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The following is the second in a series on mental health in the mainstream of public policy, a research
agenda focusing on significant areas of public policy for which individuals with mental disorders
create special opportunities and challenges. Each commentary identifies key issues in a specific area
and discusses potential research to increase understanding of these issues.

Putting Housing First, Making Housing Last: 
Housing Policy for Persons With Severe 

Mental Illness

Homelessness among persons with severe and persistent mental illness is the most
visible manifestation of failures in mental health policy and in other areas of public pol-
icy. Our reading of the body of knowledge about the serious housing problems of those
with severe and persistent mental illness suggests that we need a three-pronged policy
strategy. The first step is addressing the problem of housing even before addressing the
problem of mental illness. This is what we mean by “putting housing first.” Second, we
need to make sure that persons with severe and persistent mental illness have access to
housing. Finally, if this population is to remain housed, supportive services should be
available for those who need them. That is what we mean by “making housing last.”

Although these three strategies emerge from the accumulated body of research and
experience over roughly the past two decades, most of what we need to know to trans-
late these ideas into evidence-based policy and practice does not exist. Building this ev-
idence base will require solid, rigorous research that does not cut corners in design or
implementation. We propose specific new studies focused on each prong in our policy
strategy: First of all, we call for a thorough evaluation of the Housing and Urban Devel-
opments (HUD) main housing program for people with disabilities, Section 811. Sec-
ond, we recommend a study of housing discrimination on the basis of severe and per-
sistent mental illness. Third, we urge the development of a research demonstration
program comparing various settings and supportive services approaches.

Homelessness among persons with severe and persistent mental illness is the most
visible manifestation of failures in mental health policy and in other areas of public pol-
icy. This article presents a focused review of current housing policy for people with se-
vere and persistent mental illness. It is designed to suggest a research agenda to inform
this area of public policy. This review is selective and not comprehensive, but it is based
on a thorough review of the literature. Our reading of the body of knowledge about the
serious housing problems of those with severe and persistent mental illness suggests
that we need a three-pronged policy strategy. A detailed critical review of this literature
through early 2001 is provided in a previous publication (1). We updated this review
through early 2007. A synopsis of this update from the perspective of residential stabil-
ity is shown in data supplement Table 1 (available at http://ajp.psychiatryonline.org).

The first step is addressing the problem of housing, not of mental illness. That is what
we mean by putting housing first (Jencks also described housing as “the first step” [2]).
Housing cannot cure mental illness, nor can it address the myriad problems affecting
homeless people, mentally ill or not. But decent, affordable housing would at least give
homeless people with mental illness a place to live and might instill greater public con-
fidence in mental health services and related programs.

Second, we need to make sure that persons with severe and persistent mental illness
have access to housing. This requires that they be able to negotiate the bureaucratic
maze of government housing programs and that landlords be willing to rent to them.

Finally, if this population is to remain housed, supportive services should be available
for those who need them. That is what we mean by making housing last. The manifes-
tations of severe and persistent mental illness do not disappear when a mentally ill per-
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son becomes housed. To promote housing stability, people need services offering con-
tinuity of care.

Although these three strategies emerge from the accumulated body of research and
experience over roughly the past two decades, there are other policy issues that might
have become the focus of this article. We have chosen these strategies for this focused
review because we believe that they are the most important and the most amenable to
further research. Most of what we need to know to translate these ideas into evidence-
based policy and practice does not exist. Building this evidence base will require solid,
rigorous research that does not cut corners in design or implementation.

The Housing Context

The Housing Status of Persons With Severe and Persistent Mental Illness

Three-fourths of the estimated 4.5 million people age 18 and older with severe and
persistent mental illness live most of their lives in the community, many in independent
housing with no on-site services (3–5). For the nearly 90% who are not living with family
(6), their housing options are, like everyone else, heavily determined by what they can
afford. Most individuals with severe and persistent mental illness are poor, relying on
Social Security Insurance and/or Social Security Disability Insurance payments that, at
best, amount to roughly a poverty-level income. Even though many receive food
stamps, Medicaid, and/or Medicare, which are of enormous help in meeting basic
needs for food and medical care, these in-kind benefits do not pay the rent.

From a strictly housing perspective, these in-kind benefits allow the recipient to
spend a greater share of income on housing than the typical 30% of income rule-of-
thumb, since some basic necessities of life are already being met. But a poverty-level in-
come is insufficient to rent decent housing. According to one analysis, the average rent
on a modest efficiency apartment was equal to 96% of the monthly Social Security In-
surance payment (7).

It is not surprising, therefore, that disabled people, a category that includes individu-
als with severe and persistent mental illness, are overrepresented among households
with what the HUD calls “worst case needs,” that is, very low income renters with hous-
ing cost burdens of 50% or more or living in severely inadequate unsubsidized housing
(8). Even if we ignore other risk factors, the level of economic disadvantage alone
among those with severe and persistent mental illness makes it unsurprising that they
comprise roughly 30% of the homeless (6, 9–10).

Housing Programs and Policy

As with other programs designed to provide the basic necessities for vulnerable pop-
ulations, there are both mainstream housing programs and housing programs specifi-
cally earmarked for persons with mental illness. The debate about which approach is
best raises a policy dilemma. The strong push for “normalization” means treating per-
sons with severe and persistent mental illness like everyone else. This, in turn, means
that individuals with severe and persistent mental illness, like other people with disabil-
ities, have to compete for scarce housing subsidies against all other eligible popula-
tions. But because these subsidies are scarce, because the severe and persistent mental
illness population is likely to have greater trouble dealing with the bureaucratic maze of
subsidized housing, and because persons with severe and persistent mental illness are
not the most favored tenant applicants, the question becomes whether the principle of
being treated like everyone else is more important than the ultimate goal of getting ac-
cess to desperately needed housing assistance through a program earmarked especially
for them.



1244 Am J Psychiatry 165:10, October 2008

COMMENTARY

ajp.psychiatryonline.org

Mainstream Housing Assistance Programs

Unlike food stamps and Medicaid, housing assistance is not an entitlement, and op-
erates instead like a lottery. We do not know how many persons with severe and persis-
tent mental illness are lucky enough to gain access to assisted housing. A 1998 analysis
by Early (11) suggests the fraction is extremely low. He estimates that under the target-
ing criteria for subsidized housing in effect in the late 1990s, increasing the number of
subsidized units by 100 would have cut the number of homeless households by less
than five. Securing mainstream assistance is typically an arduous bureaucratic journey
with a complex application process that would be especially difficult for persons with
severe and persistent mental illness because of their functional impairment.

HUD administers three major housing assistance programs: 1) public housing, which
consists of housing units typically owned and operated by local public housing author-
ities; 2) privately owned developments that abide by fair market rent rules in exchange
for the concessionary new construction or rehabilitation financing they received from
HUD; 3) and housing vouchers, which underwrite the difference between 30% of the
household’s income and the fair market rent (see Table 1).

Because of economies of scale, public housing and private assisted housing often
take the form of large apartment buildings, and few tenants in any individual building
would be persons with severe and persistent mental illness. Vouchers can be used in
any rental housing that meets modest rent and housing quality standards. But even if
an individual in this population wins the voucher lottery, there is still the challenge of
finding a landlord willing to rent to a person with a mental disability. More than 1,500
complaints of discrimination because of a mental disability were filed with HUD in fis-
cal year 2006 (numbers represent HUD and Fair Housing Assistance Program agencies
combined). Fair Housing Assistance Program agencies are state and local fair housing
enforcement agencies. (See http://www.hud.gov/offices/fheo/partners/FHAP/in-
dex.cfm.) The HUD Office of Fair Housing began collecting data on mental disability in
fiscal year 2003.

Research suggests that persons with mental illness have better social functioning and
emotional well-being in settings (e.g., apartment buildings) with fewer occupants (13–
16). Once setting size and other factors are controlled, tenant mix also appears to play a
role, with a larger proportion of other tenants with mental illness associated with the
most beneficial effects (16, 17). The typical public housing or private assisted develop-
ment therefore does not provide the most accommodating environment for persons
with mental illness.

Research on the effects of voucher-type independent housing on outcomes for per-
sons with mental illness shows mixed results. For example, some find beneficial effects
on housing stability (18), whereas others do not (19). Other researchers, however, report

TABLE 1. Households Receiving Federal Housing Assistance, 2000a

Program Total Units % of Total
Public housing 1,282,099 22
Section 8 (certificates, vouchers) 1,817,360 31
Section 8 (moderate rehabilitation) 111,392 2
Section 8 (new construction and substantial rehabilitation) 877,830 15
Section 236 440,329 8
Section 202 48,859 1
Section 811 16,449 0.3
Low-income housing tax credit 945,347 16
Other multifamily assisted projects 287,029 5
Total 5,826,694
a Housing and Urban Development (HUD) administrative data (12). “Other multifamily” includes all other multi-

family assisted projects with Federal Housing Authority insurance or HUD subsidy (including Section 8 loan man-
agement, the rental assistance program, and the rent supplement). The low-income housing tax credit program
is shown because it is one of the largest housing subsidy programs, although it is administered by the Treasury
Department not HUD. Percent does not add to 100 owing to rounding.
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that tenants with mental illness in such housing units report feeling lonely and isolated
(20, 21). Several studies find that neighborhoods that are socioeconomically and demo-
graphically diverse, with a mix of commercial and residential land uses, are associated
with better mental health outcomes (16, 18, 22). One study also found that neighbor-
hoods with no outward signs of physical deterioration are associated with better out-
comes (16). Voucher-type units are more likely to be located in such neighborhoods
compared with public housing and private assisted units.

This brief review suggests that mainstream housing assistance programs put decent
housing within reach of low-income and poor households. But because they are not en-
titlements, these subsidies are actually out of reach of most eligible households, includ-
ing persons with mental illness (11). Furthermore, the structure type, population mix,
and neighborhood location of the average project-based subsidized housing unit are
not a good fit for many persons with severe and persistent mental illness.

Earmarked Housing Programs for Persons With Severe and Persistent Mental 
Illness

The housing needs of homeless people with a mental illness gained genuine promi-
nence through the 1987 McKinney Act. Although requirements under the act have
been changed many times, the core concept of devolution of housing program deci-
sion making to local jurisdictions remains. As shown in Table 2, roughly 44,000 home-
less persons with mental illness participated in these programs in 2004 and 2005,
about 5% of the annual population of homeless persons with mental illness. In 2000,
Burt and Aron (23) estimated that between 2.3 and 3.5 million persons per year experi-
ence homelessness. By using the average of these estimates (2.9 million) and applying
the rough estimate that 30% of the homeless are persons with mental illness produces
a denominator of 870,000 homeless persons with mental illness over the course of a
year (44,000 of 870,000=5.1%). The extent of double-counting, erroneous categoriza-
tion of individuals as having mental illness when they do not—and the reverse—are
unknown.

The main housing program specifically for persons with disabilities is Section 811. As
of 2006, 11,223 Section 811 housing units for persons with mental illness had been
funded by HUD (HUD, Office Housing Assistance and Grants Administration: Section
811 and Section 202 funding data, personal communications, April 2007). Group homes
funded under this program generally must serve eight or fewer persons, and indepen-
dent living buildings are limited to 20 persons with chronic mental illness. This program
appears to be well-suited to the housing needs of this population. There is a deep sub-
sidy for development and operating costs, and the structure type and tenant mix con-
form to the weight of the research evidence on environments associated with positive
effects on the well-being of tenants with mental illness. Unfortunately, the program has
not been rigorously evaluated.

TABLE 2. Persons With Mental Illness in McKinney-Vento Housing Programs, 2004–2005a

Year

Program

TotalPermanent Housing Transitional Housing Shelter Plus Care SROb

2004 7,018 24,280 9,391 1,776 42,465
2005 7,992 25,301 8,513 5,415 46,221
a U.S. Department of Housing and Urban Development (HUD) Office of Special Needs Assistance Programs: Data

from annual progress report on homeless assistance programs, personal communication, January 12, 2007. Com-
plete data for 2006 were unavailable at this writing. These data are based on annual progress reports that are
submitted by Housing and Urban Development McKinney-Vento grantees. Disability advocates are wary about
the accuracy of these data, but an independent assessment in 2004 reported that the data meet general stan-
dards for validity, completeness, and consistency (HUD internal report to the Office of the Chief Information
Officer).

b SRO=Section 8 moderate rehabilitation of SROs.
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Housing, Support Services, and Housing Access: The State of the 
Evidence

Policy and practice are far ahead of research on housing and serious mental illness.
Over the past 20 years, the threshold policy questions have remained the same: 1) How
to put housing first: what sorts of housing environments work best, for whom, and un-
der what conditions? 2) What are the impediments to persons with severe and persis-
tent mental illness gaining access to housing, and how can these obstacles be removed?
3) What sorts of support services are required to make housing last to ensure that this
population can remain stably housed? In our view, the studies conducted to date do not
answer these questions fully.

We see three main suggestive findings in the existing research. First, some persons
with severe and persistent mental illness are able to live stably in independent housing
in the community. But we do not have a clear sense of who this subgroup is or what
mechanisms—such as specific support services—facilitate their ability to live indepen-
dently. Second, data on complaints filed with HUD suggest a substantial problem of
housing access as a result of possible landlord discrimination against persons with se-
vere and persistent mental illness. But no published studies have systematically exam-
ined these complaint files to characterize these landlords, where they are located, and
the nature of their potentially discriminatory action. Third, various models of case
management appear to be associated with fewer days homeless and more days stably
housed. But we have few insights into the specific support services that lead to success-
ful outcomes or the effects of combining case management with different housing ar-
rangements on such benefits as housing stability.

Building the Evidence Base

Gaps in research to date arise, in part, because of methodological weaknesses (e.g.,
assumptions, data, poor documentation of intervention, measures and methods, selec-
tion bias, contamination of control or comparison groups). But also important is the
lack of a sharp focus on the highest priority policy questions and the application of the
best research design and analysis methods to studying these questions. We, therefore,
advocate the initiation of a major demonstration and research program to answer the
threshold policy questions.

We are calling for a new generation of research on housing, services, and mental ill-
ness that strives for the highest standards in order to truly build the evidence base. First
of all, we call for a thorough evaluation of the Section 811 program. Second, we recom-
mend a study of housing discrimination on the basis of severe and persistent mental ill-
ness. Third, we urge the development of a research demonstration program comparing
various settings and support service approaches, building on the design of the San Di-
ego McKinney housing experiment.

The McKinney experiment (19) provides a general framework on which to build the
new demonstration program (also see unpublished work by Hough R et al.). This two-
by-two experimental design examines a particular housing and service option, namely,
Section 8 housing, which is a completely independent housing unit with no on-site ser-
vices, and case management. As arguably the most prominent strategies in their respec-
tive domains, Section 8 and case management were the right choices for the first exper-
iment of this kind. Furthermore, one of the advantages of focusing on Section 8 access—
not use (i.e., intent-to-treat design)—is the opportunity to study the obstacles this pop-
ulation faces in the process of searching for and securing an apartment in the general
housing market. But one could also conceive of multiple variations on this general ap-
proach, such as studying actual use of a Section 8 subsidy and not only access to it (i.e.,
treatment on treated) and examining other combinations of housing and service op-
tions. To maximize the generalizability of findings, it is worth considering a research de-
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sign that includes randomized selection of sites as well as random assignment of indi-
viduals to experimental and control groups within sites.

We should compare tenant-based and program-based housing, as well as several ap-
proaches to delivering clinical and supportive services. This demonstration program
also should test the appropriateness of various strategies for individuals with and with-
out co-occurring substance use disorders because this characteristic is considered by
some to be a critical issue.

The field has determined that housing needs are preeminent, but for them to be suc-
cessful, housing solutions must be persistent. We have agreed that we must put housing
first, but we have yet to discover how to make housing last.
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