. 

 
Working with a THW 

In year one of the evaluation, we spoke to staff about how THWs engaged with clients. In year two, we 

spoke with clients about how they worked with a THW. In both sets of interviews, there were three recurring 

themes that related to each other. The themes from the staff and client interviews are presented below. 

 

What We Learned from Staff 

1 Build relationships and 
trust from the beginning 

2 Provide ongoing 
support and 
empowerment 

3 Create long-lasting             

bridges to the 

community 

Staff explained that THWs build 

authentic relationships with clients 

by engaging with non-judgmental 

listening and empathy. THWs do not 

typically go straight to the 

paperwork or questions; instead, 

they start with building trust and 

making the client feel comfortable 

and respected. Many of the THWs 

can relate to clients through their 

shared lived experience. THWs 

discussed meeting the clients where 

they are at and not forcing clients 

into doing things for which they are 

not ready. Together, this helps the 

THWs build trust and strong 

relationships with their clients. 

Once clients are enrolled, staff 
talked about how THWs engage 

them in a way that gives the 
control to the client. Their 

approach is culturally responsive 
and trauma-informed and aims to 
empower clients and build their 
self-confidence. THWs sustain 
relationships with clients by 

providing emotional support and 
‘just being there’ when the clients 
need them, something traditional 
staff may not have the capacity to 

do. For instance, clients 
sometimes feel isolated or lonely 

and THWs can help them feel 
connected by arranging fun and 

social outings for clients. 

Staff also shared a key long-term 

impact of the THWs is that they 

are creating reliable bridges 

between their clients and the 

community. This includes creating 

sustainable connections with 

available resources and 

supportive organizations, as well 

as empowering clients to get 

involved in local and state policy 

initiatives that support long-term 

community change. 

 

 

Key Findings 
• The THW relationship made a big difference to clients’ experience with the programs. Key differences that matter to 

client interviewees included: 
o Shared lived experience; 
o Feeling human and that they were not judged; and, 
o Having a bond with the THW and consistent support. 

• THW support was comprehensive and in-depth and included navigating the complex housing system, connection to 
healthcare, and continued support to obtain resources that met their needs. 

• 137 people have been housed; 41% of those housed have received permanent housing. 
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What We Learned from Clients 

1 
The power of shared 
lived experience 

2 Feeling human: a place 
without judgment 3 A bond and consistent 

support 
Several of the client 

interviewees mentioned the 
importance of working with 

someone who had shared lived 
experience. They talked about 
how this made them feel more 
comfortable, allowed them to 
feel like they could be honest, 
and created a way for them to 

relate and build trust. Some 
referred to previous experiences 

working with people without 
shared life experience – people 
who have never “been there” – 
and how it was harder because 

they knew they could not 
understand where they were 

coming from. 

 

Client interviewees talked about 
how their experience with this 

program and the THWs felt 
different. Many spoke about 

feeling humanized, valued, and not 
feeling judged. Interviewees said 

that their previous experience felt 
more like being part of a cruel 
system where they were just 

pointed towards one resource or 
another without support. Instead, 
client interviewees spoke about 

experiencing compassion from the 
program with which they were 

working. Interviewees talked about 
how their THWs got to know them 
and were really there to support 

them and their needs. 

Many client interviewees described the 

relationship with the THW as a bond or 

friendship. This seemed to stem from 

the shared lived experience and the fact 

that they felt valued by the THWs. The 

THWs also provided them consistent 

support and they followed through. 

Many interviewees described the THWs 

as “go-getters” who took initiative to 

really help them get needed resources 

– that someone would take this kind of 

initiative to help them seemed 

surprising to some of the interviewees.  

Some interviewees even discussed the 

emotional support they received from 

THWs; this often came out as the THW 

taking the time to just talk with them. 

 

 

“I think a lot of it is respect. It sounds really simple, but I meet a lot of clients who’ve gone to so many 
agencies. They’re on this merry-go-round of one person sends them here, then they go over here. It’s hard for 
them to believe that I really care what happens to them…A lot of it is really listening to their story…and that 
can really build that relationship.”    - Staff 

   
   

“You can’t really be vulnerable and be honest with people that you can’t relate to or trust. The only way to 
grow trust is to share experience, and these people have a shared experience that only people that have 
suffered this issue have.”    - Client 

   
“They’re so humanizing here. They actually seem to understand the needs of the people. Like, you know, and 
they actually do their best to find a way to meet the needs of the people where they’re at.”    - Client 

 
   

“The role is when someone doesn’t know or someone is overwhelmed to give them that push or that 
guidance, but I can’t do it for them.”    - Staff 

 
“I thank [the THW] because [they] had so many personal connections, have been able to bridge that gap, 
because like people knew [them] and respected [them], and again, that’s just lucky. I don’t necessarily know 
that without [the THW] we would have had the same success.”    - Staff 

   
“They’re, like, constantly networking with the community to make sure that there’s not a gap, and that helps 
a lot.”    - Client 
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Support from THWs 

Successfully Navigating the Complex Housing System 
Prior to working with the Housing for Health programs, lots of client interviewees reported difficulties 

navigating the housing market. People spoke about communication challenges, not knowing what was 

available, long waitlists, and minimal support. For many, this 

changed when working with the Housing for Health programs. 

Client interviewees spoke of the support they received, 

especially from their THWs, in not only identifying potential 

housing, but also completing paperwork, writing letters of 

recommendation, providing support for fees, and even making 

phone calls and working with landlords to move them 

forward. Interviewees reported being astonished by the 

knowledge the THWs had of the housing system and the level 

of support they received that led to them getting housing. 

Many of the client interviewees discussed the continued 

engagement and support they 

received from their THWs 

after they were housed such 

as paying bills, managing 

money, and help with daily 

living skills. 

 

 
 

Connection to Healthcare 
Some client interviewees talked about support they 

received in getting connected to healthcare. For physical 

healthcare, we most often heard about getting connected to 

primary care. For mental health and substance abuse 

treatment, we heard about support they received through 

treatment and counseling. Some interviewees even reported 

getting rides to appointments. People also mentioned support 

with getting health insurance or referrals to a dentist. In 

contrast, a few interviewees struggled to receive the 

healthcare support they needed from the program, reporting 

that they only got a phone number for a provider. 

 

Connection to Needed Resources 
Throughout the client interviews, participants listed a variety of different resources their THWs 

connected them with. These resources included anything from bus passes and food boxes to budgeting and 

utility assistance. In some instances, the THWs were able to provide direct assistance to the clients, while in 

other situations the THW connected the client to another person at the organization or another service agency 

that could help them. Clients frequently talked about how the small things like bus passes and utility assistance 

went a long way to reducing financial stress and burden.  

Photo Credit: ShelterCare 

“She wrote out a letter for me stating 
that she would recommend me. She 
went and met him with me. She went 
and looked at the apartment with me. 
She has been talking to other apartment 
managers trying to help me get into an 
apartment when I was homeless. I’ve 
never had anybody do that for me, so I 
mean, that’s why I’m so grateful for 
her.”    - Client 

   
   

“The amount of work that [the THW] 
had to do, again, you know, was just 
remarkable. I mean, hours. So many 
phone conversations. I wanted this place 
so bad and there was such a long list 
ahead of me. And they helped me with 
the, you know, the funds to get in there 
as well which I’m super grateful for. I 
never, never would have thought that 
I’d be living in a place like this.”    - Client 

   
“She set me up with getting into doctors 
around here. She set me up with 
knowing about where the NA meetings 
are, where the AA meetings are. And 
mental health – she got me into mental 
health to talk about how the effects of 
this are on my mental state.”    - Client 

 
   

“They’ve just been very, very good about 
helping, you know…with like 
transportation every month, bus passes, 
stuff like that.”    - Client  
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THW-Reported Services 
THWs tracked the ten key types of services they provided each study participant on a quarterly basis 

(Exhibit 6). For the analysis, we collapsed the quarters together, and examined the services provided. The 

most common services included: conducting outreach (82.1%), coaching and social support (77.9%), and care 

coordination/case management/systems navigation (69.5%). Many also provided direct service (50.6%), 

culturally appropriate health education/information (47.9%), and services around advocacy (37.4%). 

 

Exhibit 6. Ten Key THW Services (N= 407 participants) 

Conducting outreach 82.1% 

Coaching and social support 77.9% 

Care coordination/case management/system navigation 69.5% 

Participating in evaluation and research 51.1% 

Direct service 50.6% 

Culturally appropriate health education/information 47.9% 

Advocating for individuals and communities 37.4% 

Building individual and community capacity 32.2% 

Cultural mediation 20.9% 

Implementing individual and community assessments 16.5% 
   

Housing Support 
Analysis of the programmatic data 

shows that 137 participants (33.7%) have 

been placed in housing. Of those housed, 27 

(19.7% of housed) have been housed on 

more than one occasion. According to the 

data for the first housing placement, 40.9% 

were placed in permanent housing and 32.1% 

were placed in temporary housing (Exhibit 

7). The remaining housing placements did not 

have the housing type indicated or it was 

listed as “other.” 
   

Additional Services 
From interviews and information provided by each 

program, we received more details about the specific types of 

services the programs provided their clients. We separated 

these services into four main categories: 1) Healthcare, 2) 

Basic Needs & Life Skills, 3) Resource Navigation, and 4) 

Support & Community Connection (Exhibit 8). The types of 

services provided within these categories demonstrate the 

breadth and depth of support provided to clients, from 

cooking classes to accompanying them at a doctor 

appointment. 

 

Exhibit 7. Type of Housing (N=137)  

 

40.9%

32.1%

14.6%

12.4%

0% 10% 20% 30% 40% 50%

Permanent

Temporary

Other

Not indicated

   

“[The THW] is doing a lot of kind of life skills 
within an apartment, because a lot of times, 
this is their first kind of place that they’ve 
lived on their own…they find out quickly 
that they need some support. And so [the 
THW helps], whether that’s like cooking, or 
organizing, or how to pay bills.”    - Staff 
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Exhibit 8. Services provided to clients 
 

Healthcare Basic Needs & Life Skills 

• OHP enrollment 

• Health systems navigation 

• Connect to/schedule with providers 

• Refer to counselors, detox, drug & alcohol services 

• Take people to appointments 

• Accompany clients in exam room 

• Support health screenings (e.g. vision, blood 
pressure, glucose) 

• Support dental screenings and care (e.g. fluoride 
treatments) 

• Housing coordination, placement, & retention 

• Cooking classes 

• Household furnishing 

• Transportation assistance for healthcare, groceries, 
clothing and furnishings, etc. 

• Help creating budgets, financial wellness services 

• Life skills workshops 

• Cleaning and housework 

• Exercise classes 

• Employment services 

Resource Navigation Support & Community Connection 

• Case management 

• Referrals to peer support services 

• Understanding and support with resources 

• Connection to services (e.g. WIC) 

• Help with paperwork to access resources 

• Social support and active listening 

• Parent support groups 

• Building sense of community (e.g. attending 
community events) 

• Culturally specific connections 

 

 

 

Photo Credit: Catholic Community Services 

Photo Credit: Catholic Charities of Oregon 

Photo Credit: Catholic Charities of Oregon 
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Impacts: Housing 

       

What We Did 
We used baseline client surveys to assess the housing experiences of the participants upon entering the 

Housing for Health programs. The follow-up surveys reassessed these needs after 6 months of engaging with 

the programs. The resulting impacts on housing are summarized below. Exhibits 9 and 10 are based on the 175 

respondents who completed both baseline and follow-up surveys. We also include qualitative findings 

concerning the impacts of housing from our client interviews (n=15). 

Results 
Change in Housing Experiences 

Six months after their engagement with the Housing for Health programs, participants were less likely 

to report staying in some types of temporary housing (Exhibit 9). The biggest differences were the 51% 

reduction in participants living on the street, car, campsite or similar location (RR 0.49, p-value <0.001), and the 

44% reduction in participants reporting living in someone else’s house or apartment (RR 0.56, p-value <0.001). 

While a quarter of baseline participants reported staying in a place with inadequate facilities (no water, heat, 

electricity, etc.) at baseline, only 8% reported the same at follow-up; a 55% reduction (p-value <0.001). 

 
 
 
 
 

 

 

 

 

 
 
 
 
 
 

 

Exhibit 9. Types of Housing in the Past Six Months and Facilities (N=175) 
 Baseline Follow-up Risk ratio p-value 

Types of housing     

Motel/hotel for an extended period of time 17.1% 10.3% 0.72 0.093 

Group shelter 24.6% 11.4% 0.59 0.006 

Street, car, campsite, or similar location 35.4% 13.7% 0.49 <0.001 

Transitional housing or halfway house 28.0% 27.4% 0.99 0.905 

Couch surfing 29.7% 16.6% 0.66 0.009 

Someone else's house or apartment 34.9% 16.0% 0.56 <0.001 

Sub-letting for someone legally on a lease 4.0% 1.1% 0.44 0.187 

Other 29.1% 37.7% 1.21 0.081 
     

Stayed in a place with inadequate facilities (no 
water, heat, electricity, etc.) 

   <0.001 

No 74.29% 91.43% 1.00  

Yes 25.71% 8.57% 0.45  

Key Findings 
• Significant reduction in using temporary shelter over the past six months: 

o 51% reduction in likelihood of sleeping on the street, in a car, in a campsite, or similar; 
o 44% reduction in likelihood of sleeping in someone else’s house/apartment; and, 
o 41% reduction in likelihood of sleeping in a group shelter. 

• Decrease in likelihood of staying in a place with inadequate facilities in the past 6 months. 

• Less likely to worry about losing housing. 

• Qualitative impacts show decreased stress and increased feeling of stability with their new housing. 



Kaiser Permanente Housing for Health: Final Report | October 2020 | Page 25 

 

 

Concern About Housing Situation 
Compared to their baseline responses, participants were less worried about losing their housing. 

Specifically, we found that 35.7% were not worried about losing at baseline and 49.1% were not worried about 

losing housing at follow-up (Exhibit 10). Attitudes towards the place that they usually stay did not show 

significant change, but trends show increasing satisfaction. 

 

 

The Impact of Having a Home 

For many client interviewees, obtaining housing 

took them from incredibly unstable situations into a 

safe housing environment. Some people even talked 

about the quality of housing they now had and how 

they never expected to have this type of housing– such 

as a place with a yard or a built-in washer and dryer. 

Importantly, many interviewees talked about the safety 

and security they felt in their new place and how 

important that was to them. They also talked about 

experiencing reduced stress now that they no longer 

had to search for housing and because they knew they 

had support. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

      

Exhibit 10. Concern About Housing Situation and Feelings About their Place (N=175) 
 Baseline Follow-up Risk ratio p-value 

Housing situation today    0.057 

I have housing, and I am not worried about losing it 35.7% 49.1% 1.00  

I have housing, but I am worried about losing it 36.3% 30.6% 0.79  

I do not have housing 28.1% 20.2% 0.72  

Feel about usual place stay/live    0.086 

Dissatisfied/Mostly dissatisfied 25.2% 14.5% 1.00  

Neutral 22.2% 23.1% 1.39  

Satisfied/Mostly satisfied 52.6% 62.4% 1.48  

Bringing Families Back Together 
   

A few of the client interviewees 
talked about losing their children to the 
Department of Human Services (DHS) because 
of their struggles with homelessness, 
substance use, and other challenges. Many of 
these same interviewees indicated that, 
because they were able to obtain housing and 
get stable, it was possible for their children to 
live with them again. For these individuals, 
this was the most important outcome and 
brought them tremendous joy. 

Photo Credit: Willamette Family, Inc. 

“It’s very indescribable to not have to worry about a 
place to stay. It’s indescribable to have that 
security.”    - Client 

   
   

“Not sleeping outside. Having fresh water. Oh my 
god. Stupid stuff, really…but, it’s big. It’s huge.”        
- Client 

   
“Now that we’re not homeless, and we live in a 
place, and we feel safe, and I say we cause – my son 
talks about it all the time.”    - Client 
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Impacts: Health & Healthcare 

 

What We Did 
We used baseline client surveys to assess the health and healthcare needs of the participants upon 

entering the Housing for Health programs. The follow-up surveys reassessed these needs after six months of 

engaging with one of the programs. Exhibits 11, 15-18 are based on the 175 respondents who completed both 

baseline and follow-up surveys. Administrative claims data were used to examine enrollment in Medicaid 

coverage (Exhibit 12), monthly use of healthcare over time (Exhibit 13), and percent engaging in care (Exhibit 

14). The Oregon Health Authority provided the claims data, limiting us to Oregon clients; thus, clients from Love 

Overwhelming were excluded from the claims analysis. Finally, we included a client story from the interviews 

that gives an example of how housing can impact health. 

Results 
Enrollment in Healthcare Coverage 

We examined healthcare coverage two ways: through self-reported data in the surveys and through 

administrative claims data. In the surveys, we found that a greater proportion of people reported having 

continuous coverage for the past 6 months at follow-up compared to baseline. People were almost half as 

likely (RR = 0.55) to report having some period without insurance in the past six months at baseline 

compared to follow-up (Exhibit 11).  

 

 

 

 

 

 

In our claims analysis, we looked at administrative data to understand enrollment in healthcare 

coverage in the two-years prior to their index date (defined as the date they engaged with the evaluation) 

and the year after (Exhibit 11).  This analysis was limited to people who matched to Medicaid claims data – 

Exhibit 11. Self-Reported Healthcare Coverage (N=175) 
 Baseline Follow-up Risk ratio p-value 

Duration of Healthcare Coverage    0.003 

Covered ALL of the past 6 months 73.8% 88.9% 1.00  

Uninsured SOME of the past 6 months 26.2% 11.1% 0.55  

 

    Key Findings 
• Enrollment in Medicaid increased prior to engagement in the Housing for Health Initiative; potentially due 

to early involvement with the organizations. 

• People were 45% more likely to have coverage for the previous six months at follow-up compared to 
baseline. 

• Outpatient mental health care was the most frequently used domain of healthcare – a potentially vital 
service for those with behavioral health needs. Use of all measured domains of care declined over time. 

• Participants were 26% less likely to report having an ED visit in the past six months at follow-up compared 
to baseline. 

• Better access to healthcare including greater likelihood of getting all needed medication (58% increase), 
medical care (35% increase), mental health care (37% increase), and dental healthcare (47% increase). 

• No change in subjective physical, mental, or dental health at follow up. 

• No impact on anxiety, but fewer screened positive for depression at follow-up. 
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meaning they had to be enrolled at some point between 07/01/2015-02/29/2020. In the year prior to 

engaging in the study, we saw a steady increase in the percentage of the study population enrolled in 

Medicaid. This increase continued until about four months after engagement in the evaluation, climbing to 

83% of the study population enrolled. After that, the enrollment in Medicaid held fairly steady for the 

remainder of the year.  

The increase in enrollment observed prior to the index date may be due to several reasons. First, 

many of the study participants engaged with the organization prior to enrolling in the Housing for Health 

evaluation. During this time, the organization may have enrolled folks in Medicaid. The Housing for Health 

organizations confirmed that this was often the case for the study participants. Second, the study participant 

may have experienced a health crisis or other event that led them to engagement in support – such as 

engaging with one of the organizations or elsewhere to meet their needs. Taken with the survey results, this 

evidence strongly demonstrates enrollment in Medicaid and more continuous coverage for the study 

participants. 

   

 

Amount of Healthcare Used Per Month 
We wanted to understand the amount of healthcare used over time for the study participants. To do 

this we examined the average per month use of healthcare 6 months before and 12 months after their index 

date (Exhibit 13). We selected a shorter time window prior to the index date (6 months) because of 

increased enrollment in Medicaid prior to that time made estimates of healthcare use very unstable and 

hard to estimate.  Exhibit 13 reveals several interesting observations about healthcare use for the Housing 

for Health study population on Medicaid: 

• All measured healthcare domains where highest in the period six months prior to engaging in the 

evaluation 

• Outpatient mental health was the most frequently used domain of healthcare prior, during, and post 

engaging with the Housing for Health organizations; this kind of care can be vital for those with 

mental or behavioral health needs. Notably, this domain includes substance use treatment 

• Use of all healthcare domains decline over time 

Exhibit 12. Enrollment in Healthcare Coverage 

*Enrollment for Medicaid in Oregon only 
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• Healthcare use appears to stabilize following engagement with the program; outpatient mental 

health is still the highest use domain of care  

• It is unclear if changes in patterns of care can be attributed to the programs or represent natural 

regression to the mean (i.e. what would have happened anyway without the program) 

 

 
 
 
  
 
 
 
 

 

 

 

 

 

 

 

 
 

Percent Using Care Before and After Program Completion 
We examined the percent of people engaging in each healthcare domain (Exhibit 14). We looked at 

this in the year before and after completing the program. We estimated program completion to be 

approximately three months after enrollment based on evidence from our programmatic data. The sample 

was limited to people with at least 3 months of coverage in the year prior and post. Our descriptive analysis 

reveals that a large proportion of individuals are engaging in care prior to completing the program. The data 

shows that 75% had at least one outpatient mental health care visit and more than 90% had an outpatient 

ambulatory care visit. Almost 60% of people had an emergency department visit and almost 20% had an 

inpatient visit – this typically is a rare event and could be consider quite a high proportion of engagement. In 

the period following completion of the program, we see the proportion of people decrease for all domains of 

care; however, this is the greatest for inpatient care – a type of care that is strongly driven by healthcare 

need. The large proportion using care in the period prior to the program may have been due to a spike in 

healthcare use due to obtaining healthcare coverage or due to a health crisis. The decline in care may have 

been due to engagement in the program or natural regression to the mean.  

 

 

 

 

 

 

 

 

Exhibit 14. Percent Using Healthcare (N=204) 
 Prior Post 

Domain of Healthcare   

Outpatient Mental Health 75.0% 63.2% 

Outpatient Ambulatory 90.7% 76.0% 

Emergency Department 59.8% 46.6% 

Inpatient 19.1% 6.9% 

Exhibit 13. Average Use of Healthcare per Month  

*Use of healthcare for Oregon Medicaid enrollees  
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Self-Reported Healthcare Use 
Using the survey data, we examined self-reported use of the emergency department (ED) and where 

people typically received care (Exhibit 15). The survey questions were asked at baseline and follow-up six 

months later. We found a significant reduction in the use of the ED in the previous six months at follow-up 

compared to baselines; overall, the likelihood of using the ED in the past six months at follow-up was 

reduced by 26% compared to baseline. We also found a strong trend for a greater proportion of people 

reporting using a private doctor’s office or clinic for their usual care, but all other categories, except 

“something else,” did not change. “Something else” included write in responses such as “urgent care,” 

“private doctor,” or “public health clinic.”  

 

 

 

 

 

 

 

 

 

 

 
   

Healthcare Access 
Regardless of use of healthcare, we wanted to understand whether study participants felt that their 

healthcare needs were being met. At baseline, participants reported getting all the medical care, mental health 

care, and medicine they needed over half of the time (Exhibit 16). Getting all the dental care needed was only 

reported by 32% of participants, while substance use counseling by nearly 75% of participants. At follow-up, 

participants reported getting more of the care they needed with significant increases in receiving all needed 

dental care (47% more likely), medication (58% more likely), mental health care (37% more likely), and medical 

care (35% more likely) compared  to baseline responses (Exhibit 16).  This is consistent with what we heard 

from the interviewees who spoke about getting connected to healthcare providers (see “Connection to 

healthcare” on page 21). There was no change in getting all substance use counseling but getting all needed 

substance use care was already quite high at baseline (Exhibit 16). 

 

 

 

 

 

 

 

 

 

Exhibit 15. Self-Reported Healthcare Use (N=175) 
 Baseline Follow-up Risk ratio p-value 

ED visit in the past 6 months    0.011 

No 45.5% 60.7% 1.00  

Yes 54.6% 39.4% 0.74  

Usual place for medical care     

Private doctor's office or clinic 24.7% 33.0% 1.21 0.080 

Public health clinic, community 
health center, or tribal clinic 

44.1% 43.35% 0.98 0.887 

Hospital emergency room 9.4% 10.4% 1.06 0.753 

Urgent care clinic 8.2% 6.9% 0.91 0.662 

Something else 7.1% 12.1% 1.30 0.070 

I do not have a usual place 2.9% 3.5% 1.08 0.773 

I do not know 1.2% 0.6% 0.66 0.610 

Exhibit 16. Getting Needed Healthcare (N=175) 
 Baseline Follow-up Risk ratio p-value 

All of the care needed     

Medical care 55.1% 68.6% 1.35 0.018 

Dental care 35.5% 55.1% 1.47 <0.001 

Medication 59.3% 77.3% 1.58 0.003 

Mental health care 51.5% 66.4% 1.37 0.014 

Counseling for use of drugs/alcohol 74.3% 78.2% 1.11 0.515 
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Health Status 

Survey responses indicated 

roughly the same number of 

participants with excellent/very 

good/good physical (60.4%) and 

dental (36.4%) health at baseline and 

follow up. There was slight increase 

in excellent/very good/good mental 

health at follow up (49.7% at 

baseline vs. 56.4% at follow-up), but 

the effects were not statistically 

significant (Exhibit 17).  

 

Four questions on mental health status were used to generate psychometric scores for anxiety and 

depression in the past two weeks. More participants screened negative for anxiety (15% more likely) and 

depression (25% more likely) in their follow-up responses than at baseline (Exhibit 18). Although neither 

screen was statistically significant, the difference in depression screens was strongly trending towards 

significance (p-value 0.066). 

 

Exhibit 18. Anxiety and Depression Screen* (N=175) 
 Baseline Follow-up Risk Ratio p-value 

GAD-2: Positive anxiety screen    0.230 

Yes 38.9% 32.6% 1.00  

No 61.1% 67.4% 1.15  

PHQ-2: Positive depression screen    0.066 

Yes 38.9% 29.1% 1.00  

No 61.1% 70.9% 1.25  

*References for the Anxiety and Depression screen (the PHQ4):  Kroenke K, et al., An ultra-brief 
screening scale of anxiety and depression: the PHQ-4. Psychosomatics, 2009; Lowe B, et al., A 4-
item measure of depression and anxiety: validation and standardization of the Patient Health 
Questionnaire-4 (PHQ-4) in the general population. J Affect Disord. 2010 

Exhibit 17. Health Status (N=175) 
 Baseline Follow-up Risk Ratio p-value 

Physical health    0.727 

Fair/Poor 39.7% 37.8% 1.00  

Excellent/Very Good/Good 60.4% 62.2% 1.04  

Mental health    0.220 

Fair/Poor 50.3% 43.6% 1.00  

Excellent/Very Good/Good 49.7% 56.4% 1.14  

Dental health    0.418 

Fair/Poor 63.6% 59.3% 1.00  

Excellent/Very Good/Good 36.4% 40.7% 1.09  

Client Story 

“So there’s still little things that happen here and there, but it’s really made it easy for me to go to dialysis 

every other day. If I didn’t have the program I wouldn’t be doing that. I probably wouldn’t be alive. 
Knowing me I wouldn’t have gone to the hospital when I did. Because I was in a stable place and I was able 
to see what my kidneys were – I was able to see the effects on my body. You know, when you're running and 
you're trying to get everything done, you don't see the effects of what's going on with you. You just keeping 

pushing. But, I was able to see what was going on and I couldn't breathe going upstairs - and if I 
wasn't in the program I don't know where I'd be. 

And then for my son, it’s good for him because he had cancer when he was a teenager. And moving in, he’s 
been able to set his doctor’s appointments, and keep them, and those kinds of things for him too. 
And he's also been able to community college for his education.  He's trying to get his diploma.  So you 
know, it is just that big impact. If we didn't have that I just don’t know where we would be.” 
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Impacts: Social Factors 

   

What We Did 
We used baseline client surveys to assess the social factors and social determinant needs of the 

participants upon entering the Housing for Health programs and again at follow-up 6 months later. Exhibits 19-

22 are based on the 175 respondents who completed both baseline and follow-up surveys. We also include 

qualitative findings concerning the hopes for the future from our client interviews (N=15). 

Results 
Empowerment & Social Support 

We found that most study participants felt self-empowered at baseline and at follow-up with roughly 

80% of participants reporting empowerment across the three questions (Exhibit 19). Satisfaction with the 

control over decisions in their life increased significantly at follow-up (RR 1.34 p-value 0.045). 

  

Social support was measured using a six-item scale. A Social Support Score was calculated based off of 

answers from six questions where the respondents indicated the frequency in which they had certain 

experiences (1=none of the time, 4=all of the time), producing raw scores that ranged from 6-24. These raw 

scores were standardized to a 0-100 scale using a validated formula. We set a score of less than 50 to indicate 

“lack of social support” and a score of greater or equal to 50 to indicate “sufficient social support” (Exhibit 

20). Respondents had an average social isolation score of 51.3 at baseline and 55.9 at follow-up; a non-

significant increase in social support. Using our threshold, respondents reporting “sufficient social support” 

showed a similarly small non-significant increase (RR 1.12 p-value 0.319). 

  

 

 

 

 

 

 

 

Exhibit 19. Empowerment (N=175) 
 Baseline Follow-up Risk ratio p-value 

Have control of the decisions that affect my life 82.5% 87.2% 1.22 0.250 

Satisfied with amount of control over decisions in life 70.0% 80.1% 1.34 0.045 

Motivated to work with others to solve community problems 85.5% 85.9% 1.02 0.912 

Exhibit 20. Social Support (N=175)* 

 Baseline Follow-up 
Risk ratio/ 
Mean diff 

p-value 

MOS-SSS: Social support measure    0.319 

Lacks social support 43.9% 38.5% 1.00  

Sufficient social support 56.1% 61.5% 1.12  

Avg. score 51.3 55.9 4.6 0.108 

*Reference for the MOS-Social Support Survey: Holden L, Lee C, Hockey R, Ware R, Dobson A. Validation of the MOS 
social support survey 6-item (MOS-SSS-C) measure with two large populations-based samples of Australian women. 
Quality of Life Research. 2014 

Key Findings 
• Statistically significant impacts on being able to meet basic needs over the past six months. More people reported 

that they did NOT have to go without food, utilities, transportation, or shelter. 

• 35% decreased likelihood of being arrested in the past six months. 

• Increased hope for the future including interviewees reporting their hopes for stability, happiness, and to even 
become a peer support specialist in the future. 

• No impact on social isolation, but 34% increase likelihood of reporting control over decisions in their life 
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  Basic Needs and Services 
 Participants reported a consistent increase in being able to meet their basic needs (Exhibit 21), with 

significant increases in getting all needed food (49% more likely), transportation (55% more likely), utilities 

(52% more likely), clothing (55% more likely), and medicine (43% more likely). Stable housing or shelter had 

the largest increase, where participants were twice as likely to report have that need met. We also saw 

substantial increases with medical care, but that was not statistically significant at the 0. 05 level. 

 

 

 

 

 

 

 

 

  

Criminal/Legal Involvement 
At baseline, 20.6% of study participants reported being arrested at 

least once in the six months before completing their survey. At follow-up 

only 10.7% of those same participants reported being arrested in the past 

six months (Exhibit 22); a significant decrease of 35% (RR 0.65, p-value 

0.028). 

 

Hope for the Future 
In the survey, many of the study participants at both baseline 

(54.8%) and follow-up (65.2%) expressed ‘A lot of hope’ for the future. The 

increase in hope for the future from baseline to follow-up was large 

(10.4%), but not statistically significant (p=0.073).  

When client interviewees were asked about their hopes and 

dreams for the future, all participants talked about finding stability. The 

clients emphasized the importance of feeling secure and not having to feel 

worried. For some participants, stability meant owning a house or 

apartment, while for others stability meant finding a steady job and feeling financially secure so that they could 

provide for their family. In addition to their hopes for stability and financial security, some participants spoke 

about giving back to their community. These participants felt very grateful for the help and support they 

received and talked about becoming peer support specialists themselves so that they can help others in need. 

Exhibit 21. Meeting Basic Needs (N=175) 
 Baseline Follow-up Risk Ratio p-value 

Did not have to go without, past 6 months     

Food 56.5% 73.7% 1.49 0.003 

Utilities 73.3% 85.7% 1.52 0.016 

Transportation 53.6% 73.0% 1.55 <0.001 

Clothing 60.0% 77.5% 1.55 0.003 

Stable housing or shelter 50.7% 78.9% 2.00 <0.001 

Medical care 76.2% 84.9% 1.34 0.078 

Medicine 72.5% 83.9% 1.43 0.029 

Exhibit 22. Arrested in the Past 
6 months (N=175) 

 
*statistically significant decrease 
compared to baseline 
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“To be stable. Just to be stable…just trying to be happy and stress-free, you know? Just trying to enjoy things 
and not be a stress case and let [my son] be a kid.”    - Client 
     

   

“I mean, I would love to be a peer support person. I really would. I would love it. I just – if I ever get to the 
point where I have time to do that, I am definitely going to pursue it because I would love to have a job like 
that. It would be a very, very rewarding job, I think.”    - Client 

* 
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Satisfaction 

What We Did 
The follow-up survey included an additional section asking study participants about their satisfaction 

working with their specific program. The results come from the 175 respondents and are descriptive. We also 

spoke with the client interviewees (N=15) about their satisfaction and challenges. 

Results 
Experience Working with a THW 

A total of 87.4% of study participants reported having a favorable experience with their THW, with 

47.4% reporting ‘Excellent’ and 24.0% reporting ‘Very Good’ experiences (Exhibit 23).  We combined the 

responses for actual and desired meeting frequency with their THW to assess how satisfied participants were 

with meeting cadence. We discovered that 59.1% of participants felt they met as often as desired with their 

THWs, 12.9% felt they meet too frequently, and 28.1% wish they could have met more often with their THWs. 

   

Client Satisfaction 
Most interviewees reported a high level of satisfaction with the 

programs. We heard about how the programs had a positive impact on their 

lives and supported them in ways they had not experienced with other 

programs.  
 

Challenges Faced by Clients 
Although almost all of the interviewees spoke very highly of their 

THWs and the programs they were enrolled in, there were a few common challenges, including: 

• THW Turnover – some clients experienced a change in their THW due to turnover. While some of these 

transitions ran smoothly, other transitions felt rockier with participants indicating they felt as though 

they had been abandoned. 

• Difficulty relating to THWs from dissimilar backgrounds and lived experience.  

• Lack of clarity regarding the services available.  

• Anxiety over what they will do once they “graduate” from their specific program.

Exhibit 23. Experience and Meetings with THWs 

Experience with THW 
Actual frequency of meetings 
with THW 

Desired frequency of meetings 
with THW 

Actual vs. desired frequency of 
meetings with THW 

Excellent 47.4% Never 20.6% Never 11.4% Met amount desired 59.1% 

Very Good 24.0% Once a month 30.9% Once a month 35.4% Too frequent 12.9% 

Good 16.0% 2-3 times per month 27.4% 2-3 times per month 26.3% Desired more 28.1% 

Fair 4.6% Once a week 13.1% Once a week 17.1%   

Poor 2.3% More than once a week 5.7% More than once a week 8.0%   

Key Findings 
• 87.4% of clients report favorable experience with their THW. 

• Client interviewees consistently reported a high level of satisfaction with their experience with the program. 

• Interviewees did report some challenges including THW turnover, difficulty relating to THWs that did not have a 
shared background, lack of clarity on services that could be provided, and anxiety about exiting the program. 

 

“They save so many lives. They’re 
so awesome…I’m very thankful. I 
feel very fortunate and lucky to 
be part of it.”    - Client 
   

   

“I never had anybody help me like 
this.”    - Client 
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Summary & Conclusions 
 
 

Overview 
This evaluation of the Housing for Health Initiative used a mixed 

methods approach to explore how the seven organizations launched and 

sustained their programs, who they served, the support provided, and the 

programs’ impacts. The results are summarized below. 

 

Launching & Sustaining the Programs 
The seven organizations funded by Kaiser Permanente through this 

initiative each launched different programs to meet the needs of their 

homeless populations. The common feature was that all employed THWs to 

support program participants to meet their housing and health needs. 

Through interviews with staff at each organization we learned that they 

designed their programs using a client-centered approach and that some 

created new interdisciplinary teams, trained staff to develop new skills, 

engaged with the community to get needed support, and even expanded 

their partnerships to better serve their program participants. Many programs 

learned how to support THWs, many of whom have shared lived experience 

with the participants they serve, through strong management and trauma-

informed approaches to their work including creating self-care plans. The 

programs faced many challenges along the way. Some key challenges included navigating hiring a THW within their 

organization and finding the right THW for the job, participant mistrust of the system, the lack of affordable housing 

available in their areas, and the stigma their clients faced as they tried to support them in meeting their needs.  

 

Program Participants 
The seven organizations enrolled over 400 people in this evaluation; however, we know that the organizations 

served many people through this initiative who did not participate in the evaluation. We found that the evaluation 

participants were age 39 on average, mostly white, and there were more females than males. Approximately 20% did 

not have a high school education and 80% were unemployed. Through the client interviews, we found that many have 

past experience with trauma that often began at childhood. Many client interviewees shared a history of substance 

abuse and extensive prior housing instability.  

 

Support from the Programs 
Through our interviews with staff and program participants, we found that the THW relationship was of 

utmost importance. THWs worked to build trust with the participants through their shared lived experience which 

helped participants to not feel judged and build a bond that lead to consistent support. We heard from the clients we 

interviewed that THWs supported them with navigating the complex housing system, connected them with healthcare, 

and connected them with resources to meet their basic needs. Through the programs, 137 people were housed, and 

many ended up with permanent supportive housing. Other supports were also provided such as support with basic life 

skills and connections to the community. 

 

Limitations 
This evaluation had several key 

limitations including the following:  
 

• No comparison group, so it is 

unclear what would have 

happened in the absence of the 

initiative 

• Results were not separated by 

demographics; experiences of 

specific groups may vary 

• Total participant sample is small 

• Opinions expressed by the 

interviewees may not reflect all 

participants 

• Survey analyses limited to people 

who complete both surveys and 

therefore were still accessible 

• Subject to survey response bias 

 



Kaiser Permanente Housing for Health: Final Report | October 2020 | Page 35 

 

 

Impacts 
We measured impacts across housing, health and healthcare, and social factors. Our analysis focused on 

changes over six months (from baseline to follow-up) using surveys, analysis of Medicaid claims data, and interviews. 

 

 
Housing: We found that six months after engaging with the programs, survey respondents had significant 

improvements in housing stability including reduced likelihood of sleeping on the street, in a car, or a campsite. They 

also had significantly reduced risk of sleeping in a shelter or staying in a place with inadequate facilities. Respondents 

also reported that they were now less worried about losing their housing. Client interviewees emphasized the 

decreased stress and increased feeling of stability. 
 
 

Health and Healthcare: Enrollment in Medicaid increased prior to and after engagement with the 

programs. The organizations indicated that increased enrollment prior was likely due to their engagement with the 

client before they involved them in the specific Housing for Health program. The Medicaid enrollment data also showed 

more sustained coverage throughout the follow-up period. In fact, participants were more like to report having 

consistent coverage for six months at follow-up compared to baseline. When we examined use of different domains of 

healthcare, we found the outpatient mental health care was most frequently used, followed by outpatient ambulatory 

care. These programs targeted people with behavioral health challenges, so strong engagement in outpatient mental 

health care is vital to meet their needs. In fact, participants were significantly more likely to report that their healthcare 

needs – medical, mental, dental, and medicine – were being met after engaging in the programs compared to before. 

Additionally, participants were significantly less likely to report using of the emergency department in the past six 

months after engaging in the program compared to before. While we didn’t find any change in self-reported health, we 

did see a decrease in positive depression screening.  

 
 

Social Factors: We found that participants were significantly more likely to meet their basic needs - such 

as food, utilities, and transportation – in the past six months at follow-up compared to baseline. We also found a large 

decrease in the likelihood of participants reporting an arrest in the past six months at baseline compared to follow-up. 

We found greater hope for the future, and interviewees reported that they hoped for stability, happiness, and even to 

become a peer support specialist. We did not find any significant impacts on social support, but they did have a greater 

sense of control of decision in their life.  
 

Conclusions 
The Kaiser Permanente Housing for Health Initiative’s programs served clients with extensive histories of 

trauma and instability, as well as deep mistrust of the system. THWs built strong, trusting relationships with 

participants, in part through their shared lived experience. They also helped participants navigate the complex 

housing system and connected them with healthcare and other needed resources. Participants saw substantially 

improved outcomes, including less housing instability, continuous healthcare coverage, decreased arrests, and 

increased likelihood of meeting their healthcare and basic needs. Taken together, the results of this evaluation 

demonstrate the importance of engaging THWs in housing and support programs aimed to serve vulnerable 

community members as they play an integral role in improving community outcomes.  

 


