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Introduction 

There are substantial challenges in the United States for individuals who are 
experiencing homelessness in urban areas of the country. In cities like Chicago, residents 
face extreme weather conditions, housing shelters that are at capacity, and limited access 

Abstract  
Objective: The purpose of this study is to examine how permanent supportive 
housing (PSH) programs in Chicago’s West Side integrate and deliver medical services 
across single-site, scattered-site, and hybrid models. Rather than measuring resident 
outcomes directly, this study presents a structured assessment of how PSH 
organizations operationalize healthcare delivery, funding, and coordination within 
their housing programs. Methods: We conducted a qualitative descriptive study using 
structured virtual interviews with 18 representatives from six PSH organizations on 
Chicago’s West Side representing single-site, scattered-site, and hybrid models. Each 
interview consisted of a member of the research team and one to three members of the 
PSH organization. Interviews examined organizational operations, healthcare 
delivery, resident engagement, and barriers to care. Since the sample size was small, 
the data were analyzed descriptively to identify common themes in implementation, 
funding, and access. The Rush University Institutional Review Board reviewed the 
study and determined it exempt as it did not involve human subjects or identifiable 
resident data and because representatives from the organizations were to be 
interviewed and not the residents themselves. Results: Of the six organizations 
interviewed, two operated single-site programs, two operated scattered-site programs 
and two employed hybrid models, with medical services for residents either provided 
on-site or referred to external providers, or a combination of both. Partnerships 
between organizations and outside healthcare providers or pharmacies, in addition to 
insurance coverage and funding (e.g. Medicaid, grants) affect access to healthcare. The 
intersection of organizational constraints and resident-level barriers, such as lack of 
transportation, often compounds challenges to healthcare delivery. Health services 
used by residents also varied between organizations, though mental health services 
were consistently reported as the most frequently utilized by residents. Organizations 
offering on-site healthcare noted positive long-term health impacts on their residents, 
suggesting that centralization of their healthcare may foster continuity of care even 
after housing stabilization. In contrast, although scattered-site models may offer more 
freedom and additional specialty services, these models often fragment healthcare and 
depend heavily upon residents' ability, access, and initiative. Conclusions: This study 
found that both single- and scattered-site models had distinct advantages and 
challenges, but that hybrid models allow for maximum medical benefit to residents. 
Ultimately, the determining factors in the successful operation of PSH models are 
adequate funding and structural barriers within policymaking.  
Keywords 
Permanent supportive housing, homelessness, health disparities, housing first, urban 
health 
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to healthcare services. This requires solutions that address both housing and healthcare 
needs. There is a plethora of models that exist to target specific needs of unhoused 
individuals throughout the country, one of which is termed permanent supportive 
housing (PSH). PSH is a promising framework that was initially designed for those 
experiencing homelessness in urban areas. PSH is an effective strategy that integrates 
support services with affordable housing, while accounting for the specific needs of 
individual residents within these programs (Padgett et al., 2016; Tsai & Rosenheck, 2012). 
PSH organizations focus on various demographics and are not limited to individuals but 
also seek to support families who are experiencing homelessness (Newman & Goldman, 
2008). It is seen as a more permanent solution to reducing homelessness compared to 
shelters. Emergency shelters will always play a crucial role in providing immediate relief, 
especially in an unpredictable urban setting. PSH programs, on the other hand, offer a 
more sustainable path to long-term housing and employment. Both are needed in this 
climate and serve different purposes. 

There are currently two primary operating models within PSH, single-site models and 
scattered-site models. Single-site programs provide support services within a singular 
facility, while scattered-site programs include private housing units distributed 
throughout the city with support services provided off-site (Tsai & Rosenheck, 2012). In 
this paper, we use PSH as an umbrella term that refers to long-term affordable housing 
paired with voluntary supportive services, which can be delivered through either single-
site or scattered-site configurations. We acknowledge that scattered-site placement is 
often discussed in the Housing First literature as a common implementation strategy; 
however, scattered-site housing is not defining of Housing First. Rather, Housing First is 
marked by its service philosophy (e.g., low-barrier entry and services offered but not 
mandated), while PSH describes the housing-plus-supports intervention that can be 
operationalized across building types, including single-site, scattered-site, and hybrid 
models. In this study, hybrid models refer to PSH programs in which a single 
organization operates a combination of housing and service delivery approaches that 
span both single-site and scattered-site configurations. This may include organizations 
that manage multiple housing programs (e.g., one centralized building alongside 
dispersed housing units across the community), or a single program that integrates 
elements of both models. In practice, hybrid models often involve variation in how 
services are delivered: for example, some residents living in centralized housing may 
have access to on-site healthcare providers, while residents in scattered-site units within 
the same organization rely on referrals to community-based clinics. In other cases, 
organizations may provide limited on-site services (e.g., behavioral health or case 
management) while still referring residents to external providers for primary or specialty 
care. This framing aligns with the integration of PSH literature that describes and 
compares outcomes and implementation issues across PSH configurations (e.g., Porchak 
et al., 2023). These models offer different advantages and challenges for different 
subpopulations. Single-site programs make it easier to provide services and allow for 
close monitoring; however, there is a risk that many people with the most complex or 
severe needs end up concentrated in one location. Scattered-site programs encourage 
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independence and community integration, but they may also result in dispersed care and 
practical obstacles to receiving services. 

The implementation of PSH programs is commonly linked with the Housing First 
philosophy. This ideology states that housing is a basic right and should not be 
contingent on participating in treatment or meeting other conditions, such as sobriety 
and employment. Housing First can be applied in both single-site and scattered-site 
models. The principle prioritizes immediate access to stable housing while offering, but 
not mandating, supportive services (Baxter et al., 2019; Newman & Goldman, 2008; 
Padgett et al., 2016). The research shows that the Housing First approach improves 
housing stability, but there is limited evidence about how this principle intertwines with 
health care delivery and how it addresses healthcare needs of individuals facing 
homelessness. 

In Chicago, one must meet the definition of chronic homelessness to be eligible to 
enter PSH programs. According to the United States (U.S.) Department of Housing and 
Urban Development (HUD, 2015), one can be classified as chronically unhoused by being 
an individual who (1) has lived in a place not meant for human habitation, a Safe Haven, 
or an emergency shelter continuously for at least 12 months, or on at least four separate 
occasions in the past three years that together total 12 months; (2) has been residing in an 
institutional care facility for fewer than 90 days, provided they met the above criteria 
before entering the facility; or (3) is part of a family where either the head of household 
(or minor head of household) meets the criteria in (1) or (2). This includes families whose 
makeup has changed while experiencing homelessness (All Chicago, 2023). Because of 
the hardships faced with chronic homelessness, these individuals may not be in a perfect 
state of health. In a study looking at the health status of individuals entering PSH, about 
90% of individuals had two or more chronic conditions, and 57% of individuals self-
reported their health as fair or poor (Henwood et al., 2018). Some systematic reviews 
suggest that there are modest improvements in well-being and a reduction in the use of 
acute care services with the use of PSH programs (Garcia et al., 2024). Recent work has 
demonstrated that an emphasis on patient-centered care that was integrated with 
patients experiencing homelessness decreased how often emergency service care was 
needed by those patients (Grove et al., 2025). However, the persistent gaps in preventive 
and chronic disease care highlight the need to examine how medical services are 
integrated into housing programs (Aidala et al., 2016; Baxter et al., 2019; Warren et al., 
2025).  

Until now, the research has mainly focused on housing retention and the costs 
associated with keeping individuals housed, but less is known about how medical 
services play a role in this. However, there is a gap in knowledge about how medical 
service access and delivery vary between PSH models (Liu & Hwang, 2021; Peng et al., 
2020). This is especially troubling in neighborhoods, like the West Side of Chicago, which 
have significant disparities in socioeconomic and healthcare access (Chicago Department 
of Public Health, 2020; Richards & Kuhn, 2022). Compared to the general public, 
unhoused populations suffer from disproportionately high rates of chronic disease, 
mental health conditions, and premature mortality (Meyer et al., 2023; Richards & Kuhn, 
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2022;). While stable housing can increase engagement in healthcare services, the evidence 
indicates that improvements in clinical outcomes depend on coordinated and accessible 
medical services (Aidala et al., 2016; Montgomery et al., 2013). Unfortunately, the 
literature shows that access to health care remains sparse among individuals 
experiencing homelessness, with people more often needing shorter-term services and 
generally not having their medical needs met (Fields et al., 2025).  

This study attempts to fill these gaps by examining how PSH programs on Chicago’s 
West Side utilize medical services across single-site, scattered-site, and hybrid models. 
Unlike other studies that focus on housing outcomes, this research looks at the 
implementation, funding, and delivery of healthcare from a medical student perspective. 
Because all PSH programs are different, we aim to explore the different health care 
services the organizations provide, such as mental health and substance use support, and 
assess the utility of these services for residents. We also explore different subpopulations 
that these PSH models serve, such as residents living with human immunodeficiency 
virus (HIV), those with substance use disorders, and pregnant patients. By doing so, this 
study aims to provide actionable recommendations for policymakers and PSH 
developers to optimize health service delivery alongside housing stability, by 
interviewing PSH organizations on Chicago’s West Side. 

Methods 

This study employed a qualitative descriptive design using structured interviews 
with PSH program representatives. The interviews were designed to function as a 
structured local system assessment of how healthcare services are implemented and 
coordinated within PSH programs. Rather than conducting a thematic qualitative 
analysis of personal experiences, the goal was to document organizational practices, 
implementation structures, and perceived operational challenges in integrating 
healthcare into housing programs. Researchers were medical students at Rush Medical 
College, who were members of the Chicago Homelessness and Health Response Group 
for Equity (CHHRGE) organization, prompting an evaluation of the current state of PSH 
organizations in Chicago’s West Side. Researchers performed structured interviews with 
representatives from six PSH organizations on the West Side of Chicago.  

Recruitment and Eligibility  

To be eligible for participation, all the organizations were required to (1) operate a 
PSH program on Chicago’s West Side, and (2) follow either a single-site, scattered-site, 
or hybrid PSH model. Recruitment occurred between January and April 2025. 
Organizations were identified through publicly available directories and professional 
networks. Six organizations that met eligibility criteria were contacted via email, and all 
six agreed to participate. The six organizations are referred to as Organizations A-F to 
maintain anonymity. 

Participants and Data Collection 

Virtual interviews were conducted by medical students via Zoom with 
representatives of each organization. A total of 18 participants across the six 
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organizations were interviewed, with each organization represented by one to three staff 
members. The representatives included program directors, case managers, and health 
services coordinators who had direct knowledge of medical service delivery in their 
programs. Interviews were conducted by three members of the research team. 

The interview format included both structured and open-ended questions to allow for 
our qualitative, descriptive study design. The main domains covered were: 

• Features of the organization (history, number of residents served, demographics, such 
as age, gender, race/ethnicity, and immigration status) 

• Implementation and logistics of providing medical services (funding, documentation, 
regulatory or legal barriers, on-site versus referral-based) 

• Client engagement and outcomes (utilization rates, appointment attendance, barriers 
to care, observed health outcomes, satisfaction, and trust in providers) 

• Comparative perceptions of single-site vs. scattered-site models, including benefits, 
limitations, and differences in resident engagement  

• Services tailored to particular subpopulations, like those for residents with HIV, 
disabilities, substance use disorders, or pregnancy.  

• Particular emphasis on areas, such as infectious diseases (including coronavirus 
disease of 2019 [COVID-19]), mental health, substance abuse treatment, chronic 
disease management, reproductive health, and geriatric/disability support.  

These domains were developed based on gaps identified in the literature and in 
consultation with community partners and were used to guide our suggestions towards 
policymakers regarding these housing issues. 

Data Management and Analysis 

All of the data was stored in Rush University’s encrypted Research Electronic Data 
Capture (REDCap) database. There was no personal health information (PHI) or 
individual resident identifiers that were collected. Only organizational identifiers, such 
as the program name, were recorded.  

Because the study aimed to characterize system structures rather than develop formal 
qualitative theory, the analysis followed a structured descriptive approach. Interview 
responses were reviewed by three members of the research team to identify key 
operational domains, including service delivery logistics, funding mechanisms, 
partnerships, barriers to care, and perceived outcomes. 

Since the sample size was small (n=6 organizations), the data was analyzed 
descriptively rather than through formal qualitative coding. Three members of the 
research team then independently reviewed the responses from each organization and 
extracted relevant information to summarize the findings. Basic counts and percentages 
were calculated where appropriate, such as identifying the number of single-site versus 
scattered-site models within the sample (n=6). Interviews were analyzed collectively 
rather than stratified by housing model; however, responses were subsequently 
organized and compared across single-site, scattered-site, and hybrid models to identify 
differences in implementation and perceived outcomes. Findings, therefore, reflect the 
perspectives and operational knowledge of PSH program staff and should be interpreted 
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as organizational assessments rather than objective measurements of resident health 
outcomes.  

Ethical Considerations 

This study was reviewed by the Rush University Institutional Review Board and was 
determined to be exempt because it did not involve direct human subjects or identifiable 
resident data and because representatives from the organizations were to be interviewed 
and not the residents themselves. Informed consent was not required; however, the 
research team did share the study goals with organizational representatives, the 
voluntary nature of participation, and confidentiality of responses prior to interview 
initiation. 

Results 

Implementation and Practicalities of Medical Service Delivery 

Of the six organizations interviewed in this descriptive study, two operated single-
site programs (A-B), two operated scattered-site programs (C-D), and two used hybrid 
models, containing features of both single-site and scattered-site models (E-F). For 
resident medical services, some PSH organizations provided on-site services, while 
others relied on referrals to external providers. For instance, Organization A had 
behavioral health services provided on-site with licensed therapists, psychologists, and a 
nurse practitioner to provide care. These clinicians also managed diagnoses, prescribed 
medications, and coordinated with affiliated pharmacies to reduce barriers related to 
medication access. For referral-based care, formal agreements between these services and 
health care providers were put into place. For instance, Organization B had a 
memorandum of understanding with Rush University Medical Center (RUMC), and 
Organization F partnered with Lawndale Christian Health Center. However, 
Organization D did not have specific partnerships and referred clients to organizations 
that accepted clients’ insurance type or location. This range reflects the diversity of 
approaches, from highly structured partnerships to more fragmented referral networks 
(Table 1). Participants frequently drew on both their own programmatic experiences and 
their observations of other PSH models when discussing advantages and limitations; 
where applicable, we distinguish between descriptions of an organization’s own model 
and perceptions of other models. 

In terms of funding, organizations relied on insurance (Medicaid/Medicare/private), 
grants from the Visiting Nurse Associations (VNA), or partner organizations. Some, like 
Organization F, did not require funding sources as care is provided through partner 
organizations. Others depended heavily on time-limited grant cycles, making 
sustainability uncertain. Several organizations blended insurance reimbursement with 
external grant support, which required constant navigation of complex funding streams. 
In these cases, community health workers bridged the gap between funding and services 
to connect residents to medical care and organizations that took their insurance. 

PSH organizations have encountered challenges in maintaining or scaling healthcare 
partnerships. Organizations often experience funding instability. For instance, 
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Organization A had unpredictable Medicaid coverage, Organization B had clear funding 
limitations, and Organization D had highly inconsistent funding cycles (VNA grant is 3 
years on and 1 year off). These financial fluctuations frequently led to staff turnover and 
reduced program capacity. Additionally, there was client engagement instability, as some 
clients missed appointments, as reported by Organizations A and D. At a broader level, 
organizations faced significant logistical and geographic barriers in coordinating care. 
Organization C reported difficulty accessing Medicaid and Medicare for participants. 
Organization F reported that PSH sites that tend to be scattered make it more difficult to 
coordinate care because clients often faced transportation barriers. Such issues revealed 
how organizational constraints and resident-level barriers often intersected, 
compounding challenges to healthcare delivery. 

Table 1 

Service Delivery Logistics and Administrative Steps 

Service Model 
(Organizations) 

Logistical/Administrative 
Steps 

Challenges 
Funding 
Sources  

Single-Site  
(A and B)  

On-site behavioral health 
services; residents 
referred for medical care 

Unpredictable 
funding; missed 
appointments 
impact staffing 

Medicaid, grants 

Scattered-Site  
(C and D) 

External referrals based 
on insurance type and 
location 

 

Difficulty in 
accessing necessary 
coverage  

Partner 
organization 
support, grants 

Hybrid (E and 
F)  

Referral-based services 
with some on-site care 

Clients missing 
appointments; 
insufficient support 
systems 

Medicaid, 
private 
insurance, grants 

Note: Observations may include participant perceptions of PSH models beyond their own 
organizational structure. 

Furthermore, most sites did not face major regulatory or legal challenges to 
integrating medical care within the housing model. Nevertheless, Organization B 
reported concerns about Release of Information (ROI) forms and sharing electronic 
documentation between organizations, and Organization A noted that the process can be 
lengthy. However, most endorsed having no reported obstacles. This suggests that legal 
barriers are less significant than systemic issues such as funding, workforce capacity, and 
transportation. 

In cases where organizations must communicate with external healthcare providers, 
consent was central overall. Organizations B and C used ROI forms to share information. 
Organization F used electronic systems, such as the Medical Home Network (MHN) 
Connect, while Organization A relied on county data systems (Cook County Care) for 
streamlining communication. This system maintains patient confidentiality and still 
allowed for coordination of care among providers and other PSH organizations if needed. 
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Client Use and Impact 

Since the study relied on interviews with program representatives rather than 
analysis of clinical records, reported utilization patterns and health outcomes reflected 
staff observations and organizational tracking practices, rather than systematically 
measured resident-level data. Several organizations noted that formal outcome tracking 
systems were limited, and estimates of service engagement or healthcare utilization 
should therefore be interpreted as provider-informed approximations. 

Although all participating organizations provided a range of health services, resident 
utilization varied widely. All organizations noted that service use depended on residents’ 
needs, with no clear pattern indicating which PSH model promoted greater healthcare 
utilization. Mental health services emerged as the most consistently used across sites, 
particularly when staff or providers were available on-site. One reported that mental 
health services had the highest engagement, whereas one hybrid organization reported 
that, in general, services are used by about 50% of the residents. 

In terms of services provided, all the participating organizations mentioned using 
referrals to some extent. Five of the six organizations tried to track appointment 
attendance; however, none of them had data regarding appointment completion rates. 
Organization E estimated a 60–70% completion rate, but overall tracking was 
inconsistent, reflecting a broader gap in systematic data collection. Besides keeping 
residents accountable and trying to improve health outcomes, tracking attendance has 
allowed the organizations to identify some of the factors that hindered appointment 
attendance (Table 2). Across all organizations, a common reason residents gave for 
missing medical appointments was the lack of transportation. Other reasons included 
mental health reasons, substance use, perceived lack of need, and forgetting 
appointments. Case managers emphasized that logistical barriers, such as residents not 
having reliable phones, also contributed to missed care. 

Among the four single-site and hybrid organizations providing on-site care, staff 
observed that this approach positively impacts residents. Staff across organizations 
reported that residents who use on-site care appear to experience improved health 
outcomes compared with those relying solely on external referrals. Two organizations 
reported perceived reductions in emergency room visits among residents who regularly 
engaged with on-site care. Organization D reported that staff observed fewer emergency 
room visits when residents were connected to care within the first two weeks of 
placement. One reason for this may be trust. All four organizations shared that the 
residents report higher satisfaction with the on-site providers compared to the external 
referrals. An organization shared that residents continue to see the given provider even 
after they have moved on from PSH. This suggests that trust and continuity developed 
in PSH may foster sustained healthcare engagement even after housing stabilization. 

Table 2 

Client Engagement and Staff-Reported Observations of Health Outcomes 
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Service Model  
(Organizations) 

Engagement 
Appointment 
Tracking  

Staff-Reported 
Observations of 
Health Outcomes   

Single-Site 
(A and B)  

High 
engagement with 
mental health 
services; client 
choice 

Tracks attendance 
through calendars; 
no exact rates  

Staff reported fewer ER 
visits and improved 
chronic disease 
management among 
residents engaged in 
care 

Scattered-Site 
(C and D)  

Engagement 
based on client 
needs and 
comorbidities  

Case managers 
track attendance; 
no completion 
rates  

Staff reported 
increased housing 
stability and better 
chronic disease 
management 

Hybrid 
(E and F) 

Engagement 
based on client 
needs and 
referrals 

Planning to track 
referrals and 
outcomes  

Staff perceived 
improved outcomes 
among residents with 
higher engagement in 
services 

Note: Observations may include participant perceptions of PSH models beyond their own 
organizational structure. 

Advantages and Disadvantages of Each Model 

Advantages of the single-site model are based on the centralization of care. 
Organization A noted that having an on-site pharmacy had been a huge benefit to 
delivering appropriate medical care and revealed barriers like transportation and 
advocacy issues that they did not think about before. Organization B noted that it allows 
the staff to connect with their residents, performing specific medical checks but also 
respecting their privacy. Organizations C and D are both scattered-site programs, and 
they noted that a single-site model would be beneficial for building trust and providing 
continuity of care. Organization E stated that patients engage with health services 
provided nearly daily. The healthcare teams on-site are also able to respond to crises and 
assist with prescriptions quickly. Organization F noted that single-site models account 
for better medication management, increased resident engagement, and overall increase 
in well-being. Collectively, these perspectives emphasize convenience, immediacy of 
care, and trust-building as key strengths of single-site models (Table 3). 

Disadvantages noted by the scattered-site model were based on decentralization. 
Organization A stated that many providers did not want to conduct home visits and 
would prefer that patients come to them. An added challenge is that home visits rely 
heavily on timely communication, and many residents lack consistent phone access. As 
a result, if residents are slow to answer or respond, they may miss out on vital healthcare 
appointments. Organization C echoed this sentiment, noting that their case managers 
faced greater difficulty with appointment completion rates because many residents had 
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limited access to the internet or email, which made it harder to receive telehealth services 
or appointment reminders. 

Organization D noted that in some areas where residents live, there are limited 
provider options. Moreover, it is common for different providers to not talk directly with 
each other or share the same electronic records, which made referrals time-consuming. 
Organization E cited transportation as a major barrier, made worse by inadequate staffing 
and the difficulty residents have using public transit. 

Table 3 

Advantages and Disadvantages of Service Models 

Service Model  
(Organizations) 

Advantages  Disadvantages  

Single-Site 
(A and B)  

Streamlined care; fewer 
transportation barriers; 
continuity of care  

Requires centralized 
resources; may not work 
for all clients  

Scattered-Site 
(C and D)  

Flexibility for clients to live 
where they choose; more 
personal autonomy  

Harder to coordinate care; 
providers don’t 
communicate well  

Hybrid 
(E and F)  

Combination of benefits 
from both models  

Varied engagement and 
outcomes between models  

Note: Observations may include participant perceptions of PSH models beyond their own 
organizational structure. 

Organization F noted delay in access under this model, as it is often difficult to get 
residents to begin seeing new doctors and to build trust with providers and staff. These 
shortcomings demonstrated that although scattered-site models improve residents’ 
freedom of choice, these models often fragment healthcare and depend heavily upon the 
initiative or ability of the residents.  

For those sites that operate a mixed model, they favored the single-site model. 
Although Organization D operates a scattered-site model, its representatives noted that 
residents in single-site programs were more likely to engage with healthcare services, 
including primary care and behavioral health, when those services were available within 
the same facility. 

Organization E noted that on-site residents are more engaged, and off-site residents 
require additional outreach from case managers. This suggested that hybrid models may 
combine housing flexibility with improved engagement when single-site elements are 
available. 

Programs were asked what additional resources would improve healthcare access for 
their residents, and they identified a wide range of needs. Organization A emphasized 
the importance of policy change as it relates to the healthcare access of all residents. They 
also acknowledged the lack of resources to support not only residents but also staff. 
Organization B reported that additional funding is necessary to allow for improved 
integrated care across different settings. Organization C indicated that lack of 
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communication and phone access were major challenges. Organization D explained the 
limitations of Medicaid funding and called for more staff to provide advocacy, such as 
accompanying clients to appointments. Organization E also endorsed the need for 
expanded Medicaid access, additional funding, and greater staff support to prevent 
residents with disabilities from relying on emergency room care. Organization F stressed 
the importance of increasing on-site provider availability, securing transportation 
funding, and expanding the number of care navigators and community health workers. 
All the participants stressed the need for reliable funding, staff expansion, and 
communication to residents through phone access. 

Most organizations can provide support for residents with specialized needs, 
although the extent and type of care can vary. HIV care was generally well integrated 
across all models: Organization B provided on-site HIV services through its partnership 
with RUMC, Organization D partnered with Broadway Cares, and Organization E 
coordinated HIV care through medical case management programs. Organization C did 
not offer specialized programs, but they did not report any challenges in referring 
residents to HIV-related services. In contrast, pregnant residents had more difficulty in 
accessing consistent care. Organization B and Organization D typically referred these 
residents to external programs, and scattered-site programs faced additional barriers, 
such as coordinating prenatal care for those with substance use disorders. Services for 
residents with disabilities were also challenging. Organization D attempted to connect 
individuals with disabilities to care through Medicaid; however, these resources 
remained limited. Organization F mainly connected with physicians who were general 
practitioners. They managed a broad range of health needs but did not have access to 
specialists and often needed to use external referrals. Overall, these findings suggest that 
while HIV care is relatively well supported through established partnerships, services for 
pregnant residents and individuals with disabilities remain fragmented and inconsistent 
across PSH models.  

Specific Medical Resource Categories  

Mental Health Services  

Psychiatric care varied by organization. While some, like Organization A and 
Organization F, provided on-site options allowing for more regular weekly care, others, 
like Organization C and Organization D, functioned on external referrals. Per 
Organization D, this often led to clients waiting up to two months for care. There was 
also a focus on providing supplemental wellness-oriented resources, as in the case with 
Organization F. At other times, it was also dependent on when case managers were 
available to connect clients, as in the case of Organization C. Overall, scattered-site 
models appeared to have long wait times for psychiatric referrals compared to immediate 
or weekly access in single-site programs. That said, all organizations stated that their 
mental health services were trauma-informed and represented consistent standards 
across all providers. These PSH programs had a wide range of partnerships with the local 
community or federally qualified health centers. While some organizations, like 
Organization B and E, maintained structured partnerships with established institutions 
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(RUMC, Lawndale, and Northwestern Medicine), Organization F had a broad network 
of partnerships. On the opposite end of the spectrum, Organizations C and D relied on 
informal relationships and case management to secure access for clients. These differing 
approaches shaped both the speed and reliability of mental health care delivery. 

Substance Use Treatment 

In terms of substance use treatment; all organizations incorporated harm reduction. 
Organizations A, B, and E had on-site resources that included naloxone distribution. They 
also had medication-assisted treatment consistently available on site. Others, such as 
Organizations D and F, had a mixture of on-site and external resources. While some 
organizations, such as Organizations A and E, encouraged structured peer coaching, 
others, like Organization C and D, depended on external resources. Peer support 
emerged as an important strategy across all models: single-site and hybrid programs 
were better positioned to offer structured peer coaching, while scattered-site programs 
often depended on external networks to provide this resource. 

Residents with overlapping mental health and substance use disorders often relied on 
case managers for care coordination. This is seen heavily in scattered-site models. 
Organizations C, D, and F all reported that case managers played a central role in linking 
residents to appropriate services and maintaining follow-up. In contrast, Organization A 
took a more structured approach by conducting comprehensive behavioral assessments 
to integrate care for residents with dual diagnoses. Similarly, Organizations D and F also 
used this model, but with fewer resources. These findings highlight that case managers 
played a central role in helping residents navigate both behavioral health and substance 
use treatment. 

Chronic Conditions  

Across all organizations participating in the study, residents had access to routine 
primary care to help manage their chronic health conditions. Organizations that operate 
via a single-site model tended to have primary care as one of the services provided on 
site. For those that operated under scattered-site models, referrals were made to connect 
the residents to a primary care provider. Depending on the organization and the resident, 
this referral can be either to a partner organization or any nearby facility that takes the 
resident’s insurance. Apart from connecting residents to providers, five of the six (83.3%) 
participating organizations reported having services in place to help their residents 
manage their chronic conditions. Two organizations, both with hybrid models, discussed 
hosting health education sessions to help inform the residents on how to manage their 
conditions. Examples included hypertension education groups and diabetes self-
management sessions, often facilitated by community health workers. 

The management of urgent health issues varied depending on the severity of the 
situation and the type of model followed by the organization. If the situation required 
immediate intervention, all organizations reported sending the resident in need to the 
emergency room (ER). In addition, the single-site organization and one of the 
organizations employing a hybrid model reported having an on-site crisis team that can 
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intervene and assess urgent situations. For urgent issues not requiring immediate 
intervention, all organizations reported having staff, such as case managers, that could 
direct the resident in the right direction to address the need. This tiered approach, with 
the ER designated for emergencies and case managers for urgent but non-critical issues, 
illustrates how PSH fills gaps but cannot completely replace acute medical infrastructure. 

Reproductive and Sexual Health 

All organizations also reported providing access to reproductive health services; 
however, the kind of services provided varied across the organizations. Two of the 
organizations, a single-site and a hybrid organization, reported having on-site sexually 
transmitted infection (STI) and HIV testing. One organization with a hybrid model 
reported having condoms freely available in baskets for the residents. Half of the 
organizations had tailored services for pregnant residents or parents. These were single-
site and hybrid models, and the services were mostly educational. Organization A, for 
example, offered parenting and nutrition classes through its behavioral health 
department, while others relied exclusively on referrals. Although these specific services 
were mentioned by some of the participating organizations, reproductive and sexual 
health services were generally provided through referrals. Some organizations would 
refer residents directly to partner organizations, whereas others required residents to go 
through their primary care provider (PCP). Overall, pregnancy-related services appeared 
less consistently integrated than HIV-related services.  

Geriatric and Disability Support  

For geriatric and disability support, specific services varied across sites. Organization 
B had occupational therapists (OTs) and social workers that helped aging residents. 
Organization C had residents exit their program into subsidized buildings for seniors 
with case management if they were over 62 years of age. Organization D operated on a 
case-by-case basis through referrals, providers, insurance, and their Department of Aging 
and Rehabilitation to get residents the resources they needed.  Organization E noted that 
most of its residents were over 55 and regularly received donations for walkers, canes, 
and wheelchairs. Organization F did not have services tailored to aging residents, but if 
they required specific help, they assisted in providing appropriate resources. Health 
services provided education on menopause, arthritis, and mobility issues. Each site 
mentioned also had accommodations for physical disabilities and cognitive impairments. 
Nevertheless, only one program reported structured geriatric services, indicating that 
aging residents are often supported reactively rather than proactively. 

COVID-19 and Infectious Disease 

In all PSH models, infectious disease testing and prevention were available, but the 
delivery mechanisms varied across sites. Single-site programs were more likely to host 
on-site vaccination clinics and testing directly, sometimes in partnership with hospitals 
or public health agencies. Hybrid models also reported consistent on-site services, with 
some incorporating routine clinics for COVID-19 and other infectious diseases. In 
comparison to hybrid models, scattered-site programs engaged in less integrated and 
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more peripheral approaches. Case managers played more central and active roles in 
referring participants to vaccination sites and offering transportation compared to the 
other models. Across all models, partnerships with hospitals and public health agencies 
were essential for the vaccination campaigns. 

Discussion 

This study should be understood primarily as a structured local system assessment of 
how PSH programs operationalize healthcare delivery rather than as a traditional 
qualitative exploration of individual experiences. By interviewing program 
representatives across six organizations, the study documents variation in how 
healthcare services are funded, coordinated, and delivered within different PSH 
configurations. These findings highlight that the integration of health services within 
supportive housing is not uniform, but instead depends on organizational partnerships, 
staffing capacity, and funding structures. 

This study sheds light on how PSH organizations on Chicago’s West Side utilize 
medical services in single-site, scattered-site, and hybrid models. All the models shared 
the goal of improving resident health; however, there was significant variation in how 
these services are implemented, funded, and overall accessed. These differences are 
crucial because while stable housing improves overall well-being and housing retention, 
the structure and delivery of medical services within PSH strongly influences how 
residents connect with care. Importantly, these findings challenge common assumptions 
that placement in PSH uniformly improves access to medical services through stability 
alone. Participants’ experiences suggest that accessing medical care within PSH on 
Chicago’s West Side remains shaped by neighborhood-level resource limitations, 
fragmented healthcare systems, and structural barriers that are not resolved by housing 
placement alone. These findings align with qualitative work showing that service design 
and onsite integration shape residents' ability to engage in primary care, particularly 
when residents face barriers such as substance use, mental health symptoms, limited 
transportation, and unstable access to communication (MacKinnon et al., 2022; 
Schneiderman et al., 2022). These accounts highlight the complexity of navigating 
medical services within PSH and underscore the importance of local context in shaping 
healthcare engagement. 

Structural Differences Across Models  

The main strengths of single-site models were the immediacy of care and trust-
building aspects. The consistency of seeing familiar faces of medical staff and case 
managers allowed residents to feel secure and naturally engage with care. MacKinnon et 
al. (2022) noted that embedded-care settings, where low-threshold access and repeated 
relationship building increase willingness to seek care, are particularly beneficial for 
individuals with a history of stigma or a learned distrust of clinical spaces. Providers also 
noted that centralizing staffing made it easier to keep a more vigilant watch and recognize 
mental health crises that could be developing. This setup has many advantages, but it 
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appears that the medical services are used more for urgent and emergency care, with less 
opportunity for preventive or longitudinal health management. 

Scattered-site models offer a different set of benefits. They connect residents to 
community-based providers, which creates opportunities for preventive care outside of 
the housing environment. These advantages, however, were challenged by barriers such 
as transportation and long wait times for specialty services. Another drawback is the 
fragmented communication that can occur across multiple providers because they often 
use different electronic medical records. Case managers become the critical link in these 
settings. The limiting factor then becomes the reliance on their availability, combined 
with structural issues such as reduced staffing paired with an increased caseload. 
Schneiderman et al. (2022) agree with this assessment, as these barriers are what nurses 
and case managers report nationally. Even if residents have insurance or referrals, 
logistics and system navigation are the main deterrents for this population.  

Hybrid models incorporate both approaches by offering care on-site and managing 
external referrals as well. In these programs, the ability to provide on-site staff seemed to 
drive higher participation rates consistent with evidence that on-site embedded 
touchpoints reduce barriers and improve uptake (MacKinnon et al., 2022). However, the 
same transportation and communication challenges faced by residents in scattered-site 
models also apply. In general, the results indicate that no single model offers the best 
outcome. Each model contains trade-offs that influence the residents’ experiences of care. 

Resident and Provider Perspectives  

Across all the models, participants emphasized accessibility and trust as key factors 
in utilizing healthcare resources. In the single-site setting, residents appreciated the 
familiarity of having on-site staff. This, in turn, boosted satisfaction and compliance with 
their treatment. MacKinnon et al. (2022) reinforce this notion, as embedded primary care 
reduced barriers and increased engagement among people who use substances by 
meeting residents “where they are” in a physical and relational sense. Meanwhile, 
scattered-site residents valued the autonomy of coordinating their own care in the 
community. However, this independence frequently presented logistical challenges. 
Providers echoed these concerns, highlighting that there is frustration with missed 
appointments from transportation issues and communication errors that occur with 
sporadic or no phone access. These findings are similar to previous literature showing 
that adherence to Housing First policies often influences participation and outcomes 
(Dickson-Gomez et al., 2017; Gilmer et al., 2014). 

Specialized Services and Subpopulation 

Services for residents with specialized needs revealed further gaps. HIV care is 
relatively well supported across various models through collaborations with hospitals, 
community organizations, and medical case management programs. In contrast, services 
for pregnant people and those with disabilities are fragmented and inconsistent, 
particularly within scattered-site programs where coordination was most challenging. 
These findings highlight that while PSH programs have adapted to serving some high-
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needs populations, significant disparities remain for others. Future models could benefit 
from integrating targeted reproductive health and disability support programs, either 
through specialized staff or formalized referral pathways. Spector et al. (2020) used 
model comparison literature to point out which subpopulations may be most at risk of 
“falling through the cracks” when healthcare is not embedded, or referral systems are 
underdeveloped. This strengthens the argument of providers who advocate for more 
structural referral relationships and targeted supports (Schneiderman et al., 2022), 
reinforcing the need for reproductive health and disability focused pathways as 
foundational components of PSH healthcare.  

Policy and Practical Implications 

All of the organizations faced recurring challenges with unstable funding and staffing 
capacity. Medicaid coverage was described as unpredictable, and grant-based funding 
cycles led to frequent interruptions in service delivery. Case managers were often 
overburdened and served as primary coordinators for residents with complex needs. The 
programs identified that their main priorities for strengthening care include stable 
funding, expanding staffing capacity, improving transportation options, and increasing 
reliable communications (i.e., providing residents with telephone and internet access). 
Overall, this echoes Schneiderman et al. (2022) signaling concerns that PSH healthcare 
access depends on consistent staffing and system capacity, with case managers being the 
“glue” holding a web of systems together. Closing these gaps is critical, as fragmented 
care can impact health outcomes and undermine the overall goals of Housing First 
principles. 

These findings also point to broader policy considerations. Currently, the U.S. 
housing and health care systems remain siloed, with housing programs funded 
separately from health care. Although Medicaid has begun recognizing housing as a 
health-related service, implementation remains uneven (Cantor et al., 2020). Combining 
health and housing services through coordinated funding and policies could reduce 
inefficiencies and better address the structural health determinants that influence 
homelessness outcomes. 

Limitations 

This study has certain limitations. First, the sample size was small (six institutions) 
and confined to the West Side of Chicago. This limits the generalizability of the study to 
broader urban areas. Second, the majority of our data relied on institutional self-
reporting, which raises the possibility of bias or an overestimation of available capacity 
in the programs. Third, the absence of systematic resident-level outcome data made it 
difficult to directly assess and measure potential health outcomes. Regardless of these 
limitations, this study contributes to the literature on integrating health services with PSH 
and identifies key gaps for future research. 

Future Directions 

Future research should be directed at including cities beyond Chicago, along with a 
larger and more diverse sample of PSH organizations, especially prioritizing rural or 



Rani et al.: Medical Resources of Permanent Supportive Housing Programs 

 

246 | International Journal on Homelessness: https://ijoh.ca 
 

suburban areas where access to health care may dwindle. Longitudinal studies are 
needed to investigate health outcomes of residents, including chronic disease 
management, emergency department visits, and mental health stabilization. Finally, 
future work should explore innovative solutions such as telehealth utilization, increasing 
the use of community health workers, and identifying how funding sources across sectors 
can improve coordination between housing and health care. 

Conclusion 

This study highlights the central role of healthcare in the development of PSH. Single-
site, scattered-site, and hybrid models each have advantages and challenges, but all 
models rely on stable funding, adequate staffing, and reliable communications 
infrastructure to meet residents' needs. The findings of our study suggest that while 
stable housing provides a foundation, the organization and availability of medical 
services within PSH are important factors in ensuring residents can access medical care 
when needed. By identifying structural barriers, this study provides useful contributions 
for policymakers and developers of PSH who are looking to align housing stability with 
health equity. 
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