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The importance of a home within health home initiatives  

• What will we cover in today’s talk?  

• Improved Medical Care & Social Determinants of Health 

• Neighborhood matters: Case Example  

• Working from within Supportive Housing  

• Working from the ground up (PSH to the Community)  



� 650K homeless persons on a 
single night (100K Veterans) 

� 1.6 million Americans use 
homeless services annually 

� 58% of shelter users are 
racial/ethnic minorities 

� Chronic homelessness is a 
long-standing epidemic 

� Higher rates of SMI among 
the chronically homeless 
 

� 25 year earlier mortality 
� Increasing mortality gap 
� 7x rate of cardiovascular 

disease 
� Racial and ethnic minorities 

with SMI at greater health risk 
� Poor quality medical care and 

modifiable risk factors (e.g., 
diet, physical activity, 
smoking) contributes to 
excess morbidity and mortality 
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Addressing health outcomes 

Social determinants of health 
 

Persons with serious mental illness: 
 

• Health system factors contributed 
to ~25% of excess mortality 

 
• Socioeconomic factors contributed 

to ~25% of excess mortality 
 

  (Druss et al., 2011) 
 

 
Improving healthcare is 
necessary but not sufficient! 
 



Serious mental illness  
 

Health disparities 

Intersection of Housing, Health, & Recovery 

Homelessness 

ddisparities

: The Built Environment 



The built environment: Neighborhood matters 

Serious mental illness  
 

Health disparities 

Homelessness 

ddisparities

• SES inversely related to health outcomes

• ‘Neighborhood deprivation’ 

•  ‘Walk-ability’ 

• Perceived environmental threat 

• Crime effects sense of safety and activity 

• Social norms: smoking, drugs, drinking  

• Social norms: exercising 

• Income inequality thesis 

• Food environment 

• Social networks and aspirin use 
 



Context 
 

� Chronic homelessness in Philadelphia 
� City invitation in Summer of 2008 
� Original contract for 125 placements 
� Now serving 250+ 
 
 

Outcomes 
 

� 92% of those engaged moved into housing 
� Average # of days until housed: 19 days 
� 88% remained stably housed  
� Significant decrease in shelter, crisis,   
   hospitalization, & incarceration  
� Cost-effective: annual cost $28,181/person 

Pathways to Housing in Philadelphia 



Baseline evaluation of medical conditions and health status 

*Weinstein, L.C., Henwood, B.F., Matejkowski, J., & Santana, A. (2011). Moving from street to home: Health status of 
entrants to a Housing First program. Journal of Primary Care and Community Health, 2(1), 11-15.  



Integrated Care Team Academic Medical Center 

Creating a Medical Home for Vulnerable Populations 

Primary 
Care 

Nursing 

Substance 
Abuse 

Specialist 

Vocational 
Specialist 

Peer 
Specialist
  

Social Work 

Psychiatry 

Specialty 
Care 

* Henwood, B.F., Weinstein, L.C., & Tsemberis, S. (2011). Creating a medical home for people 
experiencing homelessness and serious mental illness. Psychiatric Services. 62(5):561-2.  
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Philadelphia Census Tracts: 381 
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The built environment: Case example 
 
Philadelphia Census Tracts: 381 
 
90 HF Tenants 



Can we address such structural inequalities? 

Aren’t we already? 
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Health and Wellness Photovoice Project 

Study Aims: 
•Engage tenants in a dialogue about 
their physical health and wellness 
•Generate community knowledge to 
inform the implementation of health 
interventions in housing agencies 
 
Sample: 
•Purposive sample of 16 tenants at 2 
housing agencies in NYC 
 



What is Photovoice? 

• A participatory action research method that entrusts 
people with cameras to document their everyday lives and 
inform social action  

 

Goals:  
▪ Enable people to record and reflect their community’s 

strengths 
 
▪ Promote critical dialogue and knowledge about 

community issues 
 
▪ Reach change agents and policymakers 

  
 Wang et al., 2004 



Community Partners 

http://www.broadwayhousing.org 

http://www.pathwaystohousing.org 



Participants’ Characteristics (n = 16) 

• Tenants were mostly male (56%) and either African 
American or Hispanic (87%) 
 

• The majority reported a serious mental illness (88%) and 
a history of substance abuse (56%) 

 
• Most common health conditions:  
� Hypertension (50%)  
� Diabetes (44%) 
� High cholesterol (25%) 



Participation 

• 94% (n=15) attended at least 3 of 6 sessions 
 

• 75% (n=12) completed all photo-elicitation 
interviews 
 

• 69% (n=11) attended all group discussions 
 



Preference for peer-based services 

•Source of inspiration and mutual 
support 

▪ “best weapon for a recovering 
addict is another recovering 
addict” (African American, male) 
 

•Peers can nudge and motivate  
▪ “helping me along the way” 

(African American, female) 
 

•Viewed as more credible than 
professionals 

▪ “I’ve been there . .  I’m just like 
you” (African American, male) 

 
 
 
 
 

“Different States of 
Freedom”  



Help develop skills to change eating habits 

• Cooking for one 
▪ “It is really hard to cook for 

one . . .  For most of my 
life, I cooked for a family.  
I think that’s why I’m 
having such a hard time 
now because I live alone 
now.  And I haven’t gotten 
that trick with just cooking 
for myself.” (African 
American, male) 

 “My Every Day Living”  



Learn by doing . . .  

•How to make better choices with 
what’s around 

▪ “I’m a junk food specialist . . . 
Show me how to start eating 
healthy” (African American, male) 
 

•Prefer demonstrations and hands 
on activities 

▪ “We like the wellness group, we 
pick the food in the garden, and 
we cook it . . .we learn how to 
prepare healthy food” (Hispanic, 
male) 

 

“Eating Healthy”  
(Pathways’ Community 

Garden) 

“Eating Healthy”



Desire to increase physical activity 

•Exercise seen as good for health 
and mental health 

▪ “I play videos to do exercise, 
that’s what I do for my blood 
pressure . . . .  when you 
exercise the darkness goes 
away, you feel good”  (African 
American, male) 
 

•Make exercise fun and social 
▪ “dancing, sweating to the oldies” 

(White, female) 
▪ “we should start a walking group” 

(African American, female) 
 

“For your Health and 
Self-defense”  



Interest in weight loss programs 

•Deliver programs in housing agencies: 
�“If I can find a place, somebody to 

help me lose the weight that will be a 
good plus for me . . . If BHC could get 
somebody here to help other tenants, 
that would be good”  (African 
American, female) 

•Help us chart a course: 
�“This weight wasn’t put on in one day 

and you’re not going to take it off in 
one day. You have to set up a means 
of doing it a step at a time” (African 
American, male) 

 

et 
, 

y 

s “Locomotion”  



Attention to food environment 

•Health interventions need to be 
aware of what is available in 
tenants’ communities 

�“In my neighborhood, we don’t 
have a vegetable stand and 
things like that, we just have a 
bodega on each corner, a 
Chinese restaurant down the 
block” (African American, male) 

 “Untitled”  



Lessons Learned 
• Participatory methods generate important 

community knowledge essential for developing 
health care interventions  
 

• Attention to social and environmental factors can 
improve the relevance, effectiveness, and 
sustainability of health care interventions in 
housing agencies 
 

• Programs should incorporate health promotion 
activities (e.g. physical activity, healthy eating, 
self-management) in addition to medical care 
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The 100,000 Homes Campaign 
Community:  118 communities internationally 

Challenge:  Permanently house 100,000 vulnerable homeless by July 2014 

Approach:  Coordinate international movement of communities  

  to share innovations, pioneer new models and build collective  

  pressure for large-scale systems change 

Sharing Solutions 



Swift Factory 



The Northeast Neighborhood, Hartford, CT 



 
 

Quick Facts 
34.36% - Female headed households with children 
48.69% - Households with people under 18 
37.33% - Households below poverty level 
20.88% - Births to mothers under age 20 
44.40% - Neighborhood male population 
55.60% - Neighborhood female population 
55.40% - Labor force participation  
  
$20,440.00 MEDIAN HOUSEHOLD INCOME 
$16,630.00 MEDIAN INCOME OF FHH 
 (2005 census figures) 
 
 

Quality of Life  

 
 
 
 
 
 
 
 

Disparity and Poor Health 
Northeast NRZ is home to 
Hartford s highest levels of: 
 
- Obesity 
- Heart disease 
- Infant and neonatal 
mortality 
- Preventable infections  
                   & 
- Communicable diseases 
 



Community Asset Map 



Community Resource Database 



Our Growing Team:  
Partners for a  
Healthy Northeast 
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Community Organizing

Community Based  
      Care Coordination 

Governance 

Infrastructure  
Improvement 

Community Organizing  
• Lift up the priorities of the residents & 
identify their suggested interventions  
 

• Canvas  the community, facilitate 
community meetings , attend local events 

Infrastructure 
Improvement  
•Partner with Hartford City 
agencies and local service 
providers to improve 
community-identified aspects 
of neighborhood infrastructure 
 

•Repurpose the Swift factory 
site to be a hub of community 
health and development 

Community Based Care 
Coordination 
• Target to residents who frequently use 
ED 
 

• Community –based,  strengths-based, 
holistic support and linkage 
 

• Continually identify potential partner 
organizations that offer unique 
contributions to health and wellness 

Governance  
•  Ensure that knowledge gained through 
community organizing informs the collective 
efforts of all neighborhood partner organizations 
 

• Develop meaningful and sustainable tools and 
approaches to improved population health 
 

• Coordinate health care utilization data 
 

• Ensure consistent access to data on 
neighborhood-wide police, fire, and EMS use 
 

• Convene a community-based team to carry out 
and monitor small cycles of change 

Healthy Northeast Partner Activities 

Local 
Residents 



 
 Courtesy of the Institute for Healthcare Improvement, April 2009 



# of goals met in the past 90 days, using the Outcome Star 
# reporting increase in functional days in previous month, compared with previous quarter 
# with all of the following relevant screens current: immunizations, cervical cancer, mammogram, HIV/STD 
 
# of Emergency Department visits in previous 90 days 
# of days spent in inpatient care in previous 90 days 
# with at least one PCP visit in past 12 months 
 
# reporting satisfaction with care coordination provider 
# reporting it is easy or very easy to get support around their health 
 
 
 
 
 
 
# reporting increase in functional days in previous month, compared with previous quarter      
Neighborhood-wide Immunization rates, Mammograms, Cervical screenings, and HIV/STD testing      
 
# of St. Francis Hospital Emergency Department visits stemming from zip codes 06112 & 06120     
# of days spent in inpatient care stemming from zip codes 06112 & 06120    
 
Reported feeling of safety in community, and control of one’s health 
# reporting it is easy or very easy to get support around their health  

Health, Cost & Experience Outcomes 
                              Among All Neighborhood Residents 

 

Health, Cost & Experience Outcomes 
                                 Among residents participating in Care Coordination 

 
    

 



$1,553,810

$17,500,800
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Cost of Intervention vs. Health Care Savings over 3 Years

* Projections from our CMMI Grant 
Calculations



Thank you! 


