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Overview
A health impact assessment (HIA) was conducted to inform an update by the U.S. Department of Housing and
Urban Development (HUD) of its designated housing rule and to illustrate the potential for incorporating health
data into federal agency decisions. The designated housing rule allows housing authorities to allocate certain
public housing properties, or a portion of them, for occupancy by senior families, disabled families, or a mixed
population of senior and disabled families.
HIAs identify the potential health effects of a proposed policy, project, or program to inform policymakers, those
affected by the decision, and others with an interest in the outcome, and to offer practical options for
maximizing health benefits while minimizing health risks. This particular HIA—which was conducted by the
Health Impact Project, a collaboration of the Robert Wood Johnson Foundation and The Pew Charitable Trusts,
in partnership with the Oregon Public Health Institute and the Metropolitan Area Planning Council—sought to
identify potential health implications that could stem from changes to the designated housing rule. To provide
HUD with data to inform the development of an updated rule, the assessment was conducted before the rulemaking process began. The HIA examined two scenarios HUD could pursue, developed in consultation with key
stakeholders. (See Page 7.)
This assessment was also intended to demonstrate how HIA might be used—in the context of a federal rulemaking process—as a tool to advance the National Prevention Council’s goals. HUD is a member of the council, a
multiagency federal panel charged with working together to improve the health of all Americans, and chose the
designated housing rule-making process for this purpose.
This document summarizes findings from the assessment. The study team conducted a systematic literature
review; quantitative analysis of housing and health data; and qualitative research, including interviews and focus
groups with a national sample of public housing residents, property managers, resident service coordinators,
community partner organizations, and housing or health administrators. This report also outlines recommended
actions, arising from the HIA, that HUD could take to optimize the potential health effects of designated housing
rule-making.

What is the history and context of the designated housing rule?
The designated housing rule is one of many tools used by public housing authorities (PHAs) to allocate scarce
resources and provide housing for seniors and people with disabilities who live in the PHAs’ jurisdictions. HUD is
planning to update the rule to align with statutory changes made in 1996 and to clarify and streamline the
procedures by which PHAs designate housing for these populations.
The authority for PHAs to designate housing was enacted amid controversy over how best to provide affordable
housing for seniors and people with disabilities. Between the early 1960s and 1980s, Congress expanded the
definition of “elderly family” to include people with disabilities, and public housing properties that had been
predominantly for seniors became available to younger individuals with a range of disabilities. These changes to
the definition occurred during the national movement toward deinstitutionalization of people with disabilities in
favor of opportunities for integrated community living.
As a result, seniors and younger people with disabilities began living in the same public housing properties more
frequently. Concerns among senior and disability rights advocates about access to housing, coupled with
dramatic media accounts of alleged violent incidents committed by younger residents with disabilities against
seniors, highlighted the challenges PHAs faced in successfully housing these populations together. In response,
through the Housing and Community Development Act of 1992, Congress established separate definitions for
“elderly family” and “disabled family” and gave PHAs the option to designate certain properties, or a portion of
them, for senior families, disabled families, or both. Two years later, HUD released the designated housing rule
(24 CFR 945), setting administrative requirements and procedures. In 1996, the Housing Opportunity Program
Extension Act significantly revised requirements for PHAs seeking approval to designate housing and reduced
4

HUD’s role in the approval process. Since that time, HUD has continued to issue a series of notices to guide PHAs
in their use of the rule until the regulation is revised.1
One hundred twenty-eight PHAs in 37 states and the U.S. Virgin Islands have an approved plan to designate
housing for seniors or people with disabilities. These plans cover 63,806 units—less than 6 percent of all public
housing nationwide—of which approximately 91 percent are designated for senior families, 4 percent are
designated for disabled families, and 5 percent are designated for a mixed population. The majority (96 percent)
of designated units are one bedroom or studio apartments. Urban PHAs that own or manage a large number of
units are more likely to use the designated housing rule than are those in rural areas and those with fewer units.
Designated housing is located across the country and is concentrated in large metropolitan areas. PHAs that
designate housing for disabled families or mixed populations are located primarily on the East Coast and in the
Chicago region.

Key Definitions
HUD uses the following terms to refer to its target populations:*
“Person with disabilities means a person who:
(i) Has a disability, as defined in 42 USC 423;
(ii) Is determined, pursuant to HUD regulations, to have a physical, mental, or emotional impairment
that:
(A) Is expected to be of long-continued and indefinite duration;
(B) Substantially impedes his or her ability to live independently, and
(C) Is of such a nature that the ability to live independently could be improved by more suitable
housing conditions; or
(iii) Has a developmental disability as defined in 42 USC 6001.”†
“Disabled family means a family whose head (including co-head), spouse, or sole member is a person
with a disability. It may include two or more persons with disabilities living together, or one or more
persons with disabilities living with one or more live-in aides.”‡
“Elderly family means a family whose head (including co-head), spouse, or sole member is a person
who is at least 62 years of age. It may include two or more persons who are at least 62 years of age
living together, or one or more persons who are at least 62 years of age living with one or more live-in
aides.”§
* Based on feedback from members of the advisory committee for this HIA, the terms “seniors” and “senior
families” are used in lieu of “elderly” and “elderly families,” where possible.
† 24 CFR 5.403.
‡ Ibid.
§ Ibid.

Who is eligible for or living in designated public housing?
Nearly 5 million low-income households, comprising more than 10 million individuals, live in HUD-subsidized
housing in the United States.2 Approximately 22 percent, or 1.2 million, of all HUD-subsidized units are public
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housing.3 In addition to public housing, PHAs are also responsible for managing and administering the Housing
Choice Voucher program, which provides vouchers for subsidized housing to help very low-income families
afford housing in the private rental market. Nearly 800,000 senior families (more than 450,000 of which have a
head of household or spouse with a disability), and more than 830,000 younger disabled families, receive
housing assistance through either public housing or the voucher program.4 Ninety-one percent of designated
public housing units are for seniors only, so the majority of designated housing residents are seniors. Because
studies have not examined the demographics or health status of designated housing residents specifically, the
HIA team used two types of relevant data as a proxy for those who could be eligible for or residing in designated
housing, including research on public housing residents, generally, and low-income seniors and people with
disabilities living in counties where housing authorities operate.
Families in public housing typically have incomes below the federal poverty line.5 Public housing residents are
also less likely than the general public to have attained education beyond high school. For example, a study
using data on public housing residents from the Boston Behavioral Risk Factor Surveillance System found that
only 36 percent had attained an education beyond high school, compared with 76 percent of other area
residents.6 Households with heads who have lower levels of education are more likely to remain in or move
deeper into poverty than are those with heads who have higher levels of education.7
People who are eligible for or residing in public housing have higher rates of physical and behavioral health
issues than does the general population.8 Residents in public housing are more likely to report being in fair or
poor health compared with other area residents.9 Limited mobility or the need for assistance with everyday
tasks, such as toileting, eating, bathing, dressing, household chores, and arranging and getting to appointments,
are common challenges for low-income seniors and people with disabilities and are also more common among
seniors in public housing than among other seniors in the community.10 For example, one study reported that 40
percent of seniors in public housing had limitations in activities of daily living compared with 19 percent of
senior homeowners.11 An analysis of population health data for low-income individuals in counties where
housing authorities operate found that 66 percent of low-income seniors were overweight or obese, and 25
percent had diabetes—and, among low-income people with disabilities, 72 percent were overweight or obese
and 27 percent had diabetes.12 By comparison, national statistics report that among adults in the general
population, about 65 percent are overweight or obese and fewer than 10 percent have diabetes.13

How does the designated housing rule relate to health?
The HIA focused on six factors important to health that could be affected by designated housing rule-making:
housing affordability, housing discrimination and choice, housing as a platform for supportive services, resident
social environment, housing design and accessibility, and neighborhood characteristics. These factors were
selected based on strong evidence of their effect on health outcomes and on stakeholder priorities. Because one
of HUD’s goals is to clarify and streamline the procedure that PHAs must follow to designate housing, the
analysis also considers the implications of this regulation for PHA administration and financing.
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Scenarios
This HIA assessed two possible scenarios HUD could follow in updating the designated housing rule. In
the first, the majority of designated housing plans would continue to seek designation for senior-only
properties, and HUD would clarify its policies regarding how the rule interfaces with financing
mechanisms, such as the Low-Income Housing Tax Credit and Rental Assistance Demonstration
programs. In the second scenario, HUD would use the rule-making process to encourage coordination
of resources and collaboration among affordable housing and supportive service providers and those
implementing state and local initiatives to address fair housing and homelessness. These two
approaches are not mutually exclusive, and HUD could implement select actions from each.

Housing affordability
Limited affordable housing can force households to make difficult trade-offs that can negatively affect health.
Adults who have unstable housing (e.g., who are behind on their rent or mortgage or are homeless) are more
likely to report being in fair or poor health and to experience anxiety or depression than are those who have
stable housing.14 A lack of affordable housing not only affects people’s ability to acquire and maintain adequate
shelter, but it also limits their ability to meet other basic needs: Financial constraints can force individuals to
choose among paying for rent, utilities, food, or medical care.15 These trade-offs, termed material hardship, have
implications for health through food insecurity, exposure to extreme temperatures, housing instability, or
forgone medical care and medications. In focus groups, residents talked about facing difficult budget choices in
their efforts to meet basic needs and stay healthy, such as paying for medications or healthy foods.
Affordable housing needs among both senior and disabled households have increased nationwide. The demand
for federally subsidized rental housing is far greater than the supply. Only 1 in 4 low-income renter households
that qualify for federal housing assistance is receiving it, and typically only after a lengthy wait.16 Income
eligibility criteria vary among the federal housing assistance programs; in general, households must have
incomes at or below 80 percent of the area median income, and some programs limit eligibility to incomes at or
below 50 percent of the area median.17 However, a majority of households receiving rental assistance have
incomes at or below 30 percent of the area median (roughly equivalent to the poverty line, on average,
nationally). In 2012, for example, 73 percent of all public housing households earned an average of 25 percent of
the median income in their respective communities.18
Nearly 7 million renter households earning less than half the median income for their areas are senior families
without children or families with younger people with disabilities. Of these, HUD considers approximately 2.75
million households as having “worst-case” housing needs—renters with very low incomes (50 percent or less of
the area median) who do not receive government housing assistance and who either paid more than half their
monthly incomes for rent, lived in severely substandard conditions, or both. Nationally, these account for about
1 in 3 of all households with worst-case housing needs.19 Between 2009 and 2011, the number of worst-case
households increased significantly.20 This was especially true among households with younger people with
disabilities.21
Moreover, nearly all data on worst-case and affordable housing needs, including those discussed
here, underestimate the unmet need because they do not include those who are homeless or living in
institutions, such as nursing homes or assisted living facilities. To be considered chronically homeless under the
HUD definition, the individual or head of household must have a disabling condition, making it critical to include
the homeless population when estimating the number of disabled households in need of housing.22
As previously noted, PHAs predominantly designate properties as senior-only (91 percent of designated units). In
focus groups conducted for this HIA, younger designated housing residents with disabilities voiced concerns
7

about the implications for availability of affordable housing supply to younger disabled households if PHAs
continue the trend of seeking approval for senior-only designations. On average, approximately 3,237 public
housing units were newly designated for seniors each year between 2011 and 2013, compared with an average
of 68 mixed and disabled designated units, combined. If the rule-making process does not result in changes to
the average number of units designated for these populations, as many as 16,185 units would be newly
designated for seniors over the next five years, compared with 340 or fewer allocated to younger people with
disabilities.

Housing discrimination and choice
Housing discrimination can affect health by limiting people’s opportunities to live in affordable and accessible
housing units and in neighborhoods offering high levels of economic and social resources. For example, practices
such as “geographic steering,” where potential renters or purchasers are intentionally directed by property
owners or others in the housing industry to highly segregated racial and ethnic minority and poor
neighborhoods, can affect households’ access to resources and opportunities that are essential to health (e.g.,
education, employment, opportunities for physical activity, healthy foods, and medical services).23 Data suggest
that participants in the Housing Choice Voucher program may face housing discrimination, often based on their
source of income or whether they are families with children.24
Research that directly examines how housing discrimination affects health is limited, but analyses of the
relationship between racial discrimination and health can help to illuminate the effects of housing
discrimination. One systematic review of published studies found that racial discrimination is associated with a
number of negative health outcomes, including poorer mental health, more intimate partner and interpersonal
violence, poorer self-rated health, worse physical functioning, less use of preventive health services or
medication adherence, higher rates of smoking and substance use, and physiologic responses consistent with
stress, including changes in cortisol levels, blood pressure, and heart rate.25
Housing discrimination remains a common problem for many population groups, including people with
disabilities, despite policies designed to prevent it. Between 2008 and 2013, HUD’s Office of Fair Housing and
Equal Opportunity filed 27,239 fair housing cases against rental property owners, real estate offices, public
housing authorities, and others in the housing industry. Forty-eight percent involved allegations of
discrimination based on disability.26 Furthermore, the number of such cases as a share of total fair housing cases
filed increased in each of those years.27
The designated housing rule operates at the intersection of several laws and policies that aim to decrease
housing segregation and discrimination, including Title VI of the Civil Rights Act of 1964; the Fair Housing Act of
1968; Section 504 of the Rehabilitation Act of 1973; the Fair Housing Amendments Act of 1988; the Americans
with Disabilities Act of 1990; and Olmstead case law and guidance.28 One challenge HUD must address is how
the designated housing rule can best operate within these laws and policies to decrease housing segregation
and discrimination. If the rule-making improves collaboration between PHAs and agencies and nongovernmental
organizations implementing state and local initiatives to address fair housing and homelessness, access by
younger people with disabilities and frail seniors to public housing units and therefore to more affordable
housing choices could increase.

Housing as a platform for supportive services
When housing is coordinated with supportive services, it can benefit the health of seniors and people with
disabilities. Housing that is coordinated with services ranging from transportation to medical appointments to
assistance with daily tasks such as cooking or bathing can increase housing stability, decrease behaviors such as
substance abuse that are detrimental to health, improve medical care outcomes and treatment adherence,
enhance quality of life, and facilitate community integration and housing choice. Evaluations of various models
to coordinate supportive services with housing also indicate the potential for cost-avoidance or savings. For
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example, a 2005 survey by the Centers for Medicare & Medicaid Services estimated that if 165,276 nursing
home residents who indicated that they would like to return to their communities received Home and
Community Based Services waivers to do so, the public could see annual savings of $2.6 billion.29 These figures,
however, do not consider the ability of respondents to successfully return to their communities. For example,
one study estimated that 30 percent of seniors in long-term care facilities would be able to independently
perform most everyday tasks.30
Providing housing as a platform for improving quality of life is a strategic goal for HUD. Service coordination—a
bridge between housing and an array of available services and providers—is integral to successfully combining
supportive services and affordable housing.31 In the early 1990s, HUD created the Service Coordinator Program
and the Resident Opportunities and Self-Sufficiency Program to link public housing residents with resident
organizing and leadership activities, supportive services, and assistance in becoming economically selfsufficient.32 In focus groups and interviews, PHA staff, resident service coordinators (RSCs), and residents
indicated that RSCs were a critical aspect of PHAs’ efforts to support the housing and health needs of seniors
and people with disabilities. Several property managers indicated that these coordinators were essential to
helping residents maintain tenancy, independence, and neighborly relations at their properties. If the rulemaking promotes alignment of affordable housing and health resources, more senior and disabled families living
in designated housing could gain access to supportive services that benefit health.

Resident social environment
For residents in designated housing, the social environment—the connections, relationships, and interactions
among occupants—can have a substantial impact on health and quality of life. Strong social support networks
and social participation can improve people’s functional skills and quality of life and can help seniors live longer.
Conversely, stressors such as crime, violence, and social isolation can negatively affect mental and physical
health.
Some focus group participants noted that a sense of safety and connections with neighbors in their own building
can decrease isolation and improve participation in physical and social activities. Conversely, many people
described the health implications of experiencing conflict among neighbors, including stress, sleeplessness, and
exacerbated asthma. Several participants indicated that they remained isolated in their apartments rather than
socializing or participating in activities with other building residents because of real or perceived resident
conflict and safety issues. Furthermore, many residents expressed concern about crime in their buildings and the
safety and security of building entrances.
Residents also expressed differing preferences about living in public housing designated for seniors only as
opposed to public housing designated for mixed populations. Some seniors said they would rather live in a
senior-only environment where other residents have common interests and come from the same generation;
others favored living with a mixture of age groups and appreciated intergenerational learning opportunities.
Several younger people with disabilities shared concerns about being segregated into properties based on their
disability status and conveyed the importance of mixed-population housing as an option for integrated
community living. The impact of designated housing rule-making on the resident social environment and
associated health outcomes is likely to be mediated by other factors discussed in this HIA, including housing
discrimination and choice, property accessibility and availability of community space, and neighborhood
characteristics.

Housing design and accessibility
The design of the housing development and residential unit can help residents maintain independence, reduce
the risk of injury or death, and improve public safety. Accessibility features can reduce the risk of injury related
to falls, support independent living, and promote mobility and socialization, all of which are important for good
health.33 Community space within a public housing development is also an important consideration for seniors
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and individuals with disabilities. In focus groups, many designated housing residents expressed concerns about
the accessibility of their units and of the development as a whole and how it affected their health and safety.
A majority of public housing developments were built before the passage of key federal laws and are not
accessible to people with disabilities. Laws such as Section 504 of the Rehabilitation Act and the Americans with
Disabilities Act (ADA) require that housing developments be accessible to all people regardless of age or ability.
HUD has made investments through programs such as HOPE VI and Choice Neighborhoods that have supported
accessibility improvements in public housing. But research suggests that PHAs have room for improvement with
regard to the accessibility of their developments. For example, a 2008 study assessed the physical accessibility of
14 public housing developments and concluded that many were not compliant with ADA requirements. The
authors called for better enforcement of accessibility regulations.34
In general, most U.S. housing stock does not have optimal accessibility. One study estimated that the vast
majority (roughly 90 percent) of the housing units in the United States are inaccessible to people with physical
disabilities.35 In focus groups and interviews, PHA staff noted that seniors and people with disabilities who hold
Housing Choice Vouchers often face challenges in finding accessible units in the private market. Construction
and rehabilitation are the primary opportunities for making housing units accessible. If the rule-making does not
change the number of senior-only designations done in conjunction with mixed-finance development, as many
as 6,775 accessible public housing units could be available to senior households within five years.

Neighborhood characteristics
Neighborhood characteristics such as availability of public transportation and grocery stores, levels of racial and
economic segregation, crime rates, and perceived safety are important factors in the health of seniors and
people with disabilities. PHAs that use the designated housing rule tend to be located near transit and
community health centers but also in more racially and ethnically segregated neighborhoods and in counties
with higher levels of violent and property crime compared with PHAs that do not use the rule. However, in focus
groups, several residents mentioned that limited or costly public transportation makes it difficult to access
medical care.
The findings also suggest that there may be differences between the neighborhoods surrounding predominantly
mixed and disabled properties compared with senior-only and other property types within a given PHA’s
portfolio. For example, this analysis suggests that mixed and disabled properties may be more likely to be
located in neighborhoods with a greater share of racial or ethnic minority residents, higher poverty rates, and
fewer opportunities for employment compared with senior-only properties. However, due to small sample sizes,
these findings should be interpreted with caution. If the rule-making encourages PHAs to use readily available
data regarding neighborhood characteristics in their designated housing plans, it could help them connect
residents to local resources and services and select properties for designation. However, the rule-making is
unlikely to directly affect the characteristics of the neighborhoods surrounding public housing properties.

Public housing administration and financing
The designated housing rule intersects with several affordable housing financing mechanisms and trends. No
federal funding has been authorized to increase the total number of public housing units since the early 1990s.
HUD has tried to slow the loss of public housing units resulting from poor maintenance and lack of capital
improvements through programs such as the Rental Assistance Demonstration (RAD) program, which allows
PHAs to convert public housing properties to long-term, project-based vouchers or rental assistance contracts
with nonprofit or for-profit property owners.
The Low-Income Housing Tax Credit (LIHTC) program also supports rehabilitation and redevelopment of existing
affordable housing. Through the program, tax credits are allocated to states based on their populations.
Developers apply and compete for these credits and then sell them to investors to raise capital for their projects,
which reduces the debt required to build or rehabilitate housing and makes it financially feasible to provide
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units at lower rents. PHAs frequently partner in the development of LIHTC properties to facilitate the
rehabilitation or replacement of public housing units in their jurisdictions.
In focus groups and interviews, PHA staff noted that approval of a designated housing plan for public housing
units within a mixed-finance development, particularly for senior-only housing, can help PHAs secure investors
and optimal pricing. Several also said that they were exploring options to convert public housing properties
under RAD as described above, including those designated for seniors or younger people with disabilities.
Although additional analysis is needed, preliminary research suggests that some stakeholders have concerns
regarding potential changes to the rule as they relate to RAD conversions and to the timeline for applying for tax
credits.

Recommendations
Based on these findings, HUD could take a number of actions to optimize the health effects of the designated
housing rule-making. Although designated units make up less than 6 percent of public housing nationwide, these
recommendations could be used more broadly to support the health of more than 1.6 million senior and
disabled families that PHAs assist through the public housing and voucher programs. Designated housing rulemaking offers substantial opportunities for HUD to engage in interagency collaborations at the federal level and
to support PHA efforts to offer more choices in integrated community living; expand partnerships that bring
together housing and supportive services; and create environments that help seniors and people with
disabilities remain in home and community-based settings as they age.
The recommendations highlighted below are those likely to have the greatest impact on the health of seniors
and people with disabilities. A complete list of recommendations is available on Page 99. Many of these
recommendations speak to opportunities to support the health of senior and disabled households beyond those
living in designated units and therefore may be optimally addressed as a part of regulation or guidance
instructing broader PHA efforts. Successful implementation of these recommendations would probably require
additional financial and staffing resources for HUD and other federal agencies.
Expand efforts to use housing as a platform for supportive services. In HUD’s 2014-18 strategic plan, one of its
goals is to “Use housing as a platform to improve quality of life” by improving housing stability and health
outcomes.36 Housing that is coordinated with supportive services can benefit health and help state and local
governments contain public service and health care costs. For many seniors and younger people with disabilities
living in designated housing, supportive services help facilitate mental and physical health and the ability to
meet lease requirements and maintain housing. HUD requires PHAs to describe in their designated housing
plans the supportive services they plan to provide or coordinate. In updating the designated housing application
requirements, HUD could:


Provide guidance and incentives to PHAs to collaborate with state Medicaid redesign efforts to support the
coordination of housing with supportive services, including medical services, assistance with daily tasks, and
social services, such as food and nutrition programs. Such initiatives could include formal relationship
agreements with Medicaid programs, including Home and Community-Based Service waivers or the Money
Follows the Person program, and co-location of designated housing properties with Federally Qualified
Health Centers or Community Mental Health Centers.



Expand the scope of the HUD and Department of Health and Human Services (HHS) Housing Capacity
Building Initiative for Community Living or form an additional advisory committee to bring together
stakeholders on an ongoing basis to discuss alignment of housing, supportive services, and public safety
systems for residents in HUD-assisted properties.

2) Promote fair housing initiatives to support choice in integrated community living. People with disabilities
have significant unmet affordable housing needs. Despite federal fair housing laws and policies, these individuals
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are likely to experience discrimination in their attempts to find housing. To support PHA efforts to develop and
implement fair housing initiatives that offer people with disabilities a choice in integrated community living,
HUD could:


Require that PHAs, when submitting a designated housing plan, certify that it is consistent and in compliance
with the forthcoming Affirmatively Furthering Fair Housing rule and Section 504 of the Rehabilitation Act of
1973.



Provide guidance and incentives to PHAs to consult or demonstrate consistency with state Olmstead plans
or settlement agreements (where applicable), state agencies responsible for implementation, and local
plans to end chronic homelessness by:





Demonstrating an affirmative marketing strategy for people with disabilities by targeting potential
tenants, such as those transitioning out of institutions, who are least likely to apply for housing.



Developing memorandums of understanding with area affordable housing providers (e.g., Section 811
and Section 202 providers), and using project-based vouchers (i.e., Housing Choice Vouchers dedicated
to specific housing projects) to assist in the creation of a supportive housing environment.

Promote integration of residents with disabilities by encouraging designation of disabled units distributed
throughout public housing properties and the inclusion of more mixed-population units in PHAs’ designated
housing plans. This could be achieved by offering funding flexibility, expediting processes for designated
housing plan approvals, or providing additional points in the formula for determining operating subsidies for
these properties. Successful implementation of this recommendation would require sustained access to
supportive services and service coordination for these residents.

3) Improve data availability and accuracy. Affordable housing needs have risen significantly over the past few
years, but they are underestimated because current data sources do not capture those who are homeless or
living in institutions such as nursing homes or assisted living facilities. Additionally, data on senior and disabled
households’ ability to successfully use Housing Choice Vouchers to rent a unit, known as success rates, are
limited. To address this, HUD could:


Strengthen collaboration with HHS to develop metrics and a data-collection protocol to provide a more
accurate picture of affordable housing needs among people with disabilities and seniors, and equip PHAs
with improved data about their jurisdictions. Available datasets for such an analysis include: the
Comprehensive Housing Affordability Strategy; special tabulations of the American Community Survey,
including information on residents in group quarters; and the Homeless Management Information System.



Strengthen tracking of Housing Choice Voucher success rates among senior and younger disabled
households. This could be accomplished through improved guidance to PHAs on capturing demographic
data when reporting to HUD and by encouraging PHAs to consider the rates for seniors and people with
disabilities when developing designated housing plans.



Request that PHAs delineate, as part of their justification for the designation, HUD-subsidized and other
affordable housing programs in their jurisdictions that are available to serve seniors or people with
disabilities, such as Section 811, Section 202, and Continuum of Care permanent supportive housing
providers, in their applications to designate properties. Currently, HUD only considers housing resources in
the PHA’s portfolio when examining the availability of alternative housing resources. This will allow for a
more accurate assessment of affordable housing supply and availability of alternative housing resources.
HUD could also improve coordination of public housing, Section 811, and Section 202 funding and eligibility
criteria to facilitate partnerships between PHAs and other housing providers, which can improve efforts to
meet local affordable housing needs.
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4) Equip PHAs with data to inform strategies and actions to improve neighborhood resources. PHAs that use
the designated housing rule are typically located in urban areas that are more densely populated and more
diverse, and have higher poverty and crime rates than PHAs that do not use the rule. The HIA analysis also
suggests that there may be differences in the characteristics of neighborhoods surrounding predominantly
mixed and disabled properties compared with senior-only properties within a given PHA, such as fewer
resources and opportunities for employment. Easily accessible data regarding neighborhood resources and
service needs for designated housing residents (e.g., transportation, medical clinics) could inform PHAs as they
develop designated housing plans. To address this, HUD could provide guidance to PHAs on incorporating
neighborhood metrics into their designated housing plans, such as those already established under the Healthy
Communities Transformation Initiative and associated Healthy Communities Index, the Affirmatively Furthering
Fair Housing indicators, and the eCon Planning suite.37
Additionally, in the short term, HUD could take a number of actions to help ensure alignment of the designation
process with trends in public housing financing, streamline the plan review and approval process, and improve
tracking of rule use, including:


Establishing an internal working group and an external advisory committee to examine the intersection of
the designated housing rule and broader trends in public and affordable housing finance, including LIHTC
and RAD. These groups could be charged with, for example:


Developing strategies for coordination and alignment of program goals, implementation
requirements, and accountability measures.



Establishing monitoring systems to track affordable housing needs and supply.



Training PHA staff to blend the requirements of the public housing and LIHTC programs.



Engaging with community partners regarding fair housing concerns and tenants’ rights.



Developing and implementing a simplified application form that clearly delineates examples of the data
sources PHAs could use to respond to the questions HUD staff use in reviewing designated housing plans.



Increasing efforts at both the national office and local field offices to achieve accurate and regularly updated
surveillance of designated housing rule use, including data on specific PHA properties with designated units.



Developing and implementing a plan for improving the accuracy of data on mixed-population properties to
enable a comprehensive analysis and ongoing monitoring of their number and distribution. This could
include encouraging PHAs to routinely use data fields already available to them in HUD’s Inventory
Management System/Office of Public and Indian Housing Information Center data system to report the
number of designated units in their portfolio and clearly communicating why these data are important and
how they will be used.
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Policy background
History and context
HUD’s public housing program
The U.S. Housing Act of 1937 created the public housing program and authorized funding to administer and
develop public housing.38 The program, administered by the U.S. Department of Housing and Urban
Development (HUD), is one of several federal programs that aim to improve access to housing and housing
conditions for low-income families.
The program is administered locally by about 3,300 PHAs across the United States. These PHAs own and manage
nearly 1.2 million public housing units, approximately 22 percent of the HUD-assisted housing stock.39 The
program reached a peak of 1.4 million units in 1994, but stock has since declined as a result of demolition and
redevelopment into smaller properties and as federal policy has shifted toward voucher programs, such as the
Housing Choice Voucher program, and private, subsidized housing, such as the Low-Income Housing Tax Credit
Program.40 Through the public housing program, HUD provides federal aid to PHAs that provide housing for lowincome residents at affordable rents. HUD also offers technical and professional assistance in planning,
developing, and managing these developments.41
PHAs are responsible for screening prospective public housing tenants for eligibility: Residents must be lowincome (i.e., have a household income equal to or less than 80 percent of the area median family income).42
HUD also requires PHAs to use at least 40 percent of their units to provide housing for extremely low-income
households (i.e., those with incomes equal to or less than 30 percent of the area median family income, which is
roughly equivalent to the federal poverty line, on average). In practice, however, many PHAs provide a
substantially higher portion of units to such households.43 For example, in 2012, 73 percent of all public housing
households were extremely low-income, earning an average of 25 percent of the median income for their
communities.44 Public housing tenants pay no more than 30 percent of their household income in rent. PHAs
also maintain lists of eligible households waiting for public housing units to become available.
PHAs vary greatly in size, from the three-unit Delray Beach Housing Authority in Florida to the 180,000-unit New
York City Housing Authority, the nation's largest.45 Nearly half (46 percent) of PHAs have fewer than 100 units
under management, and more than 87 percent manage fewer than 500 units. (See Table 1.) Only 10 have more
than 7,500 units, but those PHAs comprise more than a quarter of all public housing units.46
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Table 1
26% of Public Housing Units Are Managed by Just 10 Local Authorities
Distribution of public housing authorities, by number of units managed
PHA size
(number of
units)

Number
of authorities

Total share
of authorities (%)

Total share
of units (%)

Total
units

<100

1,281

46.0

6.0

67,417

101-500

1,156

41.5

23.7

265,052

501-1,000

181

6.5

11.2

125,992

1,001-3,000

124

4.4

18.4

206,364

3,001-7,500

35

1.3

14.7

164,436

7,501+

10

0.4

26.0

290,939

Total

2,787

100

100

1,120,200

Source: HUD Geospatial Data and Map Services, Assisted Housing Properties
© 2015 The Pew Charitable Trusts

Development of the designated housing rule
HUD’s designated housing rule, created in 1994 amid controversy about how best to provide affordable housing
for seniors and people with disabilities, gives PHAs the option to designate certain public housing projects, or a
portion of them, for occupancy by income-eligible senior families, disabled families, or a mixed population of
both. The rule’s enactment was the culmination of more than three decades of evolution in housing policy.
Between the early 1960s and 1980s, Congress expanded the definition of “elderly family” to include people with
disabilities and, as a result, public housing properties that had been predominantly for seniors became available
to younger individuals with a range of disabilities. The Housing Act’s original definition of “low-income family”—
the household unit considered in public housing applications — did not include distinct categories for seniors or
non-elderly people with disabilities.47 In 1956, Congress amended the act to include single seniors in the
definition of low-income family and again redefined elderly families in 1962 to include individuals of any age
with a physical disability. Congress further amended the definition of elderly families during the late 1970s and
1980s to explicitly include individuals with developmental disabilities, with HIV/AIDS, and with mental illnesses,
and those recovering from drug and alcohol addiction.48 For a definition of these and other important terms
used in this document, see Appendix A.
These changes occurred in the context of a national movement, which began in the late 1950s, to
deinstitutionalize people with disabilities in favor of opportunities for integrated community living. Before that
time, people with disabilities, particularly those with mental health, intellectual, or developmental disabilities,
largely were isolated in institutional and hospital settings.49 In the decades since, local, state, and federal
governments and the courts have expanded these efforts, driving further development of programs to provide
housing and services within a community setting for people with disabilities.50
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This shift, however, was not paired with increased funding for community-based affordable housing or services
for seniors and people with disabilities.51 And because public housing projects that predominantly housed
seniors were most likely to have the studio or one-bedroom units that could best meet the needs of younger
people with disabilities, the two populations began living in the same properties more frequently.
One estimate in the early 1990s found that approximately half of the new occupants accepted into elderly public
housing projects were younger people with disabilities, reflecting the substantial demand for housing among
that population.52 Concerns about access to housing among senior- and disability-rights advocates and media
accounts of alleged violence by younger residents with disabilities against seniors highlighted the challenges
PHAs faced in housing the groups together. Such stories, including the alleged rape of a 90-year-old woman by a
younger disabled man, spurred action from Congress, which directed HUD and the U.S. Government
Accountability Office (GAO) to examine these issues.53
HUD released a report in 1991 that cited the lack of tools (e.g., screening policies) as a barrier to PHAs’
successful management of housing with these mixed populations and suggested that using “preference policies”
— which prioritize certain populations, are adopted at the PHA level, and determine public housing applicants’
placement on waiting lists — that prioritize seniors in the selection and admissions process. The report also
suggested that offering vouchers for non-elderly people with disabilities could provide an alternative to housing
the groups together in senior housing properties.54 Preference policies can be used for many population groups,
such as applicants who live in a specified geographic area, people with disabilities, seniors, and victims of
domestic violence.55
A 1992 GAO report highlighted challenges identified by public housing administrators in managing issues among
younger individuals with mental health disabilities and found wide variation in the availability of mental health
services coordinated or provided on-site by PHAs.56 The GAO recommended that HUD and PHAs develop
cooperative agreements with service providers.57
Both houses of Congress convened hearings in 1992 to examine the issues of mixed-population housing for
seniors and people with disabilities.58 Advocates for people with disabilities were concerned that providing
senior-only housing would result in segregation of and a decline in affordable housing for individuals with
disabilities.59 Advocates for seniors argued that low-income seniors should have the same choice to reside in
age-distinct housing as their middle- and upper-income counterparts.60
In 1992, in response to this ongoing debate, Congress passed the Housing and Community Development Act.
The act amended the Housing Act, establishing separate definitions of “elderly family” and “disabled family” and
giving PHAs the option to designate housing properties, or a portion of them, for occupancy by senior families,
disabled families, or a mix of both. It also provided set-aside funds through the Section 811 program for housing
vouchers for disabled families and expanded the authority of PHAs to hire service coordinators.61
The 1992 act also directed HUD to appoint a task force to develop recommendations regarding occupancy and
management issues in public and assisted housing to help PHAs meet the challenges of managing mixedpopulation properties.62 Over 14 months, the Public and Assisted Housing Occupancy Task Force held meetings,
conducted public hearings, produced a preliminary report, received more than 370 public comments, and issued
a final report to HUD and Congress with recommendations for mitigating occupancy and management issues
and for promoting best practices for housing low-income families, including seniors and people with
disabilities.63
In 1994, HUD established the designated housing rule (24 CFR 945), setting the requirements and procedures by
which PHAs could designate housing for seniors and people with disabilities. The rule also directed PHAs to use a
wide range of resources to meet the housing and supportive service needs of households that may not be
eligible for housing in a given public housing project due to its designation (e.g., non-elderly people with
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disabilities who could not live in a senior-only project).64 Such resources include other housing units a PHA owns,
controls, or will obtain in the near future.
In 1996, Congress passed the Housing Opportunity Program Extension Act, superseding 24 CFR 945, significantly
revising the requirements for PHAs seeking approval to designate housing and reducing HUD’s role in the
approval process. Since that time, HUD has issued a series of notices to guide PHAs in their use of the rule until
the regulation is revised.
To designate housing for senior or disabled families, PHAs must develop a “designated housing plan” and receive
approval from HUD. Plans must contain information on the following:65
1. The jurisdiction’s housing goals for the next five years and evidence that the designation is necessary to
achieve those goals.
2. The anticipated housing needs of low-income populations in the jurisdiction over the next five years and
evidence that the designation is necessary to meet those needs.
3. The populations of low-income seniors and individuals with disabilities in the jurisdiction, including the
numbers of those needing affordable housing and those on waiting lists.
4. The supportive services that are provided in the projects to be designated.
5. The housing resources that will be available to families in the nondesignated group.
Once approved by HUD, a plan is considered “active” and allows the PHA to designate a housing project, or
portion thereof, for seniors, non-elderly people with disabilities, or both for five years, with an option to renew
by submitting an updated plan every two years. HUD’s Office of Public and Indian Housing reviews all new plans
with input from the PHA’s local HUD Public Housing Field Office, and renewals go directly to the local office.66
HUD rarely allows the designation of an entire housing project as disabled-only because it conflicts with the
goals of desegregation and community integration. As described in the rule, “HUD will approve designated
projects for disabled families only if there is a clear demonstration that there is both a need and a demand by
disabled families for such designation. In the absence of such demonstrated need and demand, PHAs should
provide for the housing needs of disabled families in the most integrated setting possible.”67 PHAs are also
prohibited from designating housing for individuals with a specific disability type.
As previously described, many PHAs managed and operated housing properties with a mixed population of
seniors and non-elderly people with disabilities before development of the rule, and such projects do not
require HUD approval to continue operating as mixed-population housing. However, some PHAs do include
properties with mixed populations in designated housing plans for various reasons, including to dedicate specific
proportions of units for seniors and for people with disabilities (e.g., 80 percent for seniors and 20 percent for
people with disabilities). These PHAs also must comply with 24 CFR 960, Subpart D, which requires them to give
equal preference to senior and disabled families when prioritizing admission to mixed-population projects.68 In
addition, PHAs must first offer units with special accessibility features to people with disabilities who need such
accommodations.
How public housing authorities use the designated housing rule
PHAs continually face decisions about how best to allocate the limited supply of affordable housing given the
demand for units among all family types, including senior and disabled families, within their jurisdictions. The
designated housing rule is just one of the tools PHAs use to provide housing for seniors and people with
disabilities. Other strategies include setting preference policies for their public housing portfolios and Housing
Choice Voucher programs to prioritize seniors or people with disabilities.
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The data presented in this section are based on the HUD Designated Housing Status Report from April 2014.69
Currently, 128 PHAs in 37 states and the Virgin Islands have active designated housing plans, comprising 63,806
units, of which approximately 91 percent are designated for senior families, 4 percent for disabled families, and
5 percent for a mixed population. Designated units typically are not used to provide housing for senior or
disabled households with children—the vast majority (96 percent) of units are studios or one bedroom—but a
PHA could choose to designate larger units for these families if local demand is sufficient. Households in which
neither the head of household nor spouse of the head of household is a senior or a person with a disability (e.g.,
families with a child with a disability or those that are caring for a senior family member) are not eligible for
designated housing, per HUD’s definitions.
PHAs that use the rule typically own or manage more units than those that do not, are located in metropolitan
areas, and primarily designate units for seniors only:70


More than 40 percent of authorities with more than 3,000 units use the rule, compared with less than 1
percent of those managing fewer than 100 units. (See Table 2.)



Senior-only units account for 90 percent of the designated units.71



Designated housing units are located across the country, with a concentration in large metropolitan areas.
PHAs that use the rule to designate units for non-elderly people with disabilities or for mixed populations
are located primarily on the East Coast and in the Chicago region. (See Figure 1.)

Table 2
Nationwide, 128 Public Housing Authorities Manage More Than 60,000 Designated Units
Distribution of designated housing plans and units by PHA size
PHA size

PHAs by plan status

Designated unit types

Total (#)

Active (%)

No active
plan (%)

Senior

Disabled

Mixed

≤100

1,281

0.6

99.4

335

30

16

101-500

1,156

3.2

96.8

7,743

160

39

501-1,000

181

11.6

88.4

3,014

70

60

1,001-3,000

124

27.4

72.6

11,708

548

49

3,001-7,500

35

48.6

51.4

9,509

96

2,090

7,501+

10

50.0

50.0

24,818

1,398

986

Total

2,787

4.4

95.6

57,127

2,302

3,240

Sources: Data from HUD Designated Housing Status Report (as of April 11, 2014); HUD Geospatial Data and Map Services,
Assisted Housing Properties
© 2015 The Pew Charitable Trusts
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Figure 1
Designated Housing Units Are Concentrated in Large Metropolitan Areas
Location of public housing and designated units by type

Sources: Data from HUD Designated Housing Status Report (as of April 11, 2014); HUD Geospatial Data and Map Services,
Assisted Housing Properties
© 2015 The Pew Charitable Trusts
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Many of the PHAs without active plans operate properties where a vast majority of residents are seniors or
people with disabilities. After the 1996 statutory changes (see Page 17), PHAs were exempt from submitting
designated housing plans if they intended to continue administering these properties for mixed populations.
Additionally, PHA preference or occupancy policies may result in properties that are predominately senior or
mixed. Among PHAs without active plans, an estimated 1,012 properties containing 122,024 units are operated
as senior-only, and 98 properties containing 14,982 units are operated as mixed or disabled-only.72 (See Table 3.)
Therefore, although designated housing units represent less than 6 percent of all public housing nationwide, the
HUD Designated Housing Status Report data likely underestimate the actual number of properties housing
predominantly seniors or people with disabilities.

Table 3
PHAs Without Active Designated Housing Plans Still Might Target Properties to Specific Populations
Estimate of properties operating as mixed or disabled-only or as senior-only
Property characteristics

PHAs without an active designated housing plan
Properties

Units

≥ 75% 1-bedroom units

1,361

165,709

Senior-only

1,012

122,024

98

14,982

Mixed-population or disabled-only

Note: See Appendix C for a detailed description of the methodology and limitations of these estimates.
Sources: Data from HUD Designated Housing Status Report (as of April 11, 2014); HUD geospatial database for PHA
properties.
© 2015 The Pew Charitable Trusts

Intersecting affordable housing programs and financing mechanisms
Across the United States, HUD subsidizes more than 5 million affordable units, which house 4.6 million lowincome families, comprising more than 10 million individuals.73 Public housing is just one of several affordable
housing resources available in communities nationwide: Many other programs intersect with the designated
housing rule and provide additional tools and resources that PHAs and their partners can leverage to meet the
needs of seniors and people with disabilities.
PHAs receive federal dollars to manage and maintain public housing developments from two funding streams,
the Public Housing Operating Fund and the Public Housing Capital Fund.74 The Operating Fund is intended to
make up for the gap between rental revenue and the maintenance and operating costs of a given public housing
development.75 The Capital Fund supports improvements (e.g., replacement of heating and cooling systems) and
renovations.76 Funding for operating and capital improvement, however, has not kept pace with need: The
estimated backlog is nearly $26 billion.77 Many public housing units are uninhabitable and beyond repair due to
deferred and forgone maintenance, and HUD estimates that between 10,000 and 15,000 units are permanently
lost from public housing stock each year.78
To address this problem, PHAs often leverage other public and private funding, such as the Rental Assistance
Demonstration (RAD) program and the Low-Income Housing Tax Credit Program (LIHTC), to support the
rehabilitation of their properties or to replace lost units. Launched in 2013, RAD is intended to preserve public
housing units at risk of becoming uninhabitable due to deferred maintenance.79 Through a competitive process,
PHAs with severely distressed properties may convert their current rental assistance funds to long-term, project20

based housing vouchers or to project-based rental assistance contracts—contracts with private owners of
multifamily rental housing—and use other financing (e.g., LIHTC) to support rehabilitation and preservation.80
The LIHTC is the primary means by which affordable rental housing is built in the United States and is an
important source of funding for rehabilitation and redevelopment of existing affordable housing projects. The
program creates partnerships among the federal government, state, and, sometimes, local governments; forand nonprofit developers; and private investors.81 PHAs contribute capital funds and pay the operating costs of
public housing units within the property once the development or rehabilitation is complete. According to staff
in HUD’s Office of Public and Indian Housing, from 2011 through 2013, approximately half of new plans seeking
to designate housing units for seniors or people with disabilities were for properties developed or rehabilitated
through LIHTC, and most of those plans sought a senior-only designation.
PHAs also are responsible for managing and administering the Housing Choice Voucher program and often use it
to provide housing for families not served under a designation. The program helps very low-income households
afford housing in the private rental housing market: Unlike public housing, where assistance is tied to a specific
publicly owned unit, the voucher program provides the assistance to the household, which has the flexibility to
choose where to live.82 According to recent HUD data, the program subsidizes more than 2.3 million units,
housing more than 5.3 million people.83 PHAs typically use waiting lists or housing lotteries to manage demand
for vouchers and may also establish preference systems to target specific groups, such as seniors, people with
disabilities, veterans, and the homeless. Further, PHAs can choose to attach some vouchers to specific housing
units, called “project-basing,” to make units in a specific, private—often nonprofit affordable housing—
development or service-rich area affordable to residents with extremely low incomes. Senior families and nonelderly disabled families represent 21 percent and 28 percent, respectively of all households with Housing
Choice Vouchers.84
Several HUD programs also focus on developing and providing housing and supportive services for low-income
seniors and people with disabilities, including the Section 202 Supportive Housing for the Elderly program, the
Section 811 Supportive Housing for People with Disabilities, the Shelter Plus Care program, and the Housing
Opportunities for Persons with AIDS (HOPWA) program.85
For more details on these intersecting affordable housing programs and financing mechanisms, see Appendix B.
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Potential changes to the designated housing rule
This section describes two scenarios that outline actions HUD could take in revising the designated housing rule.
These scenarios were developed in consultation with advisory committee members, PHA staff, and key
informants with expertise on a range of issues related to designated housing. Subsequent chapters of this HIA
consider potential effects of these scenarios regarding factors important to health and related outcomes,
including housing affordability, fair housing, housing as a platform for supportive services, resident social
environment, housing accessibility, and neighborhood characteristics. These scenarios are not mutually
exclusive, and HUD could implement actions from each.

Scenario 1: Housing trends
HUD would use the rule-making process to address trends in affordable housing development or rehabilitation
and public housing financing that interface with the designated housing rule. The majority of designated housing
plans would still seek designation for senior-only properties. Younger people with disabilities mainly would be
offered alternative affordable housing resources through nondesignated public housing and tenant- and projectbased Housing Choice Vouchers. HUD also would provide clarity to PHAs regarding how designated housing
plans should consider affordable housing demand among elderly or disabled households. Specifically, HUD
would do the following:
•

Continue to consider nondesignated public housing and tenant- or project-based vouchers as comparable
resources and to approve plans for senior-only designations where they are the main alternatives for nonelderly people with disabilities, even when they are not necessarily allocated specifically for younger people
with disabilities.

•

Require PHAs to seek approval for designated housing plans before completing any mixed-finance
transaction (e.g., rehabilitation or new construction through LIHTC) involving designated units.

•

Clarify that designated housing plans are no longer required after PHAs convert designated properties under
the RAD program. RAD requires a one-for-one replacement of units, and tenants have the right to return to
the renovated property if they are displaced during RAD-supported construction.

•

Stop accepting near-elderly families’ housing demand (head of household or spouse is 50 to 62 years old) as
part of the justification for a senior-only designation and, instead, require PHAs to demonstrate sufficient
demand from elderly families only.

•

Clarify that PHAs are prohibited from excluding:
o

Elderly families that include children or other non-elderly members from senior-only and mixedpopulation designated housing.

o

Disabled families that include children or other nondisabled members from disabled-only and mixedpopulation designated housing.

Scenario 2: Partnership
HUD would use the rule-making process to encourage coordination of resources and collaboration among
affordable housing and supportive service providers and those implementing state and local initiatives to
address fair housing and homelessness. Specifically, HUD would do the following:
•

Encourage PHAs to demonstrate in their plans the development and implementation of an affirmative
outreach strategy that aligns with state and local efforts to provide housing coordinated with services and to
end homelessness and that targets potential tenants, such as those making the transition out of institutions,
who are least likely to apply for housing, to make them aware of affordable housing opportunities. PHAs
would need to demonstrate that their strategies:
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o

Promote collaboration with state Medicaid redesign efforts (e.g., alignment of affordable housing and
health resources through connections with Home and Community-Based Service waivers, the Money
Follows the Person (MFP) demonstration program, Federally Qualified Health Centers, Community
Mental Health Centers, area offices on aging, and independent living centers).

o

Support the implementation of state Olmstead plans and responsiveness to related litigation, if
applicable. The 1999 Supreme Court decision Olmstead v. L.C. affirmed that unjustified segregation of
individuals with disabilities is prohibited by the Americans with Disabilities Act (ADA) and that people
with disabilities have the right to receive services that support everyday life in integrated, communitybased housing.

o

Support state and local plans to end chronic homelessness.

The rule operates within a broader context of state, local, and PHA planning efforts—such as the Consolidated
Plan and Annual Action Plan—which inform designated housing plans. In addition, many policies and programs
that aim to promote affordable housing rehabilitation and development or coordination with supportive
services also influence designated housing plans. Therefore, these rule-making scenarios similarly would be
undertaken within the context of broader PHA planning efforts, programs, and policies.
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Methods
As defined in 2011 by the National Research Council of the National Academies, “HIA [health impact assessment]
is a systematic process that uses an array of data sources and analytic methods and considers input from
stakeholders to determine the potential effects of a proposed policy, plan, program, or project on the health of
a population and the distribution of those effects within the population. HIA provides recommendations on
monitoring and managing those effects.”86
To support the goal of demonstrating how HIA could be used in the context of a federal rule-making process, the
team employed data sources, methods, and a stakeholder-input process that could be replicated and scaled to
fit the scope, resources, and timeline of future agency efforts to incorporate health considerations in decisionmaking. For example, the quantitative analysis of this assessment relied on national, publicly available data
sources, many of which are maintained and used by HUD to inform its programmatic and policy efforts. For
qualitative data, the HIA team used forums, such as resident advisory boards, that PHAs must form to gather
tenant input on annual plans and other policies, and engaged with PHA membership organizations and advocacy
groups that are frequent partners in HUD policymaking.
The intent of this methodological approach is to enable HUD and other federal agencies to replicate and bring to
scale aspects of the HIA process, using existing data sources and avenues for stakeholder input, to incorporate
health considerations into future decision-making. In particular, even with limited time, resources, or capacity,
HUD could partner with local agencies and organizations and use the same existing forums tapped by the HIA
team to ensure that stakeholder perspectives are captured and considered in other rule-making efforts.
This section describes the HIA process and summarizes the analysis conducted at each step.

HIA process
An HIA is conducted in six steps, which are briefly described in Figure 2.87 Engaging stakeholders—including
those who may be affected by a policy, project, or program decision; policymakers; and others with an interest
in the outcome—is essential to conducting an HIA and occurs throughout the process.
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Figure 2
The Stages of a Health Impact Assessment
HIA is a 6-step process that encourages public input throughout
Figure 1. The Steps of HIA

© 2015 The Pew Charitable Trusts

Step 1—Screening
During the screening phase, the HIA team and stakeholders determine which proposal(s) will be assessed. In this
instance, the HIA team sought to support federal agencies in piloting the use of HIA in the context of a rulemaking process as an example of implementing the U.S. surgeon general’s National Prevention Strategy, which
aims to guide the United States “in the most effective and achievable means for improving health and wellbeing” by prioritizing prevention and emphasizing evidence-based recommendations.”88 The strategy highlights
HIA as an approach to use in pursuit of the ultimate objective: reducing the burden of the leading causes of
major illnesses and preventable death. Through work with the surgeon general’s National Prevention Council,
the Centers for Disease Control and Prevention, and the Health Impact Project, staff from HUD identified the
designated housing rule as an opportunity to demonstrate the value of HIA in the federal rule-making process
because of the anticipated timing of the rule-making, its potential importance to health, and interest from
stakeholders in understanding the health implications.89
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Step 2—Scoping
In the scoping phase, the HIA team and stakeholders identify the potential health effects that will be considered
and develop a plan for completing the assessment, including specifying their roles and responsibilities. Scoping
generally begins with a broad consideration of all potential effects and then focuses on those deemed most
likely to have a significant impact on health. For the designated housing rule HIA, this phase began with
identifying those factors important to health that could be affected by changes to the rule. In consultation with
an advisory committee and key informants, the HIA team identified six core factors, or health determinants,
related to the rule: housing affordability, housing design and accessibility, housing discrimination and choice,
housing as a platform for supportive services, neighborhood characteristics, and resident social environment.
(For information on the committee and informants, see Stakeholder engagement on Page 29.) The HIA team
used these factors to construct a set of hypothetical pathways through which changes to the designated housing
rule could affect health (see Figure 3), which in turn, were used to develop detailed research questions. (See
Current conditions, Page 35.)

Figure 3
Health Pathways Related to the Designated Housing Rule
Hypothetical connections between the rule-making and health

© 2015 The Pew Charitable Trusts
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Step 3—Assessment
During this phase, a proposal is evaluated and its most likely health effects are identified, using a range of data
sources, analytic methods, and stakeholder input to analyze the research questions developed during scoping.
This section provides a summary of the assessment approach. For a detailed description, see Appendix C:
Scenarios assessed
The findings reflect the assessment of the health implications of two sets of actions HUD could take in the
designated housing rule-making:
1. Housing trends. Address trends in affordable housing development or rehabilitation and provide clarity
about how PHAs should demonstrate demand among senior or disabled households for designated
properties in their plans.
2. Partnership. Encourage collaboration and coordination of resources among providers of affordable housing
and supportive services and those implementing state and local initiatives to address fair housing and
homelessness.
Assessment approach
A. Systematic literature review: The HIA team conducted an expedited systematic review of the peer-reviewed
literature and searched for relevant reports and publications outside of academic journals in Google Scholar
and subject-specific sources, such as HUD USER, the Centers for Disease Control and Prevention, and the
AARP Public Policy Institute. In total, the team reviewed more than 350 reports, peer-reviewed articles
(including systematic reviews, meta-analyses, and reviews), conference papers, books, and other resources
such as fact sheets and websites.
B. Analysis of designated housing rule use: The HIA team used HUD’s Designated Housing Status Report data,
Assisted Housing Properties database, and Resident Characteristics Report (RCR) data to examine the
characteristics of PHAs with and without active designated housing plans. The total number of housing
authorities in the analysis—2,787—reflects the number of records in the Assisted Housing Properties
database.
C. Analysis of health factors and outcomes: The HIA team used data from the 2012 Behavioral Risk Factor
Surveillance System (BRFSS) to examine health factors and outcomes among low-income seniors and people
with disabilities as a proxy for those who could be eligible for or might be residing in designated housing.
The final analysis included data on 475,687 respondents across 1,876 counties.
D. Estimation of housing utilization and demand: The HIA team compared the extent to which PHAs with and
without active designated housing plans are meeting the demand of key population groups, including
seniors and non-elderly people with disabilities. To quantify this, the team estimated the “remaining
demand” for affordable housing at the county level—how much demand each PHA faces after accounting
for available units from all other sources in the same county.90 For example, if a PHA is located in a county
with 20 senior households in need of affordable housing and five appropriate units supplied from other
sources, that PHA faces a remaining demand of 15 units. Data sources for analyzing this relationship
included the RCR, Comprehensive Housing Affordability Strategy (CHAS), and American Community Survey
(ACS).
E. Estimation of public housing properties that house predominantly seniors and people with disabilities: Many
PHAs that do not have active plans operate properties where most residents are seniors or people with
disabilities. Because HUD data do not explicitly capture designation status at the public housing property
level, the HIA team cross-referenced data on resident demographics in public housing properties from the
Assisted Housing Properties database with designated unit data from HUD’s Designated Housing Status
Report to estimate the number of public housing properties that house predominantly seniors or a mixed
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population of seniors and people with disabilities that is not designated. This analysis was used to estimate
the number of these properties that currently are not captured in HUD’s records. The analysis defined
properties as having at least 75 percent one-bedroom units and:


Senior-only properties. Residents who are predominantly (at least 75 percent of residents) seniors or
near-elderly (ages 51 and older).



Mixed-population or disabled-only properties. Fewer than 75 percent senior or near-elderly (ages 51
and older) residents and 80 percent or more of residents under the age of 62 who are disabled.

F. Estimation of neighborhood conditions: Using the methods described above to define senior-only and
mixed-population or disabled-only properties, the HIA team identified and calculated values for seven
indicators of neighborhood conditions at the PHA property level. The purposes of this analysis were to: (1)
describe the neighborhood conditions of average senior and disabled residents in PHAs with and without
active designated housing plans; and (2) examine differences in neighborhood conditions within the same
PHA for residents of senior-only properties compared with mixed-population or disabled-only properties
and with other property types. Neighborhoods were defined as census block groups or tracts that intersect a
half-mile buffer around PHA properties. The HIA team also used data from the Federal Bureau of
Investigation’s Uniform Crime Reporting Program Data and the U.S. Department of Health and Human
Services’ (HHS) Health Resources and Services Administration Data Warehouse to compare crime rates and
the number of community health centers within counties where PHAs with and without active plans
operate.
G. Qualitative case study research: Stakeholders, including PHA staff and residents, served as an important
source of data for this study because they possess expertise and community data that can ground the HIA in
the lives of affected populations.91 These data also supplement the systematic literature review and
quantitative data. In consultation with HUD’s Office of Public and Indian Housing and the advisory
committee, the researchers invited three PHAs—the Housing Authority of the City of Milwaukee, Denver
Housing Authority, and Cambridge Housing Authority—to serve as case studies. The HIA team conducted 16
focus groups and interviews with a total of 135 staff members and community partners, including 25 PHA
leaders and administrators, 45 property managers, 55 resident service coordinators, and 10 community
service providers, at the case study sites.92 In addition, the team conducted 11 focus groups with 147 senior
and disabled public housing residents and summarized key themes from the interviews and focus groups
using ATLAS.ti, a data management and analysis program. The Johns Hopkins Bloomberg School of Public
Health Institutional Review Board approved all qualitative data-collection procedures.
H. Interviews and focus groups with public housing and health administrators: In addition to the case studies,
the HIA team conducted semi-structured focus groups and interviews with staff from 26 PHAs across the
country to capture perspectives from PHAs of varying sizes and geographic locations, as well as those
without active designated housing plans. The team also conducted a semi-structured focus group with
representatives from five MFP demonstration states to learn more about efforts to help people with
disabilities make the transition from institutional settings into integrated affordable housing coordinated
with services. These representatives were included because MFP represents a potential model for the
alignment of affordable housing and supportive services for seniors and people with disabilities.
Step 4—Recommendations
The recommendations phase of the HIA suggests possible actions to minimize identified health risks and to
maximize potential health benefits. Based on the impacts identified during the assessment phase, the HIA team
consulted with the advisory committee, key informants, PHA staff, and public housing residents to develop the
recommendations.
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Step 5—Reporting
This phase involves dissemination of information to a wide range of stakeholders. Reporting occurs throughout
the process and is not limited to the final HIA report. According to the National Research Council guidance on
HIAs, it is “in the interest of decision-makers and the HIA team to keep in constant communication throughout
the HIA process so that emerging results can be incorporated into the policy.”93 The HIA team engaged in these
efforts through interactions with staff and leadership from HUD’s Office of Public and Indian Housing and Office
of Fair Housing and Equal Opportunity, the advisory committee, staff from the case study sites, residents, key
informants, and other stakeholders throughout the HIA process. The team intends to broadly disseminate this
final report and submit it to HUD as regulatory comments.
Step 6—Monitoring and evaluation
This phase involves evaluating the HIA according to accepted standards of practice and monitoring and
measuring the impact of the HIA on decision-making. The HIA team established evaluation criteria and
conducted two conversations to assess the process—the first after the scoping phase and the second following
development of recommendations—and highlighted within the recommendations opportunities for tracking and
monitoring the health impacts of changes to the designated housing rule once implemented.

Stakeholder engagement
Stakeholder engagement continues throughout an HIA and is important for informing all steps of the
assessment. Below are the components of stakeholder engagement conducted for this HIA.
a. Advisory committee. The HIA team convened a diverse, 11-member advisory committee selected for their
expertise in housing policy, fair housing, homelessness, housing administration, and issues that may affect
older adults or individuals with disabilities. Committee members also were selected for their ability to speak
to a range of perspectives related to designated housing. The committee met in person twice, once during
scoping and again during assessment. The HIA team also sought the committee’s input at key points in the
process via email, conference calls, and in-person meetings with individual committee members. The
committee was not a decision-making body; although the committee’s advice was given substantial weight,
the team had final authority and responsibility for the HIA process, findings, and recommendations.
b. Expert consultation. The team consulted approximately 30 key informants on housing policy, fair housing,
affordable housing finance, and housing administration, all of whom were selected because of their research
and knowledge in these areas. These experts were engaged in person and by telephone to share insights on
designated housing policy and history, to offer suggestions on the assessment’s scope and analyses, and to
provide feedback on the findings.
c. Policymaker engagement. The HIA team consulted several HUD staff members involved in designated
housing rule-making, including from HUD’s Office of Public and Indian Housing and HUD’s Office of Fair
Housing and Equal Opportunity. The team also conferred with staff at HHS and the Centers for Medicare &
Medicaid Services.
d. Focus groups and interviews. As described above and in Appendix C, the HIA team conducted semistructured focus groups and interviews with PHA leadership, property managers, resident service
coordinators, key partner organizations (e.g., service providers), and residents from three case study sites to
learn about their experiences with designated housing. The team also conducted supplemental focus groups
and key informant interviews with a sample of administrators from PHAs of varying sizes and geographic
locations and those without active designated housing plans. The team also held a focus group with
representatives from MFP demonstration sites regarding efforts to help people with disabilities make the
transition out of institutions and into home and community-based settings.
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Current health factors and outcomes for public housing-eligible or resident
households
This section describes the demographic characteristics, socioeconomic circumstances, and a range of health
issues of people eligible for or residing in public housing, including those living in designated housing. Evidence
suggests that people who live in public housing have higher rates of certain health issues compared with the
general population, including obesity, hypertension, mental health problems, limited mobility, and difficulty
performing everyday tasks. Understanding these challenges was critical to informing the analysis in this HIA and
to developing recommendations that can help HUD improve health outcomes for public housing residents.
These findings, however, do not indicate a causal relationship between living in public housing and poor health.
Research question 1: What are the socioeconomic characteristics of households eligible for or residing in
public housing, and designated public housing, in particular?
HUD-assisted households
Eligibility for subsidized housing typically is determined by household income and ability to maintain tenancy,
meaning that the individual likely can meet the terms of the lease agreement and does not have a current
substance abuse issue or a history of violence that could affect the health and safety of other residents. Many
people who are homeless or residing in institutions may not have proof of their ability to maintain tenancy—for
example, they may not have an existing or former lease agreement—but they still may be eligible for housing
assistance.
Across all HUD-subsidized housing programs in 2012, the average household had an annual income of $12,664,
well below the 2012 federal poverty level for a two-person household of $15,130, and the average household
spent $297 per month on rent.94 On average, HUD-assisted families live in neighborhoods where racial and
ethnic minorities make up 51 percent of the population and where 23 percent of the population is in poverty.95
Households receiving rental assistance include single adults, families with children, seniors, and younger people
with disabilities:


Seniors and people with disabilities head approximately 56 percent of households receiving rental
assistance.96



Roughly 34 percent of households receiving rental assistance are families with children that are headed by
people younger than 62 who do not have disabilities.97



Among senior and disabled households receiving assistance, nearly 800,000 senior families—more than half
of which are senior disabled families (450,000)—and more than 830,000 younger disabled families are in
either public housing or the participating in the Housing Choice Voucher program, the two main programs
administered by PHAs.98



Senior families represent 31 percent of all households in public housing and 21 percent of households with a
Housing Choice Voucher.99



Younger disabled families represent 21 percent of all households residing in public housing and 28 percent
of all households with a voucher.100



Most families in public housing have one or two members (46 percent and 21 percent, respectively), and
nearly half (49 percent) have lived in public housing for five years or more.101

Members of disabled households in public housing have a range of disabilities, including physical, mental, and
sensory disabilities, such as vision or hearing impairments. HUD does not define alcohol or drug dependency as a
disability, so addiction does not qualify a resident for a disabled unit.102 Although senior and disabled
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households are considered distinct populations for the purpose of this HIA, significant overlap exists between
these two groups. Households whose head or spouse is at least 62 years of age are considered by HUD to be
senior households, though they may also be headed by individuals with disabilities. In fact, approximately 46
percent of senior households in public housing have either the head or spouse with a disability compared with
31 percent of non-elderly households.103 The incidence of disability increases with age, and national projections
suggest that the number of seniors who also have a disability will grow sharply over the next several decades
and, at the same time, younger disabled households living in HUD-subsidized units will age.104
People with disabilities often have functional impairments that make it difficult to perform everyday tasks.
Difficulty walking (25 percent), problems with memory or cognition (15 percent), and difficulty running errands
(14 percent) are the most common functional challenges among households receiving rental assistance.105
Individuals who have difficulty performing daily activities outside the home, such as running errands, also
frequently report trouble with everyday tasks inside the home, such as bathing and dressing.106 Roughly 1 in 4
adults age 50 or older and 2 in 3 adults age 85 or older report hearing, vision, cognitive, or mobility
challenges.107
Designated public housing residents
Ninety-one percent of designated housing units are senior-only, and so most residents in designated public
housing are seniors. Among the designated housing residents who participated in focus groups for this HIA, the
average age was 68 years, with 25 percent age 75 or older.108 A small share (7 percent) was younger than 55
years. Most lived alone (81 percent) and had lived in their public housing unit for five years or more (62
percent). These characteristics, however, are not necessarily representative of designated housing residents
nationally.
Data on demographic characteristics of designated housing residents are lacking. However, residents of the
largest PHAs—which are most likely to use the designated housing rule—generally reflect the relative diversity
of the major metropolitan areas where they are located: They are more likely to be black or Hispanic compared
with public housing residents nationally.109 It is probable that designated housing residents similarly reflect the
characteristics of these major metropolitan areas.
Many seniors and people with disabilities who are eligible for or residing in designated public housing live on
fixed incomes, often Social Security or Supplemental Security Income (SSI), the needs-based federal income
assistance program for seniors and people with disabilities.110 In 2012, the average annual income of a single
person whose only income was SSI payments was $8,714 ($726 per month), nearly $2,500 below the 2012
federal poverty level of $11,170 for a one-person household.111 Social Security makes up all or most of the
monthly income of nearly 75 percent of single senior households.112 Although data on the income sources of
designated housing residents are unavailable, 55 percent of all households in public housing received income
through Social Security, SSI, or a pension.113
Low-income seniors and people with disabilities
Data suggest that millions of seniors and people with disabilities who do not currently receive any housing
assistance may be eligible for public housing based solely on their income. According to recent census statistics:


An estimated 3.9 million seniors—9.1 percent of people age 65 or older—live below the poverty level.114



Older women are more likely than their male peers to live in poverty, 11 percent and 6.6 percent,
respectively.



Poverty rates for seniors are higher than national averages in major cities (12.5 percent) and in the South
(10.2 percent) and higher among those who live alone (16.8 percent) compared with those who live with
families.115
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Among the disabled population ages 18 to 64, nearly 4.3 million (roughly 30 percent) live below the poverty
line, compared with roughly 12 percent among their peers without disabilities.116



In 2012, the median income of disabled households was $25,974, less than half that of families with a head
of household who did not report a disability.117

Education and employment
Education and employment are important determinants of health and well-being, and are critical for achieving
upward economic mobility. Adults with disabilities are less likely to be employed and have a more difficult time
finding employment than individuals without disabilities.118 For example, employment rates for those with
disabling mental illness are between 32 and 61 percent, compared with 76 to 87 percent among those without
any reported mental illness.119 Having a family member with a disability limits the earning potential of any
household but especially one-person households.120
Additionally, households with heads who have lower levels of education are more likely to remain or move
deeper into poverty compared with those whose heads have more education.121 Data from a study of Boston
public housing residents indicate that only 36 percent had attained an education beyond high school, compared
with 76 percent of other area residents.122 A survey conducted for this HIA of seniors and people with disabilities
residing in designated public housing found that 48 percent had a high school degree or less. 123
Poverty, education, employment, and economic mobility influence health outcomes. See Housing affordability
and health on Page 35, for an in-depth exploration of the health effects of poverty and the ability to meet basic
needs such as affordable housing, adequate food, and access to services.
Research question 2: What are the prevalent illnesses and health risks for this population?
Evidence suggests that public housing residents and eligible individuals face a variety of health issues and do so
at greater rates than Americans in general.124 They are more likely to live in poverty and to be members of racial
or ethnic minority groups, which are widely recognized in the public health literature as independent risk factors
for poorer lifetime health outcomes.125 A systematic review of the literature found few studies comparing public
housing residents with other low-income populations or local area residents. The HIA team identified three
studies that provided the best data on the overall health status of public housing residents:


The Housing Opportunities for People Everywhere (HOPE VI) panel study, which follows residents in five
housing communities across the country before and after redevelopment through the HOPE VI Program.126



The Boston Behavioral Risk Factor Surveillance System (Boston BRFSS) study, an analysis of populationbased survey data to describe Boston public housing residents’ health.127



The New York City Housing Authority Senior Survey, a survey of senior New York City public housing
residents.128

Because no research has specifically examined the health of designated housing residents, the HIA team
analyzed national BRFSS data from counties where housing authorities operate to examine health issues among
low-income seniors and people with disabilities as a proxy for those who could be eligible for or residing in
designated housing.
Self-rated health
Residents in public housing are more likely to report being in fair or poor health compared with other area
residents.129 Nearly 33 percent of public housing residents who participated in the Boston BRFSS reported having
fair or poor health status, compared with approximately 9 percent of other area residents.130 Another study
found that, relative to other seniors in the community, elderly public housing residents were twice as likely to
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rate their health as fair or poor.131 And nearly 4 in 10 seniors or disabled residents in designated housing
surveyed for this HIA said they were in fair or poor health.132
Evidence suggests that self-reported poor health also is common among low-income seniors and people with
disabilities, generally.133 The BRFSS analysis conducted for this HIA found that 25 percent of low-income people
with disabilities and 13 percent of low-income seniors report their health status as poor.134
Chronic conditions: Obesity, cardiovascular disease, high blood pressure, asthma, diabetes, and stroke
Obesity and hypertension (high blood pressure) are the most common physical health issues identified in studies
of public housing communities, affecting as many as 50 percent of residents, according to some research.135
Cardiovascular disease also is common.136 By comparison, recent national statistics report that among adults in
the general population, 29.4 percent are obese and 31.4 percent have high blood pressure. 137
Similarly, studies have estimated that 15 to 20 percent of public housing residents also have a diagnosis of
diabetes and 20 to 25 percent of residents have asthma.138 In studies of the general adult population, these
health issues have been found to be less prevalent: 8.7 percent have diabetes and 9.1 percent are asthmatic.139
Further, data from one study suggest that the prevalence of stroke was twice as high among seniors in public
housing compared with other seniors in the community.140
These health issues also are common among low-income seniors and people with disabilities.141 For example,
the BRFSS analysis conducted for this HIA found that 66 percent of low-income seniors were overweight or
obese, and 25 percent had diabetes. And, among low-income people with disabilities, 72 percent were
overweight or obese and 27 percent had diabetes.142 By comparison, national statistics report that among adults
in the general population, about 65 percent are overweight or obese and fewer than 10 percent have
diabetes.143
Mental health (anxiety, depression, mood disorders) and substance use
Mental health problems are prevalent among low-income individuals, particularly seniors. The most common
diagnoses include anxiety, depression, and other mood disorders.144 Studies have found that, as with physical
health conditions, mental health problems are more widespread among public housing residents than in similar
groups not residing in public housing.145 For example, senior public housing residents were more likely to report
a history of diagnosed depression compared with other seniors in New York City (19 percent versus 13
percent).146 Similarly, Health and Retirement Study data show that psychiatric diagnoses were twice as prevalent
among seniors in public housing as among other seniors in the community.147 Approximately 1 in 4 seniors in
public housing also suffers some form of cognitive impairment.148
Substance use is another significant health issue affecting low-income individuals and residents of public housing
in particular. An estimated 20 percent of public housing residents who participated in the Boston BRFSS had
used illicit drugs at least once in their lives, and 15 percent had engaged in binge drinking in the past month.149
The study also found that public housing residents were more likely to smoke than other area residents.150 In
New York, public housing residents were nearly twice as likely as other area residents to have substance use
disorders.151 The co-occurrence of mental health issues and substance abuse has frequently been identified as a
challenge for low-income seniors and people with disabilities.152
Mental health issues and substance use also are common among low-income seniors and people with
disabilities who could be eligible for but may not reside in public housing.153 For example, homeless seniors and
people with disabilities are particularly vulnerable to poor mental health and psychiatric problems. Many
homeless seniors also may suffer from cognitive impairment.154 The BRFSS analysis conducted for this HIA found
that low-income seniors and people with disabilities report on average eight and 14 days of poor mental health
per month, respectively.155 In addition, an estimated 45 percent of low-income people with disabilities and 21
percent of low-income seniors reported having experienced depression. Low-income people with disabilities and
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seniors reported engaging in binge drinking an estimated one to two days per month, on average.156 Nearly 50
percent of low-income people with disabilities and 27 percent of low-income seniors reported that they smoke
every day.157
Mobility limitations and activities of daily living
Mobility limitations or needing assistance with everyday tasks—for example, toileting, eating, bathing, dressing,
household chores, and arranging and getting to appointments—are common challenges for low-income seniors
and people with disabilities.158 Studies show that among public housing residents these challenges and the
prevalence of sensory disabilities, such as vision or hearing impairments, increase with age.159 Seniors in public
housing also need more assistance with everyday activities compared with other seniors in the community. For
example, one study reported that 40 percent of seniors in public housing had limitations in the activities of daily
living compared with 19 percent of senior homeowners.160 Similarly, studies estimate that 30 percent of seniors
living in public housing suffer from a sensory disability—nearly twice the prevalence of such disorders among
senior homeowners.161 Arthritis, a condition that can limit mobility and everyday activities, also is common
among seniors in public housing, with estimates ranging from 33 percent to 68 percent.162
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Current conditions for key health determinants
Housing affordability and health
This section addresses the current status of affordable housing in the United States and how designation of
public housing affects the housing needs of low-income households as well as the impact of housing costs on
low-income families’ ability to budget for other needs that affect health—such as purchasing adequate food,
medication, and home heating or cooling. Because this HIA addresses a federal housing program, this section
focuses on federally subsidized housing; however, states, counties, and localities also may provide affordable
housing resources in their jurisdictions. The evidence demonstrates that affordable housing needs among senior
and disabled households have increased nationwide and that the limited availability of affordable housing can
force families to make difficult trade-offs that can negatively affect health.
Research question 1: What are the affordable housing resources and needs in the United States?
Approximately 4 percent of all households and 12 percent of all renter households in the United States receive
federal housing assistance.163 Roughly 1.1 million households live in public housing, and nearly 2.2 million
households utilize Housing Choice Vouchers.164 An additional 1.3 million households live in units subsidized by
the project-based Section 8 program, or by the Section 202 and Section 811 programs, which serve seniors and
people with disabilities, respectively.165 (See Table 4.)
Taken together, however, these resources are insufficient to meet the demand for affordable housing: Only 1 in
4 low-income renter households that qualify for federal housing assistance is receiving it.166 Those who do
receive housing assistance typically have a lengthy wait. Across all HUD programs, low-income households spend
an average of 20 months on a waiting list to access housing, though waits vary widely by program. For example,
households spend an average of 13 months on waitlists for public housing compared with 25 months for
vouchers.167
The many families with unmet affordable housing needs include a growing number of seniors and people with
disabilities. Nearly 7 million very low–income renter households (those households below half the median
income in their area) in the United States are senior households without children or households with non-elderly
people with disabilities.168 Such families represent nearly 1 in 3 households with worst-case housing needs:
renters with very low incomes (50 percent or less of the area median) who do not receive government housing
assistance and who either pay more than half their monthly income for rent, live in severely substandard
conditions, or both.169 Between 2009 and 2011, the number of worst-case households increased significantly.170
This was especially true among households with non-elderly people with disabilities, which surpassed 1.3 million
in 2011.171 Moreover, nearly all data on worst-case and affordable housing needs, including those discussed
here, underestimate the unmet need because they do not include those who are homeless or living in
institutions, such as nursing homes or assisted living facilities. To be considered chronically homeless under the
HUD definition, the individual or head of household must have a disabling condition, making it critical to include
the homeless population when estimating the number of disabled households in need of housing.172
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Table 4
HUD Subsidizes More Than 5 Million Units Nationwide, Housing 4.6 Million Families
HUD-subsidized and LIHTC properties, by availability, occupancy, and people served, 2012

HUDsubsidized
programs

Public housing
Housing Choice
Voucher program
Section 8 moderate
rehabilitation
Section 8 new
construction and
substantial
rehabilitation
(includes Section
202/8 projects)
Section 236 projects
Multifamily other
(includes Section
202/811 capital
advance)
Total of all HUD programs
LIHTC

*

Total
subsidized
units
available*
1,156,839
2,361,122

Percentage
of units
occupied†

Average
household
size
2.15
2.46

Total
number of
households
served
1,081,672
2,168,764

Total
number of
people
served
2,323,675
5,327,432

94%
93%

19,841

86%

1.77

28,409

30,059

841,084

96%

1.52

784,982

1,247,929

156,168
633,724

93%
95%

1.82
1.82

80,845
476,657

183,720
914,463

5,168,778
1,974,163

94%
N/A

2.14
N/A

4,621,329
N/A

10,027,278
N/A

The number of units in each individual program does not sum to the total number of units across all HUD programs.

†

Units occupied as a percentage of all units available. Units can become vacant for a number of reasons, such as for
renovations, construction, or when they become uninhabitable due to deferred maintenance and inadequate capital
funding.
Source: U.S. Department of Housing and Urban Development, “Picture of Subsidized Households,” 2012 Data, U.S. Total,
accessed Sept. 11, 2014, http://www.huduser.org/portal/datasets/picture/yearlydata.html#download-tab.
© 2015 The Pew Charitable Trusts
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Providing integrated, supportive housing for homeless adults
In the small town of Kewanee in northwestern Illinois,
the Housing Authority of Henry County uses the Shelter
Plus Care rent subsidy to provide integrated, supportive
housing for single, disabled, homeless adults over the
age of 55.† Ten fully furnished apartments in a 41-unit
building are dedicated for this purpose and the authority—with funding through state agencies, such
as the Illinois Department of Human Services, and local in-kind contributions from the Salvation Army
and other formal and informal partners—works with service providers in the area to connect residents
to a comprehensive package of mental and physical health, social, financial, and substance abuse
services.‡ In the first four years of the program, the authority averaged a 98 percent occupancy rate
with an average stay of nearly three years.
Kewanee, IL
Public Housing Units: 450
Housing Choice Vouchers: 185*

*

U.S. Department of Housing and Urban Development, “Housing Authority Profiles,” accessed May 28, 2015,
https://pic.hud.gov/pic/haprofiles/haprofilelist.asp.
†

Housing Authority of Henry County, pers. comm., April 14, 2015; Corporation for Supportive Housing, “PHA
Profile: Housing Authority of Henry County, IL, Housing Development Project Using Project-based Section 8:
Parkside Apartments,” accessed March 9, 2015, http://www.csh.org/wp-content/uploads/2013/03/CSH-PHAProfile-HenryCounty-FINAL.pdf.
‡

Housing Authority of Henry County, pers. comm., April 14, 2015.

Figure 4 shows the current share of senior and disabled households with incomes less than 50 percent of area
median income and with one or more housing problems—such as inadequate kitchen facilities or
overcrowding—by state.173 Over the past decade, affordable housing needs for senior households have
increased across the United States. The number of senior households that have a household income less than 50
percent of area median income and one or more housing problems has increased in all regions. The most
dramatic change has been in the District of Columbia and Hawaii, where the number of senior households in
need has increased more than 200 percent. In California, Maryland, Minnesota, Nevada, and New York, the
number has grown by more than 150 percent. Data limitations prohibit similar estimates of regional change in
needs among disabled households, but it is likely that disabled households also faced substantial increases
during the past decade.

37

Figure 4
Nationwide, Very Low–Income Senior and Disabled Households Have Substantial Unmet Housing
Needs
Share of senior (left) and disabled (right) households with housing problems and incomes below 50% of
the area median, 2006–10 and 2008-10, respectively

Note: Because of a change in the definition of disabled in the 2008 American Community Survey, it is not appropriate to
compare disability data collected before 2008 with later data.
Sources: Data from HUD 2000, 2006-10, and 2008-10 Comprehensive Housing Affordability Strategy.
© 2015 The Pew Charitable Trusts

Data from multiple sources indicate a nationwide affordable housing shortage. Across all of the populations they
serve, housing authorities and other affordable housing providers do not have a sufficient housing supply to
meet the needs of low-income families in their areas.
Research question 2: How does the designated housing rule relate to affordable housing supply or demand?
Because designated units represent a small fraction of public housing stock, the designated housing rule
probably has little impact on meeting the growing demand for affordable housing among senior or disabled
households. However, the rule is not the sole mechanism and public housing is not the only resource available
to address the needs of these populations. A range of policies and decisions at the federal, state, and local
levels, including decisions about other HUD-assisted housing programs, affects the availability of housing for
these families.
Because designated housing involves allocating limited affordable housing resources among different family
types, the HIA team compared the extent to which counties where PHAs with and without active plans operate
are meeting the demand of key population groups, including seniors and non-elderly people with disabilities. As
described above, “remaining demand” is defined as the share of affordable housing needs that a PHA faces after
considering other sources of supply within the county. Evidence suggests that, compared with PHAs that do not
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use the designated housing rule, those with active plans are located in counties that meet a greater share of the
remaining demand among younger disabled households and a similar share among senior households.174 For
example, compared with those not using the rule, PHAs with active plans operate in counties that, on average,
met more than 1.2 times as much remaining demand among very low–income younger disabled households.
As another reference point for remaining demand, HUD estimates the share of households that have worst-case
housing needs.175 These needs could be considered unmet remaining demand for affordable housing. In 2011,
the share of households with worst-case housing needs was 37.4 percent among senior households without
children and approximately 42.6 percent among households with younger people with disabilities.176 As
mentioned previously, existing data underestimate demand among seniors and people with disabilities.
Several plausible explanations exist for these findings. First, PHAs with active designated housing plans are
generally surrounded by a greater number of affordable units available through other programs that serve nonelderly disabled households or that provide multifamily assistance, including Section 811, the Housing Choice
Voucher program, and the LIHTC program.177 (See Table 5.) Second, PHAs that have senior-only designations may
be allotting alternative housing resources to non-elderly disabled households to offset units that become
unavailable to this population due to the designation. Third, PHAs that seek mixed or disabled designations are
setting aside public housing units that might not have otherwise been available to non-elderly disabled
households.178

Table 5
Most Public Housing Authorities That Use the Designated Housing Rule Are in Areas with Relatively
High Availability of Other Affordable Units
Assisted units in proximity to PHAs, by plan status
Public housing units

202/811 Units

Multifamily and
other units

Housing Choice
Vouchers

Active

403,924

64,003

337,129

502,516

None

716,276

163,662

768,594

1,326,851

Note: Tabulations for 202/811 and Multifamily, Other categories are mutually exclusive, so 202/811 units are not included
in the Multifamily, Other totals.
Source: Data from HUD, “Geospatial Data and Map Services: Assisted Housing Properties, Resident Characteristics Report,”
June-September 2013.
© 2015 The Pew Charitable Trusts

The share of remaining demand met also was examined for households with children and those headed by
African Americans. Data suggest that all PHAs, regardless of whether they use the rule, operate in counties that
meet a similar share of the remaining demand among these two household types. On average, PHAs with active
plans operate in counties that met 39 percent of remaining demand for very low-income families with children,
compared with 38.3 percent in counties where PHAs were not using the rule.
Remaining demand also was estimated for owner and renter households and by household income. Across all
household types, a smaller share of remaining demand was met when homeowners were considered among
those with affordable housing needs (more so for estimates for senior households or families with children than
for non-elderly disabled households). However, similar trends emerged across PHAs with and without active
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plans between owners and renters, compared with renters alone, in the estimates of the share of remaining
demand met.
Research question 3: How does access to affordable housing affect poverty and material hardship, and what
are the health implications for families and individuals, particularly seniors and people with disabilities?
Limited affordable housing options can force families into difficult trade-offs that affect health. Adults whose
housing is unstable—those who are behind on their mortgages or rent, in foreclosure, or homeless—are more
likely to report being in fair or poor health and to experience anxiety or depression compared with those who
have stable housing.179 A lack of affordable housing options limits the ability of low-income families, not only to
acquire and maintain adequate shelter, but also to meet other basic needs. Financial constraints can force them
to make tough choices between paying for rent, utilities, food, or medical care.180
These trade-offs, termed material hardship, have implications for health through food insecurity, exposure to
extreme heat or cold, housing instability, or foregone medical care and medications. For example, low-income
families eat less during seasonal spikes in home energy costs, and seniors in low-income households are among
those at greater risk of going hungry during the winter or summer months when home energy bills are
highest.181 High housing and home energy costs and food insecurity also increase the risk that low-income
people will postpone needed medical care, ration or skip prescription medications, and rely heavily on
emergency room visits and hospitalizations.182 One study reported that among households with seniors
receiving government assistance with home energy bills, 32 percent report going without medical or dental care
as a result of high home energy bills in the past five years.183 Out-of-pocket costs for prescription and over-thecounter medications also can take up significant portions of senior or near-elderly household budgets.184
High energy costs also may subject many low-income families to several direct and indirect health risks.
Research indicates that when families are unable to pay their gas, electric, or heating-fuel bills, they often resort
to improvised, unsafe energy sources to heat or cool their homes.185 In one survey, households receiving energy
assistance reported taking several actions to make ends meet, including keeping their home at an unsafe or
unhealthy temperature (23 percent) and using the kitchen stove or oven to provide heat (33 percent).186 These
practices increase the risk of injury and death.
Low-income households also are at greater risk of temperature-related death.187 This may be due in part to the
inability of households with low incomes to pay for home heating and cooling.188 Seniors are among the most
vulnerable to temperature fluctuations, with aggravation of existing health conditions from exposure to even
moderate temperature changes, even within the home, being cause for concern.189 In a survey of government
energy assistance recipients, 16 percent of households reported that a household member had become ill in the
past five years as a result of a home that was too cold.190
Paying for other utilities also may be a problem, such as covering bills for energy to refrigerate food, electricity
to keep the lights on, or for telephone service. In a national survey of government energy assistance recipients,
72 percent had a serious medical condition and 26 percent used medical equipment that required electricity,
most commonly nebulizers and oxygen machines.191
Working-age people with disabilities are more likely than those without disabilities to experience poverty and
material hardship and to face higher out-of-pocket health care expenditures, all of which can exacerbate existing
disabilities and impact health.192 An analysis of Survey of Income and Program Participation data from 1996
through 1999 found that people with a physical, mental, or other health condition that limited the kind or
amount of work they could do were more likely to experience material hardship across income levels, but the
rates were particularly extreme for those living in poverty. For example, 40 percent of people who had work
limitations and lived in poverty had experienced food insecurity.193 After controlling for income and other
socioeconomic characteristics, the study found that the odds of reporting various types of hardship (e.g.,
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housing, utility, medical, dental, food) were 40 to 200 percent higher among working-age people with disabilities
compared with those without a disability.194

Housing discrimination and choice
This section examines the prevalence of housing discrimination among several population groups and describes
the ways it can affect health, including its impact on access to affordable and accessible housing and economic
and social resources. This section also describes several federal laws and policies aimed at decreasing housing
segregation and discrimination and how the designated housing rule intersects with these policies. Evidence
suggests that housing discrimination remains a common problem for many population groups, including people
with disabilities, exacerbating the challenges they face in acquiring and maintaining adequate shelter.
Research question 1: How common is housing discrimination?
Despite the passage of numerous policies intended to prevent it, housing discrimination remains a common
problem for many population groups, including people with disabilities; people of color; families with children;
and lesbian, gay, bisexual, and transgender (LGBT) individuals, and can impede housing choice.195 Much of the
research on housing discrimination has focused on the private rental and homeownership markets, rather than
on public housing. The data presented, therefore, highlight the challenges these populations may face in
accessing housing in the market as a whole, but the degree to which public or designated public housing
residents may face these issues is uncertain.
People with disabilities face significant challenges with regard to housing discrimination despite federal laws and
efforts to combat discrimination and to promote deinstitutionalization. Between 2008 and 2013, 48 percent
(27,239) of fair housing cases filed by HUD’s Office of Fair Housing and Equal Opportunity (FHEO) involved
allegations of discrimination based on disability.196 Further, the number of such cases as a share of total fair
housing cases filed increased in each of those years.197 Conversations with FHEO staff conducted for this HIA
revealed that many of these complaints are related to “reasonable accommodation requests,” which are
changes to rules, policies, practices, or services that may be necessary to enable a person with a disability to
have an equal opportunity to use and enjoy a housing unit.198 A HUD disability discrimination study found the
following:199

People who are deaf or hard of hearing and use the teletypewriter system to inquire about advertised
rental units had 1 in 4 of their calls refused.200 Even when calls were answered, deaf callers received significantly
less information about the application process and fewer opportunities for follow-up compared with similar
potential tenants without a hearing impairment. 201

People using wheelchairs to visit properties were just as likely as those who were not disabled to meet
with a property owner or manager. However, on 1 in 4 visits, people with disabilities were told about fewer
available units, and on 3 in 10 visits they were denied the opportunity to inspect any units. Interestingly, on 1 in
4 visits they were also quoted lower security deposit fees compared with potential renters without
disabilities.202

One in 6 property owners or managers refused to make reasonable modifications to enable wheelchair
use in a unit, and 19 percent of housing providers refused to designate an accessible parking space. 203
The HUD study concluded that individuals with disabilities face “significant levels of adverse treatment when
they search for rental housing” compared with individuals who are not disabled and that the frequency of
adverse treatment was greater than that toward people of color in the Chicago-area rental housing market.204
The systematic literature review conducted for this HIA did not find any research specifically examining how
frequently seniors experience housing discrimination, but some recent studies have focused on the experiences
of housing discrimination, real or perceived, among LGBT seniors. Federal fair housing laws do not currently
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provide legal protections for LGBT individuals, and a recent HUD paired-testing study reveals that same-sex
couples of any age experience discrimination compared with heterosexual couples when the responses to email
inquiries regarding rental units are examined.205
Data also suggest that experiences of discrimination and perceived risk of discrimination may be associated with
delays in entering residential care facilities among LGBT seniors.206 In one study of LGBT adults:


73 percent said discrimination exists in retirement care facilities.



74 percent said sexual orientation was not included in the facilities' anti-discrimination policies.



34 percent said they would have to hide their orientation in a retirement facility.207

Although the literature base on LGBT seniors has been criticized for focusing on higher-income populations, the
research suggests that real or perceived discrimination may be a barrier to housing for low-income LGBT
seniors.208 In an effort to create safe and secure living environments for LGBT seniors, some housing providers
and developers have established affordable housing developments targeted toward this population. For
example, a 56-unit development in Philadelphia provides an LGBT-friendly environment and targeted services
for low-income, LGBT seniors.209
Housing discrimination also remains a significant problem for people of color. Evidence suggests that Hispanic
and black families experience racially or ethnically motivated geographic steering—being directed to highly
segregated minority and poor neighborhoods—and discrimination in the mortgage application, lending, and
home insurance processes and in the rental market.210 A recent HUD paired-testing study across a sample of
metropolitan areas in the United States revealed that, compared with equally qualified white renters:211


Black renters are told about 11.4 percent fewer available units and are shown 4.2 percent fewer units.



Hispanic renters are told about 12.5 percent fewer units and are shown 7.5 percent fewer units.



Asian renters are told about 9.8 percent fewer units and are shown 6.6 percent fewer units.

Among fair housing cases filed by FHEO between 2008 and 2013, 32 percent (18,049) include an allegation of
discrimination based on an individual’s race.212 The literature base regarding the incidence of housing
discrimination among people of color did not stratify by age or disability status, but the data suggest that people
of color with disabilities or who are seniors face housing discrimination in the rental market at higher rates than
their white counterparts.
Families with children also continue to face housing discrimination, such as experiences of discrimination by
property owners or rental agencies, exclusion from certain neighborhoods because of zoning policies, or
occupancy restrictions that limit the number of occupants within a unit.213 Among fair housing cases filed by
FHEO between 2008 and 2013, 16 percent included an allegation of discrimination based on familial status.214
Although the available studies on rates of housing discrimination focus on the private housing market, court
case evidence suggests that discrimination also occurs within the public housing sector. For example, HUD and
PHAs throughout the country were found liable in several lawsuits, mainly between the late 1960s and early
1990s, for their historic role in intentional racial discrimination and segregation of public housing.215 More
recent litigation has alleged patterns of discrimination by several housing authorities based on disability status
or race and ethnicity through practices such as refusing to admit non-elderly people with disabilities, failing to
meet accessibility standards, setting policies that prevent people of color from accessing assistance programs,
and steering or assigning applicants to specific units based on race rather than waiting list order.216 Many of
these cases were settled outside of court and resulted in changes to PHA policies and practices and to the
accessibility of units.217 PHAs also can enter into voluntary agreements with HUD to address noncompliance with
fair housing policies.218
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Research question 2. How does discrimination affect mental and physical health, health behaviors, health
determinants, and opportunities for economic mobility?
Research that directly examines the impact of housing discrimination on health is limited. However,
discrimination can prevent or reduce access to affordable and accessible housing, which in turn can lead to
negative effects on health as described in the Housing affordability and health (see Page 35) and Housing design
and accessibility (see Page 60) sections.
Despite the lack of direct research, the considerable body of literature on the relationship between racial and
ethnic discrimination and health can be used to form reasonable assumptions about the health effects of
discrimination in housing. One systematic review of published studies found that racial and ethnic discrimination
is associated with a number of negative health outcomes, including poor mental and self-rated health; reduced
physical functioning; higher rates of health behaviors such as smoking and substance use; and physiological
responses consistent with stress, such as changes in cortisol levels, blood pressure, heart rate, and medication
adherence.219
The findings for mental health outcomes and health behaviors are particularly consistent in multiple studies,
even after adjusting for a range of other factors, such as income and education.220 People with mental illness
may face unique types of discrimination related to stigma, such as perceptions that they are “dangerous” and
“unpredictable.”221 The U.S. surgeon general has identified stigma as the largest barrier to treatment among
people with mental health problems.222 It has been associated with lower self-esteem and self-efficacy and can
decrease compliance with medications.223
Practices such as geographic steering can impact households’ access to resources and opportunities (e.g.,
education, employment, physical activity) that are essential to health.224 For example, living in highly segregated
communities has been found to limit access to healthy foods, recreational facilities, and medical services.225 (See
Neighborhood characteristics, Page 65.)
Research question 3. How does the designated housing rule intersect with federal laws and policies aimed at
decreasing housing discrimination?
Since the 1960s, the federal government has adopted various laws and policies to decrease housing segregation
and discrimination. The designated housing rule intersects with these efforts, particularly those that aim to
decrease discrimination against people with disabilities and promote deinstitutionalization:226


Title VI of the Civil Rights Act of 1964 prohibits discrimination on the basis of race, color, and national origin
and applies to all programs and activities receiving federal funding, including those administered by PHAs.227



The Fair Housing Act of 1968, also known as Title VIII of the Civil Rights Act of 1968, established sweeping
prohibitions on discrimination based on race, color, national origin, and religion in housing-related
transactions, including sale, rental, and financing.228



Section 504 of the Rehabilitation Act of 1973 prohibits discrimination against individuals with disabilities in
a number of contexts, including housing, but it applies only to the federal government and federally
financed agencies, such as PHAs.229 Section 504 requires federal agencies and organizations receiving federal
assistance to deliver programs in the most integrated setting possible.230



The Fair Housing Amendments Act of 1988 (FHAA) modified the Fair Housing Act of 1968 to explicitly
prohibit discrimination against families with children (including pregnant women) and people with
disabilities in public and private housing.231 The FHAA also states that it is illegal “for any person to refuse to
make reasonable accommodations in rules, policies, practices, or services when such accommodations may
be necessary to afford a [person with a disability] equal opportunity to use and enjoy a dwelling unit,
including public and common areas.”232
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The Americans with Disabilities Act of 1990 (ADA) was based on the congressional determination that
policies and programs that assemble services for individuals with disabilities in separate settings constituted
a form of discrimination similar to the creation of “separate but equal” facilities based on race.233 Landmark
cases in disability rights law following passage of the ADA established that the administrative convenience
and economic efficiency of providing bundled, on-site services to individuals compared with delivering
services in a community setting is insufficient justification for segregating individuals with disabilities.234 The
ADA also identified failure to make reasonable accommodations for individuals with disabilities as a form of
discrimination.235 The act directs public entities to provide programs and services in the “most integrated
setting” possible that is appropriate to the individual’s needs.236



Olmstead decision and guidance: As previously described, the 1999 Supreme Court decision Olmstead v.
L.C. affirmed that unjustified segregation of individuals with disabilities is prohibited by the ADA and that
people with disabilities have the right to receive services that support everyday life in integrated,
community-based housing.237 Since the decision, new federal funding streams and strategies have emerged
to facilitate the transition of individuals with disabilities out of institutions and segregated settings as well as
the provision of community-based housing and services. In response to Olmstead, federal agencies have
taken steps to encourage PHAs, other housing providers, and state and local governments to actively pursue
additional community-based, integrated housing opportunities. For example, HUD issued guidance in 2013
to clarify how housing providers can support state and local Olmstead efforts, and HUD is exploring how it
might support the addition of community-based, integrated housing units.238

Partnerships to support integration of people with disabilities
In 2000, the King County Housing Authority in Washington
state implemented what would become one of the
King County, WA
nation’s largest Housing Choice Voucher programs for
Public Housing Units: 2,398
non-elderly people with disabilities: the Housing Access
*
Housing Choice Vouchers: 9,167
and Services Program.† To date, 84 percent of the families
(Includes 1,750 Non-Elderly Disabled
and individuals who received vouchers have successfully
Vouchers allocated to the Housing
leased a unit through the program, which boasts a 92
Access and Services Program)
percent housing stability rate.‡ Recognizing that the
program’s success would require coordination with supportive services, such as housing search
assistance and crisis intervention, the authority developed a partnership with the YWCA. The authority
receives and screens referrals for housing vouchers from a network of local disability service providers
that also deliver or fund supportive services for program participants. Although the authority has HUD’s
Moving to Work designation, the program does not require such status. Financial support for the
program comes from the network of partners, with each participating disability service system
contributing a proportionate share of service costs each year. The authority contributes minimal in-kind
staffing resources to review applications, administer the vouchers, and manage contracts with partners.
*

U.S. Department of Housing and Urban Development, “Housing Authority Profiles,” accessed May 28, 2015,
https://pic.hud.gov/pic/haprofiles/haprofilelist.asp.
†

Corporation for Supportive Housing, “PHA Profile: King County Housing Authority, Housing Access and Services
Program (HASP), Housing Choice Voucher Program,” accessed March 10, 2015, http://www.csh.org/wpcontent/uploads/2015/02/CSH-PHA-Profile-KCHA-HASP-FINAL.pdf.
‡

King County Housing Authority, pers. comm., April 17, 2015.
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In focus groups and interviews, PHA staff said that fair housing policies and fear of litigation present challenges
to their efforts to serve seniors and younger people with disabilities. For example, they cited programs that
target tenants with similar health and service needs, such as supportive housing programs operated through
HUD’s Office of Multifamily Housing Programs, but said that they could not replicate these models due to fair
housing concerns related to targeting housing to people with a specific disability type. Several PHA staff
indicated that these models could help them coordinate services for residents with similar service needs. Two
PHA staff members described the problem as follows:
“The 202/811 program … does allow primarily nonprofits to designate housing for very specific
disabilities. For instance, one property that I used to manage … was designated for persons with
multiple chemical sensitivity, which is a pretty difficult disability to diagnose, let alone to serve. And yet
we had a waiting list of people coming all over the country for 11 units of housing just because of that
designation…. So, I guess what I would be a proponent of is HUD looking back at, in public housing,
can't we mimic the 811 program in a way that's sensible for our residents?”
“If you look at some of the other programs, like the 811…people who serve the disabled will generally
design a building for physically disabled or for developmentally disabled or for—they don't even
necessarily mix disabled populations in the same building. And if you're doing assisted living or 811s,
you can designate what type of disability. Because you'd want to design for it and programs and
services tied to that type of disability…. We're not allowed to do that. And that's one of the real
challenges…. I don't know if HUD would let us designate a 25-unit building as physically disabled-only
so we could tailor the design and the programming to it, or to developmentally disabled, or to
whatever the specific disability might be.”
These statements also reveal confusion and misinformation among some PHAs regarding the extent to which
housing targeted to tenants with similar health and service needs is allowed in HUD’s multifamily housing
programs and in the private sector under fair housing laws. For example, in December 2010, Congress passed
the Frank Melville Supportive Housing Investment Act, making several changes to the Section 811 program,
including requiring that no more than 25 percent of the units in any new property be set aside for people with
disabilities.239
Similarly, key federal agencies, including the Department of Justice, HHS, and HUD, have been developing fair
housing guidance and policies building on Olmstead case law.240 The guidance and policies of all three agencies
prioritize housing people with disabilities in integrated settings and suggest that single-purpose properties, or
disability-specific programs, may not comply with fair housing policy and law.241
Conversations with several fair housing experts indicate that PHAs have a number of resources available to help
them understand and navigate these issues as they relate to designated housing and housing models targeted to
people with disabilities. Existing resources include the ability to consult with FHEO staff, legal services staff, and
local fair housing advocates; guidance provided in the HUD Public Housing Occupancy Guidebook; and guidance
provided in the 1994 Public and Assisted Housing Occupancy Task Force report.242 However, additional training
or guidance may be needed.
Designated housing rule-making may offer an opportunity for HUD to provide additional guidance to PHAs
regarding the intersection of the rule and fair housing policies and, in particular, to identify how the rule could
be used to support Olmstead implementation and HUD’s fair housing efforts.

Supportive services and health
Supportive services include medical and social services and other resources to help residents maintain housing
or carry out daily tasks, such as assistance with transportation or care for chronic conditions. Service
coordination professionals act as a bridge between housing and an array of available services and providers and
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are integral to successfully combining supportive services and affordable housing. Public housing authorities are
required to describe the supportive services they plan to provide or coordinate for residents when applying to
designate housing.
The primary purpose of offering supportive services in public housing is to help residents maintain tenancy and
remain in their homes and communities in the least restrictive setting. The next section describes the range of
needs seniors and people with disabilities have, and the ways in which subsidized housing with coordinated
service provisions can serve as a platform for improving quality of life and potentially reduce health care costs.
Research question 1: What are the supportive-service needs of low-income seniors and people with
disabilities?
Most low-income senior and disabled households need supportive services in order to access and remain in
integrated housing and maintain personal choice and control in their living situation.243 Services may range from
intensive medical care for chronic conditions to assistance with daily tasks.
Whether a resident needs services to assist with independent living is typically assessed by qualified
professionals, such as doctors and social workers, using two recognized benchmarks: (1) limitations in activities
of daily living (ADL) for which the individual usually requires direct help from another person (e.g., transfer from
place to place in the residence, toileting, eating, bathing, dressing); and (2) the need for help with instrumental
activities of daily living (IADL), which further support independent living, where the individual would not be able
to perform the activity without help, even if necessary for daily life (e.g., shopping, paying bills, household
chores, arranging and getting to appointments). Behavioral health services (such as substance-abuse counseling)
are another important aspect of care for populations in subsidized housing.244 The high frequency of limitations
in ADLs or IADLs and of substance use among public housing residents and eligible seniors and people with
disabilities was described previously. (See Current health factors and outcomes, Page 30.)
For many residents, access to supportive services is a lifetime need resulting from developmental disabilities,
traumatic injuries, or degenerative diseases. Among seniors, the need for long-term care often is the result of
decreased mobility and cognitive functioning that comes with aging.245 However, intensive or costly
interventions are not necessary in all circumstances. For example, a study conducted on the health-related
needs of older residents in subsidized housing found that assistance with simple housekeeping and lifting of
heavy objects were two of the most frequently reported unmet needs.246 In focus groups, designated housing
residents indicated that, to maintain tenancy, meet basic needs, and to support health and well-being, many of
their neighbors needed assistance with everyday tasks. A public housing resident shared this perspective:
“Sometimes people need somebody just to check in with them about their health, about taking
medication, about going to the doctor, about paying their bills … But some people need assistance,
like food assistance, and won't apply for it on their own.”
The need for supportive services is expected to grow as policy changes increase the numbers of younger people
with disabilities who make the transition out of institutions and of seniors who remain in their homes as they
age—commonly referred to as “aging in place.” As a result of the Olmstead decision and increasing demand for
services among people with disabilities, states have closed institutions and invested resources in the delivery of
in-home and community-based long-term care services.247
A number of research studies have found that some residents of nursing homes and other long-term care
facilities have relatively limited levels of impairment. According to the Federal Interagency Forum on AgingRelated Statistics, in 2009, 5 percent of long-term care facility residents age 65 years or older who received
Medicare had no functional impairment. Less than 11 percent of seniors in long-term care facilities reported
having difficulty with only IADLs, such as light or heavy housework, managing money, meal preparation, and
shopping; approximately 16 percent had difficulty performing fewer than three ADLs, such as bathing, dressing,
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getting in and out of chairs, walking, or eating. This suggests that some 30 percent of the long-term care
population does not meet the definition of “frail elderly” (unable to complete at least three ADLs as defined by
HUD), but they are institutionalized before they need to be due to a lack of resources to support assistance with
personal care and daily living needs.248 These seniors conceivably could maintain tenancy in a community-based
setting if they had access to some services in the community.249 If coordinated with supportive services, public
housing could serve as an important resource to facilitate the transition of individuals into community-based
settings.
The demand for medical care and supportive services also will rise as the number of seniors increases
nationwide. Demographers project that the number of people in the United States age 65 and older will double
to 80 million by 2040, increasing from 13 percent to 20 percent of the total population.250 Growth of low-income
racial and ethnic minority populations also will shape the challenges of meeting seniors’ affordable housing and
service needs in the future, as these groups are more likely to encounter barriers to services, have a higher
prevalence of disability, and have less wealth compared with whites of the same age.251
PHAs are likely to see increased need for service coordination as seniors currently in subsidized housing age in
place. HUD data suggest that a sizeable share of seniors stay in subsidized housing until an advanced age. A
recent study reported that the average age at which residents exit public housing was 78 years, and nearly 1 in 4
seniors in public housing is at least 85 years old by the time he or she leaves.252
One notable barrier to helping more people transition out of institutions is the limited availability of housing
that meets the criteria of programs that support long-term service delivery in community settings.253

Strategic partnerships connecting the homeless to housing and supportive
services
The San Antonio Housing Authority partners with more
than 150 social service agencies to provide supportive
services for its clients.† For example, through its
Homeless Services Voucher program and its partnership
with Haven for Hope, the authority connects homeless
households with rental vouchers, case management, and services to support the transition to stable
housing.‡ Once referred households are selected from the program’s waiting list and screened for
eligibility, they receive a voucher from the authority, and Haven for Hope continues to provide case
management and supportive services.§ Between July 2010 and 2013, this program helped 627
homeless households attain housing.||
San Antonio, TX
Public Housing Units: 7,575
Housing Choice Vouchers: 13,705*

*

U.S. Department of Housing and Urban Development, “Housing Authority Profiles,” accessed May 28, 2015,
https://pic.hud.gov/pic/haprofiles/haprofilelist.asp.
†

San Antonio Housing Authority, pers. comm., April 15, 2015.

‡

“Housing Authorities: Essential Partners in Ending Homelessness,” (Council of Large Public Housing Authorities,
2013), accessed March 9, 2015, http://www.clpha.org/uploads/Publications/CLPHA2013PublicationHousingAuthorities-EssentialPartnersinEndingHomelessness.pdf.
§

Ibid.

||

Ibid.
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Research question 2: How does the designated housing rule intersect with existing efforts to increase
coordination among housing and health agencies and establish subsidized housing as a platform for improving
quality of life?
In its 2014-2018 Strategic Plan, HUD articulates a goal to “use housing as a platform to improve quality of life”
by coordinating access to a wide variety of services to lower health care costs, to end homelessness, and to
support community living.254 However, philosophical differences exist among PHA leaders with regard to their
role in connecting housing with supportive services. Some housing facility owners, sponsors, and management
firms view the provision of services as being outside their core responsibility to provide adequate housing. For
example, some emphasize that government-assisted rental properties may not be the most appropriate setting
to deliver services to frail seniors.255 By contrast, others actively seek community partnerships to coordinate
services that meet the needs of residents in their public housing developments and invest financial and human
resources to fill service gaps or work around policy barriers.256
Focus groups and interviews conducted with housing administrators suggest that these differing philosophies
occur along a spectrum rather than breaking into distinct factions. A majority of participants stated that they
would like to do more with regard to linking residents to services but highlighted limited and unstable resources
as a substantial barrier. Overall, evidence suggests growing participation on the part of PHAs in coordinating
supportive services and affordable housing. In a survey of housing providers and service partners conducted by
the Corporation for Supportive Housing, high or medium support for housing coupled with services among PHAs
increased from 61 percent in 2010 to 69 percent in 2011.257
PHAs are required to describe the supportive services they plan to provide or coordinate for residents in their
application to designate housing. HUD generally does not fund supportive services programs, but it does provide
some resources for coordination or capital funds for accessibility modifications in subsidized housing. In the
early 1990s, the department created the Service Coordinator program and the Resident Opportunities and SelfSufficiency (ROSS) program to link public housing residents with empowerment activities, supportive services,
and assistance in becoming economically self-sufficient.258
Service coordinators—typically members of a housing development’s management team, based at the housing
site, and funded as an operating expense—are important to low-income individuals who need assistance
navigating a system of segmented health or social service providers and benefits.259 Their role is to assist
residents in obtaining affordable services through community agencies. One service coordinator who
participated in a focus group stated:
“When I think of our role—a big part of that it's all about self-sufficiency and getting their needs met, but
also empowering them—doing it with them, not for them.”
The service coordinator facilitates the receipt of home and community-based services by residents in their own
homes, promoting aging in place and preventing premature institutionalization.260 Service coordinators also may
act as a broker for services that cannot be obtained through public resources.261
The important role service coordinators play has long been recognized. In 2002, the Commission on Affordable
Housing and Health Facility Needs for Seniors in the 21st Century released a report recommending that Congress
take all necessary steps to improve and fund service coordination in federally assisted senior housing, including
that Congress ensure funding for service coordination, continue and expand the existing HUD service
coordinator grant program, and provide resources to allow eligible developments to incorporate a service
coordinator position in the operating budget.262 A 2008 study of the HUD-funded program in subsidized
multifamily housing found that property managers had a high level of satisfaction with coordinators. Moreover,
in properties with service coordinators, residents’ length of tenancy was six months longer, on average,
compared with residents in similar developments without coordinators.263 More than 92 percent of property
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managers surveyed as part of the HUD study indicated that they agreed or strongly agreed with the statement
that service coordinators enabled aging in place.264
In focus groups and interviews, many PHA staff, resident service coordinators, and residents indicated that
service coordinators were a critical aspect of PHAs’ efforts to support the housing and health outcomes of
seniors and people with disabilities. Several property managers indicated that coordinators were essential to
helping residents maintain tenancy, independence, and neighborly relations. One manager of a mixedpopulation designated property described this perspective:
“It could be that we've assessed the need where someone has very poor housekeeping … and for us
that's a lease violation issue. So we're able to work with the service coordinator to get them help,
[assistance with] heavy chores to get them clean … and then get them services, whether it's weekly, or
daily, or monthly, so that they can maintain their apartment and still be in compliance with their lease.”
Most commonly, PHAs provide housing coordinated with services in their public housing developments, but a
limited number of programs provide supportive services in conjunction with vouchers. These include HUD’s
McKinney-Vento Homeless vouchers, designed to promote the development of supportive housing and
supportive services to assist homeless persons in the transition from homelessness to stable housing, as part of
a local Continuum of Care strategy (a community-wide collaboration of providers committed to the goal of
ending homelessness) and Non-Elderly Disabled (NED) vouchers—special-purpose vouchers awarded since 1997
to non-elderly individuals with disabilities.265 Recent voucher funding has been a collaborative effort between
HUD and the Centers for Medicare & Medicaid Services.266 In addition, the Veteran’s Affairs Supportive Housing
(HUD VASH) vouchers combine housing choice voucher rental assistance with Veterans Affairs services, such as
case management and clinical services for homeless veterans.267
Research suggests that seniors in subsidized housing are less likely than senior renters who do not require
subsidies to live in properties that offer supportive services. In one study, a minority of participants who lived in
subsidized senior housing properties had access to transportation services (36 percent), group meals (26
percent), and assistance with housekeeping (12 percent) or bathing and dressing (6 percent). By contrast, most
study participants who lived in unsubsidized independent senior living properties had access to transportation
(76 percent), group meals (76 percent), and housekeeping services (67 percent), and a large minority had access
to personal care assistance (43 percent).268 In addition, research suggests that seniors using Housing Choice
Vouchers are more likely to occupy older housing units that may not have needed accessibility features and
likely do not have access to communal dining spaces or service coordinators.269 In focus groups and interviews
conducted for this HIA, PHA staff noted that seniors and people with disabilities with Housing Choice Vouchers
often face challenges in finding accessible units on the private market.
Gaining access to health and social services also can be more difficult for low-income younger people with
disabilities. In focus groups and interviews, public housing leadership, property managers, service coordinators,
and residents all mentioned that these residents often face challenges in accessing supportive services due to
state or local policies that make them ineligible for resources based on age. For example, residents expressed
that while many of their neighbors face challenges with hunger and food insecurity, more food and nutrition
programs are available for seniors than for younger residents. Service coordinators also noted that residents of
all ages face challenges in navigating complex service systems and that the quality of services differs across
providers.
Research question 3: How does coordinating services with subsidized housing for seniors and people with
disabilities affect health?
For seniors and people with disabilities, residence in housing coordinated with services can have substantial
health implications. Research shows that people have increased housing stability—an improved ability to stay in
their homes—when provided with adequate housing coordinated with services, regardless of the particular
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configuration of services and housing.270 One study found that states that invest more in community-based
services—home-delivered meals in particular—had fewer seniors with limited or no functional limitations and
little or no cognitive impairment living in nursing homes. This suggests that higher-functioning seniors were able
to stay in their homes and communities instead of moving into nursing homes.271 Another study found that
participation in paid programs offering assistance with IADLs helped older adults stay in their homes longer than
others who did not receive assistance.272 Though most research has focused on outcomes for residents of public
housing or project-based units, evidence also indicates that coordinated supportive services help tenant-based
voucher recipients maintain housing stability and avoid homelessness, compared with voucher recipients who
do not receive the same level of services.273
Housing coordinated with services also can help decrease behaviors detrimental to health, such as substance
use or sexual behaviors that may increase the risk of disease transmission. For example, a study of veterans
receiving vouchers combined with intensive case management through the HUD-VASH program demonstrated
that receiving these supports can enhance quality of life and decrease alcohol and drug use compared with
receiving standard care or case management without vouchers.274 A study of an intervention using the Housing
First model—an intervention that does not require abstinence from alcohol—among chronically homeless
individuals with alcohol use issues found that provision of housing decreased alcohol use and related
problems.275
Receipt of services and housing assistance also can improve medical care outcomes and treatment adherence
for the chronically ill. Homelessness is a strong predictor of poor health outcomes, including HIV and HIV
treatment adherence and outcomes. A randomized control trial of HIV-positive homeless inpatients compared
results for a group that received permanent housing with intensive case management, typically through tenantbased housing vouchers, to those who received standard care—referrals to overnight shelters or interim
housing and eligibility for case management.276 After one year, 55 percent of the individuals who received
permanent housing with intensive case management were alive and had intact immunity, compared with 34
percent of the comparison group.277 Stable, affordable housing facilitates medication adherence and access to
medical care and is associated with significantly lower death rates among low-income individuals with
HIV/AIDS.278
Quality of life, community integration, and housing choice among formerly institutionalized individuals, the
homeless, and frail seniors can be improved by interventions that provide housing coordinated with services.
Several studies conducted to evaluate supportive service programs coordinated with subsidized housing for
seniors, including frail elders, indicate that such supports are important for mental health, socialization, and
vitality (energy level and fatigue).279
Evidence also indicates that housing interventions benefit the quality of life of homeless populations.280 For
example, a randomized evaluation of homeless individuals with a history of mental illness found that, compared
with those receiving services in the Continuum of Care program, those who participated in Housing First had
increased housing stability and greater perceived choice, which has been shown to be important to residents’
happiness and life satisfaction over time.281 Furthermore, qualitative data from a cohort of formerly homeless
individuals who received housing coordinated with services indicate that participants experienced positive
personal changes, such as a sense of increased independence and improved well-being and relationship
quality.282
Findings from evaluations of efforts to help individuals make the transition out of institutions indicate that this
population also experienced improved quality of life and community integration after receiving affordable
housing and supportive services.283 For example, among formerly institutionalized people who received
Medicaid funds for long-term care in the home or in a community setting through the MFP program, 85 percent
were able to live in the community for at least one year, and self-reported quality of life was higher a year after
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the transition. Within two years, participants reported significant improvements in access to additional supports
for integrated living.284

Partnerships to connect public housing residents with supportive services
Nearly 20 years ago, a group of organizations formed the Lapham
Milwaukee, WI
Park Venture to better understand seniors’ supportive-service
Public Housing Units: 3,871
needs and to improve coordinated services for residents at
Housing Choice Vouchers: 6,200*
Lapham Park, a 200-unit public housing high-rise for low-income
seniors in Milwaukee.† Each partner organization—including SET
Ministry, the Housing Authority of the City of Milwaukee, the Milwaukee County Department on Aging,
Goodwill Industries of Southeastern Wisconsin, and the Lapham Park Resident Organization—has a specific
role and brings unique resources to the shared goal of giving residents the opportunity to remain in their
homes and communities as they age.‡ The average resident at Lapham Park is 67 years old and has four to five
chronic health conditions.§ Resident service coordinators hired by SET Ministry support residents at Lapham
Park and other housing authority properties by connecting them with a range of services, including computer
literacy training; transportation; substance abuse treatment; and medical, dental, and mental health services.
The program has been successful (only about 3 percent of residents move to an institutional setting) and was
expanded to 13 additional public housing developments.||
*

U.S. Department of Housing and Urban Development, “Housing Authority Profiles,” accessed May 28, 2015,
https://pic.hud.gov/pic/haprofiles/haprofilelist.asp.
†

Council of Large Public Housing Authorities, “Supporting Aging in Place for Low-income Seniors” (PowerPoint slides
presented at the annual meeting for the American Public Health Association, Nov. 18, 2014), accessed March 9, 2015,
http://www.clpha.org/uploads/2014_Reports/SZPresentationforAPHAConference.pdf.
‡

SET stands for “serve, empower, transform”; Council of Large Public Housing Authorities, “Supporting Aging in Place for
Low-income Seniors.”
§

Ibid.

||

Council of Large Public Housing Authorities, “Supporting Aging in Place for Low-income Seniors”; Ken Barbeau, “Lapham
Park Venture: Model for Integrating Housing with Services” (PowerPoint slides presented at the National Health Policy
Forum, Oct. 23, 2009); Housing Authority of the City of Milwaukee, pers. comm., April 10, 2015.

Research question 4: Are there health care costs avoided or cost savings gained from investing in housing
coordinated with supportive services?
Providing housing coordinated with supportive services in home and community-based settings also offers
opportunities to reduce costs. Providing long-term care in institutions is costly. For example, one study
estimated that supporting a resident in a nursing home costs five times more compared with supporting a
resident in a community setting.285 In an effort to contain such expenditures, which constitute nearly one-third
of all Medicaid spending, states have explored providing services in homes and community-based settings.286
Recent evaluations of government-sponsored demonstrations find that expanding home and community-based
care is an effective administrative cost-control technique for Medicaid.287 Data indicate that states are realizing
cost savings as they shift long-term care and supports toward community-based services.288
In addition to long-term care expenditures, states and localities often look to housing coordinated with services
to reduce costs associated with emergency rooms, hospitalization, incarceration, homeless shelters, and other
public services. Cost studies have found that providing housing coordinated with services to high-need
populations can decrease or eliminate excess public service expenditures as a result of tenants’ reduced use of
those services.289
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A study of supportive housing residents with substance abuse histories found decreases in the use of costly
crisis-oriented systems such as hospitals and jails compared with the control group.290 By one year postintervention, total expenditures for crisis-oriented systems for the 95 housed participants had declined more
than $4 million, or $42,964 per person, compared with the previous year, while the cost to provide the
supportive housing intervention was only $13,440 per person annually.291
Another evaluation—of the 10th Decile Project in Los Angeles, which works with hospitals to identify the 10
percent of homeless patients with the highest public service and hospital costs—found that service utilization
and associated costs decreased when members of this population were offered supportive housing. The study
estimated that if all such patients had been engaged and housed, the average cost per person housed would
drop by about one-third in the first year.292
Furthermore, studies have found that reductions in public service costs can offset spending for interventions
that provide housing coordinated with services. For example, one study, which considered the costs associated
with changes in utilization of seven different public services by formerly homeless participants with mental
illness, found that 95 percent of the housing costs were offset by service reductions attributable to the housing
placements.293 A second study found that providing the Housing First model to homeless persons with mental
illness reduced the probability of receiving inpatient, emergency, and justice system services while outpatient
mental health visits and associated health and housing costs increased.294 Reductions in costs for inpatient,
emergency, and justice system services offset 82 percent of the cost of the housing intervention.295 Some
evidence suggests, however, that housing coordinated with services does not reduce public service use for all
populations.296 For example, among people with mental illnesses and incarceration histories who receive
supportive housing, residents with histories of repeated hospitalization may continue to be admitted.297
Preliminary data from a recent evaluation of the first year of the Support and Services at Home (SASH)
program—which connects low-income senior residents living in affordable housing properties to coordinated,
community-based services—suggest that coordinating housing with supportive services for this population also
may help curb growth in Medicare spending. The study examined the impact of the program on Medicare
expenditures among participants living in HUD-subsidized properties in Vermont, including Section 202 and
public housing, that implemented SASH in partnership with a Medicare demonstration program.298 The
evaluation found that the program was associated with a slower rate of growth in total Medicare expenditures
and spending on care following a hospitalization for injury or illness (post-acute care) compared with
expenditures among two comparison groups.299 Interestingly, the evaluation also found that SASH participants
had higher rates of emergency room visits and hospitalizations compared with one of the comparison groups,
which may be a result of improved identification of health care needs through the program.300
Research question 5: What are current resources and opportunities for coordinating affordable housing and
health services for seniors and people with disabilities?
Partnerships between housing and health agencies to align federal and state programs are critical to the success
of states’ efforts to contain long-term care or public service costs and to support integrated community living for
more people. In focus groups, PHA leaders who use the designated housing rule voiced concern about the lack
of sustainable funding for services to support aging seniors and people with disabilities. Many also expressed
unease about the limited resources available for mental health services, particularly as states begin to comply
with the Olmstead decision and transition persons with mental disabilities out of institutions. One participant
captured this unease:
“There's been a disinvestment in mental health services … the state hospitals have closed. There are folks
who would otherwise have been in a more formalized treatment structure that are now coming into our
housing, because they don't have other options … So we're one of the last ones standing … we will house
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you, and without the added resources, without the wherewithal at all to manage things from a clinical
perspective.”
Sustainable funding for supportive services also could create opportunities to meet the housing and service
needs of younger disabled residents, according to housing authority leadership. One interviewee described the
potential to increase the share of units designated for younger residents with disabilities:
“And you could argue, well, could you not increase your younger disabled population if you had more
services? And I would say that if we had services that were paid for and in place for a period of time—I'm
not talking about someone getting a one-off grant—you could have that conversation about changing
the ratio … maybe. And I don't think we would be opposed to having that conversation. But that would
assume that on the health side, everything is fixed and in place and funded.”
HUD and the HHS have taken steps to align resources, including the Housing Capacity Building Initiative for
Community Living and several Centers for Medicare & Medicaid Services initiatives, including Medicaid waivers
for home and community-based services, the MFP program, and the Program of All-Inclusive Care for the
Elderly.301 In addition, the Health Resources and Service Administration is working to increase partnerships with
local PHAs to deliver primary care services to public housing residents at Federally Qualified Health Centers.302
These initiatives provide options for states looking to contain long-term care costs—predominantly Medicaid
spending—by targeting service provision in home- and community-based settings to populations that otherwise
would require institutional care.303


Medicaid waivers for home- and community-based services (HCBS waivers) enable states to provide
Medicaid-funded long-term care services in home- and community-based settings.304 While the majority of
Medicaid long-term services dollars still go toward institutional care, the percentage of Medicaid spending
directed to HCBS has more than doubled from 20 percent in 1995 to 45 percent in 2010.305
State efforts to expand the use of HCBS waivers have been driven by increasing demand for services among
seniors and people with disabilities, the Olmstead decision, and the need to control Medicaid spending.306
The demand for HCBS waiver services exceeds the availability of resources to support transitions out of longterm care facilities. In 2011, the average wait to receive waiver services was more than two years, and the
number of people on waiting lists increased by 19 percent over the previous year. In 2009 more than
511,000 people were waiting for waiver services.307 One housing authority leader offered this perspective on
the limited availability of sustainable resources for supportive services:
“Both our Medicaid and our waiver funded programs and our Older Americans Act funded programs are
actively under waitlist status here. So across the aging and disability services spectrum, regardless of
your income status, or the net that we're trying to pull funding from to subsidize services in-home, we're
currently subject to some pretty long waitlists, and a lot of triaging.”



The MFP program helps states rebalance their Medicaid long-term care systems by shifting resources away
from institutions and toward providing services in home- and community-based settings. To do this, MFP
eliminates barriers in state law, Medicaid plans, and budgets that restrict the use of Medicaid funds.308 As of
early 2012, 45 states and Washington, D.C., participated in the program.309 As of 2012, more than 30,000
people had made the transition to community living through the MFP program, an average of 8,000 per year
since 2010, with most being people with physical disabilities or seniors: 38 percent and 37 percent,
respectively.310 Nearly 21 percent of MFP participants have a developmental disability, but these individuals
and those with mental illness have been less likely to be candidates for transition due to their typically more
extensive long-term care needs.311
The limited availability of affordable, accessible housing that meets the definition of a “qualified residence”
under MFP is the most significant barrier to transitioning more people.312 Individuals with disabilities, in
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particular, have consistent difficulty due to the lack of integrated housing options where they can receive
needed support services.313 More and more, states are looking to bridge the gap between the demand for
and the availability of integrated housing by establishing statewide partnerships and relying on staff with
expertise in locating affordable housing options.314 In a focus group, representatives from five MFP
demonstration states indicated that many of the individuals who have yet to make the transition out of
institutional settings in their states are people with disabilities and that their transitions will be difficult due
to integrated housing and service barriers, such as those discussed above.
Very few housing authorities engaged for this HIA indicated involvement with MFP in their state, but some
that were involved had established strong partnerships and formal relationship agreements with the state
Medicaid offices. For example, the Denver Housing Authority has implemented a memorandum of
understanding with the Colorado Department of Health Care Policy and Financing to coordinate supportive
services for formerly institutionalized individuals who have made the transition to public housing. In a
survey of state MFP programs, respondents highlighted the important role that partnering with housing
authorities and HUD plays in improving housing options for MFP participants and in understanding
statewide affordable housing resources.315


The Program of All-Inclusive Care for the Elderly (PACE) provides individuals age 55 or older with
comprehensive, coordinated medical and personal care services delivered by an interdisciplinary team of
health professionals at home rather than in a nursing home.316 The program is federally funded through
Medicaid and Medicare and was operating in 31 states as of January 2014. Early data suggest that a key
element of the PACE model is adult day care, which often is located in senior housing properties or in senior
centers. The average PACE participant is 80 years old, needs assistance with three activities of daily living,
and has about eight medical conditions.317 To date, only a limited number of partnerships between PHAs
and PACE programs exist. One is the Cambridge Housing Authority in Massachusetts, where PACE services
are coordinated for residents at four developments in an affordable assisted living setting that can enhance
their ability to successfully age in the community.318



HRSA programs, such as Federally Qualified Health Centers (FQHCs), are “safety net” providers intended to
enhance the provision of primary care services at clinics located in underserved urban and rural
communities.319 Partnerships between affordable housing providers and HRSA programs, such as FQHCs, can
enhance access to primary care for public housing residents. For example, the Housing Authority of the City
of Milwaukee collaborated with an area FQHC to create a satellite clinic at one of its public housing
properties for seniors.
Opportunities also exist to coordinate the delivery of primary health care with behavioral and mental health
services for public housing residents. PHA leadership and staff noted that it is increasingly important to
address these needs as part of the safety net, and research provides a basis for this enhancement.320
General health care costs are higher for persons with mental illness, as these conditions are associated with
increased rates of morbidity and mortality, decreased adherence to treatment recommendations, and more
frequent use of high-cost settings.321
Evidence on the positive results of integrating mental and physical health services persuaded the Institute of
Medicine to recommend integration of these services as one element of a broader strategy to close the
quality gap in health treatment.322 Though fragmented funding streams present challenges, emerging
models for addressing behavioral and primary health care include integrating behavioral health and primary
care into the services offered at FQHCs and Community Mental Health Centers, respectively.323



The Affordable Care Act (ACA) expanded initiatives to finance housing coordinated with services. For
example, it included revised provisions to remove barriers to offering HCBS, such as changes to Section
1915(i) of the Social Security Act. The updates to 1915(i) help states offer services and supports before
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individuals need institutional care and create plans for providing home- and community-based services to
individuals with mental health and substance use disorders. Furthermore, the ACA appropriated an
additional $2.25 billion to fund MFP from 2012 through 2016, allowing more states to apply to the program.
Many states are leading the way in designing innovative and fiscally responsible ways to enable more seniors
and people with disabilities to receive services in their communities instead of in institutions. Though limited
research has been conducted to guide housing authority decisions, several models for publicly subsidized
housing plus services, many of which utilize the resources described above, have emerged as successful.324
These models include offering enriched services such as case management plus coordination, co-locating
housing and health services or providers (e.g., FQHCs, Community Mental Health Centers, or primary care
providers who accept Medicaid referrals), and establishing partnerships such as those between housing, aging,
and health services agencies to coordinate services and contain long-term costs.325
Reported obstacles to success for supportive housing strategies include navigating fair housing laws as well as
varied and sometimes incompatible policies, regulations, or liabilities across housing and health sectors. In
addition, sufficient and sustainable funding has been a major challenge facing supportive housing program
development.326

Partnerships with the Program of All-Inclusive Care for the Elderly
To date, only a limited number of housing authorities have entered into partnerships to implement in public
housing the Program of All-Inclusive Care for the Elderly (PACE), which provides individuals age 55 or older
with comprehensive, coordinated medical and personal care services delivered in their homes by an
interdisciplinary team of health professionals rather than in a nursing home or other institutional facility.
At the Cambridge Housing Authority in Cambridge,
Massachusetts, PACE services are coordinated for residents at
four properties to provide comprehensive medical and personal
care in an affordable assisted-living setting that can enhance
seniors’ ability to remain in their communities as they age.† The
authority partners with the Cambridge Health Alliance Elder Service Plan, a PACE provider, to deliver a range of
services and around-the-clock, on-site staffing.‡ The authority has capacity to support 70 seniors across the
four properties through the PACE program.§ In 2014, the partnership served 33 seniors, who have been able to
remain in their homes rather than having to move to institutional settings.|| Although the Cambridge Housing
Authority has HUD’s Moving to Work designation, this partnership does not require such status.
Cambridge, MA
Public Housing Units: 1,534
Housing Choice Vouchers: 3,491*

At Westwood Heights, a 130-unit public housing property
designated for seniors, the Seattle Housing Authority has a
Seattle, WA
partnership with ElderPlace, a subsidiary of the not-for-profit
Public Housing Units: 6,153
Providence Health Systems of Washington.** ElderPlace provides
Housing Choice Vouchers: 10,427#
on-site PACE services to help meet eligible residents’ health care
needs in the community instead of moving them to a nursing home or other care facility.†† In addition,
participants in ElderPlace’s broader program who need housing also receive priority on the building’s waiting
list.
*

U.S. Department of Housing and Urban Development, “Housing Authority Profiles,” accessed May 28, 2015,
https://pic.hud.gov/pic/haprofiles/haprofilelist.asp.
†

Cambridge Housing Authority, “Moving to Work Annual Plan 2015,” accessed May 28, 2015, http://cambridgehousing.org/civicax/filebank/blobdload.aspx?BlobID=22922.
‡

Cambridge Housing Authority, “Services for Elders,” accessed March 9, 2015, http://cambridge-
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housing.org/resources/residentsvcs/elders.asp.
§

Cambridge Housing Authority, “Moving to Work Annual Plan 2016,” accessed May 28, 2015, http://cambridgehousing.org/civicax/filebank/blobdload.aspx?BlobID=22946.
||

Cambridge Housing Authority, pers. comm., April 16, 2015.

#

Seattle Housing Authority, pers. comm., April 20, 2015; U.S. Department of Housing and Urban Development, “Housing
Authority Profiles,” accessed May 28, 2015, https://pic.hud.gov/pic/haprofiles/haprofilelist.asp.
**

Seattle Housing Authority, “Westwood Heights,” accessed May 28, 2015,
https://www.seattlehousing.org/redevelopment/westwood/heights/.
††

Seattle Housing Authority, pers. comm., April 20, 2015.

Resident social environment
The health implications of the social environment—the connections, relationships, and interactions among
residents—can have a substantial impact on health and quality of life for seniors and people with disabilities in
designated housing. When the social environment promotes interaction among residents and is combined with
support networks, the health benefits can include improved functional skills and quality of life and increased
lifespan for seniors. However, other aspects of the environment, such as crime, violence, fear, and stress can
increase blood pressure and accelerate residents’ mental or physical decline. This section examines the health
implications of designated housing on the social environment, primarily through resident participation, support
networks, and neighborly conflict.
Research question 1: How does the resident social environment in subsidized housing affect the mental or
physical health of seniors or people with disabilities?
The social environment within subsidized housing developments can have a substantial impact on the health
and quality of life of residents, primarily through social participation, support networks, and neighborly conflict.
For example, evidence suggests that the frequency of contact with social networks and supports decreases with
age and can have implications for health and well-being. A systematic literature review found that social
participation is correlated with improved functional skills, better self-reported quality of life, and longer lives
among seniors.327 Studies also have demonstrated an association between fewer social networks and physical
and cognitive decline among aging seniors.328
In focus groups, many designated housing residents expressed the importance of the social environment to their
health, noting that their sense of safety and connections with neighbors within the building can decrease
isolation, increase participation in physical and social activities, and improve resident safety and sense of
community:
“We have a coffee hour here in the mornings, Monday through Friday … And we check in on each other,
and we tell jokes, and we talk about things, and discuss things. And it's really important to us that we
can get together. It's not so much the coffee, but it's getting to see your friends.” —Resident, mixedpopulation building
“I'm here alone … And it makes you feel good that people care enough for you to knock on your door, or
call you, ‘Are you OK? I haven't saw you,’ or … just to say, ‘Hello.’” —Resident, mixed-population
building
A number of factors may influence the resident social environment and, in some cases, create conflicts among
neighbors. These include differing lifestyles and the characteristics, such as crime or violence, of the surrounding
neighborhood. Lifestyle factors that cause friction among residents, for example between seniors and younger
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disabled individuals, can include the number of visitors; schedules; and tastes in music, dress, and social and
recreational activities.329 Residents indicated that lifestyle differences contributed to conflicts in their buildings:
“I am 70 years old. What people do in their apartments, I do not care. But, if people are loud and noisy
and disrupting me, I will have a fit with them. And that's my concern. If you're quiet in your apartment,
whatever you do, that's your business. But when you're taking your business outside your apartment,
then I'm offended. And I'm offended by people coming in, disrespecting me. Younger people. And the
younger people who visit them a lot. And I resent that.” —Senior resident, mixed-population building
“I've seen families in here, in their 20s, 18-year-olds. And people mistreat them, and you talk about
respect. And it's got to be mutual. Respect is a mutual thing.” —Younger resident with disabilities,
mixed-population building
Crime and violence create fear and stress among residents within a community and conflict among neighbors.
Experiencing fear and stress from living in a threatening environment can affect health, for example, by causing
increased blood pressure or sleep disturbance, decreasing the body’s natural defenses against germs, and
accelerating mental or physical decline.330 Stress can cause or worsen chronic health conditions such as asthma,
heart disease, or stroke.331 Prolonged exposure to stressors can damage immune defenses and vital organs,
including the heart.332
Fear of crime can affect residents’ well-being and influence how freely they move about and the extent to which
they participate in community activities. For example, fear of crime has been linked to increased rates of anxiety
and depression, and the stress of living in a community with social disorder, particularly in disadvantaged
neighborhoods, also may increase substance abuse.333
In focus groups, many designated housing residents described the health implications of experiencing conflict
among neighbors, including stress, difficulty sleeping, and respiratory issues. Several indicated that they stayed
in their apartments because of real or perceived resident conflict and safety issues in the building:
“So, security is tied into health … because what health does for me … is the asthmatic issues, the
respiratory issues, but also stress. There's an incredible amount of stress on a lot of the seniors, where it
becomes a psychosomatic thing. I don't know how it might come out with them. But for some it's
coughing or respiratory issues. For others, it's just fatigue … So I think health-wise, there's a tremendous
impact in terms of what is going on psychologically and socially here.” —Senior resident, mixedpopulation building
“I've talked with a lot of other single, older women here, so I know the sense of fear that they have
because they've asked it of me as well. ‘Are you afraid to come in at night?’ And there is effort
sometimes on the older women's part to not do eye contact because if you do, you could [invite
trouble]—there's a sense of fear and intimidation. You're dealing with people who you see out on the
streets who may be alcoholic or involved in substance abuse, and they live here.” —Senior resident,
mixed-population building
“We see people who you clearly know are homeless because you see them [on the street]. And it's not
uncommon to see people who are [on the street] come down here. But you have people who those are
their friends, so then when they come and visit and when their time is done in someone's apartment,
then they get put out in the hallway, in the back hallway. So now someone like myself, I can't do my
exercise and walk down the back hallway because … I don't know who's going to be in the back in those
hallways.” —Younger resident with disabilities, mixed-population building
Furthermore, many residents expressed concern about crime in their buildings and the safety and security of
building entrances.
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Residents who have limited mobility may not often leave the property, and so the majority of their social
interactions typically occur within the housing development. As a result, these individuals have greater exposure
to the social environment and related health implications. In focus groups and interviews, PHA staff and
residents described the social environment of buildings as being like a town or extended family. They indicated
that the family dynamic of public housing buildings had health implications for individuals and the community as
a whole. For example, residents and service coordinators spoke about intergenerational assistance: younger
residents assisting seniors in their buildings with tasks such as transportation to appointments or carrying
groceries, and seniors assisting younger disabled residents with cooking or mentoring on topics like social
etiquette or managing finances. A few participants’ comments captured these perspectives:
“Because every building has a sense of community within itself. So they look out for each other. If they
don't see each other for a while, they'll say, ‘Where's Ted? He hasn't come down to eat.’ So it's a sense of
family within a family. And some people have estranged family or burned bridges because of substance
abuse or whatever their past was, so they're not really connected with their outside family. So the
building provides another sense of family for some people.” —Resident service coordinator
“Last night I had to go and open up a unit for the wellness check. And the person … they were doing the
wellness check for was in a wheelchair and was elderly, but her support in the building were the younger
people … There was a core group of younger people that were very … you know, they looked up to her as
kind of their mentor—so they were very concerned about her.” —Resident service coordinator
Residents and housing authority staff also noted that the resident social environment influenced whether and
how residents came together to form resident organizations (ROs) or resident advisory boards (RABs). Residents
explained that this type of organizing was important for making decisions about the use of community resources
to secure on-site programs and services and for addressing issues or neighborly conflict in the building—all of
which can improve the resident social environment—and expressed concerns about decreasing funds for these
organizations. Public housing property managers and service coordinators noted that resident organizing can
improve the social environment of the building. As one resident explained:
“We have RO meetings, and people come and participate … They tell people, the RO members, about the
problems they're having. And the RO helps them with their problems that they're having … They have
events for the residents—it seems like all year round. And the residents like that … So it's very much
activity going on in this building because the RO is always really active, giving events and things, having
events for the residents.” —Resident, mixed-population building
Furthermore, some residents who had lived in subsidized housing in private apartment complexes noted that
the social environment in designated housing buildings was more of a family environment and said they felt a
greater sense of unity than they had in market rent apartments.
Research question 2: How common is resident conflict in public housing developments designated for seniors
and/or people with disabilities? How does it relate to the use of the rule?
As previously described, the designated housing rule was enacted amid significant political controversy over
how best to provide affordable housing for seniors and non-elderly people with disabilities and, specifically, how
to best address resident conflict within buildings housing a mixed population. Only a limited number of studies
in the past few decades have attempted to document tenant problems in designated public housing.
In 1992, before the designated housing rule existed, the GAO conducted one of the first studies on resident
conflict in designated housing. The researchers surveyed staff from more than 1,000 PHAs managing more than
300,000 federally funded senior housing units, and found that 31 percent of non-elderly residents with mental
disabilities (as perceived by the staff)—who qualified for senior housing under previous HUD definitions—
exhibited behavior that created moderate to serious problems for neighbors, management, and staff, compared
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with just 6 percent of senior residents.334 The study also found that staff at large housing authorities (500 or
more units) attributed a greater share (35 percent) of the problems occurring in senior developments to
residents with mental disabilities than did staff at medium (between 100 and 499 units) and small (fewer than
100 units) authorities, 22 percent and 11 percent, respectively. All housing authorities engaged in the study
reported that poor housekeeping, disruptive visitors, excessive noise, and alcohol abuse were the most common
source of conflict associated with non-elderly residents with disabilities.335
In 1996, the University of Connecticut conducted a survey, at the request of the Connecticut legislature’s Select
Committee on Housing, to measure the extent of negative incidents in state-subsidized senior housing,
specifically to address the issue of mixed populations. The survey found that non-elderly residents with
disabilities were more likely to violate the terms of their lease, including engaging in disruptive behavior, not
paying rent, and failing to maintain the unit. However, it also found “little evidence to support the conclusion
that the majority of non-elderly disabled tenants pose management problems.”336 According to the analysis,
serious, recurrent problems involving younger disabled residents were concentrated in a small group of housing
authorities, but limitations of the data were acknowledged, including examining the issue from only the
management’s perspective and potential differences in categorizing and reporting negative incidents.337
Conflicts between non-elderly people with disabilities and seniors living in the same public housing projects have
been cited as a problem over the past several years, though the information often is anecdotal. In 2004, a survey
of PHAs in Connecticut was conducted in conjunction with a review of public health testimony. When PHA staff
members were asked to what extent, if any, such conflicts existed in their state-funded senior housing projects,
a majority indicated significant (23 percent) to moderate (41 percent) conflicts.338
In interviews and focus groups, PHA staff indicated that use of the designated housing rule helped to decrease
conflicts among residents and improve living environments. PHA staff cited a number of direct effects, including
reducing resident conflict, enabling residents with similar lifestyles and service needs to live together, and
providing senior residents with the choice of living in a senior-only setting.
Residents in focus groups expressed differing opinions about living in public housing designated for seniors only
or for mixed populations:
Senior-only housing is “nice and quiet … It's nice to have those people around, basically, your same age,
the same interests, or grew up, probably, in the same era that you did to share things with.” —Senior
resident
“You put me in a senior's building, have me thinking I'm going to the old folks’ home. So I like the [mixed
population].” —Senior resident
“What we have in [senior-only] housing is a commonality. Senior people are concerned with the same
things—health and health and health and health.” —Senior resident
“The first day that I came [to mixed-population housing] … I felt uncomfortable about seeing elderly and
just feeling judged by them. But as I came to meet people here, I felt more comfortable with living here,
and I am grateful to have housing here.” —Younger resident with disabilities
According to public housing administrators, the designated housing rule has been critical to decreasing unit
turnover by enabling PHAs to foster more cohesive social environments within buildings and to more effectively
and efficiently coordinate services for residents with similar needs. High rates of unit turnover can place a
substantial administrative and financial burden on PHAs, so these findings indicate that the rule is useful in
helping them manage their bottom line and achieve organizational goals.
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Public housing administrators who participated in focus groups described the designated housing rule as one
way to address the “tipping point” of the resident social environment that exists when mixing populations with
differing lifestyles. Two administrators described the tipping point:
“What you saw as the buildings became more [populated] with more disabled households, the range of
issues inside the buildings became completely unmanageable. And at some point, each building has a
tipping point … And then the property management issues become severe. Then what are you left with?
Eviction.”
“About there being a tipping point … you get to a point also where the social stability of the community
is itself a positive health reinforcement—particularly for seniors. That if they have a good community of
folks there who—for most of our folks, that's their social life as well as their living arrangement. They go
down to the community hall and have coffee, or they'll play bridge … But they're not going around all of
[the city]. They're not leaving the neighborhood most times … It's like a safety net for a lot of folks who
otherwise would not have any social outlet. And that's a really important piece for them. So when that
gets disrupted by, maybe a younger disabled resident, or an upheaval in the building, that's a really
significant issue.”
It should be noted that use of the designated housing rule for the sole purpose of addressing resident conflict
could be interpreted as a violation of the Fair Housing Act. The designation of a property must be tied to a
demonstrated need for affordable housing among the designated population through the Consolidated Plan or
through expected health, safety, and well-being improvements based on objective experience and facts.339 A
number of factors can influence the resident social environment, including management practices, coordination
of health and social services, and building security. (See Administration and financing of designated housing,
Page 76.)
Though limited in number, the GAO and Connecticut studies document the nature and relatively common
occurrence of resident conflict in public housing occupied by seniors and people with disabilities. Their findings
and the opinions shared in focus groups suggest that resident conflict, first assessed nearly 25 years ago,
remains an issue today. The evidence of social environment’s impact on health and quality of life, coupled with
the range of preferences residents expressed about living in public housing designated for seniors or mixed
populations, highlights the importance of housing choices and efforts to foster support networks and social
participation in designated public housing.

Housing design and accessibility
Accessibility features—elements that make housing safer and more responsive to users of all ages and abilities—
are important for reducing falls, supporting independent living, and promoting mobility and socialization, all of
which have implications for health and safety. Two main types of accessibility are relevant to public housing:
physical accessibility and program accessibility.
Physical accessibility is defined as a site, building, or other facility that “can be approached, entered, and used by
physically disabled people.”340 Physical accessibility features inside the home include, for example, grab bars in
bathrooms and wider doors and features within the development or neighborhood, such as elevators and
sidewalk ramps. Program accessibility “means that a program, when viewed in its entirety, is readily accessible
to and usable by people with disabilities.”341 This section focuses on physical accessibility features and aspects of
housing infrastructure. It describes the extent to which these features exist in affordable rental properties and
reviews the available evidence regarding the health implications of accessibility for low-income seniors and
people with disabilities.
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Making systematic accessibility improvements
The Greensboro, North Carolina, Housing Authority used
funding from an American Recovery and Reinvestment
Act grant, its own reserves, and capital improvement
dollars, to renovate the Stoneridge senior housing
community and to make its 50 two-story units more
accessible for residents with disabilities.† Three units were demolished and reconstructed as
wheelchair-accessible, single-story apartments. The remaining apartments had chair lifts installed on
stairways, electrical upgrades, and visual doorbell systems for hearing impaired residents.‡ A new,
accessible community building, constructed to Leadership in Energy and Environmental Design (LEED)
standards, provides space for offices and events. In 2012, the authority received a Building Healthy
Homes award from the Greensboro Housing Coalition’s Housing Summit for the construction and
renovation at Stoneridge.§
Greensboro, NC
Public Housing Units: 2,624
Housing Choice Vouchers: 3,242*

*

U.S. Department of Housing and Urban Development, “Housing Authority Profiles,” accessed May 28, 2015,
https://pic.hud.gov/pic/haprofiles/haprofilelist.asp.
†

Greensboro Housing Authority, “Stoneridge Upgrade Complete,” Community News (Winter 2012), accessed
March 10, 2015, http://www.gha-nc.org/files/pdf/about-us/publications/newsletters/Winter%202012.pdf;
Greensboro Housing Authority, “Greensboro Housing Authority Receives Building Healthy Homes Award,”
accessed March 10, 2015, http://www.gha-nc.org/files/pdf/stoneridge%20award.pdf.
‡

Council of Large Public Housing Authorities, pers. comm., Jan. 8, 2015; Greensboro Housing Authority (2012),
“Greensboro Housing Authority Receives Building Healthy Homes Award,” accessed March 9, 2015,
http://www.gha-nc.org/files/pdf/stoneridge%20award.pdf.
§

Greensboro Housing Authority, “Greensboro Housing Authority Receives Building Healthy Homes Award.”

Research question 1: To what extent does the current supply of adequate and accessible housing meet the
need among seniors and people with disabilities?
Federally funded new construction and federally financed housing undergoing substantial renovations must
comply with Section 504, which requires that 7 percent of the dwelling units meet accessibility standards (5
percent accessible to persons with mobility disabilities and 2 percent accessible to persons with hearing or visual
disabilities).342 Additionally, the ADA required all government housing to be accessible. The Fair Housing Act
requires that developments be designed and constructed to include certain features of accessible design, and
the Fair Housing Accessibility Guidelines serve as a form of technical assistance to help states, local
governments, and the housing industry comply with these requirements.343
These and other federal laws and policies prohibit housing discrimination against people with disabilities, which
includes having equal opportunity to use and enjoy a dwelling unit and public and common areas. (See Housing
discrimination and choice, Page 41.) However, most public housing was built before the passage of these laws
344
and was not constructed to be accessible to all. Therefore, many developments need modifications to meet
the Section 504 and ADA requirements.
Research suggests that public housing authorities have room to improve with regard to the accessibility of their
public housing properties. For example, a study conducted in 2008 that assessed physical accessibility of 14
developments concluded that many were not compliant with ADA requirements and called for better
enforcement.345
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Evidence suggests that newer construction—developments built in 1991 or later—may be more accessible: One
study of developments constructed between 1991 and 1997 reported high conformance with Fair Housing
Accessibility Guidelines.346
In general, most of the housing stock in the United States does not have optimal accessibility. One study
estimated that roughly 90 percent of the nation’s units are inaccessible to people with physical disabilities.347 A
HUD study of rental housing in Chicago found that one-third of advertised properties were inaccessible to
wheelchair users to even visit.348
Many U.S. households that have at least one member with a physical disability do not have the home
modifications needed to make their units safe and accessible. One study found that among households with
senior residents with a disability, less than half that need a ramp have one.349 It is projected that the proportion
of the population with a physical limitation will increase from 8.2 percent in 2000 to 11.6 percent in 2050, and
the percentage with a self-care limitation will rise from 2.9 percent to 4.6 percent over the same period.350
Residents in public housing who need accessible housing features can submit reasonable modification or
accommodation requests to their PHAs. Under the Fair Housing Act and Section 504, PHAs must make
“reasonable accommodations in rules, policies, practices, or services when such accommodations may be
necessary to afford a person with a disability the equal opportunity to use and enjoy a dwelling.”351 These can
include installing grab bars, lowering a peephole in a door, or allowing a service or support animal in a building
with a “no pets” policy.
Data from a large public housing authority from 2013 to 2014 provide examples of the types of accommodations
requested.352 The authority received 282 requests over a six-month period and approved 27 percent of them.
Eight percent were denied, probably because they were not deemed required based on an interpretation of fair
housing laws. The remainder included some that were pending further investigation (40 percent) and those that
were closed due to withdrawal of the request or an agreement reached with the tenant (25 percent). The most
commonly approved requests were for transfers to a more accessible unit (31 percent of requests and 35
percent of approvals). Housing authority staff indicated that these requests often were the result of a resident
no longer being able to climb stairs.
The data also show that nearly 1 in 3 requests received by the housing authority came from residents with
housing choice vouchers, living in HUD-subsidized units operated by private property owners. These findings
together with those from studies on the general housing stock summarized above suggest that privately owned
and operated properties may lack adequate accessibility for low-income households.
HUD has deployed an array of resources to support accessibility modifications and the creation of housing that is
free of barriers for residents with disabilities. These programs include:


HOPE VI and Choice Neighborhoods funding that PHAs can use to modernize and renovate public housing,
including improving accessibility features for seniors or people with disabilities.353



HUD’s Section 232 program, which provides mortgage insurance to facilitate the construction and
rehabilitation of assisted living and other health care facilities.354



Section 9 Capital Funds support that PHAs receive from HUD annually on the basis of a formula related to
the number of units they own and operate. These dollars can be used to retrofit, rehabilitate, or preserve
public housing, or for simple alterations to make the units accessible (e.g., installing grab bars).355 For fiscal
year 2014, Congress appropriated $1.875 billion for the Capital Fund.356 However, as previously noted, HUD
has indicated that this amount is insufficient to address the significant backlog of capital work in public
housing.357
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In focus groups and interviews, PHA property managers and other staff cited insufficient resources for capital
improvements and property modifications as the most common challenge to making properties accessible. Staff
from several authorities with older housing stock, particularly those with high-rise properties designated for
seniors and people with disabilities, highlighted this concern, which was captured by one participant, who said:
“I think you also have to look at the age of our housing stock. So the problem is being able to retrofit or to
renovate. The biggest problem is to find the capital funds to do the work … Even though a unit may be
considered an accessible unit, that does not mean they still have the room to get around in their unit in the
scooter or the wheelchair, because of the existing size and square footage of the unit … One of the greatest
challenges is to be able to renovate a building or a unit specifically in order to provide that space. There's just
no way to provide that space unless you would do something like reduce the number of units in the building
and then redo the whole building to take portions of another unit to expand other units. And then, again as I
said, where do you get the money to do that?”
Despite the limited capital funds, staff from housing authorities also indicated that when investments had been
made to retrofit or rehabilitate a property, they took advantage of these opportunities to improve the
accessibility of all units. One focus group participant explained the strategy this way:
“[Our properties] just went through a major rehab, and only the reasonable accommodation 504 units were
scheduled to have just the grab bars in the bathroom. Well, we had gone through a situation where someone
did fall, so we decided to place grab bars in all the units because you have that broad resident spec[trum] of
people that need them. So we put grab bars in all the units to help—you know, even if they didn't need them,
that they were there in case they did.”
Research question 2: How does inadequate or inaccessible housing affect the health and safety of these
populations?
Seniors and people with physical disabilities who live in public housing are vulnerable to unintentional injuries
and other environmental health risks related to the lack of accessibility features or safety equipment.358
Falls
Falls are the leading cause of unintentional injuries resulting in death for adults 65 or older in the United States,
with 21,649 documented in 2010.359 Nonfatal falls for adults 65 or older (totaling more than 2.4 million in 2012)
can result in serious harm, such as fractures, lacerations, or traumatic brain injuries that require acute medical
care or hospitalization and potential relocation to an assisted care facility.360 Evidence suggests that 20 to 30
percent of seniors who fall suffer moderate to severe injuries, such as lacerations, hip fractures, or head
trauma.361 Many people who fall also develop a fear of falling, even if they were not injured. This fear may lead
people to be less mobile or physically active, which in turn increases their risk of falling.362 Furthermore, seniors
age 75 or older who fall are four to five times more likely than those age 65 to 74 to be admitted to a long-term
care facility for a year or longer as a result of their injuries.363 Falls and related injuries can decrease mobility or
independent living and increase the risk of poor health.364
Fires and burns
Fires or burns resulting in death also are fairly common among seniors. In 2012, more than 26,000 seniors age
65 or older suffered nonfatal burn injuries.365 Burns also accounted for 2.6 percent of deaths among this age
group.366 Furthermore, research demonstrates racial and ethnic disparities in burn-related deaths among
seniors: One study found that compared with non-Hispanic whites, Native American and African American
people older than 55 had up to three times the risk of death from fires and burns. The study suggests that poor
housing quality among nonwhite households could explain some of the difference.367
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Accessibility features and universal design
The design of housing developments and residential environments can reduce the risk of injury or death,
improve public safety, and help residents maintain independence. Universal design—the creation of
environments that promote access to the home for all persons regardless of age or ability—suggests
modifications that can help residents maintain independence and reduce the risk of injury or death.368 For
example, falls and related unintentional injuries can be prevented by making certain modifications to housing
units and residential common areas, including reducing tripping hazards, adding grab bars inside and outside
tubs and showers and next to toilets, adding railings on both sides of stairways, and improving lighting.369 The
risk of burns can be reduced by installing anti-scald valves on shower and tub faucets and by installing induction
cooktops in kitchens.370
To maintain independence, seniors and people with disabilities may require accessibility features, such as lever
door handles, ramps, wider doorways to accommodate wheelchairs, nonslip floor surfaces, bathroom aids such
as roll-in/walk-in showers with handheld showerheads, and open work counters in kitchens and other areas that
allow for use in wheelchairs or while seated.371 Many developments designated for seniors and people with
disabilities are high-rise buildings and need to have adequate wheelchair-accessible elevators.
In focus groups, many designated housing residents expressed concerns about the accessibility of their units and
housing developments. Several mentioned the challenges for people with mobility limitations in high-rise
buildings who could not easily access their apartments due to inadequate space in hallways and elevators for
wheelchairs or scooters. Residents also noted that narrow hallways limited access for visitors reliant on
wheelchairs and for emergency responders with medical equipment. Two residents captured these
perspectives:
“We have younger people here with disabilities and some of them are in wheelchairs or electric chairs. I could
really, really feel for them, because we have two elevators. And the residents that are here right now have
troubles and problems with their scooters. And the elevators [are] all filled up, and then they have to wait.
‘Oh, I'm still waiting. I've been waiting.’ ” —Senior resident, mixed-population building
“When they build the buildings … make sure that they have the hallways big enough and the elevators big
enough and the floors tall enough that you can get your furniture in. There's apartments here, the
paramedics can't even get around the corners to get you if you fall down in the kitchen or the living room.
They have to drag you out and load you up in the hallway.” —Senior resident, senior-only building
Some residents mentioned that even when they had accessibility features in their units, the design and
placement of these features were not always appropriate for their needs. Many designated housing residents
also expressed concerns that substantial building renovations can cause displacement, disruption, and stress,
and they suggested that PHAs could improve their communication with residents regarding timeframes and
policies throughout construction.
Public safety and community space
The design of buildings also can improve public safety. Aspects of environmental design that can aid in crime
prevention include visibility from the street, landscaping or fences that direct visitors to appropriate entrances
and away from private areas, and maintenance of the structure.372
Community infrastructure within a public housing development also is an important consideration. For example,
common space can foster connections and physical activity. Focus groups and interviews with public housing
authority staff and residents revealed that, for residents with limited mobility, common areas may be the most
accessible spaces they have for recreation and socialization, even in neighborhoods with parks or community
centers. Residents also said that these common spaces provide a neutral and safe place to get to know other
residents in the building. Evidence shows that designating community space for meaningful use, such as a
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community garden or library, can create opportunities for increased physical and mental well-being, allowing
residents to develop or enhance social networks and share information.373

Neighborhood characteristics
Characteristics of the neighborhood environment—such as transportation access, levels of racial and economic
segregation, and crime rates—can be important to the health of seniors and people with disabilities. This section
reviews the available evidence regarding the relationships between neighborhood characteristics and health
outcomes such as physical activity, chronic disease, mental health, and mortality. It also presents data on the
neighborhoods surrounding designated public housing properties. Although PHAs do not have control over the
characteristics of the neighborhoods surrounding existing public housing properties, using readily available data
regarding neighborhood characteristics could help PHAs connect residents to local resources and services and
select properties for designation.
Research question 1: How do neighborhood characteristics in the built environment affect the health and
social inclusion of seniors and people with disabilities?
Built environment characteristics, such as access to affordable transportation and healthy foods as well as
neighborhood walkability and accessibility, can be important to the health of seniors and people with
disabilities. Low-income senior and disabled public housing residents often have limited mobility and lowincome households are less likely to own a private vehicle compared with those with higher incomes.374
Affordable public transportation plays an important role in accessing medical providers, grocery stores, jobs, and
banks and, thus, affects health outcomes that stem from employment, income, preventive health care, and
access to healthy foods.
The health benefits of physical activity, such as walking, include reduced morbidity and mortality and improved
mental health.375 Research suggests that walking for exercise or transport is more likely when seniors live in
pedestrian-friendly neighborhoods, such as those with intact, level sidewalks, clearly marked crosswalks,
convenient amenities (especially transit, commercial areas, and parks), a high density of street intersections,
housing and population density, pleasant scenery, safety from traffic, and adequate lighting.376 One study found
that older adults who are physically active outdoors accumulate significantly more minutes of moderate-tovigorous exercise compared with those engaging in indoor-only activities.377
Neighborhood characteristics also can influence physical activity for people with disabilities. One study of active
living among people with physical disabilities found that people who live in neighborhoods with more highquality walking surfaces (i.e., surface of path, topography), adaptive signage and accessible intersections (e.g.,
auditory signals at crosswalks, sufficient time to cross), and higher density of destinations were more likely to
report involvement in leisure-time physical activity.378 In focus groups and interviews, some public housing
residents described how the convenience of neighborhood characteristics such as grocery stores or green space
helped to support walking and physical activity:
“It's convenient to the supermarkets, shopping, the grounds are nice for walking. And we have a park across
the street and a children's playground right over there. And, so, I like the neighborhood and the building.” —
Resident, mixed-population building
By the same token, research suggests that poor infrastructure quality can lessen the benefits of compact
neighborhoods. Issues such as uneven, heaved, or missing sidewalks; insufficient street lights; limited safety and
security; a lack of access to public transportation; and inadequate neighborhood amenities, such as seating,
railings, handrails, and ramps, can curb seniors’ physical activity in their neighborhoods.379 These factors also
have been associated with increased likelihood of being overweight among older adults.380 Similarly, a study that
investigated environmental factors affecting people with physical or visual impairments in urban neighborhoods
found that many reported barriers to physical activity, including inadequate maintenance of basic facilities and
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accommodations (e.g., sidewalk pavement and curb cuts) and puddles or poor drainage.381 However, another
study found that street and sidewalk conditions had no effect on mobility among adults with only mild
impairment. Only those with more severe impairment reported difficulty walking where streets were in very
poor or only fair condition.382
Elements of the physical environment and transportation systems also may facilitate seniors’ connections with
their community, which are important to health. For example, one study found that older adults living in
neighborhoods with adequate accessible parking had higher engagement in several social and work activities.383
Additionally, proximity to public transportation was associated with the ability to participate in social, leisure,
and work activities, and with the ability to perform everyday tasks such as shopping or travel to
appointments.384
Neighborhood access to healthy food may affect the ability of seniors to maintain cardiovascular health and
optimal weight. For example, a national study of older women found that those who lived in neighborhoods
with a greater availability of grocery stores and supermarkets were less likely to be overweight or obese
compared with those who had fewer grocery stores and supermarkets in their neighborhoods.385 Women who
lived in neighborhoods with greater access to fast-food restaurants were more likely to be overweight or obese
compared with those who had less fast food nearby.
In focus groups and interviews, PHA staff and residents highlighted the importance of neighborhood
characteristics in maintaining or promoting the health of residents. Many participants described the challenges
they face in accessing healthy foods and other essential goods and services:
“When the government, whoever, decide where they're going to build the buildings or the land that they
choose, it's nice to take into consideration how far it is from your major hospitals. Is it near bus lines?
Because one of the biggest problems we have is getting to and from the doctor, to and from the store, for
those that don't drive and can't walk. It's horrible. There's five places within a 4.5-mile radius that will give
out free food. But unless you have a car or a way to get there, you cannot get it. And that's a big, big
problem.” —Resident, senior-only building
“There's still not really a grocery store close. They opened up a small market, but still a good six, seven, eight
blocks away. So [residents] would have to walk to that. So you know, they're shopping a lot at the 7-11, the
little convenience stores that are just a couple blocks away because they don't really have access
immediately to fresh food and stuff like that.” —PHA property manager
Research question 2: How does neighborhood access to medical care or clinics affect the health of seniors or
people with disabilities?
Neighborhood access to medical care, especially services within walking distance, is important to low-income
seniors and people with disabilities, many of whom have social or medical needs and limited mobility. Research
shows that people with disabilities face particularly substantial challenges in accessing medical care due to
mobility limitations, and use medical care resources much more intensively than people without disabilities.386
For low-income seniors, having fewer financial resources can limit transportation options, which in turn
decreases access to medical care.387 A study of senior Seattle Housing Authority residents living in poverty found
that although more than 90 percent of the residents knew where to go to access care, nearly 46 percent
reported problems obtaining care due to lack of money to pay for medical services or lack of private health
insurance (22 percent), inadequate transportation options (10 percent), or needing to travel great distances (10
percent).388
In focus groups, several public housing residents mentioned the challenges they and their neighbors face in
accessing medical care because of a lack of transportation or the high cost of transportation:
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“I was taken to the hospital by ambulance; I had to walk back home. Everybody in my family was working;
they were busy, I couldn't get ahold of them. I just had to walk.” —Resident, mixed-population building
“But it does take some excess money that some residents maybe [do] not have, like our Access-A-Ride or our
RTD shopping bus that we get. It still takes an extra couple of dollars, not too much to other folks, but for
those that are on limited income to have that, $2.50, $3 one-way to get to a facility to get your therapy in
the water pool. That's $6 a day when you need that therapy … three times a week … or more.” —Resident,
senior-only building
Neighborhood racial and economic segregation has been associated with disparities in access to and quality of
medical care, including fewer physician visits, lower supply of specialists, and reduced odds of receiving
appropriate care for chronic conditions such as cancer.389 These disparities are related to the geographic
distribution of medical providers and to providers’ participation in Medicaid and Medicare and willingness to
accept uninsured patients.390
Federally Qualified Health Centers (FQHC) offer a safety net, providing primary medical care to low-income
populations in the United States and addressing disparities in access to medical care. They serve nearly 1 in 4
low-income Americans, with 90 percent of patients living below 200 percent of the federal poverty level.
Seventy-five percent of FQHC patients are uninsured or on Medicaid.391 An analysis of county-level demographic
data and health center data between 2000 and 2007 suggests that counties with higher percentages of lowincome and racial and ethnic minority residents are more likely to have an FQHC.392

Creating ‘senior campuses’ to provide continuity in housing and services
Recognizing that seniors’ housing and service needs change as they age, several public housing authorities have
worked with local partners to develop “senior campuses,” where residents can remain in their communities
even as their health care and support requirements intensify.
In partnership with nonprofit providers, the Seattle Housing
Authority’s NewHolly neighborhood is home to a 318-unit Elder
Village where senior residents live near neighborhood resources,
including grocery stores, transit options, and community spaces.†
The village’s three properties—Esperanza Apartments, Park
Place, and Peter Claver House—provide housing options and services to support aging seniors. Esperanza
Apartments has 84 wheelchair-accessible one-bedroom apartments available for low-income seniors and
people age 55 or older with disabilities that are made affordable through the Low-Income Housing Tax Credit
(LIHTC) program.‡ When residents’ service needs increase, nearby Park Place (a 154-unit building licensed by
the state) offers assisted living and community resources for persons 62 or older.§ Services are available even
to extremely low-income seniors through a combination of 126 Seattle Housing Authority project-based
Housing Choice Vouchers and through Community Options Program Entry System, a Washington state
Medicaid program designed to provide nursing-home-level care to seniors in their homes or in communityliving environments. A federal Section 202 grant funded construction of Peter Claver House, which is now
owned and managed by Providence Health and Services. Service coordinators help low-income senior residents
in the 80-unit building identify and access the local resources and community-based services they need to
remain healthy and independent. These units provide another housing resource for low-income seniors in
addition to several senior-only designated public housing properties.
Seattle, WA
Public Housing Units: 6,153
Housing Choice Vouchers: 10,427*
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The Housing Authority of the City of Milwaukee used LIHTC funds
Milwaukee, WI
to establish a 37-unit senior public housing property called Olga
Public Housing Units: 3,871
Village on the United Community Center campus.# The campus
||
Housing Choice Vouchers: 6,200
predominantly serves Hispanic seniors because of its bilingual
and culturally relevant programs, and allows for continuity of
services even as seniors’ needs change.** The campus includes a senior center that provides a number of
different services and activities, including meals seven days a week, physical therapy, and social activities. As
their needs intensify, seniors can use the on-site adult day care program while maintaining a familiar routine
and benefiting from social networks they developed through the senior center. A FQHC satellite clinic on the
campus specializes in geriatric care and helps seniors receive necessary medical care.
*

Seattle Housing Authority, pers. comm., April 20, 2015; U.S. Department of Housing and Urban Development, “Housing
Authority Profiles,” accessed May 28, 2015, https://pic.hud.gov/pic/haprofiles/haprofilelist.asp.
†

Seattle Housing Authority, “Elder Village,” accessed March 9, 2015,
http://www.seattlehousing.org/redevelopment/newholly/elder/.
‡

Seattle Housing Authority, pers. comm., April 20, 2015.

§

Seattle Housing Authority, “Elder Village.”

||

U.S. Department of Housing and Urban Development, “Housing Authority Profiles.”

#

Housing Authority of the City of Milwaukee, Financial Statements, Milwaukee, 2013, accessed May 28, 2015,
http://www.hacm.org/agency%20plan%20and%20annual%20reports/Financial%20Statements/HACM_%202012_Financial
_Statement-Final.pdf.
**

United Community Center, accessed May 28, 2015, http://www.unitedcc.org.

Research question 3: How does neighborhood affordability or segregation affect the health of seniors or
people with disabilities?
Racial and economic segregation is a well-documented predictor of health disparities for racial and ethnic
minority populations.393 Residential segregation tends to restrict access to educational and employment
opportunities, healthy foods, medical care, and other health-promoting resources.394 These neighborhoods also
may have high levels of violence or crime rates.395
Racial segregation has been linked to a number of negative health effects, such as poor general or mental
health, adverse pregnancy outcomes, and increased rates of chronic disease and mortality.396 Likewise, an
analysis of death certificate data across Boston from 1999 to 2001 estimated that the incidence of premature
mortality was 1.39 times higher among those living in neighborhoods where more than 20 percent of residents
lived in poverty compared with those where less than 5 percent of residents were poor.397
Neighborhood segregation and economic conditions also have been shown to affect mental health and cognitive
function. For example, life satisfaction and psychological distress have been linked to economic segregation,
particularly for adults who experienced discrimination.398 Research indicates that cognitive functional declines
are an important marker of health among aging populations, because they are an important contributor to
institutionalization and can be a precursor to severe dementia or Alzheimer’s or cause major impairment.399
Research suggests that individuals living in poverty and in high-poverty neighborhoods are at elevated risk of
declining cognitive function, because the negative effects of being poor may be compounded by the impact of
neighborhood-level poverty.400
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However, not all research supports these conclusions. Some studies have found protective health effects from
neighborhood segregation through increased social capital, while others suggest that the effect of racial
segregation on health may be mediated through individual characteristics.401 For example, analysis of data from
the national Health and Retirement Study and the U.S. Census found that, although individuals living in
moderately and highly racially segregated neighborhoods were more likely to experience death or a major
decline in health during the study period, after accounting for socioeconomic status, the effect of segregation
was severely reduced.402
Yet, in focus groups, some public housing residents seemed to echo the concerns around neighborhood
segregation when they expressed the importance of living in socially and economically diverse communities. For
example, one resident stated:
“I'm glad that we're in this building, this neighborhood, because unlike the other ones that are stuck in the
poor neighborhoods. At least because if we're poor, we're integrated socially, economically, with other
groups.” —Resident, mixed-population building
Many residents and PHA staff also spoke about the impact of changes in the neighborhood residents
surrounding public housing buildings. Several tenants expressed concern that an influx of higher-income
occupants into their neighborhood was resulting in increased isolation and loss of community for public housing
residents. One resident said:
“The people who come here now are settlers. They're not interested in us. We're like another species. So
there's no integration. And the people who, they may be creating a new community of their own, but we
don't know anything about it…. Now we have to replace what used to happen organically with all these
attempts to deliver services. Before, half of those services were simply provided by the community, by the
families themselves…. You can't get rid of class prejudice. People aren't even aware of it. When you walk
down the street and people just walk through you like you're not there, there's nothing you can do about
that. You can't educate rich people or scientists or something to suddenly start fraternizing with retired
public works people or something like that. Ain't gonna happen.” —Resident, family building and resident
leader of a jurisdiction-wide tenant organization
Some property managers and service coordinators expressed that although the changing neighborhood
composition around their properties presented challenges, staff had worked with neighborhood associations
and local businesses to establish partnerships that could benefit public housing residents and create stronger
connections with the broader neighborhood. Staff noted that developing these partnerships will take time and
suggested that HUD could use guidance or funding opportunities to help resident groups build connections with
local neighborhood associations. The following conversation between two staff members highlights these
perspectives:
“I mean, you have this growing neighborhood around, but then you have this huge building in the middle,
and they're not really a part of that neighborhood ... [local church groups] were coming into the
[neighborhood association] meetings in our building and noticing that none of residents were participating in
that meeting. So, that was really awesome on their parts that they noticed that.… And just working together
we were able to go out in the community and kind of just bridge that gap to like, hey, these are your
neighbors and let's get to know each other. Because it is, I think, looked at as like public housing. They don't
realize it's elderly disabled; they think it's just public housing—people who don't have enough money they
shouldn't be in this neighborhood. It was hard at first.” —Housing authority staff member
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“Although our residents are beginning to participate more in the neighborhood association meetings, they
see themselves at odds with the neighborhood association—not being part of the neighborhood. And I think
that's going to take more time to break that down so that they see themselves as part of the larger
community, rather than a microcosm of a community inside of a neighborhood.” —Housing authority staff
member
Research question 4: What are the neighborhood characteristics surrounding senior-only and mixedpopulation public housing properties, and do they differ for PHAs with active designated housing plans?
As previously described, after the 1996 passage of the Housing Opportunity Program Extension Act, housing
authorities with mixed-population properties were not required to submit designated housing plans if they
intended to continue making those properties available to both populations. Additionally, some authorities may
have properties that predominately house a mixture of seniors and people with disabilities because of
preference or occupancy policies.
Using the estimated number of public housing properties that house predominantly seniors or predominantly a
mixed population, this assessment compared the neighborhood conditions of senior-only properties among
PHAs with active designated housing plans to senior-only properties among PHAs without active plans, and
mixed-population or disabled properties among PHAs with and without active designated housing plans. 403 The
purpose of this analysis is to compare the neighborhood conditions of average senior and disabled households
living in PHAs with and without active plans.404
As discussed earlier, PHAs that use the designated housing rule typically own or manage more units than those
that do not and are located across the country in large metropolitan areas with high poverty rates. Therefore,
neighborhood characteristics of PHAs with designated housing may reflect characteristics common to large
metropolitan and high-poverty areas. Nevertheless, this analysis provides useful information on the
neighborhood context of designated housing residents.
Results indicate that compared with those not using the rule, PHAs using the designated housing rule generally
are located in denser, more diverse, higher-poverty, urban neighborhoods (see Figure 5).405 For example:


The average senior household lives in a neighborhood that is 46 percent nonwhite or Hispanic if their PHA
has an active designated housing plan versus 32 percent if their PHA does not have an active plan. Even
when controlling for county-level characteristics, senior households in PHAs with active plans also are more
likely to be in neighborhoods that are denser, more diverse, and have higher poverty rates. The findings are
similar for average disabled households.



The data suggest that average senior and disabled households in PHAs with active designated housing plans
live in neighborhoods where 28 percent of households are extremely low income, compared with 18
percent in PHAs without active plans.



On average, 4 percent of senior and disabled households in PHAs with active plans live in racially/ethnically
concentrated areas of poverty, compared with 2 percent in PHAs without active plans.406
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Figure 5
Senior and Disabled Households in PHAs That Use the Designated Housing Rule Tend to Live in More
Diverse, Higher-Poverty Neighborhoods
Community characteristics, by household type and PHA type

Sources: Data from Census 2010; American Community Survey 2008-12.
© 2015 The Pew Charitable Trusts

The results also suggest that senior-only, mixed-population, and disabled-only properties of PHAs with active
designated housing plans generally are located in neighborhoods that provide access to more transit-friendly
jobs and that have a more pedestrian-friendly environment compared with similar properties in PHAs without
active plans. For example:


The neighborhoods of senior and disabled households in PHAs with active plans provide at least 2.6 times
more jobs that can be reached via transit compared with those of households in PHAs without active
plans.407



Neighborhoods of senior and disabled households in PHAs with designated housing plans also provide
access to 32 pedestrian-oriented street intersections per square mile, compared with 21 among PHAs
without active plans. However, the neighborhoods of these households in PHAs with active plans also have a
lower labor market engagement index—a summary description of the relative intensity of labor market
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engagement and human capital in a given neighborhood—compared with the neighborhoods of those in
PHAs without active plans.
Table 6 provides a summary of the analysis and findings for seven neighborhood indicators considered.

Table 6
Senior and Disabled Households in PHAs with Active Designated Housing Plans Live in
Neighborhoods with More Transit-Friendly Jobs and Pedestrian-Friendly Intersections Than Those in
PHAs Without Plans
Neighborhood environments, by household type and PHA type
Senior households
Absolute
Indicator

Disabled households

Relative to county

Absolute

Relative to county

PHAs
with
active
plans

PHAs
without
active
plans

PHAs
with
active
plans

PHAs
without
active
plans

PHAs
with
active
plans

PHAs
without
active
plans

PHAs
with
active
plans

PHAs
without
active
plans

Percentage nonwhite
or Hispanic

46.4

31.6

1.48

1.30

46.2

31.7

1.47

1.30

Percentage population
in poverty

25.7

22.1

1.83

1.42

25.8

22.2

1.84

1.43

Percentage extremely
low-income

27.6

17.8

2.11

1.46

27.9

17.9

2.14

1.46

Percentage
RCAPs/ECAPs

3.7

1.5

-

-

4.4

1.6

-

-

Labor market
engagement index

-1.3

-0.7

-

-

-1.3

-0.7

-

-

Transit-friendly jobs

0.0016

0.0006

-

-

0.0015

0.0006

-

-

Pedestrian road
†
intersection density

32.3

20.7

1.75

1.79

32.1

20.6

1.73

1.79

*

Sources: Data from Census 2010, American Community Survey 2008-2012, EPA Smart Locator Database 2013,
Comprehensive Housing Affordability Strategy 2006-2010, HUD Affirmatively Furthering Fair Housing Draft Data
Documentation
Notes: Differences between comparison groups for each indicator are statistically significant (p-value < 0.05), with the
exception of comparisons for pedestrian road intersection density.
*

Proportion of jobs that can be reached via transit in the Core Based Statistical Area (CBSA), defined as the total jobs
reachable within a 45-minute transit and walking commute as a proportion of total CBSA employment access
†
Intersections per square mile.
© 2015 The Pew Charitable Trusts
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Neighborhood indicators related to crime and access to health clinics could not be included in the public housing
property-level analysis, because those data are available only at the county level. However, analysis of countylevel data suggests that PHAs with designated units are located in counties with higher crime rates, as shown in
Figure 6. The median county-level violent crime rate among PHAs with designated housing plans is 163 per
100,000 residents versus 107 for PHAs without plans. The property crime rate also is higher, at 590 and 437
incidents per 100,000 residents for PHAs with and without a designated housing plan, respectively.
Neighborhood crime rates and fear of crime have been associated with a number of negative health outcomes,
including poorer mental health, reduced physical functioning, and poorer self-rated quality of life through
pathways such as physical inactivity, stress and behavioral health, violence, and economic distress.408 Z

Figure 6
Violent and Property Crime Rates Are Higher in Counties with PHAs That Have Active Designated
Housing Plans
Violent and property crime per 100,000 residents by PHA type

Source: Data from HUD Geospatial Data and Map Services: Assisted Housing Properties, FBI Uniform Crime Reporting
Program Data.
© 2015 The Pew Charitable Trusts

In focus groups, several public housing residents described high rates of criminal activity, including drug sales,
occurring in the neighborhoods surrounding their buildings. They also expressed how neighborhood crime can
infiltrate public housing buildings and affect residents’ health and sense of safety:
“…There's a lot of violence, a lot of domestic violence, a lot of that, a lot of illegal prostitution and thievery
and establishment crime and rape and all kinds of offenses that go along with alcohol being so close. Two big
liquor stores are where they can go, and then they get drunk. And then, if they're still angry, they go home
and get violent with their families.” —Resident, senior-only building
“[Health impacts are] also stress-related. At one point, there was a time where there were some women
who would stay down here all night. We'd watch TV. We'd fall asleep. It was just that sense of community.
And now I'm no longer foolhardy like that. I used to feel like this is my house, I'm going to be wherever I want
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to be. That would be foolhardy now because of this traffic and the kinds of traffic that is coming in [to the
building].” —Resident, mixed-population building
PHAs with active designated housing plans also appear to be closer to affordable health services, such as
community health centers (CHCs). Ninety-two percent of these PHAs are located in counties with a CHC,
compared with 65 percent of PHAs without designated units (see Figure 7). The median number of CHCs in
counties with designated units is nine, more than eight times that of counties without designated units.409

Figure 7
Access to Affordable Health Services Is Higher in Counties with PHAs That Have Active Designated
Housing Plans

Percentage of PHAs

Proximity to community health centers by PHA type
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Source: Data from HUD Geospatial Data and Map Services: Assisted Housing Properties, U.S. Department of Health and
Human Services, Health Resources and Services Administration Data Warehouse.

Additional analyses were conducted to examine potential differences in the neighborhood characteristics of
properties within a given PHA’s portfolio. These comparisons should be interpreted with caution due to the
small sample size. Although the initial findings suggest meaningful variation in neighborhood characteristics
across PHA properties, additional research and ongoing monitoring are needed to further examine the
significance of these potential differences.
The initial findings indicate that mixed or disabled properties may be located in neighborhoods with a higher
percentage of nonwhite or Hispanic residents, higher poverty, and a lower labor market engagement index
compared with predominantly senior-only properties in the same PHA. For example, initial findings suggest that
among PHAs with active designated housing plans:


The average household in a mixed or disabled property probably lives in a neighborhood that is 60 percent
nonwhite or Hispanic and where 31 percent of the population lives in poverty.



The average senior household in a senior-only building probably lives in a neighborhood that is 56 percent
nonwhite or Hispanic and where 27 percent of the population lives in poverty.



On average, households in mixed or disabled properties may be as much as 20 times more likely to live in a
RCAP/ECAP compared with households in a senior-only property.
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The average household in a mixed or disabled property may live in a neighborhood with 36 pedestrianoriented street intersections per square mile, compared with 32 pedestrian-oriented intersections in
neighborhoods of senior households living in a senior-only building.

Additionally, the data suggest that households in senior-only properties in PHAs with active designated housing
plans may live in neighborhoods with lower percentages of nonwhite or Hispanic residents, lower poverty rates,
and a higher labor market engagement index compared with senior households in other PHA-owned properties.
Compared with those in non-senior-only properties in the same PHA, the average senior household in a senioronly property is in a neighborhood where:


The population is 4.5 percent less nonwhite or Hispanic.



Poverty rates are 1.3 percent lower.



The percentage of extremely low-income households is 2.1 percent lower.



There are 5.3 more pedestrian-oriented street intersections per square mile.

Conversely, the average senior or disabled household in a predominantly mixed or disabled building within a
PHA with an active plan may live in a neighborhood with a greater share of nonwhite or Hispanic residents,
higher poverty rates, and a lower labor market engagement index versus comparable households in other PHAowned properties. Compared with those that do not live in mixed or disabled properties, the average senior or
disabled household in a mixed or disabled property in the same PHA may live in a neighborhood where:


The population is 5 percent more nonwhite or Hispanic.



Poverty rates are 2.9 percent higher.



The percentage of extremely low-income households is 3.9 percent higher.



There are seven more pedestrian-oriented street intersections per square mile.

These findings suggest differences among the neighborhoods surrounding predominantly mixed or disabled
properties compared with senior-only properties as well as with other property types within the same PHA.
However, as previously stated, these data should be interpreted with caution.
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Administration and financing of designated housing
One of HUD’s goals in making changes to the designated housing rule is to clarify and streamline the procedures
by which PHAs designate housing for seniors and people with disabilities. This section highlights the benefits and
challenges for PHAs using the rule, and discusses how the rule intersects with trends in public housing financing
and administration.
Research question 1: What are the current administrative benefits for PHAs using the designated housing
rule?
In focus groups and interviews, PHA staff and residents described several administrative benefits of using the
designated housing rule, including reduced conflicts within buildings, more efficient coordination of services for
residents, decreased unit turnover, choice in living environments for seniors, and increased access to affordable
housing. As previously discussed, PHA staff indicated that use of the rule, particularly to create senior-only
housing, has effects on the resident social environment, such as enabling PHAs to foster cohesive communities
and to attend to service coordination needs that promote community health.
Many PHA leaders, resident service coordinators (RSCs), and property managers described challenges they face
in managing and supporting buildings with a mixed population of seniors and people with disabilities. Staff
identified lifestyle differences between the two populations as a major source of conflict, resulting in fear and
stress. For example, staff explained that younger residents typically are more active, stay up later, and have
more visitors compared with seniors. As one PHA leader said, “They may not be really doing anything wrong, but
it makes the senior feel uncomfortable and therefore unsafe.” This perspective is supported by other studies
that have examined PHAs’ administrative or managerial challenges with properties housing seniors and people
with disabilities.410
Staff conveyed that mixed-population buildings can complicate their efforts to provide necessary services and
supportive environments for different resident groups and to support seniors in aging in place and can increase
isolation among seniors. Both staff and residents provided examples of seniors moving out of mixed-population
buildings due to conflicts with younger residents with disabilities. Some PHA staff and property managers
indicated that even a slight increase in the share of younger disabled residents within mixed-population
buildings can cause an exponential growth in management needs. Staff also stated that the diversity and range
of needs in a mixed-population building present a substantial challenge to managing the building and effectively
serving residents. Some residents echoed this concern:
“If a residential property is geared in one direction, the manager doesn't have to deal with a bunch of
disrelated problems, but related problems mean that a solution will benefit more than one resident,
regardless of where the complaint or problem comes from. Whereas in a mixed community, the manager has
lord knows how many different issues going on at one time, and any one solution may be only a solution for
one resident.” —Resident, senior-only building
In keeping with these sentiments, many RSCs and property managers stated that they preferred working in or
managing senior-only buildings. However, staff also identified the benefits of the social environment within
mixed-population buildings, specifically, the opportunities for intergenerational learning and support. Other
RSCs said that seniors should have a choice in their living environment by providing some senior-only property
options within a PHA, but they did not favor the establishment of exclusively senior-only properties nor did they
express a preference for working in or managing senior-only buildings.
Some PHA staff and leaders described financial benefits derived from operating senior-only properties.
Specifically, they said that seniors often have a fixed, but predictable, income that enables timely rent payments
and that senior-only properties tend to have lower unit management and turnover costs compared with all
other property types because there is less wear and tear on the property.
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In discussing designated housing plans in relation to market forces for affordable housing development, PHA
staff highlighted the fact that private sector investors who partner in public housing redevelopment are making
an investment of 15 or more years and look strongly at the market need. Staff emphasized that approval of a
designated housing plan for units within a mixed-finance development, particularly for senior-only housing, can
help PHAs secure investors and optimal pricing. However, they explained that investors are less comfortable
with mixed-population housing because the population served, the property management strategies, and the
asset management strategies are much less defined than they are for senior-only housing. Staff also described
challenges faced in mixed-finance redevelopment due to differences between the HUD and Internal Revenue
Service (which oversees the LIHTC program) definitions of seniors and differences between PHAs’ and LIHTC
investors’ screening and eligibility criteria.
PHA staff, leadership, and community partners also said that the designated housing rule helped them to
provide seniors with a choice in living environments and to preserve a housing market that attracts seniors.
Some staff indicated that before the rule’s development in 1994, some seniors in their jurisdiction would not
apply for or move into mixed-population properties, and that the rule enabled them to provide those people
with the opportunity to live in a senior-only environment. PHA staff said providing choices in living environments
also helped with PHA finances and administration. Specifically, they noted that before the rule’s development,
they had many vacancies due to resident conflict; with the use of the rule, they can fill units more quickly and
maintain a steady revenue stream. Several staff and leaders addressed this issue:
“But I believe that seniors have a right to say, ‘I’m going to live in a retirement community. I have lived with
young people my whole life, and I don't want to do that anymore. I want to live in a retirement community,’
like a person with means can make that decision. So I think that the designated housing rule offers people
choices about how they can successfully live. For some people, it makes absolutely no difference whatsoever
as long as they're living in a safe, clean, well-run, connected place, it doesn't matter to them at all. But for
other people, it matters a great deal.” —PHA partner organization staff
“The other thing is that by being able to designate some buildings for seniors, we have really decreased a lot
of those issues that we had with a lot of mixing of younger populations with older populations. And so, for
seniors who don't mind being in a building with a mix of population[s], they can select a mixed building. And
for those seniors who really want a senior environment, they can select a senior-only building. So that's kind
of decreased a lot of those issues that we used to have with mixing of the buildings.” —PHA leadership
Some staff said that by designating senior-only and mixed properties, the rule helped increase access to
affordable housing for both populations because it enables seniors and people with disabilities to move through
waiting lists more quickly than if they were on lists with all individuals seeking housing.
Research question 2: What strategies have PHAs employed to address public housing administration and
management issues in the context of the designated housing rule?
PHA staff and residents mentioned several administrative strategies that can promote the managerial benefits
and reduce the challenges of designated housing, and thereby improve residents’ quality of life. The approaches
include communicating with residents regarding building composition and admission preferences, encouraging
resident organizing, supporting resident and staff training, strengthening public safety programs, developing
working relationships with RSCs to meet service needs and to foster community engagement, and employing
certain management practices regarding application screening and evictions.
Interviews and focus groups revealed several factors that can influence the social environment and highlighted
many tools, in addition to designating housing, that PHAs can employ to reduce conflict. For example, residents
expressed frustration with the ways housing administrators described and marketed properties, and they
suggested that PHAs could improve their communication regarding building composition, preference structures,
and changes in building designations (e.g., from senior-only to mixed). As one resident stated:
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“You folks need to tell people when they move in here, what the priority of who lives in this building. So what
is the percentage of the priority of people that are living here. So they don't come in here thinking this is just
for senior citizens. They're misled and that's not proper.” —Resident, mixed-population building
PHA staff and community partners identified public safety as a platform for cultivating a positive social
environment within buildings. Partner organizations providing social services stated that, first and foremost,
residents must feel safe within their buildings in order for any other resident programming or activities to be
effective. Staff and partners discussed the importance of building security and public housing public safety
departments in creating a safe environment for residents.
Staff, property managers, RSCs, and tenants all highlighted how resident organizations (ROs) and residents
themselves are key assets in helping to create and preserve a building’s social environment. Tenants expressed
that trust between ROs and property managers is critical to building a sense of community. A member of the
PHA leadership addressed this point:
“Our resources and [service provider name] resources, can only get spread so thin…. We only have so much
that we can take on. And so, we have to look at the assets of our residents to help us, in terms of helping to
stretch those resources because our residents…. You know, we can’t take on the role of an activities
coordinator, but the residents can help to take on those roles. They are assets to our buildings, and so we use
them as other resources.” —PHA leader
PHA staff, residents, and community partner organizations all identified staff and resident training as an
important tool in fostering community and social cohesion within public housing properties. For example, the
Housing Authority of the City of Milwaukee partners with SET Ministry staff who serve as RSCs and are trained in
using a trauma-informed care model.411 PHA staff provided examples of their efforts to support training for
resident organizations in active listening, communication, agenda-setting and meeting planning, and working
with property managers.
Many property managers discussed the importance of ongoing training to help them do their jobs as well as the
challenges they face in dealing with tenant issues when needed training is not available. Many noted that they
spend a lot of time dealing with substance abuse and mental health issues, but they need training on how to
handle these challenges. They described the wide array of tasks they juggle and the general knowledge they
have acquired in many areas and shared their struggles with balancing individual and community needs. Many
said that residents expect them to deal with all problems—which are often complex and deep—and to function
as extended family. They also indicated that residents’ level of dependence on management is somewhat
unique to senior and disabled housing, in that other types of housing do not typically have the same demands.
Although many residents said how helpful their property managers are, some also expressed the need for
manager training, a perspective that managers and residents shared:
“And an old boss of mine used to call being a housing manager, the ultimate generalist. Because you do, you
have to know a ton of stuff and a very broad range of things that, on paper, doesn't say anything about. You
know? I mean, everybody at this table knows a lot more about extermination than they ever would have
thought possible. They know a lot more about elder care, than they ever would have thought when they took
this job. They know a lot about mental health. You know, because we become a lot of people's only link to
the outside world. They come back to the office with any problem they have and say, ‘you've got to help me
with this.’ OK, but we don't—you know—we're not counselors, we're not therapists, we're not physicians. But
we do fill that role for a lot of people who have nowhere else to turn, and don't necessarily have the
resources to know where to turn.” —PHA property manager
“Everyone's difficult, but some managers just don't have that skill to be able to get people to do the things
they need to do to comply with their lease and be good tenants but not shame people or disrespect people….
And I actually think managers should get some sort of training in this whole area—about how you deal with
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someone who's delusional. You can't talk somebody out of a delusion, but you can get them to do very
practical things that are self-care. You can do that if you have a sense of how to deal with people.” —
Resident, project-based voucher tenant
Property managers also expressed the importance of being involved in their PHA’s screening and leasing policies
(e.g., development of a PHA’s Admissions and Continued Occupancy Policy). Some expressed concerns that
certain residents, in their opinion, never should have been accepted into public housing. These managers said
that living independently does not work for everyone, even if housing is accompanied by services. Property
managers described how their buy-in and support in developing housing policies for their jurisdiction ultimately
benefits residents by improving management practices. PHA staff also described the important role managers
and RSCs play in preventing evictions by connecting residents to mental health resources and helping them to
address issues such as hoarding.
Many PHA leaders noted that these strategies can be employed well only when resources are in place to support
them. For example, PHA leaders described the challenges they face because of limited financial resources for
RSCs and public safety functions; at least one noted that all of the authority’s RSCs had been laid off in recent
years. Staff also expressed confusion and concern over HUD’s October 2013 Capital Fund Rule and the extent to
which PHAs can use capital funds to enhance safety and security.412

Consulting community stakeholders and cultivating resident leaders
Residents are key partners for housing authorities in creating and preserving a building’s social environment
and in guiding and strengthening housing decision-making and programs. Several PHAs engage tenants in
administrative processes and provide them with knowledge and skills to foster their leadership in their
community and in the housing authority as a whole. And some housing authorities have been involved in
jurisdiction-wide efforts to address the needs of specific population groups.
The Housing Authority of the City of Milwaukee worked with SET
Ministry to establish an annual Resident Organization Leadership
Institute in 2014. Resident leaders from 13 different public
housing developments participate in a peer learning
collaborative where they gain skills, such as active listening,
communication, agenda-setting, meeting planning, and working with property managers.† These opportunities
foster the ability of residents to organize and express their concerns and desires to housing authority staff.
Milwaukee, WI
Public Housing Units: 3,871
Housing Choice Vouchers: 6,200*

Each of the Denver Housing Authority’s properties has a Local
Resident Council composed of resident leaders.§ The councils
advocate for tenants; discuss and address conflicts, challenges,
and other issues; communicate with housing authority staff, and
plan community activities.|| The officers from each council are
members of the authority-wide Resident Council Board, which meets every other month and provides three
conferences a year to build tenants’ knowledge and skills.# These groups have benefited the housing authority
in several ways, including improved conflict resolution and increased resident empowerment.**
Denver, CO
Public Housing Units: 4,602
Housing Choice Vouchers: 6,784‡

The Fairfax County Department of Housing and Community
Development, which manages and maintains the county’s public
housing and voucher programs, consults with community
stakeholders to address issues facing seniors in the community.‡‡
In partnership with the county Board of Supervisors’ Committee
on Aging and the Area Agency on Aging, the county hosted 15 forums with approximately 750 local business
Fairfax County, VA
Public Housing Units: 1,065
Housing Choice Vouchers: 3,748††

79

leaders and seniors and their families to provide insight and to share feedback on topics such as housing
affordability, health, caregivers, technology, and diversity.§§ The information gathered was used to develop 31
initiatives to address seniors’ housing needs through the Fairfax County 50+ Community Action Plan, released
in September 2014.|||| To guide implementation, each initiative has a community champion, a Commission on
Aging advocate, and a county liaison.## The department is working to identify how its efforts and its recent
designation as a Moving to Work agency can best support the plan.***
*

U.S. Department of Housing and Urban Development, “Housing Authority Profiles,” accessed May 28, 2015,
https://pic.hud.gov/pic/haprofiles/haprofilelist.asp.
†

SET Ministry, “SET Launches Resident Organization Leadership Institute,” accessed March 11, 2015,
http://www.setinc.org/SET/News.htm; Housing Authority of the City of Milwaukee, pers. comm., Feb. 26, 2014.
‡

U.S. Department of Housing and Urban Development, “Housing Authority Profiles.”

§

Denver Housing Authority, “Resident Councils,” accessed March 12, 2015,
http://www.denverhousing.org/residents/LocalResidentCouncil/Pages/default.aspx; U.S. Department of Housing and
Urban Development, “Denver Housing Authority Resident Councils Receive ROSS Grant,” accessed March 12, 2015,
http://archives.hud.gov/local/co/goodstories/2009-07-10.cfm.
||

Denver Housing Authority, “Resident Councils.”

#

Denver Housing Authority, “Resident Councils.”; U.S. Department of Housing and Urban Development, “Denver Housing
Authority Resident Councils Receive ROSS Grant.”
**

Denver Housing Authority, pers. comm., Feb. 19, 2014.

††

U.S. Department of Housing and Urban Development, “Housing Authority Profiles.”

‡‡

Fairfax County, Virginia, “About the Department of Housing and Community Development,” accessed May 28, 2015,
http://www.fairfaxcounty.gov/rha/abouthousing.htm.
§§

Council of Large Public Housing Authorities, pers. comm., Jan. 8, 2015; Fairfax County Department of Housing and
Community Development, pers. comm., April 17, 2015.
||||

Fairfax County, Virginia, “The Fairfax County 50+ Community Action Plan,” accessed May 28, 2015,
http://www.fairfaxcounty.gov/dfs/olderadultservices/pdf/50-plus-community-action-plan.pdf.
##

Ibid.

***

Fairfax County Department of Housing and Community Development, pers. comm., April 17, 2015.

Research question 3: What are PHA experiences with and perspectives on the process for acquiring HUD
approval to designate housing?
The qualitative research in this HIA also sought to illuminate PHAs’ experiences with and perspectives on the
designated housing application process. As discussed earlier, PHAs receive approval to designate a project, or
portion thereof, for five years, with an option to renew every two years. New designated housing plans are
reviewed by HUD’s Office of Public and Indian Housing (central office), with input from the respective local HUD
Public Housing Field Office (field office). PHAs submit plan renewals directly to their local field office.413 PHAs
also can request amendments to their plans before the expiration of the five-year period by submitting a revised
plan to HUD’s central office.
PHA staff described a variety of experiences with developing and submitting designated housing plans. With
regard to new plans, many staff described a lengthy and cumbersome process that required a lot of back-andforth communication between the PHA and HUD. Several said they were frequently asked to provide
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supplemental information after submitting their plans, particularly on fair housing issues. Some also expressed
that the process to obtain the data required for the application process was burdensome and time-consuming.
One PHA leader described the desire to streamline the process:
“We last went in for revision a couple years ago.... It is a detailed process, in terms of the information they
ask. If there was any way to simplify that, or to streamline it a bit, it would be at least somewhat—as long as
they're not missing anything important, I think it would be easier for housing authorities to apply. And then
the review process sometimes does take a while. The last time, I think, we went in we were approved right
away. But the time before that I remember there were a lot of questions back and forth. I think it took
several months to actually work that out. So if there was any way to streamline the process, that would be
helpful.” —PHA leader
By contrast, other PHA staff said that the process for a new designated housing plan went relatively smoothly.
The vast majority of staff said that the process for renewing their designations was substantially easier than that
for a new plan and did not present major challenges. Focus groups and interviews with PHA staff also revealed
confusion among some PHAs regarding whether they are required to seek designation for mixed-population
properties that were not operating as such before development of the rule. These instances highlight
opportunities for HUD to provide additional guidance on the existing requirements.
Many PHA staff voiced opinions that the process for designating housing does not sufficiently consider local
needs and context and becomes a “numbers game” focused on data such as waiting list numbers. Additionally,
staff expressed confusion over how HUD determines the proportion of units it will allow PHAs to dedicate for
seniors and for people with disabilities in mixed-population properties and expressed frustration that this differs
across jurisdictions.
Some staff from smaller housing authorities said the application process is not set up to accommodate the
unique needs and local context of small PHAs. Many described positive relationships with their local and
regional HUD offices and expressed a desire for these local offices to be more involved with new designated
housing plans because of their knowledge of the local context. This local knowledge was also cited as an
important factor in the relative ease of the renewal process for designated housing.
Several PHA staff emphasized that many other affordable housing resources, in addition to their own portfolios,
are available in their jurisdictions and that they work at the community level to identify and address the housing
needs of seniors and people with disabilities. For example, some described their involvement in comprehensive
and consolidated planning efforts, and expressed interest in being able to contextualize their designated housing
plan applications within this broader framework. One PHA leader captured the thoughts shared by many on this
issue:
“But revisiting what data they're asking us to provide and allowing for some rationale that a local housing
authority can justify any of the data that is submitted, because it is addressing the local needs on a
comprehensive level. Because the housing authority, we don't just designate our whole senior housing
independently…. We sit on the Comp Plan planning team. So we know what else is out there. If they could
just allow us to justify the request, and not just look at it based on numbers only.” —PHA leader
However, many PHA leaders and staff members described challenges establishing meaningful partnerships with
affordable housing networks as part of their jurisdiction’s consolidated planning or comprehensive planning
process, and said that their focus is on coordinating housing resources within their control. Many also said that
they had not been engaged in their state’s Olmstead implementation efforts, and some stated that they had
very little knowledge about Olmstead and its potential relevance to PHAs.
Staff at one PHA expressed frustration that changes they perceive to be minor relative to their entire housing
portfolio require submission of a new plan, rather than an amendment. PHA staff also voiced concern that a
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focus on numbers in the application process can hinder partnerships or drive decision-making at the PHA level
that does not align with local needs and opportunities:
“We've been kind of quietly exploring another possibility for senior housing around a clinic. And that means
that we have to take some of our current elderly units offline in order to create a new resource in an area
that we're currently in. I'm not sure that we want to do that. So it's unfortunate that a number has to drive
our decisions.” —PHA leader
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Impact assessment findings
The potential actions HUD could take under the two scenarios—housing trends and partnership—as described
earlier, could all have implications for the health and well-being of low-income seniors, younger people with
disabilities, and other family types. Senior and disabled households would be most likely to incur direct effects
and therefore were the focus of this impact assessment. This section outlines the potential health implications
of changes in the two scenarios, mediated through six factors important to health: housing affordability, housing
discrimination and choice, housing as a platform for supportive services, resident social environment, housing
design and accessibility, and neighborhood characteristics. The connections between these factors and a range
of potential health outcomes have been previously described in depth (see Current conditions, Page 35). The
impact assessment considered direct effects of a rule change as well as impacts related to broader trends in the
housing market that intersect with and affect the rule. These scenarios are not mutually exclusive, and HUD
could implement actions from both concurrently.
The findings suggest that health impacts of actions taken under either scenario are likely to be small in
magnitude, meaning a limited number of households would be affected. Recent data indicate that nationwide,
63,806 units are designated for senior or disabled families, housing only about 4 percent of the more than 1.6
million such families that receive housing assistance through either public housing or the Housing Choice
Voucher program.414
However, changes to the designated housing rule, as outlined in the two scenarios, could have substantial
health implications for the families eligible for or living in designated housing, as well as repercussions for their
communities. These households could face acute, chronic, or permanent effects in terms of functioning, their
well-being, or their livelihood that could require costly medical interventions. Furthermore, some of the health
effects identified in this assessment could apply to senior and disabled households beyond those living in
designated units. These include health improvements resulting from improved interagency collaboration and
resource alignment as projected under the partnership scenario.
Designated units represent a small fraction of public housing and updates to the designated housing rule
likely will have no measurable impact on the growing need for affordable housing. National-level projections
show that by 2020, between 14.4 and 16.3 million senior households, or 33.2 to 37.5 percent of all senior
households, will be considered very low–income. By 2030, that range will be 17.8 to 22.5 million. This represents
increases from 2010 of 36 to 54 percent by 2020 and 69 to 113 percent by 2030.415 Due to data limitations,
analogous projections for younger disabled households could not be completed; but, given recent trends in
worst-case housing needs among disabled families, it is reasonable to expect similar growth.416
At the same time, more public housing resources are being eliminated than are being created. The above
projections promise to exacerbate a supply deficit that is already limiting housing access for populations in need.
For example, if all of the approximately 470,000 studio and one-bedroom public housing units—the most
commonly designated types—in the United States were designated for the existing 1.47 million senior
households without children and the estimated 731,000 non-elderly disabled households with worst-case
housing needs, PHAs would be able to house only about 21 percent of these families. 417 A strong body of
evidence points to a need for more resources to meet affordable housing demand, and neither the designated
housing rule in its current form nor any of the proposed actions in the two scenarios will have a substantial
impact on affordable housing supply in the foreseeable future.
Countervailing forces make it unclear as to whether the overall number of PHAs seeking approval to designate
housing would change. Designation in conjunction with mixed-finance deals, such as those using LIHTC, could
drive an increase in the number of PHAs using the rule, but conversion of designated properties through the
Rental Assistance Demonstration (RAD) program could result in a decrease. As previously discussed, only a small
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share of PHAs use the rule. Recent data indicate that roughly 13 new plans and eight amendments are
submitted annually.418
An increase in PHAs using the designated housing rule could result from the trend of PHAs pursuing designation
in conjunction with mixed-finance deals, particularly in states where a Qualified Allocation Plan (QAP) gives
preference to housing for seniors or people with disabilities. An analysis of state QAPs from 2001 found that 41
states gave preference to affordable housing development or rehabilitation for senior households, 36 states
gave preference to housing for the homeless, and 47 gave preference to “special needs” populations, such as
people with mental or physical disabilities, drug or alcohol addictions, and HIV/AIDS.419 More recent data
suggest that QAPs are increasingly promoting coordination with PHAs to support the development and
rehabilitation of housing coordinated with services, including by incentivizing commitments of project-based
vouchers.420
Despite these incentives, however, stakeholders interviewed for this HIA consistently described a range of
market forces that make the development of senior housing more probable and feasible than housing for people
with disabilities or for mixed populations, as previously described. One staff member shared this perspective:
“From an investor standpoint, they love senior buildings. It's very easy to underwrite a senior building. The
underwriting usually isn't as favorable for a family building. I think they love them because the perception is
that seniors are going to take care of things. They're not going to be as hard on a unit as a family is going to
be or as somebody who has—particularly mentally challenged [populations] might be. In terms of the
management, it's going to be a much more stable management. I mean, stable tenancy. There's not going to
be a lot of turnover.”
A decrease in the number of PHAs submitting designated housing plans, particularly in the longer term, could
result from formerly designated properties being converted to long-term, project-based vouchers or rental
assistance contracts under the RAD program, which does not require active plans. Through the initial awards in
December 2012, 68 PHAs were selected to participate in RAD, allowing the conversion of roughly 12,000
units.421 As of Dec. 31, 2013, HUD had awarded 158 PHAs the ability to convert more than 54,000 units of public
housing under the RAD program; 1,287 of those units within 10 PHAs had completed conversion to long-term,
project-based rental assistance contracts by that time.422
By May 31, 2014, 20 of 128 PHAs with active designated housing plans had received a RAD award, and one with
an active plan had completed the conversion process.423 Although the designated properties may not be the
portfolio items undergoing RAD conversions, a preliminary analysis suggests that some mixed-population and
senior-only properties are included among those slated for conversion. Therefore, in the longer term, RAD
conversions could lead to a substantial reduction in the number of new and renewal applications for designated
housing or in the total number of designated units.
Moving forward, many in the housing industry as well as affordable housing advocates anticipate that a majority
of public housing properties will be converted under RAD or a similar program. For example, as of December
2013, 382 housing authorities had applied to convert more than 176,000 units.424

Housing trends scenario
Under the housing trends scenario, HUD would use the rule-making process to address trends in affordable
housing development or rehabilitation and public housing refinancing that interface with the designated housing
rule. The majority of plans would still seek designation for senior-only properties. Specifically, HUD would do the
following:
•

Continue to consider nondesignated public housing and tenant- or project-based vouchers as comparable
alternative resources for non-elderly people with disabilities and to approve plans for senior-only
designations where nondesignated public housing and tenant- or project-based vouchers are the main
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alternative for non-elderly people with disabilities. These alternative resources may not be, necessarily,
allocated specifically for younger people with disabilities.
•

Require PHAs to seek approval for a designated housing plan before completing any mixed-finance
transaction (e.g., rehabilitation or new construction through LIHTC) involving designated units.

•

Clarify that designated housing plans are no longer required after PHAs convert designated properties under
the RAD program.

•

Cease accepting demand from near-elderly families (head of household or spouse is 50 to 62 years old) as
part of the justification for a senior-only designation; and, instead, require PHAs to demonstrate sufficient
demand from elderly families (head of household or spouse is age 62 or older) only.

•

Clarify that PHAs are prohibited from excluding the following:
o

Elderly families that include children or other non-elderly members from senior-only or mixed
designated housing.

o

Disabled families that include children or other nondisabled members from disabled or mixed
designated housing.

Given the trend in senior-only designation, younger disabled households could have reduced access to public
housing units and, therefore, fewer choices in affordable housing. On average, approximately 3,237 public
housing units were newly designated for seniors each year between 2011 and 2013, compared with an average
of 32 units designated for residents with disabilities and 36 units for mixed populations. The housing trends
scenario assumes that new designations would maintain the same pace and proportion over time, resulting in as
many as 16,185 newly designated units for seniors over the next five years, compared with 160 units for
disabled households and 180 units for mixed populations.
Over a five-year period, PHAs would designate nearly 50 times as many units for seniors than for people with
disabilities, which could reduce access to and choices in affordable housing for as many as 16,000 disabled
households. HUD prohibits displacement of residents due to designation, so these estimates reflect units that
would no longer be available to meet future demand from disabled households. The estimates also assume that
PHAs may not have a complete picture of affordable housing needs in their jurisdiction due to limited data on
those who are homeless or residing in institutional settings. Reduced access to and choices in affordable housing
among these households could exacerbate existing needs: More than 1.3 million households with younger
people with disabilities already have worst-case housing needs; and, in this scenario, they would probably still
not have access to affordable housing in an integrated community setting.
PHAs are required to describe in their applications the alternative resources available to nondesignated
populations. According to the review of plans approved between July 1, 2013, and June 30, 2014, conducted as
part of this HIA, PHAs generally catalog public housing properties and vouchers available to, but not exclusively
for, people with disabilities. These data indicate that PHAs typically do not, as part of their plans, set aside a
specific number of housing vouchers or other resources for people with disabilities.
In focus groups, younger designated housing residents with disabilities shared concerns about the implications
of the current trend of seeking approval for senior-only designations for their future access to affordable
housing. This perspective is well described by one tenant living in a mixed-population building, who observed:
“I wanted to say that if there are going to be too many senior-only buildings, then that would not be a good
thing for people that are younger and disabled. Because we need the housing just as much as the older
people do. You'd be amazed at how many people are on the streets, because they don't have a job…. And so
they can't afford no $700-a-month apartment anywhere. And a lot of them don't have roommates to live
with and they're disabled. They need something like this. And if you're going to put up all these senior-only
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buildings, then you're just going to leave those people out in the street still. So homelessness is going to be a
worse problem than what it is now. If you decide to get more senior-only houses, homeless population will
sky up.” —Resident, mixed-population building
On the other hand, this scenario could increase the number of disabled or senior households with nondisabled
or younger family members, including children, that have access to public housing by clarifying PHAs’ ability to
offer designated units to those families. Given that 96 percent of designated units are studio or one-bedroom,
however, the current stock of designated housing may not be immediately aligned with needs of these
households.425 The increase would come from housing authorities moving toward designation of larger units to
serve this population.
In focus groups and interviews, PHA staff expressed confusion over their ability to designate units within family
properties for senior or disabled households. Conversations with HUD staff revealed that PHAs already have the
option to do so. According to HUD Resident Characteristics Report data, senior or disabled families with children
comprise approximately 8 percent of all residents receiving HUD-assisted housing and 6 percent of residents
within public housing.426
In line with current trends, more senior households could have access to public housing. State Qualified
Allocation Plan preferences for senior housing, in combination with previously described market forces, could
continue to promote senior-only designation as a part of mixed-finance deals. However, even with this potential
increase, more than 1.47 million senior households—including those with worst-case housing needs and those
residing in institutional settings that could live independently with appropriate services and supports in place—
probably still would not have access to affordable housing in a community setting.
More younger disabled households or other family types could be exposed to discrimination while seeking
rental housing in the private housing market and could have difficulty securing affordable housing. In cases
where Housing Choice Vouchers are offered as the primary alternative housing resource in designated housing
plans for senior-only properties, younger disabled households or other family types could encounter
discrimination in their attempts to use the vouchers in the private market in the time allotted. Data from HUD’s
Office of Fair Housing and Equal Opportunity (FHEO) suggest that more than 10 times as many cases of housing
discrimination occur in the rental housing market compared with the homeownership market.427 Similarly, data
from a series of focus groups with 141 participants in the Chicago Housing Authority’s voucher program indicate
that participants commonly face discrimination in their searches for rental housing, particularly in the form of
explicit refusal to accept vouchers and discrimination against families with children.428 Nearly 6,000 documented
cases of housing discrimination in the rental market are filed with FHEO annually, which is probably an
undercount of true discriminatory episodes. Given that 48 percent of these cases include an allegation of
discrimination based on disability status, an estimated 2,845 younger disabled families experience
discrimination based on a family member’s disability status that could result in a fair housing case each year.
Rates of discrimination based on disability among Housing Choice Voucher participants are unknown, but these
data suggest that discrimination is a substantial barrier to housing among disabled households and that, under
the housing trend scenario, such households would continue to experience disproportionate rates of
discrimination in seeking rental units in the private market. This conclusion is based on housing discrimination
cases filed by FHEO, and does not reflect estimates of the occurrence of housing discrimination itself.
Additionally, younger disabled families may experience a co-occurrence of other forms of housing
discrimination, such as discrimination based on race, familial status, or source of payment.
More younger disabled households could have difficulty finding rental properties with accessible housing
infrastructure in the private market. In cases where PHAs offer Housing Choice Vouchers as an alternative
housing resource in designated housing plans for senior-only properties, younger disabled families may
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encounter challenges in acquiring rental properties with accessible infrastructure. For example, research
suggests that 30 to 90 percent of rental units are not accessible to people with physical disabilities.429
Additionally, research suggests that people with disabilities may prioritize other features of the unit, such as
location and proximity to transit, over accessibility features. For example, a HUD-commissioned survey of
Housing Choice Voucher tenants with disabilities found that the most frequent reasons participants cited for
choosing their current housing unit were location in a better neighborhood (39 percent), proximity to family and
friends (34 percent), and proximity to retail (33 percent).430 Conversely, only 10 percent said they selected their
unit because of its available accessibility features. However, 26 percent of respondents stated that they needed
a larger bathroom to accommodate their disability, and 29 percent said that they needed bathroom
modifications or improvements to the exterior of the building. In focus groups and interviews, PHA staff
described the challenges many people with disabilities face in locating a unit that meets their needs and that is
located in proximity to services and supports:
“With tenant-based [vouchers], what I have learned is that if you are person with a disability, and it depends
what level of disability—but if you have a high level of disability and require assistance, it takes over 120
days for the individual, with assistance, to be able to find a unit that would meet the needs. And then
depending on where they go, they might not have the services…. They're going to have to be looking again to
find another location. It would be interesting to do an analysis of people who have disabilities who have
moved out in areas that the services are not there. How many had to move? Or how many no longer have
their vouchers? And for them, it's frustrating to see that they are so isolated [and in] obvious need of
services.” —PHA staff member
Although current HUD data do not allow for the examination of utilization rates (i.e., successfully using the
voucher to rent a unit) or the average time required to lease a unit among Housing Choice Voucher holders,
2001 data suggest that younger people with disabilities actually may be more successful in using vouchers
compared with other household types. Seventy-four percent of younger people with disabilities with a voucher
were able to use their vouchers, compared with 69 percent of all household types and 54 percent of senior
disabled households.431 However, even if current utilization rates were similar to those from 2001, as many as 1
in 4 younger disabled households—or roughly 125,000 of the 600,000 younger disabled families with vouchers—
still would not be able to use the resources offered to them. Notably, this percentage may have changed
significantly since 2001; therefore, these data should be interpreted with caution. These findings highlight the
need for improved data to accurately capture the experience of younger disabled households using vouchers in
the private market.
HUD has worked to ensure that accessible public housing units are made available to households that need
them. PHAs are required to prioritize their accessible units for residents with disabilities, and PHAs are
encouraged to exclude accessible units from designation so that they are available to individuals of any age who
need the accessibility features.432
The number of senior households offered affordable housing options with accessible housing infrastructure
probably would increase. Improved accessibility would be anticipated with mixed-finance development or
rehabilitation of senior-only properties. For example, the designated housing plan review found that eight of the
13 new plans submitted were for designations in conjunction with new construction or redevelopment, and
seven of those, comprising 1,355 units, were senior-only. Newly constructed properties are required to meet
Section 504 and ADA accessibility requirements. Assuming these trends continue, as many as 6,775 senior
households could have improved access to accessible housing infrastructure over a five-year period.
More senior households but fewer younger disabled households would be likely to have access to public
housing coordinated with supportive services. The review of designated housing plans found that roughly half
described collaborative relationships between housing authorities and health service agencies or other
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organizations coordinating services. Supportive services offered to residents include nutrition and healthy living
programs; help in applying for government assistance such as Medicare, Medicaid, and Social Security; and
transportation to clinics or grocery stores. Conversely, fewer younger disabled households or other family types
that are offered Housing Choice Vouchers as an alternative housing resource would have options to access
supportive services coordinated with housing. However, PHA staff noted that project-based vouchers, where the
PHA attaches a portion of its Housing Choice Vouchers to specific housing units, can help PHAs to provide
housing coordinated with services for residents with disabilities. One staff member stated that project-based
programs are “better than being in public housing, because there are specific contracts of services that will be
provided…”
Senior and disabled households in public housing probably would maintain current levels of access to
resources for organizing. Supports could include access to a functional resident council or resident service
coordinator who can foster a positive social environment and facilitate dialogue with property managers and
housing authority staff. However, households offered Housing Choice Vouchers as an alternative housing
resource would be less likely to have access to these resources compared with households in public housing. In
focus groups and interviews, PHA staff voiced concerns that all households could see the availability of these
supports decline if funding for service coordination and public safety decrease.
The number of disabled households receiving Housing Choice Vouchers as an alternative that would be able to
access housing in the neighborhood of their choice probably would not change substantially. For disabled
households, vouchers offered in lieu of public housing as a result of the designation may provide an attractive
option, because they promote community integration and give the recipient choices in housing location.433
However, the evidence on the relationship between housing vouchers, access to affordable housing in
neighborhoods with health-promoting characteristics, and subsequent health outcomes is mixed, as previously
described. For example, data from the Moving to Opportunity (MTO) study suggest that use of housing vouchers
to move to low-poverty neighborhoods (with a poverty rate less than or equal to 10 percent) can increase
perceptions of safety, reduce the likelihood of observing or being a victim of crime, and improve mental health
outcomes for some population groups.434
Even when participants in this study used their vouchers to move to low-poverty neighborhoods, two-thirds
moved again after their lease expired, and those who did so were more likely to then live in a higher-poverty
neighborhood compared with those who did not.435 Furthermore, some studies have found health-protective
effects of neighborhood racial and economic segregation mediated through increased social capital.436 These
data show the complex nature of poverty and neighborhood segregation, which makes it particularly important
that residents are consulted and given choice in these efforts.
Some voucher recipients also may find fewer housing options in neighborhoods with health-promoting
characteristics due to housing discrimination and the limited numbers of units that meet their service or
infrastructure needs, as previously described. Residents in existing designated properties would not see a
change in neighborhood characteristics.
Some PHA staff have substantial concerns regarding potential changes to the rule as they relate to RAD
conversions and the process for approval to designate mixed-finance properties. In focus groups and
interviews, some housing authority staff cited concerns that requiring PHAs to seek approval to designate units
prior to applying for tax credits could place them at a competitive disadvantage and noted that this could
require them to develop designated housing plans in the hope of receiving tax credits that they might not get.
Some staff also raised concerns that if the designation status of units converted under RAD changes after
conversion, it could present challenges with respect to fair housing litigation. In the event that most, if not all,
designated properties are converted under RAD or a similar program over the long term, designated housing
plans would no longer be required. Instead, converted properties would operate under RAD rules, which require
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PHAs to replace the same number of units in properties that undergo a RAD-supported renovation, and RAD
rules also guarantee tenants the right to return to the property if they are displaced by the renovation. Owners
of senior-only designated properties converted to project-based rental assistance contracts could establish a
preference for senior families under existing RAD regulations.437
The potential health impacts of this scenario are outlined below and would result from changes in the six factors
important to health discussed earlier. Given the complex and countervailing forces previously described,
including growing demand for affordable housing, trends in mixed-finance development and redevelopment,
and RAD, it is possible that some health impacts may not change.
Positive health effects may include:


Improved quality of life and reduced stress and anxiety through increased choice in affordable housing
options for approximately 16,000 senior households that would benefit from newly designated units over a
five-year period.



Reduced constraints on resources for those same 16,000 senior households, allowing funds to be used for
health promotion or maintenance of health conditions, such as diabetes, through regular medical care and
treatment adherence.



In designated properties developed or renovated with mixed financing, residents would benefit from an
increase in accessibility features within their units and in the properties, and they also would benefit from
potential improvements in neighborhood conditions. An accessible unit can help residents stay mobile,
socially connected, and independent, and it can reduce the risk of unintentional injury or death. Living in a
neighborhood that has health-promoting characteristics can affect a range of physical and mental health
outcomes.

Negative health effects may include:


Decreased choice in affordable housing options for younger disabled households or other family types that
could result in diminished quality of life and increased stress and anxiety through exposure to discrimination
in the housing market or loss of a housing subsidy due to an inability to utilize the resource in a timely
manner.



Decreased opportunities for stable, integrated housing with supportive services for younger disabled or frail
senior households. Housing that is combined with services can increase housing stability, decrease behaviors
such as substance abuse that are detrimental to health, improve medical care outcomes and treatment
adherence, raise quality of life, and facilitate community integration and housing choice. These households
could face eviction due to their inability to comply with a lease, may become homeless or need to move to
assisted living facilities, and could experience poor mental and physical outcomes.



Increased constraints on financial resources for younger disabled households or other family types that may
have difficulty accessing affordable housing options, for example due to the longer time needed to
successfully secure a lease in the private market. These constraints could increase material hardship,
affecting mental health in the form of anxiety or depression and maintenance of health conditions, such as
diabetes, through lack of regular medical care and treatment adherence.



Increased risk of unintentional injuries or death among seniors and younger people with disabilities as a
result of the reduced support for performing everyday tasks, particularly among tenant-based voucher
recipients.
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Decreased cardiovascular or respiratory health among public housing residents or voucher recipients due to
limited access to neighborhood characteristics promoting health (e.g., healthy food stores) and decreased
physical and mental health due to exposure to crime or segregation in the residential environment.

Partnership scenario
Under the partnership scenario, HUD would use the rule-making process to encourage coordination of resources
and collaboration among affordable housing and supportive service providers and those implementing state and
local initiatives to address fair housing and homelessness. Specifically, HUD would do the following:
•

Encourage PHAs to demonstrate in their designated housing plans the development and implementation of
an affirmative outreach strategy that aligns with state and local efforts to provide housing coordinated with
services and efforts to end homelessness. The strategy would target potential tenants, such as those making
the transition out of institutions, who are least likely to apply for housing, to make them aware of available
affordable housing opportunities. PHAs would need to demonstrate that the strategy:
o

Promotes collaboration with state Medicaid redesign efforts (e.g., alignment of affordable housing and
health resources through connections with home- and community-based service waivers, MFP
programs, Federally Qualified Health Centers, Community Mental Health Centers, area offices on aging,
and independent living centers).

o

Supports the implementation of state Olmstead plans and responsiveness to related litigation, if
applicable.

o

Supports state and local plans to end chronic homelessness.

As previously described, the 1999 Supreme Court decision Olmstead v. L.C. affirmed that the unjustified
segregation of individuals with disabilities is prohibited by the ADA, initiating new efforts to transition
individuals with disabilities from institutional settings (e.g., nursing homes, assisted living facilities, and
psychiatric hospitals) to housing coordinated with supportive services in community-based settings.438 U.S.
Department of Justice enforcement actions have led state and local governments to develop and implement
plans for Olmstead compliance.439

Partnerships to address chronic homelessness
In North Carolina, the Asheville-Buncombe Homeless
Initiative Advisory Committee’s 10-Year Plan to End
Asheville, NC
Homelessness prompted collaboration among the
Public Housing Units: 1,525
*
Housing Authority of the City of Asheville and local
Housing Choice Vouchers: 1,612
service providers to address the housing needs of
†
homeless individuals. Those who have been homeless for more than 90 days and have a commitment
for one year of case management support from a service provider in the community are given
preference for the authority’s available public housing units and Housing Choice Vouchers.‡ Initially,
use of the preference was limited because agencies did not step forward to provide the case
management. As availability of case management services expanded, however—particularly as the
result of active fundraising by a local permanent supportive housing provider, Homeward Bound of
Western North Carolina—use of the preference expanded significantly starting in 2010.§
Another factor that facilitated expansion of the program was the convening of regular meetings with
Homeward Bound and other homeless service providers. Staff members from the agencies meet
monthly to discuss specific cases and to solve problems. These regular interagency meetings, with
appropriate releases of confidentiality from the clients, have been the primary mechanism for program
expansion.||
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Since 2010, the authority has housed more than 250 chronically homeless people in public housing and
through Housing Choice Voucher programs, with 85 percent of those individuals making successful
transitions to permanent housing.# The program has contributed to a remarkable 75 percent reduction
in chronic homelessness in the community.** The authority attributes its success to partnerships with
outside case management agencies and resources, particularly Homeward Bound, which receives
funding support from the city of Asheville, Buncombe County, United Way, Smoky Mountain Center,
and Mission Hospitals. The initiative has not required any additional funds from the authority’s budget,
though the authority does provide several in-kind resources to support the program, including staff
meeting and coordination time and office space for Homeward Bound.
*

Housing Authority of the City of Asheville, pers. comm., May 6, 2015; U.S. Department of Housing and Urban
Development, “Housing Authority Profiles,” accessed May 28, 2015,
https://pic.hud.gov/pic/haprofiles/haprofilelist.asp.
†

Corporation for Supportive Housing, “PHA Profile: Housing Authority of the City of Asheville, Preference for
Homeless Households, Public Housing and Housing Choice Voucher Programs,” accessed March 10, 2015,
http://www.csh.org/wp-content/uploads/2013/03/CSH-PHA-Profile-Asheville.pdf.
‡

Housing Authority of the City of Asheville, pers. comm., May 6, 2015; The preference policy language is as
follows: “Consistent with the City of Asheville’s 10-Year Plan to End Homelessness, HACA will give one preference
point to families/individuals who are homeless as defined by HUD and have been homeless for the last 90 days or
more, and who will be receiving regular on-site case management support from a local homeless services, social
services or mental health agency for at least one year after moving into a HACA apartment. Status will be verified
through the agency providing case management. Because HACA has a significant waiting list for one-bedroom
and efficiency units, the first two preferences above for such units will be applied on an alternating basis. For
each preference applicant who is housed in such a unit, at least one non-preference applicant will be housed
provided that the non-preference applicant has an earlier date and time of application. Additionally, single
individuals with a preference are encouraged to join with other applicants to qualify for a unit with more
bedrooms.” See also Corporation for Supportive Housing, “PHA Profile: Housing Authority of the City of
Asheville."
§

Housing Authority of the City of Asheville, pers. comm., May 6, 2015.

||

Ibid.

#

Ibid.

**

Corporation for Supportive Housing, “PHA Profile: Housing Authority of the City of Asheville.”

Olmstead transitions will create additional demand for public housing units and vouchers as individuals move
into community-based settings. These households would include those currently living in nursing homes and
long-term care facilities (e.g., state hospitals, assisted living facilities). As of 2013, 26 states had published
Olmstead plans, 17 had developed alternative strategies (which address Olmstead-related issues but are not
constituted in a formal response plan) to Olmstead, and one state (Wisconsin) had done both. Six states (Florida,
Idaho, Kansas, New Mexico, South Dakota, and Tennessee) as well as the District of Columbia and the U.S. Virgin
Islands had yet to develop a plan or an alternative strategy to address the Olmstead decision.440
Based on these data and the April 2014 HUD Designated Housing Status Report, nearly all PHAs with an active
designated housing plan are located in states with a response to Olmstead.441 Twenty of the PHAs are located in
states with an Olmstead plan (with Wisconsin having an alternative strategy as well), and the other 14 PHAs are
in states that have developed alternative strategies. Three states where PHAs have an active designated housing
plan (Florida, Kansas, and Tennessee) have neither an Olmstead plan nor an alternative strategy in place, and
the U.S. Virgin Islands, where one PHA with an active designation is located, does not have a current plan or
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strategy. For the three states, the lack of a plan or strategy does not reflect a lack of lawsuits. As of May 2013,
Florida, Tennessee, and Kansas have had 12, seven, and one Olmstead-related cases, respectively.442
The ADA Olmstead Web portal was used to identify potential housing-related Olmstead transitions in states that
have a settlement agreement and a PHA with an active designated housing plan. A review of select state
Olmstead settlement agreement fact sheets provides examples of the estimated number of individuals who
could make the transition to new or existing housing:443


New York plans to create community-based, scattered-site supported housing for individuals who have
serious mental illness and who are unnecessarily segregated in adult homes. The minimum number of
individuals to be assisted is 2,000, but it is estimated that there are a total of 4,000 eligible individuals who
ultimately could be transitioned per the settlement agreement.444



North Carolina’s settlement agreement will provide community-based supportive housing for a minimum of
3,000 individuals currently in or expected to be diverted from institutional settings by July 2020.445



Delaware’s agreement addresses 3,000 individuals institutionalized in state or privately operated psychiatric
hospitals and specifies plans to provide vouchers or subsidies for 650 of them.446



Texas’s interim agreement says the state will provide 635 home- and community-based waivers to help
individuals currently housed in nursing facilities or those at risk of being institutionalized make the transition
into community settings, but the agreement does not identify where these individuals will be housed.447



Georgia’s agreement proposes to transition 750 individuals with developmental disabilities to communitybased settings and to provide supportive housing for up to 9,000 individuals with serious and persistent
mental illness. In both cases, these individuals were living in or being served by state hospitals.448



Virginia has agreed to provide more than 5,000 individuals living (or at risk of living) in institutionalized
settings with waivers and other resources to help them access services provided in home- and communitybased settings.449

Comparing these proposals to the number of disabled households currently in public housing or participating in
the Housing Choice Voucher program can provide an indication of how future transitions may contribute to
demand, especially if existing housing resources are utilized. Table 7 provides a comparison of the proposed
settlement agreement transitions to the number of disabled families (including seniors and non-elderly people
without children) currently residing in public housing or voucher units. These examples suggest a wide range in
the potential increase in demand for these units. In some states, these transitions alone have the potential to
increase the need for affordable housing by more than 50 percent above the demand currently met for disabled
households through public housing and vouchers.
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Table 7
Implementation of State Olmstead Efforts Could Significantly Increase Demand for Subsidized
Housing
Disabled households in federally subsidized housing compared with estimated transitions in select
states

State

Disabled households of any age
without children in public housing
or participating in the Housing
Choice Voucher program*

Estimated transitions†

Percentage increase
in potential demand

Delaware

1,495

650 by 2016

43%

Georgia

16,798

9,750 by 2015

58%

North Carolina

24,120

3,000 by 2020

12%

New York

144,790

2,000 by 2018

1%

Texas

52,944

635 by 2015

1%

Virginia

16,994

5,000 by 2021

29%

Sources: Data from HUD Resident Characteristics Report and ADA Olmstead Web portal
*

U.S. Department of Housing and Urban Development, Resident Characteristics Report data.
https://pic.hud.gov/pic/RCRPublic/rcrmain.asp.
†

U.S. Department of Justice, ADA Olmstead web portal, accessed Sept. 3, 2014,
http://www.ada.gov/Olmstead/Olmstead_docs_list.htm#Settlements; New York ADA Settlement Fact Sheet, accessed Sept.
17, 2014, http://www.ada.gov/Olmstead/documents/new-york-factsht-Olmstead.docx; North Carolina ADA Agreement Fact
Sheet, accessed Sept. 17, 2014, http://www.ada.gov/Olmstead/documents/nc-factsheet-Olmstead.pdf; Delaware ADA
Settlement Fact Sheet, accessed Sept. 17, 2014, http://www.ada.gov/delaware_fact_sheet.htm; Steward v. Perry ADA
Interim Settlement Fact Sheet, accessed Sept. 17, 2014, http://www.ada.gov/Olmstead/documents/steward-factsheet.docx; United States v. Georgia, Civil No. 1:10-CV-249-CAP, October 2010, Settlement Agreement fact sheet, accessed
Sept. 17, 2014, http://www.ada.gov/Olmstead/documents/georgia_fact_sheet.pdf; Virginia ADA Settlement Fact Sheet,
accessed Sept. 17, 2014, http://www.ada.gov/Olmstead/documents/virginia_fact_sheet.pdf.

Furthermore, the Olmstead decision goes beyond just those housed presently in institutional settings to include
those who potentially could be institutionalized and aims to divert these individuals away from institutional
settings. As with transitions, there is no central data set available to show the number who could be diverted,
but the settlement agreements provide an indication of what states are anticipating. For example, Georgia plans
to provide home- and community-based waivers to prevent the institutionalization of 400 individuals currently
living in community settings and to provide direct support for 2,350 families who care for members with
developmental disabilities in their homes.450 Virginia says it will provide support for home-based care for 1,000
individuals, which is equal to approximately 20 percent of the disabled families currently residing in HUDassisted housing in the state.451
It is important to note that public housing is not the only option, and sometimes it is not initially a stable option
for individuals transitioning in accordance with Olmstead plans or settlement agreements. In focus groups, some
PHA staff expressed concern that public housing often is considered the ”housing of last resort” for individuals
who have mental health disabilities or who have been homeless. Some staff members said they felt that society
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expects them to take on the needs of these populations without additional resources for housing coordinated
with services. Staff suggested that more resources and supports, such as sponsor-based units, for transitional
housing are needed. One property manager described the challenges PHAs encounter in meeting the housing
and service needs of people making the transition out of institutional settings:
“I do think that we have some residents that would do better in a group home, as opposed to their own
apartments, independent living where they would have a case manager, or a social worker, or a house
manager. And they need to start there with not having a whole apartment to clean, so they're hoarding and
all that stuff, but smaller buildings with just smaller apartments that are run by mental health professionals
that can meet their needs. So I think that we have some people that probably shouldn't be mixed in. I mean,
we all have success stories with our younger disabled residents and that they're fine. But I think that if we
could pull some of those tenants out, I think that they would do better and we would do better in a smaller
setting with more services that are geared specifically to their needs.”

Partnerships to support state Olmstead efforts
The 1999 Supreme Court decision Olmstead v. L.C.
affirmed that the ADA prohibits unjustified segregation of
Cook County, IL
individuals with disabilities.† Based on this decision, three
Public Housing Units: 1,842
*
lawsuits brought against the state of Illinois—Williams v.
Housing Choice Vouchers: 12,912
Quinn, Ligas v. Hamos, and Colbert v. Quinn—resulted in
consent decrees.‡ The Housing Authority of Cook County is working to support state efforts to transition
people with disabilities out of nursing and institutional settings under these orders. In 2013, the
authority implemented a remedial preference policy in its public housing and Housing Choice Voucher
programs for people with disabilities who are making the transition out of either state-run institutions
that are subject to one of the three consent decrees or state-operated developmental centers that are
closing.§ The authority allocates 10 percent of its annual public housing and voucher turnover to these
individuals as well as 10 percent of new project-based voucher units. When units become available, the
authority works with the Statewide Referral Network—which is responsible for connecting people with
disabilities who are already receiving supportive services to affordable housing—to identify individuals
who are eligible under the consent decrees and who are interested in residing in the units.|| If the
network does not identify a potential tenant within a set period of time, the unit is released to the
general waiting list.
The authority also is the state fiscal agent for the Colbert consent decree, meaning that it is responsible
for collecting necessary documentation on potential housing units, conducting site visits to ensure units
meet HUD standards, and coordinating state subsidy payments to property owners.# After one year of
what is known as a state “bridge subsidy,” the authority uses its preference policy to offer financial
assistance through its public housing or voucher program to individuals moving out of institutional
settings under the decree. Through these efforts, the authority estimates that it will assist 1,100 people
with disabilities in transitioning out of nursing homes and into community-based settings by November
2015. Of those, approximately 21 percent will be age 18 to 49, 47 percent will be near-elderly (ages 50
to 61), and 32 percent will be seniors.**
Public housing authorities may be well positioned to serve as key partners to state departments of
health, human services, and family services in Olmstead compliance efforts. For example, managing
bridge subsidies, which is similar to managing housing vouchers, is an area where PHAs can contribute
expertise. These partnerships also can support PHAs in identifying and marketing to potential tenants in
their jurisdictions who are least likely to apply for housing. For instance, as a first step in developing its
preference policy, the Cook County authority matched its waiting list of more than 10,000 households
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with the lists of individuals waiting to move out of institutional settings under the three consent
decrees. This process found only three names on both lists, suggesting that individuals in these facilities
were unaware of community-based housing opportunities that may be available to them through the
housing authority and highlighting opportunities for marketing to individuals residing in nursing and
institutional facilities.
*

U.S. Department of Housing and Urban Development, “Housing Authority Profiles,” accessed May 28, 2015,
https://pic.hud.gov/pic/haprofiles/haprofilelist.asp.
†

J. Pynoos, C. Nishita, C. Cicero, and R. Caraviello, “Aging in Place, Housing, and the Law,” The Elder Law Journal 16,
no. 1 (2008); 77–105; U.S. Department of Housing and Urban Development, “Statement of the Department of
Housing and Urban Development on the Role of Housing in Accomplishing the Goals of Olmstead,” (June 4, 2013)
accessed May 28, 2015, http://portal.hud.gov/hudportal/documents/huddoc?id=OlmsteadGuidnc060413.pdf.
‡

Illinois Housing Development Authority, “Major Events in Long Term Care Reform, Rebalancing and Related
Housing Needs,” accessed Feb. 26, 2015, http://hmprg.org/assets/root/PDFs/2013/04/IDHA-Consent-DecreeSummary.pdf.
§

The preference policy is stated as follows: “HACC has established a preference for individuals with disabilities
currently transitioning from institutional settings into community-based living. This preference will apply to up to
10% of the previous fiscal year’s total LIPH unit turnover and will be given the highest priority over all other
preferences in effect until the HACC reaches its targeted number of placements. To determine the targeted
number, on April 1st of each year, the HACC will take the LIPH portfolio wide turnover from the previous fiscal year
to calculate the 10% targeted number. HACC may place the targeted number of families qualifying for this
preference before placing other applicants or HACC may alternate placement until the targeted number is placed,
depending on the unit size/type that becomes available and the needs of the applicant. Once HACC has placed the
targeted number of families qualifying for this preference, the remaining system of preferences will govern
placement for any additional vacancies.” See also Housing Authority of Cook County, “Public Housing Program
Admissions and Continued Occupancy Policy,” (June 3, 2013), accessed April 1, 2015, http://thehacc.org/wpcontent/uploads/2012/09/2013-Admissions-and-Continued-Occupancy-Plan.pdf; Housing Task Force,
“Reestablishing Connections: Illinois’ 2014 Annual Comprehensive Housing Plan, Plan Effective January 1, 2014 –
December 31, 2014,” accessed May 29, 2015,
http://www.ihda.org/government/documents/2014AnnualComprehensiveHousingPlan.pdf.
||

Illinois Housing Development Authority, “Statewide Referral Network: Information for Owners and Agents of
Properties Supported by IHDA Resources,” accessed Feb. 26, 2015, http://nursingmfp.webhost.uic.edu/housing/SRN_Brochure_for_Landlords.pdf.
#

Dennis R. Jones, “Colbert v. Quinn, Case No. 07-C-4737 (N.D. ILL.), Annual Report to the Court,” (Nov. 27, 2013),
accessed Feb. 26, 2015, http://www.equipforequality.org/wp-content/uploads/2014/03/Colbert-Monitor-Report11-2013.pdf.
**

Housing Authority of Cook County, pers. comm., April 9, 2015.

HUD guidance and incentives could lead to growth in PHA models and practices for establishing partnerships
with providers to sustainably deliver supportive services to residents. The review of designated housing plans
conducted for this HIA found that approximately 50 percent of PHAs had collaborative relationships in place to
provide or coordinate supportive services for residents of their designated properties. These collaborations
include partnerships with local departments of mental health, senior services, and area agencies on aging; the
Program of All-inclusive Care for the Elderly (PACE); and partnerships with local colleges or universities to
provide on-site medical and wellness services. Overall, evidence suggests growing participation on the part of
PHAs in coordinating supportive services and affordable housing. Support among PHAs for housing coupled with
services increased from 61 percent reporting high or medium support in a 2010 survey to 69 percent in 2011.452
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Similarly, increased coordination among PHAs and state or local Olmstead efforts or initiatives to mitigate
chronic homelessness could facilitate improvements in addressing affordable housing needs in the community.
In focus groups and interviews, most staff indicated that their PHA had not been involved in Olmstead planning
efforts at the state or local levels, and this was confirmed by the plan review. None of the plans featured
measures intended to align with state Olmstead planning, but HUD guidance and incentives under this scenario
could aid in coordinating efforts to address affordable housing needs at the local, state, and regional levels.
Improved resource alignment could increase younger people with disabilities’ and frail seniors’ access to
public housing units and overall choice in affordable housing. As previously noted, neither scenario would be
likely to yield an overall change in affordable housing supply despite the anticipated increase in needs among all
household types, particularly those that traditionally have not been captured in estimates of affordable housing
needs (such as the homeless or those living in institutions). However, with improved coordination of housing
and supportive services, younger disabled or frail senior residents living in institutions could have increased
access to public housing units and, therefore, have more affordable housing choices. The increase would result
from improved planning and coordination of resources to align with state and local Olmstead plans or efforts to
end chronic homelessness and from collaboration with state or local human service agencies to fund housing
coordinated with supportive services. However, given PHAs’ resource limitations, it is possible that, under the
partnership scenario, access to public housing for nonfrail, nondisabled senior households could decline.
More senior and disabled families living in designated housing could have access to supportive services. HUD
guidance and incentives for collaboration between PHAs and health service agencies could increase the
availability of housing opportunities coordinated with services. In particular, supportive services would have a
positive impact for individuals with pre-existing conditions, especially mental health conditions, that could be
exacerbated by inadequate access to housing. Services also could assist individuals with disabilities and frail
seniors in successfully making the transition to community-based settings, with benefits for health.453
Expansion of access to housing coordinated with supportive services could contain long-term care costs over
time. Expanding home- and community-based care options can serve as an effective administrative cost-control
technique for reducing Medicaid long-term care expenditures.454 As previously described, the projected cost
savings could be substantial.
An analysis of nationally representative data on the health status of low-income younger adults with disabilities,
as a rough approximation of the population that could transition under Olmstead, revealed that compared with
other adults this group is at greater risk of poor mental health and a number of physical problems, such as
obesity, asthma, and stroke.455 These data suggest that, if these units are used as a community-based setting for
purposes of Olmstead compliance, the adults with disabilities who could be transitioned would have substantial
health challenges, potentially increasing the number of public housing residents with serious health needs.
Given evidence that housing coordinated with services can be effective in improving health and reducing health
care costs among particularly vulnerable and unhealthy populations, the partnership scenario may have the
potential to confer substantial health benefits and cost savings in the coming years.
Potential cost savings may be found in preventing or mitigating some of the most expensive conditions that are
common among low-income, younger individuals with disabilities. For example, annually per affected
beneficiary, Medicare spends about $2,000 in direct medical costs on asthma, $7,000 on stroke, and $3,000 to
treat depression.456 Care for beneficiaries with multiple conditions can be particularly costly. For instance,
individuals who have chronic obstructive pulmonary disease and suffer a stroke, two common outcomes among
low-income people with disabilities, cost nearly $50,000 per year to care for, and those with stroke and asthma
cost nearly $47,000 annually, according to Centers for Medicare & Medicaid Services estimates.457
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The potential health effects under this scenario are outlined below and would result from changes in the six
factors important to health discussed earlier. Given the complex and countervailing forces previously described,
it also is possible that some health impacts may not change.
Positive health effects may include:


Increased choice in affordable housing options for frail seniors or younger people with disabilities, which
could improve quality of life and social and emotional health.



Reduced constraints on resources for frail senior or disabled households in subsidized housing, freeing funds
to be used for health promotion or maintenance of health conditions, such as diabetes or mental health,
through regular medical care and treatment adherence.



In designated properties coordinated with supportive services, residents with disabilities who have
limitations in performing everyday tasks could see improved socialization and integration into community
settings and prevention or treatment of chronic conditions, which could increase quality of life, reduce risk
of unintentional injury or death, and possibly increase life expectancy.



In designated properties developed or renovated with mixed financing, residents could benefit from an
increase in accessibility features within their units and in the properties, and potential improvements in
neighborhood conditions. An accessible residential unit can help residents stay mobile, socially connected,
and independent and can reduce the risk of unintentional injury or death. Living in a neighborhood that has
health-promoting characteristics can affect a range of physical and mental health outcomes.



Among non-elderly disabled households and frail or disabled senior families, potential implications include:
o

Enhanced access to public housing units. A strong body of evidence indicates that access to affordable
housing has impacts on a range of mental, emotional, and physical health outcomes.

o

A decrease in the number of households exposed to discrimination in the private housing market.
Reducing experiences of discrimination could have positive impacts on physical and mental health and
well-being as a result of decreased material hardship and increased access to resources and
opportunities such as education, employment, recreational facilities, and medical care.

o

More options for accessing supportive services coordinated with housing and supports for resident
organizing. Research suggests that supportive services can positively influence factors associated with
long-term health outcomes, such as housing stability, and short-term health issues such as management
of chronic conditions. Strong social support networks and social participation can improve residents’
functional skills and quality of life.

Negative health effects may include:


Decreased choice in affordable housing options for senior households whose head or spouse does not have
a disability or other family types that could diminish quality of life and increase stress and anxiety through
exposure to housing discrimination or the loss of a housing subsidy due to an inability to use it in the
allotted time.



Increased constraints on resources for senior households whose head or spouse does not have a disability or
other family types that may be forced to rent at less affordable rates in the private market. These
constraints could increase material hardship, affecting maintenance of health conditions, such as diabetes,
through lack of regular medical care and treatment adherence.



Among senior households whose head or spouse does not have a disability, potential implications include:
o

A decrease in the number of households with options for accessible housing infrastructure.
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o

Fewer households with access to supportive services coordinated with housing.

o

Decreased access to supports for resident organizing.
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Recommendations and conclusions
This HIA yielded the following 10 recommended actions HUD could take to optimize the health effects of its rulemaking. Although designated units make up less than 6 percent of public housing nationwide, these
recommendations could be used more broadly to support the health of more than 1.6 million senior and
disabled families that PHAs assist through the public housing and voucher programs. Designated housing rulemaking offers substantial opportunities for HUD to engage in interagency collaborations at the federal level and
to support PHAs in offering people with disabilities choices in integrated community living; expanding
partnerships that bring together housing and supportive services; and creating environments for seniors and
people with disabilities to age in place. Achieving these objectives would help HUD meet its strategic goal of
providing housing as a platform for improving quality of life and would support state and local governments’
efforts to contain public service and medical care costs.
Final decisions on changes to the designated housing rule should consider potential health risks and benefits and
the related cost implications identified in this analysis. Both HUD and PHAs face fiscal and administrative
constraints and, therefore, HUD should consider the feasibility and potential impact of resource reallocation
necessary to implement any of these recommendations. Successful implementation of these recommendations
probably would require additional financial and staffing resources for HUD and other federal agencies.
Many of these recommendations speak to opportunities to support the health of senior and disabled
households beyond those living in designated units and so may be optimally addressed as a part of regulation or
guidance on broader PHA planning efforts, such as Consolidated Plans, Annual Action Plans, or Analyses of
Impediments to Fair Housing Choice. Additional research and stakeholder engagement would help to refine
these recommended actions and to determine the optimal mechanism for their implementation.
Expand efforts to use housing as a platform for supportive services. Housing coordinated with supportive
services can benefit health and help state and local governments contain public service and medical care costs.
HUD’s strategic plan recognizes efforts to increase safety and to prevent crime, such as improvements to the
physical environment and coordination with law enforcement agencies, as important elements in enabling
housing to serve as a platform for services. For many seniors and younger people with disabilities living in
designated housing, supportive services are important in facilitating their mental and physical health and ability
to meet lease requirements and maintain housing. HUD requires PHAs to describe in their designated housing
plans the supportive services they intend to provide or coordinate for residents. In updating the application
requirements, HUD could do the following:


Provide guidance and incentives for PHAs to establish partnerships with state Medicaid programs and costcontainment efforts that can support the provision of housing coordinated with supportive services,
including medical services, assistance with daily tasks, and social services, such as food and nutrition
programs.458 Such initiatives could include formal agreements with programs, such as Home and
Community-Based Service waivers or the MFP program and co-location of designated housing properties
and FQHCs or Community Mental Health Centers. HUD could build upon partnership models established by
several PHAs to support the provision of housing coordinated with services, such as the Housing Authority of
the City of Milwaukee’s collaboration with an area FQHC at one of its senior-only public housing properties
and the Cambridge Housing Authority’s partnership with PACE. These partnerships could yield cost savings
in preventing or mitigating some of the most expensive conditions, including asthma, stroke, and
depression, common among low-income seniors and younger individuals with disabilities. For a list of select
partnership resources for PHAs, see Appendix D.



Expand the scope of the HUD/HHS Housing Capacity Building Initiative for Community Living or form an
additional advisory committee to regularly convene stakeholders to discuss alignment of housing,
supportive services, and public safety systems for residents in HUD-assisted properties. These stakeholders
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could include HUD, HHS, the Department of Justice, PHAs and others in the affordable housing industry,
state and local officials in human services and law enforcement, and advocates for seniors and people with
disabilities. The advisory committee could be charged with developing and recommending:
o

Strategies for aligning policies and funding streams to address affordable housing, supportive service,
and safety needs for integrated community living.

o

Opportunities for integrating behavioral and mental health with primary health care.

o

Sustainable funding sources for resident service coordinators and public safety staff and programing.

o

Partnership models and incentive structures for collaboration between PHAs and health and human
service agencies implementing Medicaid programs or operating community health centers.

o

Metrics for monitoring progress.

Promote fair housing initiatives to support choice in integrated community living. Despite federal fair housing
laws and policies, people with disabilities frequently experience housing discrimination and have significant
unmet housing needs. Additionally, if new designations continue to occur at the same pace and in similar
proportion over time, reduced access and fewer choices in affordable housing options could affect nearly 16,000
disabled households. At the same time, the projected demand for publicly assisted units could increase among
those making a transition under Olmstead plans and settlement agreements. For example, in some states, these
transitions alone have the potential to increase the need for affordable housing by more than 50 percent
relative to the demand currently met for disabled households through public housing and the Housing Choice
Voucher program. Federal, state, and local efforts will be needed to allocate the housing supply necessary to
meet the growing demand among all household types, particularly disabled households. HUD could support
PHAs in developing and implementing fair housing initiatives that offer people with disabilities a choice in
integrated community living, for example, HUD could do the following:


Require PHAs submitting designated housing plans to certify that their plans are consistent with their efforts
to implement fair housing initiatives and in compliance with the forthcoming Affirmatively Furthering Fair
Housing rule (proposed rule, 78 FR 43709) and Section 504 of the Rehabilitation Act of 1973 (24 CFR Part 8,
Part 9). This process could complement the existing review of plans by HUD’s Office of Fair Housing and
Equal Opportunity.



Provide guidance and incentives to PHAs to consult with agencies responsible for implementing state or
local Olmstead plans or settlement agreements. Similarly, HUD could encourage consistency with local plans
to end chronic homelessness. For example, when determining affordable housing needs in their
jurisdictions, PHAs could demonstrate an affirmative marketing strategy for people with disabilities by
targeting potential tenants (e.g., those making the transition out of institutions), who are least likely to apply
for housing; develop memorandums of understanding with area affordable housing providers (e.g., Section
811 and Section 202 providers); and use project-based vouchers (i.e., Housing Choice Vouchers dedicated to
a specific housing project) to help create a supportive housing environment.459
One approach would be to promote partnerships between PHAs administering Housing Choice Vouchers
and state agencies responsible for Olmstead implementation, modeled on efforts such as Non-Elderly
Disabled (NED) Category 2 vouchers and the HUD-Veterans Affairs Supportive Housing (HUD-VASH)
program. HUD could build upon models established by some PHAs, such as the Denver Housing Authority’s
memorandum of understanding with Colorado’s Medicaid agency to coordinate supportive services for
formerly institutionalized individuals who move to public housing. These efforts present an opportunity for
substantial cost savings. For example, a 2005 survey by the Centers for Medicare & Medicaid Services
estimated the public could see annual savings of $2.6 billion by transitioning thousands of nursing home
residents to home and community-based settings.460
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 Promote more disabled-designated and mixed-designated units integrated within public housing properties.
These units could be integrated within any properties in a PHA’s portfolio, including family public housing
properties. Successful implementation of this recommendation would require sustained access to
supportive services and service coordination for these residents. Although PHAs are required to prioritize
their accessible units in all property types for individuals requiring accessibility features, the designation of
additional disabled- and mixed-population units could promote community integration for people with
other types of disabilities who may not be in need of accessible units. HUD could encourage this by offering
financial flexibility, expediting processes for designated housing plan approvals, or providing additional
resources through its operating subsidies funding formula.
 Strengthen guidance and training for PHAs on alignment of the designated housing rule with federal and
state fair housing policies and for PHA staff and residents related to resident conflict and discrimination. The
department could build upon models such as the Housing Authority of the City of Milwaukee’s partnership
with SET Ministry to support resident training and community-building activities.
Improve data availability and accuracy. Affordable housing needs projections are underestimated because
current data sources do not capture the homeless or people living in institutions, such as nursing homes or
assisted living facilities. To address this, HUD could do the following:


Strengthen collaboration with HHS to develop metrics and a data collection protocol to provide a more
accurate picture of affordable housing needs among seniors and people with disabilities. Available data sets
for such an analysis include the Comprehensive Housing Affordability Strategy (CHAS), special tabulations of
the American Community Survey (including information on residents in group quarters), and the Homeless
Management Information System. PHAs could be encouraged to provide inclusive metrics in their
designated housing plans and improve local data collection and coordination, including through the
Consolidated Plan, to identify and address affordable housing needs.



Strengthen tracking of Housing Choice Voucher success rates among senior and younger disabled
households. This could be accomplished through improved guidance to PHAs on capturing demographic
data when reporting to HUD and by encouraging PHAs to consider the rates for seniors and people with
disabilities when developing designated housing plans.



Request that PHAs delineate, as part of their justification for the designation, HUD-subsidized and other
affordable housing programs in their jurisdictions available to serve seniors or people with disabilities, such
as Section 811, Section 202, and Continuum of Care permanent supportive housing providers, to more
accurately capture local affordable housing supply when determining how to allocate housing. Currently,
HUD considers only housing resources in the PHA’s portfolio when examining the availability of alternative
housing resources. This proposed delineation would allow for a more accurate assessment of affordable
housing supply and availability of alternative housing resources. HUD also could improve coordination and
data sharing across its public and multifamily housing programs to facilitate partnerships among PHAs and
other providers to better meet local affordable housing needs.



Examine housing needs among senior and disabled families that have children or that require an additional
bedroom for a live-in aide or medical equipment. These data could be used to develop guidance for PHAs
regarding designation of larger unit sizes.

Equip PHAs with data to inform strategies and actions to improve neighborhood resources. PHAs that use the
designated housing rule typically are located in denser, more diverse, urban areas with higher poverty and
crime rates compared with PHAs that do not use the rule. The HIA analysis also suggests differences in the
characteristics of neighborhoods, such as fewer resources and opportunities for employment, surrounding
predominantly mixed and disabled properties compared with senior-only properties within the same PHA.
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Easily accessible data on neighborhood characteristics could help PHAs develop designated housing plans that
connect residents to neighborhood resources and address service needs (e.g., transportation, medical clinics).
To address this, HUD could provide guidance to PHAs on incorporating neighborhood metrics in their
designated housing plans and other related plans. Metrics could include those established under existing
initiatives, including HUD’s Healthy Communities Transformation Initiative and associated Healthy Communities
Index, Affirmatively Furthering Fair Housing indicators, and the eCon Planning suite.461
Equip PHAs with tools to enhance accessibility in designated housing. Most of the housing stock in the United
States does not have optimal accessibility for people with disabilities. Research suggests that PHAs have room
to improve the accessibility of their public housing developments. Current data sources, however, do not
provide a complete picture of the number of accessible units within public housing developments. Additionally,
funding for operating and capital improvement costs has not kept pace with need, making it difficult for PHAs
to fund necessary accessibility upgrades. To address this, HUD could do the following:
 Require that every newly constructed or substantially rehabilitated public housing property be built in

compliance with Fair Housing Act accessibility requirements.462 The department also could provide guidance
to PHAs on achieving universal design standards during construction or rehabilitation and on incorporating
aspects of designated housing into existing planning processes related to housing accessibility, such as the
Annual Plan’s Civil Rights certification and Section 504 transition planning. HUD also could support PHAs in
providing adequate, accessible, and dedicated community space and meaningful programming in public
housing properties with senior or disabled households.
 Provide regular and timely guidance concerning its accessibility and modifications requirements under the

Fair Housing Act, Section 504, and the ADA, including on possible funding sources, partners, and best
practice models.
 Provide guidance, best practice models, and incentives to PHAs to cost-effectively and systemically make

accessibility and universal design modifications to their housing portfolios, so that in addition to meeting
individual needs, they increase the long-term supply of accessible housing in their communities.
 Develop and implement a plan for improving the accuracy of data regarding accessibility of public housing
units, including how it will use the data to inform policy and programmatic changes to prioritize resources
and support accessibility enhancements within public housing. HUD could strengthen and provide ongoing
communications to PHAs about its efforts to utilize accessibility data in policymaking, the importance of
having a reasonable accommodations and modifications policy, and best practices and opportunities for
informing residents of HUD policy.
Examine the implications of and best approaches for aligning the designation process with trends in public
housing financing. PHAs leverage public and private funding sources through programs such as RAD and LIHTC
to facilitate the rehabilitation or replacement of distressed public housing units. Although additional analysis is
needed, preliminary research suggests that stakeholders have substantial concerns about certain changes to the
rule that would occur under the Housing Trends scenario as they relate to RAD conversions and the timeline for
applying for tax credits. To address this, HUD could do the following in the near term:


Establish an internal working group comprising staff from several HUD programs and offices, including the
Office of Public and Indian Housing, the Office of Multifamily Housing Programs, RAD, and the Office of Fair
Housing and Equal Opportunity, to examine the intersection of the designated housing rule and broader
housing trends. The working group could be charged with developing and implementing strategies to
coordinate program goals, implementation requirements, accountability measures, eligibility and funding
criteria for affordable housing providers, and administrative oversight across HUD offices and programs to
support partnerships and resource alignment among PHAs and other HUD-assisted providers.
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Form an advisory committee to regularly convene stakeholders, including the U.S. Department of the
Treasury, PHAs, state housing finance agencies, for profit and nonprofit affordable housing developers and
providers, and advocates for seniors and people with disabilities, to discuss the intersection of designated
housing and broader trends in public and affordable housing finance. The committee could be charged with
developing and recommending:
o

Strategies for PHAs using RAD or LIHTC to engage with community partners, including disability and
senior advocacy organizations, regarding fair housing concerns and tenants’ rights.

o

Monitoring systems to track changes in affordable housing demand and supply for various populations
in the context of housing finance trends and systems to provide annual updates that track worst-case
housing needs or changes in resident composition for RAD-converted properties.

o

Opportunities and models in housing finance processes, such as establishing QAP criteria, that can
encourage the housing market to align affordable housing needs and supply and to support the
development or rehabilitation of properties with enhanced accessibility features.

o

Models for training PHA staff to blend the requirements of the public housing and LIHTC programs.

Pursue opportunities to align housing and health data sets. National-level data on the health status and
supportive service needs of public housing residents are limited. Integration of housing and health data could
facilitate HUD’s efforts to consider health in affordable housing decision-making and could support PHAs and
local supportive service providers in coordinating and targeting accessible housing and service resources in their
communities. To address this, HUD could do the following:


Work with HHS to develop and implement a plan to use aggregated data, collected by HUD-funded service
coordinators, to inform the development of policies and programs that prioritize resources for support
service and accessibility needs.



Continue the collaboration between HUD and the National Center for Health Statistics to geocode National
Health Interview Survey addresses. HUD also could pursue additional opportunities, such as coordinating
with the Behavioral Risk Factor Surveillance System to capture data on public housing residence (e.g., never,
former, current) and facilitating coordination among local-level housing and health data sets.

Support and reward PHAs that partner and consult with community stakeholders. The demand for affordable
housing for seniors and people with disabilities will not be completely met no matter how a PHA configures its
designation. The need is far greater than the supply. In the long run, forming productive coalitions and
partnerships can help to create and preserve housing and service opportunities. To support this, HUD could
provide guidance and incentives (e.g., providing expedited review or additional points on future grant
applications) for PHAs to work with local, regional, and state disability membership and advocacy groups (such
as independent living centers); senior membership and advocacy groups; service providers and organizations;
low-income and tenant advocates; affordable housing development and financing organizations; and
neighborhood and community groups in planning for designated housing and affordable housing development
and rehabilitation.
Streamline the designated housing plan review and approval process. One of HUD’s goals in making regulatory
changes to the designated housing rule is to clarify and streamline the procedures through which PHAs
designate housing for seniors and people with disabilities. In focus groups and interviews, many PHA staff
described the process as lengthy and cumbersome, and some also said that obtaining required data was
burdensome and time-consuming. To address this, HUD could do the following:


Use a community-level need indicator to simplify the renewal process for PHAs that demonstrate that their
jurisdictions have not faced statistically significant changes in demand from low-income seniors and people
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with disabilities since their initial approvals.463 Data suggest that substantial demographic shifts may not
occur within the two-year time frame for renewal. PHAs that do have significant changes would be required
to complete the more comprehensive renewal application. This simplified process could be implemented in
a test phase to assess gains in administrative efficiency.


Develop and implement a simplified application form that provides clear examples of the data sources PHAs
may use to respond to the questions HUD staff use in reviewing designated housing plans. HUD could
probably undertake this step in a relatively short timeframe. For examples of indicators and data sources
PHAs could use, see Appendix E.



With stakeholder input, identify opportunities and develop a tool to guide PHAs in accessing standardized
data for their designated housing plans based on CHAS, a PHA’s Consolidated Plan, Resident Characteristics
Report data, and existing neighborhood metric sources (e.g., HUD’s Healthy Communities Transformation
Initiative and associated Healthy Communities Index, Affirmatively Furthering Fair Housing indicators, and
the eCon Planning suite).

Improve tracking of designated housing rule use. Quality assurance and control of HUD-designated housing
data conducted for this HIA suggest that tracking and reporting could be improved, particularly with respect to
renewal status. Additionally, many public housing projects with a mixed population of seniors and non-elderly
people with disabilities are not currently captured in HUD’s Designated Housing Status Report because they
were managed and operated as mixed-population properties before the development of the designated housing
rule. To address this, HUD could do the following in the near term:


Increase efforts at the national office and local field offices to achieve accurate and regularly updated
surveillance of designated housing rule use, including data on specific PHA properties with designated units.



Develop and implement a plan for improving the accuracy of data regarding mixed-population properties to
enable a comprehensive analysis and ongoing monitoring of their number and distribution. This could
include encouraging PHAs to routinely use data fields already available to them in HUD’s Inventory
Management System/Office of Public and Indian Housing Information Center data system to report the
number of designated units in their portfolios and clearly communicating why these data are important and
how they will be used.
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Appendix A: Glossary of acronyms and terms
Active designated housing plan: To designate housing for senior or disabled families, PHAs must develop a
designated housing plan and receive approval from HUD. Once approved, a plan is considered “active” and
allows the housing authority to designate a housing project, or portion thereof, for seniors, non-elderly people
with disabilities, or both for five years, with an option to renew by submitting an updated plan every two years.
Americans with Disabilities Act of 1990 (ADA): A law based on the congressional determination that policies
and programs that assemble services for individuals with disabilities in separate settings constitute a form of
discrimination similar to the creation of “separate but equal” facilities based on race. The act directs public
entities to provide programs and services in the “most integrated setting” possible that is appropriate to the
individual’s needs.
Centers for Medicare & Medicaid Services (CMS): A federal agency within HHS that administers Medicare,
Medicaid, and the Children's Health Insurance Program in partnership with states.
Designated housing: Public housing properties, or a portion of them, that are allocated for occupancy by senior
families, disabled families, or a mixed population of senior and disabled families.
Disabled family: A family whose head (including co-head), spouse, or sole member is a person with a disability.
The household may include two or more persons with disabilities living together, or one or more persons with
disabilities living with one or more live-in aides. (See 24 CFR 5.403.)
Federally Qualified Health Centers (FQHC): Safety net health care providers that are intended to enhance the
provision of primary care services in underserved urban and rural communities.
Health impact assessment (HIA): A systematic process that identifies the potential health effects of a proposed
policy, project, or program to inform policymakers, those affected by the decision, and others with an interest in
the outcome, and to offer practical options for maximizing health benefits and minimizing health risks.
Home and Community-Based Services (HCBS) waivers: A policy option that enables states to provide Medicaidfunded long-term care services in home- and community-based settings instead of institutional settings.
Housing Choice Voucher program: Federally funded and locally administered financial assistance that helps very
low-income households afford housing within the private rental housing market.
Low-Income Housing Tax Credit (LIHTC) program: A federal tax credit that supports the development of new
affordable housing units, as well as the rehabilitation and redevelopment of existing affordable housing.
Through the program, tax credits are allocated to states based on their populations. Developers apply and
compete for these credits and then sell them to investors to raise capital, which reduces the debt required to
build or rehabilitate housing and makes it financially feasible to provide units at lower rents. Public housing
authorities frequently partner in the development of LIHTC properties in their jurisdictions.
Money Follows the Person (MFP) program: A federal initiative to help states rebalance their Medicaid longterm care systems by shifting resources away from institutions, such as nursing homes and assisted living
facilities, and toward providing services in home- and community-based settings.
Moving to Work (MTW): A federal demonstration program for housing authorities that gives them more
flexibility in how they use federal funding and exemptions from many public housing and Housing Choice
Voucher program rules.
National Prevention Council: This multi-agency federal panel, created through the Affordable Care Act and
chaired by the surgeon general, is charged with improving the health, well-being, and resilience of all Americans.
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Non-Elderly Disabled (NED) vouchers: Special-purpose vouchers awarded by HUD since 1997 to non-elderly
individuals with disabilities.
Office of Fair Housing and Equal Opportunity (FHEO): The HUD office dedicated to developing, administering,
enforcing, and increasing public understanding of federal fair housing policies and laws.
Office of Public and Indian Housing (PIH): The HUD office that works to ensure safe, decent, and affordable
housing and to create opportunities for residents’ self-sufficiency and economic independence.
Olmstead: The 1999 Supreme Court decision Olmstead v. L.C. affirmed that unjustified segregation of individuals
with disabilities is prohibited by the ADA and that people with disabilities have the right to receive services that
support everyday life in integrated, community-based housing. Since the decision, new federal funding streams
and strategies have emerged to facilitate the transition of individuals with disabilities out of institutions and
segregated settings, including the provision of community-based housing and services.
PHA: Public housing authority.
Program of All-Inclusive Care for the Elderly (PACE): A federal program that provides individuals age 55 or older
with comprehensive, coordinated medical and personal care services delivered by an interdisciplinary team of
health professionals at home rather than in a nursing home.
Public Housing: A HUD program; one of several federal programs that aim to improve access to housing and
housing conditions for low-income families. The program is administered locally by about 3,300 PHAs that own
and manage nearly 1.2 million public housing units across the United States, approximately 22 percent of all
HUD-assisted housing.
Project-based vouchers: Housing Choice Vouchers that are attached to housing units in a specific development
or service-rich area in order to make those units affordable to residents with extremely low incomes.
Project-based rental assistance: Contracts with private owners of multifamily rental housing that make the units
affordable by paying the difference between what low-income households can afford and the approved rent.
Rental Assistance Demonstration (RAD) program: A federal program launched in 2013 to preserve public
housing units at risk of becoming uninhabitable due to deferred maintenance. The program allows PHAs to
convert public housing properties to long-term, project-based vouchers or project-based rental assistance
contracts (see above) with for-profit or nonprofit property owners.
Remaining demand: For this HIA, remaining demand is defined as the share of affordable housing needs that
PHAs face after accounting for other sources of supply within the county. (See Methods, Page 24.)
Resident service coordinators (RSCs): Typically members of a housing development’s management team, based
at the housing site, and funded as an operating expense, these staff assist residents in obtaining affordable
services through community agencies.
Section 202: HUD’s Section 202 Supportive Housing for the Elderly program makes interest-free capital advances
to support the construction, rehabilitation, or acquisition of buildings that will offer supportive housing for very
low–income senior families (households with incomes of 50 percent or less of the area median). The program
also provides rental assistance dollars to ensure the projects remain affordable. Section 202 funds are available
only to private, nonprofit organizations and consumer cooperatives; public agencies and tribes are not eligible.
Section 504: This section of the Rehabilitation Act of 1973 prohibits discrimination against individuals with
disabilities in a number of contexts, including housing, but applies only to the federal government and federally
financed agencies, such as PHAs. Section 504 requires federal agencies and organizations receiving federal
assistance to deliver programs in the most integrated setting possible.
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Section 811: HUD’s Section 811 Supportive Housing for People with Disabilities program provides funding to
develop and subsidize housing and on-site supportive services for low-income people with disabilities. The
program provides interest-free capital advances and operating subsidies to nonprofit affordable housing
developers, as well as project rental assistance to state housing agencies.
Senior family: A family whose head (including co-head), spouse, or sole member is at least 62 years of age. The
household may include two or more persons who are at least 62 years of age living together or one or more
persons who are at least 62 years of age living with one or more live-in aides. (See 24 CFR 5.403. Based on
feedback from members of the advisory committee for this HIA, the term “senior family” is used in lieu of
“elderly family,” where possible.)
Supportive services: Medical and social services and other resources that help residents maintain housing or
carry out daily tasks, such as assistance with transportation or care for chronic conditions.
U.S. Department of Health and Human Services (HHS): A federal department whose mission is to enhance and
protect the health and well-being of all Americans.
U.S. Department of Housing and Urban Development (HUD): A federal department whose mission is to create
strong, sustainable, inclusive communities and quality affordable homes for all.
Veteran’s Affairs Supportive Housing (HUD-VASH) vouchers: This program combines Housing Choice Voucher
rental assistance and Veterans Affairs services, such as case management and clinical services, for homeless
veterans.
Worst-case housing needs: Renter households with very low incomes (50 percent or less of the area median)
who do not receive government housing assistance, and who either paid more than half their monthly incomes
for rent, lived in severely substandard conditions, or both.
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Appendix B: Intersecting affordable housing programs and financing mechanisms
This appendix describes several affordable housing programs and financing mechanisms that intersect with the
designated housing rule.

Vouchers
The Housing Choice Voucher program, federally funded and locally administered, helps very low-income
households afford housing within the private rental housing market.464 According to recent HUD data, the
program subsidizes more than 2.3 million units, housing more than 5.3 million people.465 Unlike public housing,
where assistance is tied to a specific publicly owned unit, the voucher program provides the assistance to the
household, which then has flexibility to choose where to live. 466 Typically, a family with a voucher pays rent
equal to 30 percent of its household income. Using federal funds, PHAs pay the property owner the difference
between that amount and the market rent, up to a set limit.
In general, to be eligible for a voucher, households must have incomes at or below 50 percent of the local area’s
median income (AMI), and HUD rules require that three-quarters of newly distributed vouchers be allocated to
households with extremely low incomes—no higher than 30 percent of AMI. PHAs typically use waiting lists or
housing lotteries to manage demand for vouchers. They also may establish preference systems to target specific
groups, such as seniors, people with disabilities, veterans, and the homeless. PHAs can further choose to attach
some of their vouchers to specific housing units, called “project-basing,” to make units in a specific development
or service-rich area affordable to residents with extremely low incomes. Senior families represent 21 percent of
households with a Housing Choice Voucher and non-elderly disabled families represent 28 percent of all
households with a voucher.467

Rental Assistance Demonstration program and tax credits
PHAs leverage public and private funding sources through programs such as the Rental Assistance
Demonstration (RAD) program and the Low-Income Housing Tax Credit (LIHTC) program to rehabilitate or
replace distressed public housing units.
No federal funding has been allocated to increase the total stock of public housing units since the early 1990s.
However, HUD has supported the rehabilitation and redevelopment of public housing units through programs
such as HOPE VI and Choice Neighborhoods.468 Additionally, HUD has tried to slow the loss of public housing
units through programs such as RAD. Launched in 2013, RAD is intended to preserve public housing units at risk
of becoming uninhabitable due to deferred maintenance.469 Through a competitive process, PHAs with severely
distressed properties may convert their current rental assistance funds to long-term, project-based vouchers or
project-based rental assistance contracts470 and leverage private and other public financing (e.g., LIHTCs) to
support rehabilitation and preservation.471 Public housing residents displaced by a RAD-supported renovation
are guaranteed the right to return when it is completed.472 PHAs also must help residents relocate to different
housing, if necessary, during the rehabilitation.473 Residents may move to other public housing units if they are
available or receive a Housing Choice Voucher for the private rental market.474
PHAs also frequently partner in the development of LIHTC-funded properties in their jurisdictions to facilitate
rehabilitation or replacement of public housing properties. Established in 1986, LIHTC has leveraged almost $100
billion in private investment to finance more than 2.6 million units.475 LIHTC also is an important source of
funding for rehabilitation and redevelopment of existing affordable housing projects. Tax credits are allocated to
states and used by developers to offset the costs of construction, which makes it financially feasible to provide
units at lower rents.
The U.S. Department of the Treasury allocates tax credits to each state based on its population.476 The program
typically is administered by Housing Finance Agencies (HFAs), which are established by the states to meet their
affordable housing needs.477 For-profit and nonprofit developers apply and compete for the credits through a
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process outlined in each state’s Qualified Allocation Plan (QAP) and then exchange the credits for equity by
retaining them as financing for a project or, more typically, selling them to investors.478 This reduces the debt
required to build or rehabilitate a housing development, enabling more affordable rents.479 In addition to federal
requirements, which every LIHTC development must meet, each state’s QAP establishes rules that determine
which projects receive preference for the tax credits (e.g., by geography or resident characteristics).480

Other programs
Several HUD programs also focus on developing and providing housing and supportive services for low-income
seniors and people with disabilities. HUD’s Section 202 Supportive Housing for the Elderly program makes
interest-free capital advances to support the construction, rehabilitation, or acquisition of buildings that will
offer supportive housing for very low–income senior families.481 The program also provides rental assistance
dollars to ensure the projects remain affordable. Section 202 funds are available only to private, nonprofit
organizations and consumer cooperatives; public agencies and tribes are not eligible. Any very low–income
household with at least one senior (age 62 or older) may live in Section 202 housing.
Before the establishment of the Section 811 program in 1990, non-elderly people with disabilities were eligible
to reside in Section 202 units. These properties are referred to as Section 202/8 properties. Since 1990, the
Section 202 program has served only very low–income seniors; however, non-elderly people with disabilities
continue to live in Section 202/8 units developed prior to 1990.482
HUD’s Section 811 Supportive Housing for People with Disabilities program provides funding to develop and
subsidize housing and on-site supportive services for low-income people with disabilities.483 The program
provides interest-free capital advances and operating subsidies to nonprofit affordable housing developers as
well as project rental assistance to state housing agencies. States also can use Section 811 funding to help
support their efforts to comply with Olmstead implementation and the deinstitutionalization of people with
disabilities.484 To receive Section 811 funding, state housing agencies must have a plan in place that
demonstrates how supportive services will be made available to residents. In December 2010, Congress passed
the Frank Melville Supportive Housing Investment Act, making several changes to the Section 811 program,
including requiring that no more than 25 percent of the units in any new Section 811 property be set aside for
people with disabilities to prevent segregation of these individuals.485
HUD also operates a number of programs that aim to provide housing and supportive services to specific target
populations. The Shelter Plus Care program provides rental assistance to homeless individuals with disabilities,
primarily those with serious mental illness, chronic alcohol or drug dependence, and HIV/AIDS.486 The Housing
Opportunities for Persons with AIDS (HOPWA) program provides funding for housing assistance and supportive
services for people living with HIV/AIDS.487 Additionally, funding from the HOME Investment Partnership (HOME)
program can be used to meet unmet housing need within a given jurisdiction, such as by providing permanent
housing for homeless individuals.488
In addition to these HUD-subsidized units, many communities offer affordable housing through the U.S.
Department of Agriculture’s Rural Development Section 515 program as well as through state and local efforts
(e.g., housing trust funds, bond financing, or grants).489
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Appendix C: Detailed description of assessment approach
Expedited systematic literature review
The HIA team searched the PubMed, Cochrane, Campbell, and Google Scholar databases for systematic reviews
or meta-analyses of studies published between January 2003 and January 2014 that investigated associations
among the designated housing rule, core factors, and health outcomes that addressed the assessment’s specific
research questions. The team then summarized the data from the identified studies and searched for relevant
gray literature—reports and publications outside of academic journals—related to each research question.
If no appropriate studies were found for a specific question, then the team conducted a systematic search of the
PubMed and Google Scholar databases for extant literature (including nonsystematic research reviews and
original articles) published between January 2003 and January 2014. For searches yielding a large number of
results, the team screened a minimum of 100 abstracts to determine relevance for each research question. By
default, the search engines used populated the results in order of relevance to the search terms. For research
questions that yielded fewer than five articles, the HIA team performed a more in-depth review to find and
collect additional data, including using a “snowball” method to pull relevant peer-reviewed studies and gray
literature from citations and bibliographies.
The literature review for each research question was supplemented by searching for relevant gray literature in
Google Scholar and subject-specific sources, such as HUD USER, the Centers for Disease Control and Prevention
(CDC), and the AARP Public Policy Institute. The HIA team considered articles published in gray literature and
peer-reviewed journals, as well as research on hypotheses directly relevant to the health pathway under
investigation. The team excluded studies that were not published in English, those that were conducted among
study populations outside of North America, and those that focused exclusively on populations other than
seniors and people with disabilities.
In total, the HIA team reviewed more than 350 reports, peer-reviewed articles (including systematic reviews,
meta-analyses, and reviews), conference papers, books, and other electronic resources such as fact sheets and
websites. The team reviewed these sources, characterized the quality of the research reviewed, and extracted
key findings related to the specific research questions.490

Analysis of PHA designated housing rule use
The HIA team used HUD’s Designated Housing Status Report data, Assisted Housing Properties database, and
Resident Characteristics Report (RCR) data to examine the characteristics of PHAs with and without active
designated housing plans.491 The total number of housing authorities in the analysis—2,787—reflects the
number of records in the HUD Assisted Housing Properties database. Other HUD resources show higher figures,
including the Resident Characteristics Report (RCR) that includes records for approximately 3,100 authorities
and the HUD public housing website, which has 3,300. The HIA team used the Assisted Housing Properties
database, despite its fewer records, because it enables spatial analysis and contains more extensive PHA
attributes, such as financial status. This analysis does not consider PHA characteristics not represented in this
database.
The analysis joined HUD’s April 11, 2014, Designated Housing Status Report data and Assisted Housing
Properties database via a common PHA code field. To examine PHAs with and without active designated housing
plans, PHAs with a plan status of “expired” in the HUD Designated Housing Status Report were changed to “no
active plan,” because quality assurance and quality control of these data-identified concerns related to plan
renewal status. The HIA team then classified and grouped PHAs to compare them by size, plan status, plan type
(e.g., senior, mixed, disabled), financial rating, and physical rating. To compare PHAs based on resident
demographics and availability of other assisted housing units surrounding their jurisdiction, PHA data were
combined with those from the HUD Resident Characteristics Report (RCR), based on their common PHA code
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field. The HIA team calculated the mean number of Section 202/Section 811 and multifamily units from RCR data
for counties that contain PHAs. The multifamily category includes Section 202/Section 811 as a subset as well as
all voucher-funded assistance (including tenant and project-based).

Analysis of health factors and outcomes
The HIA team used data from the 2012 Behavioral Risk Factor Surveillance System (BRFSS) to examine health
factors and outcomes among low-income seniors and people with disabilities as a proxy for those who could be
eligible for or who might be residing in designated housing. The BRFSS survey is an ongoing, annual, randomdigit-dial telephone health survey of adults ages 18 years or older. The survey is conducted in all 50 states in
collaboration with the CDC and state departments of public health.
The HIA team restricted the analysis to counties with 25 or more respondents (84 percent of the 2,307 counties
in the BRFSS dataset). Additionally, the HIA team restricted the analysis to counties with at least one PHA as
identified in the HUD Assisted Housing Properties database. The final analysis included data on 475,687
respondents in 1,876 counties (81 percent of the 2,307 counties in the BRFSS dataset).
Using Statistical Analysis System (SAS), a data management and advanced analytics software, the HIA team
approximated the distribution of 51 health and demographic variables and created county estimates for each
variable, weighted by the number of respondents per county. These estimates were linked to data on where
PHAs existed. To examine differences in health factors and outcomes among relevant subpopulations, including
low-income seniors and people with disabilities, the HIA team classified respondents according to their age,
income, and self-reported disability status.
The assessment did not use the stratified sampling procedures for BRFSS data outlined by the CDC because the
weighting procedure does not enable stratifying by subpopulations. However, the HIA team determined that the
BRFSS data set facilitated the best possible estimates for the nationwide distribution of health factors and
outcomes in the relevant subpopulations. Therefore, estimates may not accurately reflect the true distribution
of health factors and outcomes in these subpopulations at the county level.

Estimation of housing utilization and demand
The HIA team examined the extent to which PHAs with active designated housing plans are meeting the demand
of key population groups, including seniors and non-elderly people with disabilities, compared with PHAs
without active designated housing plans. To quantify this for each PHA, the HIA team estimated the “remaining
demand met”—the extent to which a PHA meets remaining demand for affordable housing after accounting for
available units from all other sources in the same county—for affordable housing at the county level.492 For
example, if a PHA is located in a county with 20 senior households in need of affordable housing and five senior
affordable units supplied from other sources, that PHA faces a remaining demand of 15 units.
Data sources for analyzing the remaining demand met included the RCR, Comprehensive Housing Affordability
Strategy (CHAS), and American Community Survey (ACS). Affordable housing demand was considered for several
household types, including senior, non-elderly disabled, or families with children; by income level (extremely
low income, very low income, and low income); and by housing tenure (owner, renter).493 To estimate current
utilization of affordable housing, the HIA team used RCR data and calculated the total senior or disabled
households without children, all non-elderly households with children, and all households headed by blacks.
Because CHAS data include Hispanic households that are not eligible for housing (based on immigration status),
utilization for these households could not be measured.
The remaining demand was calculated for the following four PHA classes:
1. With an active designated housing plan for any designation type
2. Without an active designated housing plan
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3. (Subset of class 1) With an active plan for solely senior-only designated units
4. (Subset of class 1) With an active plan for mixed or disabled units and senior-only units
This analysis has a number of limitations. Estimates of demand among non-elderly disabled households include
inputs that may be upwardly or downwardly biased. An upward bias may occur because (1) both ACS and CHAS
tabulate households based on whether any member of the household has a disability, whereas the household
head, spouse, or sole member must have a disability to qualify as a disabled household under the HUD
definition; and (2) two-person disabled households headed by a person under age 62 could include single-parent
households with a child with a disability or single-adult households caring for an elderly family member with a
disability, neither of which would qualify as a disabled household under the HUD definition. By contrast, a
downward bias is probable because available data sources and the ACS-derived discount factor applied to them
do not account for those who are homeless or residing in institutional settings. In analyzing demand among
families with children, small- and large-family households serve as proxies for households with children. In the
case of large families (five or more), this analysis assumes these households have children; however, smallfamily households include two-person (neither elderly) and three-to-four-person households, so there is the
potential for inclusion of households with no children.

Estimation of public housing properties that house predominantly seniors and people with
disabilities
Because HUD data do not explicitly capture designation status at the public housing property level, the HIA team
used the April 11, 2014, HUD Designated Housing Status Report data and Assisted Housing Properties database
to estimate the number of public housing properties that currently house predominantly seniors or a mixed
population of seniors and people with disabilities by rule status. Many PHAs that do not have active designated
housing plans operate properties where a vast majority of residents are seniors or people with disabilities. This
analysis was used to estimate the number of these properties that are not currently captured in HUD’s records.
The HIA team linked the data sets by their PHA code to identify housing authorities that have approval to use
the rule. The analysis defined properties as follows:


Senior-only for properties with a minimum of 75 percent one-bedroom units and if they have residents who
are predominantly (≥ 75 percent of residents) seniors or near-elderly (ages 51 or older).



Mixed or disabled-only for properties with at least 75 percent one-bedroom units where fewer than 75
percent of residents are seniors or near-elderly (ages 51 or older) and where 80 percent or more of
residents under the age of 62 are disabled.

With this approach to filtering bedroom size, smaller designated properties could be excluded from this analysis.
An estimated 292 units may be unaccounted for, because four PHAs did not link to the properties database via
the PHA code. Since the criteria of this analysis are set to identify whole properties as senior-only or mixed or
disabled-only, this analysis also loses units that may be designated within a portion of a building. Estimates for
properties operating as senior-only may be upwardly biased because near-elderly households are included in
the definition.

Estimation of neighborhood conditions
Using the methods described above to define senior-only and mixed or disabled-only properties, the HIA team
examined the neighborhood conditions of these properties in all studied PHAs. The purpose of this analysis was
to (1) describe the neighborhood conditions of the average senior residents and disabled residents by rule
status; and (2) to examine differences in neighborhood conditions within the same PHA for residents of senioronly properties compared with mixed or disabled properties and compared with other property types.
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Neighborhoods were defined as census block groups or tracts that intersect a half-mile buffer around PHA
properties. The HIA team calculated the following indicators at the PHA property level:494
1. Percentage nonwhite or Hispanic (Census 2010 SF1 Table P5, Block Group)
2. Percentage of population in poverty (ACS 2008-2012 Table B17001, Block Group)
3. Total jobs reachable within a 45-minute transit and walking commute as a proportion of total CBSA
employment access (2013 EPA Smart Locator Database, Variable D5dr, Block Group)
4. Percentage of households below 30 percent area median income (CHAS 2006-2010 Table 7, Census Tract)
5. Labor market engagement index (HUD Affirmatively Furthering Fair Housing Draft Data Documentation, ACS
2008-2012 Tables B15003 and B23025, Block Group)
6. Pedestrian-oriented street intersections per square mile (2013 EPA Smart Locator Database, Variable
D3bpo4, Block Group)
7. Racially or ethnically concentrated areas of poverty (RCAP, ECAP) (HUD Affirmatively Furthering Fair Housing
Draft Data Documentation)495
These indicators were used to compare the neighborhood conditions of senior-only properties and of mixed or
disabled-only properties among PHAs with and without active plans. The HIA team also examined within-PHA
variance using the seven indicators. The within-PHA comparisons included:


Senior households in senior-only properties with senior and non-elderly disabled households in mixed or
disabled-only properties



Senior households in senior-only properties with similar households in non-senior-only properties



Senior and disabled households within mixed or disabled-only properties with similar households in nonmixed or disabled-only properties

For comparisons between PHAs with and without active plans, the team calculated PHA-level estimates using
the weighted average of the property-level estimates within a PHA’s housing portfolio, with weights given by
each property’s share of total PHA senior or disabled households. For categorical variables, PHA-level estimates
represent the proportion of senior or disabled households within each category (e.g., if senior residents are split
evenly across two properties, one of which is in a RCAP or ECAP, then 50 percent of senior residents are
estimated to be living in RCAPs or ECAPs). The analysis is, therefore, limited to those PHAs that have both senior
and disabled residents. This resulted in the removal of 222 PHAs, or 3.2 percent of all PHAs.
For the within-PHA comparisons:


The analysis comparing neighborhoods for households of senior-only properties to households of mixed or
disabled-only properties among PHAs with active designated housing plans (N=128) is necessarily limited to
the 18 PHAs that have both senior-only properties and mixed or disabled-only properties. Among PHAs
without active designated housing plans, the analysis is limited to 32 PHAs that have both senior-only
properties and mixed or disabled-only properties.



The analysis comparing neighborhoods for residents of senior-only properties and mixed or disabled-only
properties to neighborhoods for residents in other properties within the same PHA is limited to the 417
PHAs that have both senior-only and non-senior-only properties and to the 78 PHAs that have both mixed or
disabled-only and non-mixed/disabled properties.
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To compare the neighborhood experience for the average senior households in senior-only and non-senioronly properties, property-level data are weighted by the proportion of the population 62 and older in each
property by property type.



To compare the neighborhood experience for the average senior or disabled household in mixed/disabled
versus non-mixed/disabled properties, the HIA team weighted data by the share of the PHA’s seniors or
non-elderly disabled households living in the property.

Neighborhood indicators related to crime and access to health clinics could not be included in the public housing
property-level analysis, because these data are available only at the county level. However, the HIA team used
data from the Federal Bureau of Investigation’s Uniform Crime Reporting Program Data and the HHS Health
Resources and Services Administration (HRSA) Data Warehouse to compare crime rates and the number of
community health centers within counties where PHAs with and without active plans operate. Community
health centers are defined as Federally Qualified Health Centers (FQHCs) and FQHC look-alike sites, which are
“community-based health care providers that meet the requirements of the HRSA Health Center Program, but
do not receive Health Center Program funding.”496 FQHC look-alike sites provide primary care services in
underserved areas on a sliding fee scale based on patients’ ability to pay.

Qualitative research through a case study approach
Qualitative research with stakeholders, including PHA staff and residents, served as an important data source for
this study, because the interviewees possess expertise and community data that can ground the HIA in the lives
of affected populations.497 These data also supplement the systematic literature review and quantitative data to
provide a full picture of people’s experiences with designated housing and the potential impact of changes to
the designated housing rule on PHA staff, community partners, and residents.
In consultation with HUD’s Office of Public and Indian Housing and the AC, the researchers invited three PHAs—
the Housing Authority of the City of Milwaukee, Denver Housing Authority, and Cambridge Housing Authority—
to participate as case study sites for this HIA. The HIA team chose to focus on these three larger, metropolitan
PHAs because they represent the types of PHAs most likely to use the designated housing rule, because the
three sites are recognized by supportive housing experts and their PHA peers for their initiatives and strategies
to provide supportive services to senior residents and residents with disabilities, and because their leadership
indicated that they are likely to continue to use the rule in the foreseeable future and expressed interest in
participating in the HIA. The qualitative data allowed for exploration of context, meaning, and depth of the
public housing resident and staff experience, beyond what was available from existing secondary data used in
this HIA. The Johns Hopkins Bloomberg School of Public Health Institutional Review Board approved the datacollection procedures for the case study research.
PHA administrators at the case study sites led recruitment for the interviews and focus groups. PHA
administrators at each site identified PHA leadership, resident service coordinators, property managers, and key
community partners (e.g., service or medical care providers) to participate in interviews. Administrators also led
resident recruitment by notifying—through newsletters, flyers, and notifications at resident meetings—resident
advisory boards and tenant councils within designated properties of the opportunity to participate in the study.
The HIA team conducted 16 focus groups and interviews with a total of 135 PHA staff members and community
partners at the case study sites, including 25 PHA leaders and administrators, 45 property managers, 55 resident
service coordinators, and 10 community service providers.498 When conducting focus groups or interviews, the
HIA team did not ask service coordinators to specify if they were funded through HUD’s Elderly/Disabled or
Multifamily Housing Service Coordinator Program or another source. In addition, the team conducted 11 focus
groups with a total of 147 senior and disabled public housing residents. Among the resident focus group
participants, 81 percent lived alone, the highest level of education obtained for approximately half (48 percent)
of residents was a high school degree or less, and the average age was 68 years old (age range 37 to 90 years).
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At the time of the focus groups, 62 percent of residents had lived in their public housing property for five years
or more.
Oral informed consent was obtained from each participant prior to initiating the interview or focus group.
Participants did not receive remuneration, although refreshments were provided for the resident focus groups.
Two members of the Health Impact Project staff conducted the interviews and focus groups, which lasted
approximately 60 to 90 minutes, and were recorded and later transcribed. Although the team used scripts as
guides for the questions in focus groups and interviews, because the data collection was semi-structured,
discussions also included unexpected, yet related topics and experiences.
The HIA team combined data from all three sites for analysis and did not examine differences among the sites.
Data analysis consisted of HIA team members reading the transcripts to develop a codebook of key themes. HIA
team members then coded transcripts and summarized key themes using ATLAS.ti, a qualitative data
management and analysis software. Topic coding, which is a detailed review of the text that aims to identify
categories of content related to the research questions, guided the analytic approach.499 Because these
interviews and focus groups were in-depth and semi-structured, the qualitative data when presented are not
enumerated according to the frequency of people who expressed each statement being shared. Rather, the
frequency of each topic was described qualitatively to present common themes, as well as unexpected
experiences. To ensure that the collected data were valid, this aspect of the research was guided by the
concepts of credibility, confirmability, and transferability, which is similar to generalizability when discussing the
external validity of quantitative data.500 Demographic data captured from residents via an anonymous
participant data sheet were entered into an Excel database for analysis.

Key informant interviews and focus groups with public housing and health administrators
In addition to the interviews conducted with public housing administrators through the case study work, the HIA
team conducted additional semi-structured focus groups and key informant interviews with PHA staff across the
country to capture perspectives from PHAs of varying sizes and geographic locations, as well as PHAs without an
active designated housing plan. The team also conducted a semi-structured focus group with health and
Medicaid administrators in several states.
The team conducted two focus groups through interactive webinars (i.e., webinar focus groups) with staff from
12 PHAs that are members of the Council of Large Public Housing Authorities (CLPHA), because these larger,
metropolitan PHAs more commonly administer the designated housing rule and are likely to continue to be the
primary users of the rule in the foreseeable future. To supplement the perspectives of housing administrators
from these larger PHAs, the team conducted semi-structured interviews by phone with a purposeful sample of
administrators from 14 PHAs selected based on the following criteria: they represent a smaller or more rural
PHA that could supplement the perspectives of larger PHAs provided through the focus groups; they represent a
range of regions in the United States; they represent a range of PHAs that are currently using the designated
housing rule, those that previously used the rule, and those that have never used the rule; or they have been
recognized by HUD or key informant experts for their approach to resident engagement, or for providing
supportive housing to seniors and disabled individuals. The team also conducted a webinar focus group with
representatives from five Money Follows the Person (MFP) demonstration states regarding efforts to transition
people with disabilities from institutional settings to integrated affordable housing coordinated with services in
community-based settings. They were included because MFP represents a potential model for the alignment of
affordable housing and supportive services for people with disabilities and seniors.
Two members of the Health Impact Project staff facilitated the webinar focus groups in collaboration with
CLPHA staff (for the public housing authority focus groups) and the Centers for Medicare & Medicaid Services
(for the MFP focus group). The focus groups lasted approximately 60 to 90 minutes and were recorded and later
transcribed. Data analysis consisted of a review of transcripts by HIA team members to identify and summarize
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key themes. Whenever possible, two HIA team members conducted the semi-structured interviews, which
lasted approximately 60 to 90 minutes, and took notes during each interview. HIA team members de-identified
and read the notes, and then conducted thematic data analysis to identify the key themes and constructs across
the entire sample. Because data collection involved gathering information from these individuals in their
professional capacity, the Johns Hopkins Bloomberg School of Public Health Institutional Review Board classified
these data collection procedures as “Not Human Subjects Research.”
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Appendix D: Select resources for public housing authorities
Federally Qualified Health Centers
http://bphc.hrsa.gov/about/index.html
This Health Resources and Services Administration site provides information on the Health Center Program and
allows users to locate health centers near a specific address or by state or county. Federally Qualified Health
Centers are “safety net” providers intended to enhance the provision of primary care services at clinics located
in underserved urban and rural communities. (Accessed May 19, 2015.)
Home and Community-Based Services (HCBS) waivers by state
http://www.medicaid.gov/medicaid-chip-program-information/by-topics/waivers/waivers_faceted.html
This Centers for Medicare & Medicaid Services site enables users to search for Section 1915(c) HCBS waivers by
state. HCBS waivers enable states to provide Medicaid-funded long-term care services in home- and communitybased settings. (Accessed May 19, 2015.)
Money Follows the Person (MFP) program
http://www.medicaid.gov/state-resource-center/medicaid-state-technical-assistance/money-follows-theperson-tech-assist/list-of-mfp-grantees.html
This Centers for Medicare & Medicaid Services site lists the MFP grantees by state. The MFP program helps
states rebalance their Medicaid long-term care systems by shifting resources away from institutions and toward
providing services in home- and community-based settings. (Accessed May 19, 2015.)
Program of All-Inclusive Care for the Elderly (PACE)
http://www.medicaid.gov/medicaid-chip-program-information/by-topics/long-term-services-andsupports/integrating-care/downloads/state-website-list.pdf
This Centers for Medicare & Medicaid Services site lists the PACE program websites by state. PACE provides
individuals age 55 or older with comprehensive, coordinated medical and personal care services delivered by an
interdisciplinary team of health professionals at home rather than in a nursing home. (Accessed May 19, 2015.)
Olmstead Enforcement
http://www.ada.gov/olmstead/olmstead_docs_list.htm#Settlements
This U.S. Department of Justice site contains Olmstead-related briefs, complaints, letters of findings, and
settlement agreements by state. The 1999 Supreme Court decision Olmstead v. L.C. affirmed that unjustified
segregation of individuals with disabilities is prohibited by the Americans with Disabilities Act and that people
with disabilities have the right to receive services that support everyday life in integrated, community-based
housing. (Accessed May 19, 2015.)
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Appendix E: Example indicators and data sources for designated housing plans
This appendix contains examples of indicators and data sources that public housing authorities (PHAs) could use in preparing their designated
housing plans. They are organized into three categories: (1) data available at the PHA level or already compiled by PHAs for other planning
requirements; (2) data available through HUD or other nationally available sources; and (3) data available through other sources, such as state
Olmstead plans or local community health needs assessments. The indicators and data sources are organized by the questions used by HUD staff
when reviewing designated housing plans, as outlined in HUD’s designated housing plan processing guidebook for staff. (See Review of
Designated Housing Plans: A HUD Processing Guidebook for Public Housing Headquarters and Field Staff, available at
http://portal.hud.gov/hudportal/documents/huddoc?id=pih-2005-265bhguid.pdf). The indicators and data sources included here are not an
exhaustive list, nor are they intended to be prescriptive. Rather, they are intended to provide examples of the types of information that could be
used by PHAs to provide information on factors important to health as they prepare their designated housing plans, as well as to provide HUD
with a more complete picture of housing supply and demand and local-level context. These indicators are in addition to specific metrics required
by HUD, and PHAs should work with HUD to ensure that their plans contain all required information.

HUD review element and
selected questions
Justification for
designation

PHA sources

HUD or other national level sources

Consolidated plan:
 Needs assessment [NA-10]

Does the PHA establish
that the designation is
necessary to achieve the
housing goals for its
jurisdiction under the
consolidated plan?

 Homeless needs assessment
[NA-40]

Does the plan meet the
housing needs of the lowincome population of its
jurisdiction within the
PHA’s funding
constraints?

 Citizen participation [PR-15]

Does the plan include
information from the
consolidated plan or
other reliable sources to
support the proposed
designation.

 Annual goals and objectives
[AP-20]

 Non-homeless special needs
assessment [NA-45]
 Consultation [PR-10]

 Geographic priorities [SP-10]
 Priority needs [SP-25]
Action plan:

 Homeless and other special
needs activities [AP-65]
Resident Advisory Board
perspectives on designated

 (Forthcoming) Disproportionate housing needs
indicators (Affirmatively Furthering Fair
Housing Draft Data Documentation)
 Percentage of nonwhite or Hispanic (US
Census, Census SF1 Table P5)
 Percentage of population in poverty (American
Community Survey, Table B17001)
 Elderly or near-elderly households in poverty
(American Community Survey, Table B17017)
 Small area estimates: Prevalence of disability
(American Community Survey, Table S1810)
 Prevalence of health risks and outcomes
(Behavioral Risk Factor Surveillance System City
and County Data)

Other sources
 Estimates of homeless population
(Point-in-time estimates available for
state, county, or municipality)
 Community/population description
and prioritized description of all of the
community health needs (Community
Health Needs Assessment)
 Proposed Olmstead transitions
(applicable jurisdiction Olmstead plan
or settlement)
Measures of demand and utilization
employed in the designated housing
rule HIA for the following:
 Elderly households, 2006-2010
Comprehensive Housing Affordability
Strategy, Table 16
 Non-elderly disabled households,
Comprehensive Housing Affordability
Strategy, Table 6, and American
Community Survey 2008 – 2010,
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HUD review element and
selected questions

PHA sources

HUD or other national level sources

housing plan (e.g., a summary of
comments or minutes from
Resident Advisory Board
discussion regarding the plan)

Other sources
Tables B18107 and B11016
 Community-level need indicator (e.g.,
comparison of change in elderly
households using 2007–2009 and
2010–2012 American Community
Survey, Table B17017)

Community partner perspectives
on designated housing plan (e.g.,
letters of support or a summary
of comments or minutes from
meetings)

Housing needs and recommendations
information for local jurisdiction (from
applicable master or comprehensive
plan)

Project description
Does the plan include the
name of the project(s)
and the number of units
to be designated at each
project (indicate
percentage of units
proposed for designation,
total number of units in
each building, and
bedroom sizes)?
Does the plan describe
the types of tenants for
which the project is to be
designated?
Does the plan describe
any supportive services to
be provided to tenants of
the designated project (or
portion thereof)?
Does the plan describe
how the design and
related facilities of the
project accommodate the
special environmental

HUD Resident Characteristics Report:
Consolidated plan:
 Number of accessible units
included in public and assisted
housing [MA-25]
 Characteristics of residents
[NA-35]
 Special needs facilities and
services [MA-35]
 Section 504 needs assessment
[NA-35]
Number of Uniform Federal
Accessibility Standard (UFAS)compliant units

 Distribution of family type (Elderly and nonelderly disabled households)
 Distribution of household members age
 Distribution of number of 0- and 1-bedroom
units
HUD geospatial database:
 Percentage of disabled households less than 62
years of age and percentage of households 62
and older
 Public housing property, total units, and
percentage of 1-bedroom data

 Health care service delivery
sites/Federally Qualified Health
Centers (Health Resources and
Services Administration Data
Warehouse)
 Community/population description
and prioritized description of all of the
community health needs (Community
Health Needs Assessment)

Prevalence of health risks and outcomes
(Behavioral Risk Factor Surveillance System City
and County Data)
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HUD review element and
selected questions

PHA sources

HUD or other national level sources

Other sources

needs of the occupants
(e.g., call cords, elevators,
security system)?
Need/demand for housing
Number and percentage
of elderly and non-elderly
disabled on public
housing waiting list?
Number and percentage
of elderly and non-elderly
disabled on Housing
Choice Voucher (HCV)
waiting list?
Number and percentage
of elderly and non-elderly
disabled on other waiting
list (e.g. HOPE VI)?

Consolidated plan:


Needs assessment [NA-10]



Number and types of families
(elderly, non-elderly,
disabled, families with
children, etc.) on public
housing waiting list [NA-35]



Number of families on public
housing waiting list [MA-25]



Number and types of families
on Housing Choice Voucher
waiting list [NA-35]

Total number of
applicants on the public
housing waiting list?



Section 504 needs
assessment [NA-35]



Citizen participation [PR-15]

Total number of
applicants on the HCV
waiting list?



Consultation [PR-10]

Number of elderly
applicants on the waiting
list who have requested
units with accessible
features (indicate
bedroom size requested)?
Number of non-elderly
disabled applicants on the
waiting list who have
requested units with
accessible features

Resident Advisory Board
perspectives on designated
housing plan (e.g., a summary of
comments or minutes from
Resident Advisory Board
discussion regarding the plan)

Proposed Olmstead transitions
(applicable jurisdiction Olmstead plan or
settlement)
 (Forthcoming) Disproportionate housing needs
(Affirmatively Furthering Fair Housing Draft
Data Documentation)
 Percentage of nonwhite or Hispanic (US
Census, Census SF1 Table P5)
 Percentage of population in poverty (American
Community Survey, Table B17001)
 Elderly or near-elderly households in poverty
(American Community Survey, Table B17017)
 Small area estimates: Prevalence of disability
(American Community Survey, Table S1810)

Measures of demand and utilization
employed in the designated housing
rule HIA for the following:
 Elderly households, 2006-2010
Comprehensive Housing Affordability
Strategy, Table 16
 Non-elderly disabled households,
Comprehensive Housing Affordability
Strategy, Table 6, and American
Community Survey 2008 – 2010,
Tables B18107 and B11016
 Community-level need indicator (e.g.,
comparison of change in elderly
households using 2007–2009 and
2010–2012 American Community
Survey, Table B17017)

Community partner perspectives
on designated housing plan (e.g.,
letters of support or a summary
of comments or minutes from
meetings)
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HUD review element and
selected questions

PHA sources

HUD or other national level sources

Other sources

(indicate bedroom size
requested)?
Information in PHA’s
annual plan?
Information in city’s
consolidated plan?
Consolidated plan:
 Identified impediments to fair
housing choice (Analysis of
Impediments to Fair Housing Choice
for state, county, or municipal
service area)

 Citizen participation [PR-15]
 Consultation [PR-10]
Alternative resources
Does the plan include a
description of any plans
to provide additional
resources or housing
assistance to families that
may have been housed if
occupancy in the project
were not restricted?

Comparable services,
amenities, and
community facilities
between designated and
nondesignated properties
Are there comparable
services, amenities, and
community facilities
between designated and
nondesignated
properties? If yes, provide

Description and number of HUDsubsidized and other affordable
housing programs in the
jurisdictions that are available to
serve seniors or people with
disabilities, such as Section 811,
Section 202, and Continuum of
Care permanent supportive
housing providers

---

 Description of the existing facilities
and resources (Community Health
Needs Assessment)

Community partner perspectives
(e.g., letters of support or
description of alternative
resources available through
community partners)

Consolidated plan:
 Special needs facilities and
services [MA-35]
Action plan:
 Homeless and other special
Needs activities [AP-65]

 Consent decree or proposed/planned
services as part of Olmstead plan
(applicable jurisdiction Olmstead
plan or settlement)

 Health improvement strategies and
action plans (applicable community
health improvement plan)

Neighborhood Indicators that could be used to
compare designated and nondesignated
properties:


Percentage of nonwhite or Hispanic (US
Census SF1 Table P5, Block Group)



Percentage of population in poverty (ACS 3year estimates Table B17001, Block Group)



Percentage of very low and percentage of
extremely low-income (Comprehensive

 Description of the existing facilities
and resources (Community Health
Needs Assessment)
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HUD review element and
selected questions

PHA sources

HUD or other national level sources

a brief description.

Voluntary relocation
because of the
designation
Does the PHA intend to
provide reasonable notice
of the designation and an
explanation of available
relocation benefits for the

Other sources

Housing Affordability Strategy [CHAS] Table 7,
Census Tract)


(Forthcoming) Percentage of
racially/ethnically concentrated areas of
poverty (Affirmatively Furthering Fair Housing
Draft Data Documentation, Census Tract)



Labor Market Engagement Index
(Affirmatively Furthering Fair Housing Draft
Data Documentation; ACS Tables B15003 and
B23025, Block Group)



Transit accessible jobs [Environmental
Protection Agency (EPA) Smart Locator
Database, Variable D5dr, Block Group]



Intersection density (EPA Smart Location
Database, Variable D3bpo4, Block Group)



Transportation costs as a percentage of
income, moderate-income renters (Location
Affordability index, column hh_7_t_rent)



Violent and property crime (Federal Bureau
of Investigation FBI Uniform Crime Reporting
Program Data)



Health care service delivery sites/Federally
Qualified Health Centers (U.S. Department of
Health and Human Services Health Resources
and Services Administration Data Warehouse)

Consolidated plan:


Citizen participation [PR-15]



Consultation [PR-10]

---

---

Resident Advisory Board
perspectives on designated
housing plan (e.g., summary of
comments or minutes from
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HUD review element and
selected questions
agency and the
tenant/family?

PHA sources

HUD or other national level sources

Other sources

Resident Advisory Board
discussion regarding the plan)

Does the plan indicate
that the PHA will provide
access to features at a
rental rate paid by the
tenant that is comparable
to the unit from which
the tenant/family has
vacated?
Does the plan include
information regarding the
PHA’s intention to make
payments of actual
reasonable moving
expenses to the
tenant/family?
Court orders, lawsuits,
investigations, VCAs and
Section 504 actions
Does the PHA have any
outstanding court orders,
VCAs or Section 504
Letters of Findings (LOF)?
If yes, do they conflict
with the plan?
Does the field office have
information about any
lawsuits, pending
investigation or tenancy
litigation that may impact
the proposed
designation? If yes, please
explain.

---

---

 Consent decree or proposed/planned
services as part of Olmstead plan
(applicable jurisdiction Olmstead
plan or settlement)
 Filed complaints and settlement
decisions (state, county, and/or
municipal Fair Housing Agencies)
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Relevant data resources
Resource

Website

Affirmatively Furthering Fair
Housing Resources

http://egis.hud.gov/affht_pt

American Community Survey

http://www.census.gov/acs/www/#

Behavioral Risk Factor Surveillance
System City and County Data

http://apps.nccd.cdc.gov/BRFSS-SMART/SelMMSAPrevData.asp

CDC Web-based Injury Statistics
Query and Reporting System
(WISQARS), Injury Prevention and
Control Data and Statistics

http://www.cdc.gov/injury/wisqars/

CPD Maps

http://egis.hud.gov/cpdmaps/

Community Commons

http://www.communitycommons.org/maps-data/

Community Health Needs
Assessment (Community
Commons) and Community Health
Improvement Plans

http://www.huduser.org/portal/publications/pdf/FR-5173-P-01_AFFH_data_documentation.pdf

http://assessment.communitycommons.org/CHNA/
http://www.naccho.org/topics/infrastructure/CHAIP/chachip-online-resource-center.cfm

Consolidated Planning/CHAS Data

http://www.huduser.org/portal/datasets/cp.html

County Health Rankings

http://www.countyhealthrankings.org

eCon Planning Suite

https://www.hudexchange.info/consolidated-plan/econ-planning-suite

EPA Smart Location Database

http://www.epa.gov/smartgrowth/smartlocationdatabase.htm

Federally Qualified Health Centers
(HRSA Data Warehouse)

http://datawarehouse.hrsa.gov/

Homelessness Data Exchange
(Point-in-Time Counts)

http://www.hudhdx.info/

Healthy Communities
Transformation Index

http://healthyhousingsolutions.com/wpcontent/uploads/2014/11/HUD_HCTI_project_overview_FINAL.pdf

HUD geospatial database

http://www.huduser.org/portal/datasets/gis.html
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Resource

Website

Location Affordability Portal

http://www.locationaffordability.info/lai.aspx

Resident Characteristics Report
(RCR)

http://portal.hud.gov/hudportal/HUD?src=/program_offices/public_indian_housing/systems/pic/50058/rcr

U.S. Census

http://www.census.gov/

U.S. Department of Justice Civil
Rights Division, Olmstead

http://www.ada.gov/Olmstead/

U.S. Department of Justice/FBI
Crime Reporting Program, County
Level Arrest and Offense Data

http://www.ucrdatatool.gov/Search/Crime/Crime.cfm

U.S. Department of Justice/FBI
Crime Reporting Program, County
Level Arrest and Offense Data

http://www.ucrdatatool.gov/Search/Crime/Crime.cfm

Walkscore (community walkability
index)

https://www.walkscore.com
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