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General introduction

Chapter 1
Being deprived of an adequate, permanent house that you may call your own is a sorrow
associated with many detrimental effects. Compared to housed people, those who
are homeless report a poor quality of life (Hubley, Russell, Palepu, & Hwang, 2014) and
many experience barriers to participation in society. Homeless people are much more
likely than the general population to suffer from physical and mental health problems
and to be dependent on alcohol or drugs (Fazel, Geddes, & Kushel, 2014; Fazel, Khosla,
Doll, & Geddes, 2008). In addition, most homeless persons are unemployed and have
few sources of income, with extreme poverty as a result (Philippot, Lecocq, Sempoux,
Nachtergael, & Galand, 2007; Shlay & Rossi, 1992). They are at risk of being arrested for
transgressions that are associated with being homeless, such as panhandling, public
intoxication, squatting, and failing to pay fines, and they often experience a lack of social
support (Philippot et al., 2007; Shlay & Rossi, 1992; Toro, 2007). Homelessness is therefore
generally recognized as a serious public health problem.
Effective homelessness services, which provide outreach, shelter, and support during and
after the transition to housing, are crucial in resolving this problem. Despite the steps that
have been taken in the Netherlands to prevent and reduce homelessness, the number
of people who are homeless has doubled since 2009 (Centraal Bureau voor de Statistiek
[CBS], 2019a) and shelters have become increasingly full (Federatie Opvang, 2018a). Few
homeless people are able to move from shelter to community living due to a lack of
affordable housing and a lack of evidence-based interventions to help people make
this transition successfully (Tuynman & Planije, 2014). Homeless shelter organizations
are convinced that more people will be able to move from a shelter to independent
housing when effective interventions that meet clients’ support needs are available
(Laurier, van Tuijn, & Geel, 2015). However, few interventions have been systematically
evaluated in the Netherlands, or other European countries (Toro, 2007). In 2008, when
the research project described in this thesis was initiated, none of the interventions for
homeless people in the Netherlands had been tested in a controlled trial design (Rensen,
van Arum, & Engbersen, 2008). These type of trials had been conducted internationally,
but almost all of these were executed in the United States and focused on subgroups
of homeless people, such as individuals with severe mental illness, substance abuse
problems, or both (de Vet et al., 2013). Seeing that the Netherlands and the United States
differ with regard to their health care and social welfare systems, housing markets, and
nature of their homeless populations (Toro, 2007), interventions should be reevaluated
within Dutch homeless shelter organizations before we can consider these interventions
evidence-based. Because of this knowledge gap, Impuls - Netherlands Center for Social
Care Research, together with the 10 largest shelter organizations in the Netherlands,
decided to conduct a randomized controlled trial (RCT) to evaluate the effectiveness of
8
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an intervention focused on enabling a smooth transition from shelter to housing. Based
on a systematic review of the literature (see Chapter 2), Critical Time Intervention (CTI)
(Susser et al., 1997) was identified as a fitting intervention for implementation in the
Netherlands and, consequently, for evaluation in the RCT. CTI is a time-limited, strengthsbased intervention for vulnerable people, which bridges the gap between services
during times of transition. The CTI worker is a case manager who provides practical
and emotional support and helps to develop and strengthen links with community
resources, creating a network that will continue to provide support long after CTI has
ended (Herman, Conover, Felix, Nakagawa, & Mills, 2007). The aim of the thesis, which
reports the findings of this RCT, is to provide insight into appropriate support services
that will enhance continuity of care for homeless people during and after the transition
from shelter to community living.
The next sections of this chapter elaborate on the definition and prevalence of
homelessness in the Netherlands and the differences between homelessness among
women and among men. Then, the transition from homelessness to housing in the
Netherlands and risk and protective factors associated with recurrent homelessness
are described. The chapter continues with a description of the policy response to
homelessness and service delivery in the Netherlands and the development and
theoretical model of CTI. Next, the research questions of this thesis and the methods
of the research project are outlined. Finally, the contents of this thesis are summarized.

Background
Definition and prevalence of homelessness in the Netherlands
The exact living situations that should be classified as being homeless remains a topic
of debate. Homelessness can be narrowly defined as not having a roof over one’s head
(Edgar, Harrison, Watson, & Busch-Geertsema, 2007), but this definition fails to take
into account that homelessness is not a permanent state. Many homeless persons
transition repeatedly between living on the streets, residing in shelters or institutions
such as a hospital or jail, and atypical living situations such as staying in a hotel, in a
squatted building, or with family or friends temporarily (Sosin, Piliavin, & Westerfelt, 1990;
Wong, Piliavin, & Wright, 1998). For this reason, FEANTSA, the European Federation of
National Organizations Working with the Homeless, introduced the European Typology
of Homelessness and Housing Exclusion (ETHOS), a broader definition of homelessness
that also includes individuals living in accommodation that is temporary, insecure, or
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inadequate (Edgar, 2012). The ETHOS definition is gaining increasing support in policy
and research internationally (Coumans, Cruyff, Van der Heijden, Wolf, & Schmeets, 2017).
In the Netherlands, nor the national government nor the Association of Netherlands
Municipalities (VNG) has formally established a definition of homelessness for policy
purposes (Coumans et al., 2017). As social policy has become decentralized, each
municipality can adopt their own definition of homelessness. Sometimes, policy changes
after municipal elections can even cause definitions to change. That being said, there
seems to be a trend for national government and local authorities to increasingly
acknowledge a distinction in three groups: factually homeless people, residentially
homeless people, and marginally housed people (Coumans et al., 2017). This distinction
is based on international research of the prevalence of homelessness and was introduced
in the Netherlands by Wolf et al. (2002) during an extensive study among marginalized
people in The Hague. People are considered to be factually homeless when: (a) they
sleep under the open sky or in sheltered public spaces, such as doorways, bicycle sheds,
train or bus stations, shopping centers, or a car; (b) they sleep indoors in overnight
homeless shelters and 1-day emergency accommodation provided by homeless
shelter organizations; or (c) they have no usual place of residence and stay with friends,
acquaintances, or relatives on an irregular basis. Residentially homeless people are
individuals who live in residential homelessness services, such as a homeless hostel or
transitional housing.
Every year, the national statistics office (Centraal Bureau voor de Statistiek [CBS]) estimates
the number of people who are factually homeless aged between 18 and 65 (CBS, n.d.).
The most recently published estimate indicates that approximately 39,300 people were
factually homeless on January 1, 2018 (CBS, 2019b), which represents roughly 0.23% of
the total population in the Netherlands. A large majority of those factually homeless are
men (84%); only one-sixth are women. The number of factually homeless people has
increased substantially since January 1, 2009, when the estimate was 17,500. Relatively
more young adults were homeless at the beginning of 2018 compared to the beginning
of 2009 (CBS, 2019a).
Unfortunately, an accurate prevalence estimate of residential homelessness in the
Netherlands is not available. The Dutch Federation of Shelters (Federatie Opvang)
provides the number of unique individuals who have used homelessness services
from the federation’s member organizations in the past year: In 2016, at least 60,000
individuals, about 0.35% of the total population, received services (Federatie Opvang,
2017). However, these services do not only include residential services, but also outreach
10

General introduction
and low-threshold services for people who are factually homeless and supported
housing for people who are at risk for (recurrent) homelessness. Furthermore, individuals
who received services from organizations that were not members of the federation are
excluded from this figure and reliable estimates of how many people might have been
excluded are not available. Even so, it is remarkable that, of the 60,000 people who
received homelessness services, about one-third (31%) are women, while among the
factually homeless only 16% is female.
Differences between homelessness among women and men
Compared to homelessness among men, little is known about homelessness among
women. Available research suggests women are underrepresented in homelessness
statistics (Pleace, 2016). In the Netherlands, 16% of those experiencing factual
homelessness are women according to the national prevalence statistics, while 31%
of those using homelessness services are female. Although it is possible that women
are relatively less likely than men to become factually homeless, it could also be that
factual homelessness among women is more often hidden. On the one hand, women
are less likely than men to sleep on the streets, at least not in visible places (North
& Smith, 1993; Wardhaugh, 1999); on the other, they are more likely to rely on family,
friends, or acquaintances for a temporary place to stay (Pleace, Fitzpatrick, Johnsen,
Quilgars, & Sanderson, 2008). Compared to men, homeless women tend to make less
use of services for homeless people and will postpone entering the service system until
they have depleted all sources of informal support (Mayock & Bretherton, 2016). Due to
this last resort selection, women in shelters could be a particularly vulnerable group
compared to sheltered homeless men.
In addition to women being underrepresented in homelessness statistics, published
findings are predominantly focused on homelessness among men, especially in Europe
(Pleace, 2016). The majority of studies directly comparing homeless women and men has
been conducted in the United States. Participants were mostly recruited in homeless
shelters. A few consistent findings are that homeless women are younger and more likely
to care for dependent children than men (Beijer & Andréasson, 2010; Edens, Mares, &
Rosenheck, 2011; North & Smith, 1993; Roll, Toro, & Ortola, 1999; Stein & Gelberg, 1995).
They are more often unemployed, receive less income from work, and depend more
on welfare benefits, especially women with children (Edens et al., 2011; North & Smith,
1993; Roll et al., 1999). Furthermore, homeless women are more likely to have a history of
abuse in child- and adulthood and to become victims of violence while they are homeless
(Edens et al., 2011; Roll et al., 1999; Zugazaga, 2004). They experience a greater lack of
social support resources and use more professional support resources than men (Edens
11
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et al., 2011; North & Smith, 1993; van den Dries et al., 2016). Homeless men experience
substance use problems more often than women and are more likely to be involved in the
criminal justice system (Roll et al., 1999; Stein & Gelberg, 1995; Zugazaga, 2004). Because
these findings are mainly based on research from the United States, a comprehensive
assessment of differences between women and men in homeless shelters in Europe
would be a useful addition to the current knowledge. Furthermore, almost all studies
are cross-sectional and little is known about whether differences between homeless
women and men remain or change after shelter exit.
Transition from homelessness to housing in the Netherlands
The present thesis focuses on homeless individuals who are making the transition from
residential homelessness services to (supported) independent housing. Unfortunately,
national estimates of how many people make this transition every year are not available
(Kooistra, de Ruiter, & van Triest, 2016). A cohort study with a 2.5-year follow-up among
513 homeless adults in the four largest cities of the Netherlands (i.e., Amsterdam,
Rotterdam, The Hague, and Utrecht) provides some insight into the percentage of
homeless people who are able to make the transition to housing in the 2.5 years after
seeking help in the Dutch homeless shelter system. In this study, 28% of participants
were housed (i.e., living in independent housing or permanently with family or friends)
6 months after seeking shelter (van der Laan et al., 2013). After 1.5 years, this proportion
had increased to 44% and 57% was housed after 2.5 years (Al Shamma et al., 2015; van
Straaten et al., 2014). So, 2.5 years after seeking help in the homeless shelter system,
43% of the participants was still not housed. Most of the unhoused participants
were staying in residential homelessness services, such as transitional housing, even
though almost all participants (98%) indicated they would prefer to live in independent
housing (Al Shamma et al., 2015). This study shows that, at least in the largest cities of
the Netherlands, it can take years for homeless people to obtain housing and that they
often have to rely on residential homelessness services in the meantime.
Data about the number of people who become homeless again after being housed are
also scarce in the Netherlands. In the same cohort study, transitions between housing
situations (i.e., housed, marginally housed, institutionalized, or homeless) from one
follow-up time point to the next were assessed. Of those who were housed 6 months after
seeking help, 16% had lost their housing after 1.5 years and 13% had lost their housing
after 2.5 years (Al Shamma et al., 2015). These percentages will likely underestimate the
prevalence of recurrent housing loss, as we do not know how many participants might
have lost and regained housing in between these follow-up time points.

12
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Factors associated with recurrent homelessness
Evidence is limited regarding risk and protective factors that are specifically associated
with recurrent homelessness after the transition from homelessness to housing.
Research on this topic has been conducted mostly in North America with participants
who had been admitted to programs that provide housing and/or support services to
mainly severely mentally ill homeless people. These studies show that formerly homeless
individuals who are younger are more likely to have recurrent housing loss than those who
are older (Byrne, Henwood, & Scriber, 2018; Malone, 2009; Min, Wong, & Rothbard, 2004;
Tsemberis & Eisenberg, 2000). Although male gender has been associated consistently
with risk of becoming and remaining homeless (Booth, Sullivan, Koegel, & Burnam, 2002;
Folsom et al., 2005; Greenberg & Rosenheck, 2010; Lauber, Lay, & Rossler, 2005), the
association between gender and recurrent homelessness has varied across samples.
Although some studies found either men (Pearson, Montgomery, & Locke, 2009; Schutt
et al., 2009) or women to be more at risk (Schutt & Goldfinger, 2009), most did not find any
association independent of other factors (Byrne et al., 2018; Collins, Malone, & Clifasefi,
2013; Goldfinger et al., 1999; Malone, 2009; McQuistion, Gorroochurn, Hsu, & Caton, 2014;
Min et al., 2004; Orwin, Scott, & Arieira, 2005; Tsemberis & Eisenberg, 2000; Volk et al.,
2016). Recurrent homelessness does seem to be associated with being a member of a
minority group (Goldfinger et al., 1999). In several studies conducted in the United States,
African American participants were more vulnerable to recurrent housing loss (Min et al.,
2004; Orwin et al., 2005; Schutt & Goldfinger, 2009), although one study found that being
Caucasian decreased housing tenure (Tsemberis & Eisenberg, 2000). Having fewer years
of education, more severe problems with employment, or lower income could also be risk
factors for recurrent homelessness (Min et al., 2004; Orwin et al., 2005; Schutt et al., 2009),
while receiving vocational assistance might help to prevent housing loss (Min et al., 2004).
Individuals who had spent more time homeless during their lifetime or immediately
before they were housed, as well as those who were sleeping on the streets or in a night
shelter (versus staying with someone temporarily, in a hotel, or in transitional housing)
at the start of the program, were more vulnerable to recurrent homelessness (Min et al.,
2004; Orwin et al., 2005; Schutt et al., 2009). Rapid rehousing, which entails being housed
in permanent, independent housing immediately, has been proven to be more effective
in preventing recurrent homelessness than a “staircase” approach, which requires
homeless persons to prove housing readiness while transferring through shelters and
transitional housing (Byrne et al., 2018; Tsemberis & Eisenberg, 2000). However, rapid
rehousing is only effective if appropriate services that meet clients’ support needs are
available (Caton, Wyatt, Felix, Grunberg, & Dominguez, 1993; Goldfinger et al., 1999). It
follows that the ability of formerly homeless people to accurately estimate their own
13
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support needs and their willingness to accept necessary support services may influence
housing retention (Goldfinger et al., 1999; Schutt & Goldfinger, 2009). Residing with family
permanently, instead of living in independent housing, might also increase the risk of
recurrent homelessness (McQuistion et al., 2014).
Substance abuse, whether current or lifetime history is concerned, has consistently been
identified as a major risk factor for recurrent homelessness (Caton et al., 1993; Goldfinger
et al., 1999; McQuistion et al., 2014; Orwin et al., 2005; Schutt & Goldfinger, 2009; Schutt
et al., 2009; Tsemberis & Eisenberg, 2000). Legal problems could also be a predictor
of greater risk (Orwin et al., 2005; Volk et al., 2016). While experiencing more severe
psychiatric problems might increase someone’s vulnerability to housing loss (Orwin et
al., 2005), having been diagnosed with specific disorders, like a mood disorder, panic
disorder, or PTSD, could be a protective factor against recurrent homelessness compared
to other severe mental illnesses (Tsemberis & Eisenberg, 2000; Volk et al., 2016).
Although some risk and protective factors of recurrent homelessness can be identified
from the literature, it remains very difficult to accurately predict who will become
homeless again after being housed (Collins et al., 2013; Volk et al., 2016). Generally,
predictive models can only correctly identify a small proportion of individuals who will
experience recurrent housing loss (Volk et al., 2016). Therefore, offering appropriate
services to all individuals who are in need of support when they are about to make the
transition from a homeless shelter to community living remains the most viable policy.
Policy response to homelessness and service delivery in the Netherlands
Social policies in the Netherlands have undergone several changes in the last 15 years. In
2003, an Interdepartmental Policy Review, commissioned by the national government,
had ascertained that the Dutch homeless shelter system was getting clogged: Although
more shelter beds were available, fewer people entered the homeless shelter system and
the average length of shelter stays increased (Interdepartementaal Beleidsonderzoek
[IBO] Maatschappelijke opvang, 2003). To prevent people from being forced to sleep
outside due to a lack of shelter beds, changes in policy and services were necessary
that would help more people to move through to stable, permanent housing. One
of the recommendations in the report was to introduce case managers who would
ensure a smooth transition to and proper coordination with community services (IBO
Maatschappelijke opvang, 2003). In 2006, the national government and the four largest
cities of the Netherlands launched the Strategy Plan for Social Relief with the goal to
diminish homelessness (Dutch Government & four major cities, 2006). The first phase
of the plan was executed between 2006 and 2011 and aimed to provide all factually
14
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homeless people with structural forms of accommodation suited to their needs. As a
result of this strategy plan, as well as local variations adopted by other municipalities,
homeless shelter organizations extended their residential services. The plan was quite
successful in engaging factually homeless people; however, these newly established
shelters started to fill up quickly and they had great difficulty in leading clients from
transitional housing to permanent housing in the community (Tuynman & Planije, 2014).
Despite the efforts to help people exit homeless shelters during the second phase of
the Strategy Plan, which lasted from 2011 to 2014 (Tuynman & Planije, 2014), the Dutch
homeless shelter system remained clogged. Since the decentralization of social policy
in the Netherlands in 2015, municipalities have more responsibility in social service
provision (Vermeulen, 2015) and the focus of policies has shifted from institutional to
community care, similar to the deinstitutionalization in mental health care provision
(Commissie Toekomst beschermd wonen, 2015). However, there is no comprehensive
national strategy to achieve this goal (Federatie Opvang, 2018b). In 2015 and again in
2016, the Dutch Federation of Shelters, together with two organizations representing
treatment and supported housing services for people with mental illness (GGZ Nederland
and RIBW Alliantie), called attention to the clogging of residential services and their use
as long-term housing rather than as temporary arrangements (Laurier et al., 2015; van
Tuijn, Laurier, & van den Hoek, 2016). According to these organizations, the main cause
of this long-term use is a lack of affordable housing for vulnerable people and the sharp
increase of rental prices for social housing over the last few years. They also stressed
that appropriate support is often missing and that more people would be able to make
the transition to housing in the community if they would receive the flexible support
services that they require (Laurier et al., 2015; van Tuijn et al., 2016).
In the Netherlands, homeless shelter organizations generally provide services when
clients move from shelter to community living, although type, approach, intensity, and
duration varies greatly depending on the organization, clients’ needs, and available
funds. Social housing organizations in some municipalities will refuse to provide
accommodation to homeless persons unless they are willing to accept support services
for a predetermined period of time (Kooistra et al., 2016). After shelter exit, clients with
complex service needs might receive case management services from community service
teams, while clients with less complex service needs might be offered contact with their
shelter case manager through home visits or by telephone or referral to community
services. In certain situations, all services are terminated once clients have left the shelter.
On a national level, no data are available on the number of clients who receive follow-up
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services from homeless shelter organizations or on the average duration or intensity of
these services.

Critical Time Intervention
CTI is a time-limited, strengths-based intervention which aims to support vulnerable
people during times of transition in their lives (Susser et al., 1997). It was developed in
New York City in the early 1990s, when the city was experiencing a homelessness crisis
(Herman et al., 2007). Large emergency shelters were opened to curb this crisis, like the
Franklin Avenue and Fort Washington Armory men’s shelters where up to a 1000 men
could sleep. The men who stayed here were dealing with serious problems in multiple
areas, such as extreme poverty, substance use, and physical and mental health problems.
As a result, onsite treatment programs were developed by practitioners from mental
health teams, who worked together with researchers at these shelters. At the same
time, as part of the “New York/New York” agreement, new transitional and permanent
housing programs became available for homeless persons with severe mental illness
(Herman et al., 2007). Despite the efforts to house the men in these shelters, an efficacy
evaluation of the onsite treatment programs showed that a substantial proportion of
those who were housed would return to homelessness (Caton et al., 1993). Although
the men received discharge plans with referrals to community services for care after
shelter exit, they often experienced a discontinuity in formal as well as informal support.
Shelter services would be terminated once the transition from shelter to housing had
been made. In addition to shelter staff, the men’s social networks would often consist
of other shelter clients and those relationships would often end as well, once they had
moved to their new accommodation. Because linkages with community services had
not yet been established, this discontinuity in support would make the transition period
particularly challenging and could eventually lead to housing loss (Herman et al., 2007).
In order to prevent recurrent homelessness among this group, the practitioners and
researchers developed an intervention that focused on this critical period of transition
from shelter to community living.
To bridge the gap between services, the newly developed intervention had two goals: (a)
to provide practical and emotional support during this stressful time of transition, and
(b) to develop and strengthen links with informal and formal support resources in order
to create a network that would continue to provide support long after the intervention
had ended. CTI is a structured intervention, divided into three phases of 3 months each,
with decreasing intensity of support over time. The three phases are: transition to the
16
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community (phase 1), try-out (phase 2), and transfer of care (phase 3). Because timing is
crucial, a principle element of the model is that the CTI worker and the client have started
building a working relationship in the shelter before the actual transition begins (preCTI phase). During this time, the CTI worker contacts the client regularly and arranges a
transfer-of-care meeting with the client and the client’s shelter case manager.
The first phase of the intervention starts immediately when the client has made the
transition to housing. During this phase, the CTI worker provides intensive emotional and
practical support. The CTI worker also assesses the client’s strengths, risks, needs, and
resources in the community, which will help the client and CTI worker to choose one to
three areas that are considered most important for the client’s long-term stability. These
areas are the focus of attention during the intervention. Once the areas of intervention
have been selected, the CTI worker introduces the client to new professional support
resources in the community and accompanies the client to appointments to help
develop long-lasting ties with them. The CTI worker also encourages the client to form
new or strengthen existing relationships with social supports and acts as a mediator if
necessary.
During the second phase, the emphasis is on testing and adjusting the client’s network
of informal and formal support resources. The CTI worker will defer (some of) his or
her responsibilities to people in the network, as they should be able to provide the
necessary support and services to the client by this point. The CTI worker maintains
regular contact and encourages the client and his or her support resources to handle
problems independently. Modification of the support network often proves to be
necessary during this phase.
The final phase focuses primarily on completing the transfer of responsibility for the
client’s care to the client’s network. The CTI worker has to ensure that key figures in this
network agree on their roles in the ongoing support system during a transfer-of-care
meeting. At the end of the phase, the CTI worker and client have a final meeting to reflect
and say goodbye.

Research questions
This thesis reports the findings of an RCT, which was designed to evaluate the
effectiveness and fidelity of CTI for homeless people moving from shelter to community
living. The aim of the thesis is to provide insight into appropriate support services for
17
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women and men that will enhance continuity of care during this period. The following
research questions were derived from this aim:
What evidence is provided by randomized controlled trials and quasi-experimental
studies for the effectiveness of various models of case management compared to other
services for the general homeless population or specific homeless subgroups?
What is the fidelity of CTI for homeless people and abused women making the transition
from shelters to community living in the Netherlands? Is it possible to obtain similar
fidelity ratings in two distinct service delivery systems (i.e., services for homeless people
and services for abused women) with the same implementation approach? And which
factors may have facilitated or impeded CTI workers to adhere to the CTI model in these
service delivery systems?
For people moving from homeless shelters to (supported) independent housing, is
CTI more effective than care-as-usual with regard to: (a) increasing the number of days
rehoused (primary outcome); (b) improving family support, social support, and fulfillment
of care needs (intermediate outcomes); and (c) improving quality of life, psychological
distress, self-esteem, excessive alcohol use, and cannabis use (secondary outcomes)?
Do women in homeless shelters differ from men with regard to factors that determine the
quality of their daily life (i.e., satisfaction with financial resources, high amount of debt,
employment, satisfaction with housing, satisfaction with safety, victimization, support
from family members, support from friends or acquaintances, minor children staying
with participant, number of unmet care needs, number of services used, involvement in
criminal activity, self-esteem, psychological distress, satisfaction with health, excessive
alcohol use, cannabis use, and satisfaction with empowerment) when they are about to
make the transition to community living? And are there any differences between women
and men in the rate of change of these factors during the 9 months after shelter exit?

Summary of methods
We began this research project by conducting a systematic review of the literature to
assess what evidence is provided by (quasi-)experimental studies for the effectiveness
of case management for homeless people. Four case management models that are
commonly used in homelessness services were selected: Standard Case Management,
Intensive Case Management, Assertive Community Treatment, and CTI. We executed an
18

General introduction
electronic systematic literature search for peer-reviewed articles published in English
between January 1985 and June 2011 in the PsycINFO, MEDLINE, Cochrane Library,
Embase, and CINAHL databases. Two reviewers independently evaluated the resulting
hits to assess whether they matched the selection criteria and critically appraised the
internal validity of the selected publications.
To answer the remaining research questions, we conducted a multicenter, parallel-group
RCT. The trial complied with the approval criteria of an accredited Medical Research
Ethics Committee (aMREC) and was exempted from formal review by the local aMREC
(CMO Region Arnhem-Nijmegen: registration number 2010/247). Recruitment started on
December 1, 2010. At the same time, data collection began for an almost identical trial
that was being conducted with women who were making the transition from women’s
shelters to community living (Lako et al., 2013). Due to the similarities between the trial
designs, several parts of the research projects were executed together and some of the
findings were published in jointly written articles.
In 18 homeless shelters across the Netherlands, 183 participants were recruited and
randomly allocated to the intervention group (CTI) or the control group (care-as-usual).
We interviewed participants four times in 9 months: once before leaving the shelter
(baseline), and then at 3, 6, and 9 months after the baseline interview. The primary
outcome, the number of days that participants spent rehoused, was assessed at every
follow-up. All other outcome measures were administered at baseline and at the 9-month
follow-up interview only. These measures included family support, social support,
fulfillment of care needs, quality of life, psychological distress, self-esteem, excessive
alcohol use, and cannabis use.
A crucial part of the research project was an assessment of the fidelity of the intervention
to the CTI model. Data collection for this fidelity assessment entailed selecting a
representative sample of 70 charts from clients allocated to CTI, of whom 35 had stayed
in homeless shelters and 35 in women’s shelters. Additionally, we conducted two focus
groups with a total of 11 CTI workers. These focus groups provided insight into facilitators
and barriers to CTI practice and important information of key aspects that should be
paid attention to when implementing CTI.
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Thesis outline
This thesis continues in Chapter 2 with a systematic review of the literature on the
effectiveness of four case management models for homeless persons. In Chapter 3, the
design and methods of the RCT are extensively described in a study protocol. Chapter 4
provides the results of the fidelity assessment conducted to assess the extent to which
CTI workers adhered to the CTI model, and the facilitators and barriers they experienced
during service delivery. Chapter 5 describes whether CTI is more effective than care-asusual for homeless people moving from shelter to community living in the Netherlands.
In Chapter 6, we examine the possible specific service needs of women who make this
transition, by conducting a comprehensive assessment of differences between women
and men before and after shelter exit. Lastly, Chapter 7 discusses the results, strengths,
limitations, and implications of this thesis.
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Chapter 2

Abstract
We reviewed the literature on Standard Case Management (SCM), Intensive Case
Management (ICM), Assertive Community Treatment (ACT), and Critical Time Intervention
(CTI) for homeless adults. We searched databases for peer-reviewed English articles
published from 1985 to 2011 and found 21 randomized controlled trials or quasiexperimental studies comparing case management to other services.
We found little evidence for the effectiveness of ICM. SCM improved housing stability,
reduced substance use, and removed employment barriers for substance users. ACT
improved housing stability and was cost-effective for mentally ill and dually diagnosed
persons. CTI showed promise for housing, psychopathology, and substance use and
was cost-effective for mentally ill persons.
More research is needed on how case management can most effectively support rapidrehousing approaches to homelessness.
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Introduction
Homelessness is a serious and widespread public health problem. In the United States
and Europe, estimates for the lifetime prevalence of homelessness range between
5.6% and 13.9% (Toro et al., 2007). The global financial crisis has negatively affected the
prevalence of homelessness. In the United States, certain groups, such as families and
people living in suburban and rural areas, have become more vulnerable to homelessness
(Cortes et al., 2011). In Europe, austerity measures implemented after the start of the crisis
have increased poverty and homelessness, with possibly the worst to come because
of a strong time lag effect (European Commission & European Federation of National
Organizations Working with the Homeless [FEANTSA], 2011).
Homelessness is often accompanied by other problems. People who are homeless
experience a lower quality of life than those who are domiciled (Hubley, Russell, Palepu,
& Hwang, 2012; Lehman, Kernan, DeForge, & Dixon, 1995). Several longitudinal studies
have found that quality of life improves as independent housing is obtained (Hubley
et al., 2012; Lam & Rosenheck, 2000; Wolf, Burnam, Koegel, Sullivan, & Morton, 2001).
Societal participation is limited; many homeless persons are unemployed, have few
sources of income, and have a limited social network. They often experience extreme
poverty and a lack of social support (Philippot, Lecocq, Sempoux, Nachtergael, &
Galand, 2007; Shlay & Rossi, 1992). Although few are felony offenders, homeless persons
are at risk of arrest for transgressions resulting from their lifestyle (e.g., panhandling,
public intoxication, squatting, and failing to pay fines) (Shlay & Rossi, 1992; Toro, 2007).
Moreover, estimates suggest that almost 40% of homeless people are dependent on
alcohol and 25% on drugs. Many suffer from a mental disorder, such as a psychotic
illness (13%), major depression (11%), or personality disorder (23%) (Fazel, Khosla, Doll,
& Geddes, 2008). Physical health problems are more prevalent among this group than
in the general population (Sun, Irestig, Burstrom, Beijer, & Burstrom, 2012; Zlotnick &
Zerger, 2009). Recent studies found that up to 73% of homeless individuals have unmet
health needs (Baggett, O’Connell, Singer, & Rigotti, 2010; Barrett, Fogel, Garrett, & Young,
2011). Consequently, homelessness should be regarded as a significant and increasing
threat to public health, which should be addressed.
In recent years, the focus of policy measures to reduce homelessness has changed.
The Homeless Emergency and Rapid Transition to Housing Act, an amendment of the
McKinney-Vento Homeless Assistance Act, was enacted in 2009 to modernize the U.S.
Department of Housing and Urban Development’s homelessness assistance programs
(Berg, 2013). In 2010, the jury recommendations of the European Consensus Conference
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on Homelessness laid out a roadmap for ending homelessness in the European Union
(European Commission & FEANTSA, 2011). Both proposals called for a shift away from
the “staircase” approach, which requires homeless persons to prove housing readiness
while transferring through shelters and transitional housing situations before they
become eligible for independent housing. The proposed alternative is a rapid-rehousing
(Berg, 2013), or housing-led (European Commission & FEANTSA, 2011), approach, which
focuses on providing access to permanent independent housing as the initial response
to resolving situations of homelessness, in conjunction with flexible support services
as required by the service needs of those who are rehoused to prevent recurrent
homelessness (Pleace, 2012). Case management has been identified as a strategy to
support rapid rehousing, especially for those with complex needs (European Commission
& FEANTSA, 2011). Little is known, however, about what patterns of services are most
suitable to accompany housing for different subgroups of homeless people (Berg, 2013;
Shinn & Greer, 2011).
Since the 1980s, several models of case management have been developed that provide
the same basic functions: outreach, assessment, planning, linkage, monitoring, and
advocacy (Morse, 1999; Vanderplasschen, Rapp, Wolf, & Broekaert, 2004). Services
delivered by case managers often include practical support, help with developing
independent living skills, acute care in crisis situations, support with medical and
psychiatric treatment, and assistance with contacts between clients and people in their
social and professional support systems (Vanderplasschen et al., 2004).
We focused on four models of case management that have been recommended and
widely implemented for homeless persons (Morse, 1999): Standard Case Management
(SCM), Intensive Case Management (ICM), Assertive Community Treatment (ACT), and
Critical Time Intervention (CTI). The models are distinguished by the functions they
emphasize (Table 1). SCM is a coordinated and integrated approach to service delivery,
with the goal to provide ongoing supportive care (Vanderplasschen, Wolf, Rapp, &
Broekaert, 2007). ICM is typically targeted to individuals with the greatest service needs
and prescribes more intensive services, more frequent client contact, and smaller
individual caseloads than does SCM (Rog, Andranovich, & Rosenblum, 1987). ACT is
closely related to ICM; however, in ACT the responsibility for providing services to clients
is shared by a multidisciplinary team that is accessible 24 hours a day, 7 days a week (Stein
& Test, 1980). CTI is an intensive time-limited case management approach to enhance
continuity of care by bridging the gap between services and strengthening clients’ social
and professional networks. CTI is designed to be deployed at critical moments in the

30

Review of effectiveness of case management for homeless persons
lives of clients, for instance, when a person is about to make a transition from a shelter
to independent housing (Herman & Mandiberg, 2010).
Table 1 Characteristics of case management models for homeless adults
Standard Case
Management

Intensive Case
Management

Assertive
Community
Treatment

Critical Time
Intervention

Coordination of
Comprehensive
services
approach
Target population Homeless persons Homeless persons
with the greatest
service needs

Comprehensive
approach
Homeless persons
with the greatest
service needs

Duration of
services
Average caseload,
no.
Outreach
Coordination or
service provision
Responsibility for
clients’ care
Importance
of client-case
manager
relationship

Focus of services

Time limited

Ongoing

Ongoing

Targeted to
continuity of care
Homeless
persons at critical
transitions in their
lives
Time limited

35

15

15

25

No
Coordination

Yes
Service provision

Yes
Service provision

Case manager

Case manager

Somewhat
important

Important

Multidisciplinary
team
Important

Yes
Service provision
and coordination
Case manager
Important

Note. Derived from Vanderplasschen et al. (2007), Rog et al. (1987), Stein and Test (1980), and Herman and
Mandiberg (2010).

To our knowledge, four reviews on the effectiveness of case management for homeless
adults have been published (Coldwell & Bender, 2007; Morse, 1999; Nelson, Aubry, &
Lafrance, 2007; Rosenheck, 2000). All four reviews underscore the effectiveness of ACT
in producing positive outcomes for homeless people. Nevertheless, whether ACT is
effective for all homeless subgroups in achieving more positive outcomes than other
services, including other case management models, remains to be seen. These reviews
have limitations: They focus solely on homeless individuals with severe mental illness
(Coldwell & Bender, 2007; Nelson et al., 2007; Rosenheck, 2000), they examine only one
or two of the four models in use (Coldwell & Bender, 2007; Nelson et al., 2007) or do not
distinguish between different models and their individual effects (Rosenheck, 2000), and
they consider only certain outcomes (Coldwell & Bender, 2007; Rosenheck, 2000). Morse
(1999) provides a more complete overview; however, he did not conduct a systematic
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literature search and failed to describe inclusion criteria for studies. Furthermore, this
review is dated and was not published in a peer-reviewed journal (Morse, 1999).
Our primary goal was to examine the consistency of findings across various models of
case management and their applicability in a variety of homeless subgroups and settings
through a complete overview of the existing literature on the effectiveness of the four
case management models. We categorized and evaluated all outcome measures that
were included in randomized controlled trials and quasi-experimental studies comparing
these models to other services for the general homeless population or specific homeless
subgroups.

Methods
We conducted an electronic systematic literature search for peer-reviewed articles
published in English between January 1985 and June 2011 in the PsycINFO, MEDLINE,
Cochrane Library, Embase, and CINAHL databases. To identify study populations
that were predominantly homeless, we used the following keywords: “homeless,”
“homelessness,” and “homeless people.” We combined these keywords with the
following terms to search for the four case management models: “strengths-based,”
“strengths perspective,” “case management,” “intensive case management,” “assertive
community treatment,” “critical time intervention,” “outreach,” “outreach programs,”
“mental health,” “mental illness,” “psychiatric,” and “substance abuse” (see Appendix
1.1). We used Web of Science for a cited reference search.
After we conducted the search, we removed duplicates, and two reviewers independently
screened titles and abstracts of the retrieved publications. We excluded reports that did
not match our inclusion criteria, and two other reviewers independently evaluated the
remaining publications. We resolved disagreements through discussion among at least
three reviewers to achieve consensus.
Selection criteria
Participants in eligible study samples were aged 18 years or older. The recruitment
strategy of the study had to target a predominantly homeless population, as evidenced
by the description of the target population, recruitment setting, or selection criteria. For
the purpose of this review, we defined homeless persons as: (a) persons who lacked a
fixed, regular, and adequate nighttime residence or resided at night in a place not meant
for human habitation; (b) persons who were living in a shelter; (c) persons who were
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exiting an institution and resided in a shelter or place not meant for human habitation
before institution entry; (d) persons who would imminently lose their housing and
lacked the resources to obtain other permanent housing; (e) unaccompanied youths
or homeless families with children who experienced unstable housing; and (f) persons
who were fleeing dangerous conditions in their current housing situation and lacked
the resources to obtain other permanent housing (U.S. Department of Housing and
Urban Development, 2009). We imposed no restrictions regarding other participant
characteristics, such as being elderly, suffering from a mental illness, or having a military
service history.
The title or abstract had to indicate that the study included an intervention. In the fulltext article, at least one of the included interventions had to be identified as adhering
to, or being based on, one of the four models of case management that we selected.
Furthermore, the study had to be designed as a randomized controlled trial or a beforeand-after study, incorporating a baseline and at least one follow-up assessment of
outcome variables, comparing two or more groups that received different interventions.
The article had to include participant-level outcomes. Because our aim was to provide
a complete overview of all previously reported effects, we did not limit our selection to
preselected outcomes of interest or impose restrictions regarding the services received
by participants in control groups or length of follow-up.
Study quality and data extraction and synthesis
Two reviewers critically appraised the selected publications independently with criteria
for grading internal validity derived from the U.S. Preventive Services Task Force Methods
Work Group (Harris et al., 2001), by which evidence is classified as good, fair, or poor.
We derived cutoff points for sample size, retention rate, and overall rating from Hwang,
Tolomiczenko, Kouyoumdjian, & Garner (2005) and Altena, Brilleslijper-Kater, & Wolf
(2010) (see Appendix 1.2).
Because we expected participants, settings, control group services, and outcome
measures to differ markedly between studies, we could not conduct a meta-analysis.
Instead, we focused on narrative descriptions of the evidence, with the goal to examine
patterns across studies, provide information about applicability of results, and consider
multiple explanations for differential findings across studies. We adapted the effect
direction plot by Thomson and Thomas (2013) to prepare a visual summary of effect
direction for all reported participant-level outcomes to accompany the narrative
synthesis.
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We first grouped the selected publications according to case management model and
then according to study sample. One reviewer performed the data extraction, which a
second reviewer checked. In addition to all participant-level outcomes, we extracted
details of the intervention implementation, target population, recruitment setting,
sample size, study design, and length of follow-up. We next tabulated outcome data
and grouped them into seven outcome domains derived from the extracted outcome
34

Review of effectiveness of case management for homeless persons
measures, through a bottom-up approach. The seven outcome domains, four of which
were further divided into several outcome categories, were: (a) service use (services
provided by program staff and nonprogram inpatient, emergency, and outpatient
services), (b) housing, (c) health (physical and mental), (d) substance use (alcohol and
drugs), (e) societal participation (economic participation/security, criminal activity/legal
problems, and social behavior/support), (f) quality of life, and (g) cost (service expenses
and cost-effectiveness).
We determined the direction of effect impact (negative, positive, none, or unclear) and
the level of statistical significance (p ≤ .05) for each extracted outcome measure (see
Appendix 1.3). We further synthesized the data to produce a single indication of overall
impact in each outcome category for each publication, combining two or more measures
where more than one outcome was reported for any outcome category. We used several
synthesis techniques, such as tabulation, vote counting (as a descriptive tool), and
concept mapping, in an iterative process as recommended by Popay et al. (2006) to
conduct a narrative synthesis of the research-based evidence from the selected articles.

Results
The results of the systematic search and selection process are summarized in Figure 1. We
retrieved 3,721 publications. Our review of titles and abstracts identified 133 publications
that seemed to meet our criteria. Full-text versions of five publications could not be
obtained, even by requesting them from libraries abroad or contacting the authors
directly. Further examination of 128 full-text publications revealed that 33 satisfied our
criteria for inclusion (Braucht et al., 1995; Burger, Calsyn, Morse, & Klinkenberg, 2000;
Calsyn, Morse, Klinkenberg, Trusty, & Allen, 1998; Calsyn, Yonker, Lemming, Morse, &
Klinkenberg, 2005; Cheng, Lin, Kasprow, & Rosenheck, 2007; Conrad et al., 1998; Cox et
al., 1998; Essock et al., 2006; Fletcher, Cunningham, Calsyn, Morse, & Klinkenberg, 2008;
Herman et al., 2000; Hultman et al., 1995; Jones, Colson, Valencia, & Susser, 1994; Jones et
al., 2003; Kasprow & Rosenheck, 2007; Korr & Joseph, 1996; Lehman et al., 1999; Lehman,
Dixon, Kernan, DeForge, & Postrado, 1997; Lennon, McAllister, Kuang, & Herman, 2005;
Marshall, Lockwood, & Gath, 1995; McBride et al., 1998; Morse, Calsyn, Allen, Tempethoff,
& Smith, 1992; Morse et al., 2006; Morse, Calsyn, Klinkenberg, Cunningham, & Lemming,
2008; Morse et al., 1997; Orwin, Sonnefeld, Garrison-Mogren, & Smith, 1994; Rosenblum,
Nuttbrock, McQuistion, Magura, & Joseph, 2002; Rosenheck, Kasprow, Frisman, & Liu,
2003; Solomon, Draine, & Meyerson, 1994; Sosin, Bruni, & Reidy, 1995; Stahler, Shipley,
Bartelt, DuCette, & Shandler, 1995; Susser et al., 1997; Toro et al., 1997; Wolff et al., 1997).
35

2

Chapter 2
Interrater agreement for publication selection was moderate (Cohen’s κ = .49). Failing
to include any of the four case management models as an experimental intervention
was the most common reason for exclusion. Other publications had to be excluded
because participants were not predominantly homeless or were younger than 18 years
or because the studies described lacked a randomized or quasi-experimental design.
Initially, we intended to include in our review Strengths-Based Case Management (SBCM),
a model that emphasizes empowerment, self-direction, and the relationship between
client and case manager (Brun & Rapp, 2001; Rapp & Chamberlain, 1985), but none of
the publications that met our selection criteria studied SBCM. Therefore, we could only
report results of studies on SCM, ICM, ACT, and CTI. Several publications reanalyzed
previously published data, and others contained results from more than one research
site; the 33 publications pertained to 21 unique study samples.
Study quality
Agreement between reviewers, derived from the quality-rating items for a subsample of
six articles, was substantial (weighted Cohen’s κ = .64). Of the 33 included publications,
17 were rated as having good internal validity, 15 as fair, and one as poor (see Table
C in Appendix 1.2). The publication with a poor rating omitted important information
about the study design. We were unable to determine whether comparable groups were
assembled at baseline, whether groups suffered from differential attrition, whether valid
and reliable measurement instruments were used and applied equally among groups,
and whether an intention-to-treat analysis was performed (Rosenblum et al., 2002).
Shortcomings encountered in study designs rated as fair were imprecisely defined
interventions (Orwin et al., 1994), assembly of unequal groups (Orwin et al., 1994;
Sosin et al., 1995), and loss to follow-up of more than half of the sample or failure to
report follow-up rates (Kasprow & Rosenheck, 2007; Morse et al., 2008; Toro et al., 1997).
Other limitations were failing to maintain comparable groups during follow-up (Jones
et al., 1994; Morse et al., 2008; Orwin et al., 1994; Solomon et al., 1994; Stahler et al.,
1995), failing to report details of measurement procedures and to adequately blind
observers who assessed outcomes (Braucht et al., 1995; Hultman et al., 1995; Kasprow
& Rosenheck, 2007; Korr & Joseph, 1996; Marshall et al., 1995; Morse et al., 1997; Orwin
et al., 1994; Sosin et al., 1995), and neglecting to perform an intention-to-treat analysis
and to control for key confounders (Braucht et al., 1995; Burger et al., 2000; Fletcher et
al., 2008; Hultman et al., 1995; Jones et al., 1994; Stahler et al., 1995). We considered
methodological limitations that could increase the risk of bias in our analysis.
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Study characteristics
Characteristics of included studies are shown in Table 2. Fourteen publications were
issued in 1999 (when the review by Morse (1999) was published) or later. Of the 21
study samples, 20 were recruited in the United States and one in the United Kingdom.
The sample sizes ranged from 80 to 722 participants; the total sample size was 5,618
participants. Varying definitions of homeless persons were employed across studies, and
various homeless subgroups could be discerned: literally homeless persons, persons at
risk of homelessness, homeless veterans, homeless ex-prisoners, homeless substance
users, homeless persons with severe mental illness, and homeless persons with cooccurring mental and substance use disorders (dual diagnoses). These subgroups
represent the large variety of recruitment settings where potential participants were
approached. Because control group services often consisted of the usual care provided
in a particular setting, services received by participants in control groups were also
diverse (Table 2).
Outcome measures also varied widely between studies. Frequently, different instruments
were used to measure the same outcome (see Appendix 1.3). Table 3 presents the overall
impact in each outcome category for each publication, combining two or more measures
where more than one outcome was reported.
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Table 2 Sample characteristics in review of research on the effectiveness of case management models for homeless adults

ICM

SCM

Target population

Recruitment setting and location

Study
design

1 Homeless addicted male veterans

Substance abuse and psychiatric inpatient units from RCT
VA hospital, Hines, IL

2 Homeless or marginally housed, poorly
functioning people with severe, persistent
mental illness
3 Homeless substance abusers

Local night shelters, hostels for the homeless,
general practice clinic, and other organizations for
the homeless, Oxford, UK
Substance abuse treatment agencies and homeless
shelters, Boston, MA

RCT

4 Homeless men with alcohol and other drug
problems

Sobering-up station, Louisville, KY

CBA

5 Graduates of substance abuse programs who
were recently or imminently homeless

Short-term inpatient substance abuse programs,
Chicago, IL

Q-RCT

1 Homeless people with substance abuse
problems

Substance abuse treatment center, Denver, CO

RCT

RCT

2 High-frequency users of detox services who were Detox center, Seattle, WA
homeless

RCT

3 Homeless people with a long-term, severe
mental illness

Two state-operated mental hospitals, Chicago, IL

RCT

4 Homeless people with alcohol and other drug
problems

County detox center and other agencies,
Minneapolis, MN

RCT

5 Homeless substance users

Mobile medical outreach clinic, New York, NY

CBA

6 Homeless men with stable mental health and a
problem with alcohol or drug use

Men’s homeless shelter, Philadelphia, PA

RCT

7 Homeless people

Local human service agencies (shelters, soup
kitchens, crisis and housing assistance services),
Buffalo, NY

RCT
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Intervention (I) and comparison condition (C)

Duration

Clientto-staff
ratio

Baseline Study
sample
size

I: Case-managed residential care (residency phase and
follow-up community phase)
C: Customary care (hospital program with referral to
community services)
I: Case management by social services
C: Continued assistance as provided before the study

≤ 1 year

10-25 to 1 178

21 days

NA

180

NR
NA

NR
NA

40
40

Marshall et al. (1995)

I: Case management services
C: Customary aftercare
I: Proactive case management
C: Self-initiated case management (same services as
intervention, on request)
I1: Case management only
I2: Case management with supported housing
C: Access to aftercare in the community
I: Intensive Case Management, in addition to comparison
condition
C: Treatment and rehabilitation services by the treatment
center
I: Intensive Case Management
C: Standard treatment by the detox center
I: Assertive case management by psychiatric rehabilitation
center
C: Community services (office-based outpatient care and
case management)
I: Community-based Intensive Case Management
C: Intermediate case management
I: Intensive Case Management by social worker
C: Services as usual and self-referral to social worker
I: Shelter-based Intensive Case Management
C1: Integrated comprehensive services by residential
treatment facility
C2: Usual care shelter services (case management)
I: Intensive Case Management
C: Free to seek services in the community

≤ 9 months
NA
Ongoing
Ongoing

30 to 1
NA
NR
NR

256
235
142
37

Orwin et al. (1994): study 1

≤ 8 months
≤ 8 months
NA
≤ 4 months

NR
NR
NA
15 to 2a

96
136
187
163

Sosin et al. (1995)

NA

NA

160

Ongoing
NA
NR

15 to 1
NA
10 to 1

150
148
48

NA

NA

47

NR
NR
NR
NR
≤ 9 months
≤ 6 months

15-20 to 1
40-50 to 1
NR
NR
15 to 1
NA

82
117
128 in
total

Orwin et al. (1994): study 3

200
220

Stahler et al. (1995)

Nonspecific 50-75 to 1 302
≤ 8 months NR
101
NA
NA
101
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Conrad et al. (1998)
Hultman et al. (1995)

Orwin et al. (1994): study 2

Braucht et al. (1995)

Cox et al. (1998)
Korr et al. (1995)

Rosenblum et al. (2002)

Toro et al. (1997)
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Table 2 Sample characteristics in review of research on the effectiveness of case management models for homeless adults
Recruitment setting and location

Study
design

1 Homeless people with serious mental illness

Emergency rooms and inpatient units of the public
acute care psychiatric hospital, St. Louis, MO

RCT

2 Homeless people with a severe mental illness

Local emergency shelters, St. Louis, MO

RCT

3 Homeless people with severe mental illness and
substance use disorder

Variety of settings (emergency shelters, psychiatric
hospitals, street locations frequented by homeless
persons), St. Louis, MO

RCT

4 Homeless veterans with a substance abuse
disorder, dual disorder, or psychiatric disorder

VA medical centers, San Francisco and San Diego, CA; RCT
New Orleans, LA; and Cleveland, OH

5 Homeless or unstably housed people with severe
mental illness, substance use disorder, high
service use, and poor independent living skills
6 Homeless people with severe, persistent mental
illness, most with dual diagnoses

Two state-operated outpatient community mental
health centers, CT

RCT

Inner-city psychiatric hospitals and community
agencies for homeless people, Baltimore, MD

RCT

7 Homeless and seriously mentally ill people being Jail system of a large US urban center
released from jail

RCT

1 Severely mental ill people leaving a men’s shelter On-site psychiatry program in a men’s shelter, New
York, NY

RCT

2 Recently or imminently homeless veterans with
serious mental illness

HCT

CTI

ACT

Target population

Inpatient units of the VA medical centers, Chicago
and Hines, IL; Houston, TX; Lyons, NJ; Montrose, NY;
Richmond and Salem, VA; and San Diego, CA

Note. CBA = controlled before-and-after study; HCT = historically controlled trial; NA = not applicable;
NR = not reported; Q-RCT = quasi-randomized controlled trial; RCT = randomized controlled trial;
VA = Veteran Affairs.
a
This program employed a dyad structure, with pairs of case managers sharing caseloads.
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Intervention (I) and comparison condition (C)

Duration

Clientto-staff
ratio

Baseline Study
sample
size

I1: Assertive Community Treatment only
Ongoing
I2: Assertive Community Treatment with community workers Ongoing
C: Broker case management
NR

10 to 1
10 to 1
85 to 1

165 in
total

I: Assertive Community Treatment
C1: Daytime drop-in center (assistance by social workers)
C2: Outpatient treatment (office-based outpatient therapy,
medication, and assistance with social services)
I1: Integrated Assertive Community Treatment by community
mental health agencies
I2: Assertive Community Treatment only by community
mental health agencies
C: Standard care (linkage assistance to access community
services)
I1: Modified Assertive Community Treatment by VA case
managers
I2: Modified Assertive Community Treatment with special
access to housing subsidies
C: Standard VA homeless services (broker case management)
I: Integrated Assertive Community Treatment
C: Integrated standard clinical case management

Ongoing
NR
NA

10 to 1
40 to 1
NA

52
62
64

NR

NR

61

NR

NR

65

NA

NA

65

NR

25 to 1

90

NR

25 to 1

182

Short term
NR
NR

NR
10-15 to 1
25 to 1

188
99
99

Essock et al. (2006)

I: Assertive Community Treatment
C: Usual community services (generic case management
services)
I: Assertive Community Treatment by team of forensic case
managers
C1: Intensive Case Management by individual forensic case
managers
C2: Referral to aftercare by community mental health centers
I: Critical Time Intervention, in addition to comparison
condition
C: Usual services only (referral to community agencies)

Ongoing
NR

10-12 to 1
NR

77
75

Lehman et al. (1997)
Lehman et al. (1999)

1 year

NR

60

Solomon et al. (1994)

NR

NR

60

NA
9 months

NR
NR

80
48

NA

NA

48

I: Critical Time Intervention
C: Usual discharge planning services by inpatient unit staff
and standard referral to outpatient services

6 months
NA

15 to 1
NA

206
278
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Burger et al. (2000)
Calsyn et al. (1998): study 2
McBride et al. (1998): study 2
Morse et al. (1997)
Wolff et al. (1997)
Calsyn et al. (1998): study 1
McBride et al. (1998): study 1
Morse et al. (1992)
Calsyn et al. (2005)
Fletcher et al. (2008)
Morse et al. (2006)
Morse et al. (2008)

Cheng et al. (2007)
Rosenheck et al. (2003)

Herman et al. (2000)
Jones et al. (1994)
Jones et al. (2003)
Lennon et al. (2005)
Susser et al. (1997)
Kasprow et al. (2007)
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Service use
The two studies of SCM that examined service utilization detected few differences
between SCM and the control conditions (Hultman et al., 1995; Marshall et al., 1995). In
a sample of substance-dependent homeless veterans, SCM participants received more
support from program staff and other participants and were better prepared for program
completion than participants in the control program (Hultman et al., 1995). However, SCM
did not increase the use of other Veterans Affairs services, as had been expected at the
outset of this study. With the exception of reporting more substance abuse treatment
at the 3-month follow-up, SCM participants reported similar service use as controls
(Hultman et al., 1995). In line with these findings, a second study showed that SCM for
mentally ill people who were homeless or marginally housed did not significantly affect
participants’ needs for psychiatric and social care or reduce the length of hospital stays
(Marshall et al., 1995).
Two studies, both of which examined samples of homeless people with substance use
problems, compared the services offered by ICM programs to usual case management
services. Participants recruited from a homeless shelter who received ICM were more
satisfied than control participants, although a minority (29%) of the ICM participants
completed the program (Stahler et al., 1995). In the other study, participants recruited at
a medical van who were assigned to the ICM group had significantly more contacts with
the medical van’s case manager than did control participants, who had the opportunity
for self-referral to the same case manager (Rosenblum et al., 2002). Although these two
studies found that program services significantly differed between conditions, findings
from three other studies on the impact of ICM on nonprogram service utilization were
mixed.
The number of days spent in psychiatric hospitals by homeless mentally ill people did
not differ between ICM and control participants (Korr & Joseph, 1996). Among homeless
substance users, ICM did not have a significant differential effect on the number of days
spent in residential treatment facilities or the number of in- and outpatient services
received (Braucht et al., 1995). We found some evidence, however, that ICM was
more effective than standard detoxification treatment in reducing subsequent detox
admissions (Cox et al., 1998).
Six studies, as reported in eight articles, compared the services received by ACT and
control participants (Fletcher et al., 2008; Morse et al., 1992; Morse et al., 2008; Morse
et al., 2006; Morse et al., 1997; Rosenheck et al., 2003; Solomon et al., 1994; Wolff et al.,
1997). These studies indicated that, for several different homeless subpopulations, ACT
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increased contacts between participants and case managers or other program staff
(Morse et al., 1992; Morse et al., 2008; Morse et al., 2006; Morse et al., 1997; Rosenheck et
al., 2003; Solomon et al., 1994; Wolff et al., 1997), enhanced the level of assistance directly
provided by program staff (Morse et al., 1997; Morse et al., 2006; Rosenheck et al., 2003),
and improved participant satisfaction (Fletcher et al., 2008; Morse et al., 1992; Morse et
al., 2006; Morse et al., 1997; Wolff et al., 1997).
One article, which reported findings from two studies with severely mentally ill homeless
participants, showed that participants in the ACT programs had relatively larger
professional networks (Calsyn et al., 1998). In one of these same samples, Morse et al.
(1992) found that ACT participants also had more contacts with service agencies than
did control participants. In a reexamination of the other sample, however, Wolff et al.
(1997) found no significant differential effects with regard to in- or outpatient services
for these mentally ill homeless participants. This reanalysis may have lacked sufficient
power or may have been biased by differential attrition, because service utilization data
were available for approximately half of the original sample (Wolff et al., 1997).
For participants with dual diagnoses, we found evidence that ACT is effective in
shortening the length of psychiatric hospital stays (Essock et al., 2006; Lehman et
al., 1999; Lehman et al., 1997) and reducing the number of emergency room visits for
mental health problems (Lehman et al., 1999; Lehman et al., 1997). ACT was not found to
significantly reduce other inpatient service use by these participants, such as inpatient
medical care (Lehman et al., 1999; Lehman et al., 1997), residential substance abuse
treatment (Lehman et al., 1999; Lehman et al., 1997), or mental health rehabilitation
(Lehman et al., 1999). Two articles on the same study reported that ACT participants with
dual diagnoses visited outpatient mental health services and substance abuse treatment
more often than participants receiving generic case management services (Lehman et
al., 1999; Lehman et al., 1997). Among substance-using homeless veterans, however,
ACT did not have a differential effect on outpatient service use (Rosenheck et al., 2003).
None of the articles examined the differences between program services provided
by CTI and control conditions. Preliminary results indicated that CTI increases use of
nonprogram outpatient services (Jones et al., 1994). In another study, CTI reduced
the length of hospital and other institutional stays for mentally ill homeless veterans
(Kasprow & Rosenheck, 2007).
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Table 3 Impact of case management models on outcomes for homeless adults

ACT

ICM

SCM

Study

1 Conrad et al. (1998)
Hultman et al. (1995)
2 Marshall et al. (1995)
3 Orwin et al. (1994):
study 1
4 Orwin et al. (1994):
study 2
5 Sosin et al. (1995)
1 Braucht et al. (1995)
2 Cox et al. (1998)
3 Korr et al. (1995)
4 Orwin et al. (1994):
study 3
5 Rosenblum et al.
(2002)
6 Stahler et al. (1995)
7 Toro et al. (1997)
1 Burger et al. (2000)
Calsyn et al. (1998):
study 2
McBride et al. (1998):
study 2
Morse et al. (1997)
Wolff et al. (1997)
2 Calsyn et al. (1998):
study 1
McBride et al. (1998):
study 1
Morse et al. (1992)
3 Calsyn et al. (2005)
Fletcher et al. (2008)
Morse et al. (2006)
Morse et al. (2008)
4 Cheng et al. (2007)
Rosenheck et al.
(2003)
5 Essock et al. (2006)
6 Lehman et al. (1997)
Lehman et al. (1999)
7 Solomon et al.
(1994)

Quality
Service use
Housing
rating Program General Inpatient Emergency Outpatient
nonnonnonnonprogram program program
program
Good
Fair
Fair
Fair

◄►a
▬ 20

◄►8
▬a

▬

▬2
▲2
▬2

Fair
Fair
Fair
Good
Fair
Fair

▬2

Poor

▲

Fair
Fair
Fair
Good

▲

▬

▬5
▲
▬a

▲2

▬

▲

◄►2
◄►a2
▲2

Good
Fair
Good
Good

▲
◄►10
▲2

▬3

▬7

Good
Good
Good
Fair

▲
▬2

▲

Good
Good
Good
Fair
Good
Fair
Good
Good

▲
▬2
▲2
▲
▬

▲
▲2

◄►10

▲a

▲
▲3
◄►5
▬

◁▷15
◄►a
◄►3
▬5

◄►3
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◄►3
◄►3

◄►3
◄►4

▲
▲
▲
▬4
▬6
◄►a
◄►4
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Health

Substance use

Societal participation

Physical Mental General Alcohol Drugs General Economic Criminal Social

▲

▬

▬2

▬a
◄►2

◄►2

◄►2

▬2
◄►3

▬2

▬2

▬2

▬2

◄►3

▬2

▬

▬2
◄►7

◄►2

▬2

◄►2

◄►2

▼

◄►3

▬

▲

▬3

▬2
▬ a2

▲a

◄►

▲
▬a

Quality
Cost
of life Service Costeffect

▬
◄►a2

▬a

2

▲

▬

▬a

▬
◄►a4
◄►2

◄►6
▲

◄►3
▬a

▬

▬2
◄►3

▬2

▬2

▬2

▬
▬ a3

◄►

▬ 10

▬

▬2

▬

▬2
▬
▬2

▬
▬

▬
▬
▬
▬
▬2
▬a
▲

▲a

◄►

▬
◄►3

▬2

▬

◁▷7

▬9

▬

▬
▬6

▬
▬2
▬3
▬2

▬2
▬3
▬2

◄►a2

▬ a2

▬
▬3
▬a
▬

◄►4

▬3
◄►a
▬
▬
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▬3
▬3

▼
▬6
▬a
◄►7

▬ 18

◄►13

▬
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Table 3 Impact of case management models on outcomes for homeless adults

CTI

Study

1 Herman et al. (2000)
Jones et al. (1994)
Jones et al. (2003)
Lennon et al. (2005)
Susser et al. (1997)
2 Kasprow et al. (2007)

Quality
Service use
Housing
rating Program General Inpatient Emergency Outpatient
nonnonnonnonprogram program program
program
Good
Fair
Good
Good
Good
Fair

◁▷3

▲a

▭3

◁▷6

▭

◁▷3
▲3
▲a
◄►6
◄►2

Note. ▲ = intervention had a positive impact on outcome; ▼ = intervention had a negative impact on
outcome; ◄► = mixed or conflicting study findings; ▬ = intervention and comparison outcomes were
the same; empty symbol (△
△) = no statistics or data reported. All other differences between control and
intervention group at follow-up were significant at p ≤ .05. Synthesis of multiple outcomes within same
outcome category: Where multiple outcomes all reported effects in the same direction, we reported this
effect direction. Where direction of effect varied across multiple outcomes, we reported the majority
effect direction if 70% of outcomes reported a similar direction. If less than 70% of outcomes reported a
consistent direction of effect, we reported the effect direction as mixed. Where availability of statistics
or data varied, we considered effects as statistically significant if statistical significance was available for
more than 60% of the outcomes. Number of outcomes within each category synthesis was one unless
indicated in subscript beside effect direction.
a
Difference in change between control and intervention group.

Housing
Of five studies examining the impact of SCM on housing stability, three, all reporting on
homeless substance users, showed statistically significant effects (Conrad et al., 1998;
Orwin et al., 1994; Sosin et al., 1995). The two studies that did not find a positive impact
of SCM on housing outcomes differed in several important ways. In one study, high-risk
participants in the sample of homeless substance users were all assigned to the SCM
condition, which as implemented did not differ in type or intensity of services from the
control condition (Orwin et al., 1994). In the other, the sample consisted of mentally ill
people instead of substance users, and sample size of 80 may have provided insufficient
power to reveal a significant difference between groups in the housing variables (Marshall
et al., 1995).
Seven studies of ICM produced mixed results on housing outcomes. Of the five studies
investigating the effects of ICM on homelessness or residential stability in substanceabusing populations (Braucht et al., 1995; Cox et al., 1998; Orwin et al., 1994; Rosenblum
et al., 2002; Stahler et al., 1995), one reported a significantly better result for ICM than for
the control condition (Cox et al., 1998). These mostly nonsignificant findings could have
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Health

Substance use

Societal participation

Physical Mental General Alcohol Drugs General Economic Criminal Social

◄►3
▬4

▲a

▲2

◁▷2

Quality
Cost
of life Service Costeffect

▬ 21

◄►6

▬2

▲2

been attenuated by treatment nonadherence and lack of differential service utilization
between groups. For example, 71% of participants assigned to shelter-based ICM services
for substance-using homeless men did not complete the program (Stahler et al., 1995).
The two studies of ICM that did not examine homeless substance users showed a positive
impact on housing. In a study with severely mentally ill participants, ICM significantly
improved housing stability (Korr & Joseph, 1996). In a more heterogeneous sample of
homeless persons, participants receiving ICM experienced better living conditions during
follow-up than did control participants (Toro et al., 1997).
Most articles examining the effect of ACT on housing outcomes found positive effects
(Essock et al., 2006; Fletcher et al., 2008; Lehman et al., 1997; McBride et al., 1998; Morse
et al., 1992; Morse et al., 2008; Morse et al., 2006; Morse et al., 1997). Homeless persons
with severe mental illness spent fewer days homeless or more days in stable housing than
did participants who received drop-in center services, office-based outpatient treatment,
or less proactive case management (McBride et al., 1998; Morse et al., 1992; Morse et
al., 1997). For homeless participants with dual diagnoses, ACT programs also improved
housing stability more than SCM and other forms of linkage assistance (Essock et al.,
2006; Fletcher et al., 2008; Lehman et al., 1997; Morse et al., 2008; Morse et al., 2006).
As reported in two articles, one study with homeless veterans with substance abuse
disorders did not find a significant positive effect of ACT on housing. For this sample,
ACT did not have a significant impact on any of the housing-related outcome measures,
unless participants were also supplied with special access to subsidized housing (Section
8 vouchers) (Cheng et al., 2007; Rosenheck et al., 2003). However, the model integrity
of this ACT program was debatable because the case managers had relatively high
caseloads of 25 clients.
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Multiple reports examined CTI housing outcomes in two unique samples (Jones et al.,
2003; Jones et al., 1994; Kasprow & Rosenheck, 2007; Lennon et al., 2005; Susser et al.,
1997). For mentally ill men leaving a homeless shelter, adding CTI to community services
for 9 months was effective in decreasing homeless nights (Jones et al., 2003; Jones et
al., 1994; Lennon et al., 2005; Susser et al., 1997). Interestingly, the difference between
groups became more pronounced after the time-limited intervention had ended (Susser
et al., 1997). In a study with homeless veterans who were leaving inpatient care, CTI
significantly increased days housed, although the CTI and control groups did not differ
in nights spent homeless (Kasprow & Rosenheck, 2007).
Physical and mental health
Two articles examined the impact of three SCM programs on physical health problems
(Conrad et al., 1998; Orwin et al., 1994). In one study, the SCM program for homeless
substance users, provided in a residential setting, helped to lessen the severity of
participants’ medical problems (Conrad et al., 1998). Two other studies employed similar
samples and used the same measurement instrument but did not detect any effects,
although results might have been weakened by attrition bias and program nonadherence
(Orwin et al., 1994). The four studies that addressed mental health problems did not
find a significant positive effect of SCM (Conrad et al., 1998; Marshall et al., 1995; Orwin
et al., 1994).
Homeless substance users did not benefit from ICM in their physical or mental health
in four studies (Braucht et al., 1995; Orwin et al., 1994; Rosenblum et al., 2002; Stahler
et al., 1995). In a heterogeneous group of homeless persons, ICM had a positive impact
on interviewer ratings of psychiatric symptom severity (Toro et al., 1997). Although
participants’ ratings of symptom severity did not differ between groups, ICM participants
reported fewer stressful life events, which have been well established as a predictor
of several mental disorders, particularly depression (Brown, Harris, & Peto, 1973;
Dohrenwend & Dohrenwend, 1974; Kessler, 1997).
Because the three articles that discussed the impact of ACT on participants’ physical
health generally did not report differential effects, little evidence exists that ACT affects
this outcome (Cheng et al., 2007; Lehman et al., 1997; Rosenheck et al., 2003). Two of six
studies that assessed mental health impacts found statistically significant reductions in
psychiatric symptoms (Lehman et al., 1997; Morse et al., 1997). In a mentally ill sample,
Morse et al. (1997) found that interviewer ratings for some symptoms were lower for the
ACT group, although their unmasked interviewers may have introduced bias. Another

48

Review of effectiveness of case management for homeless persons
study found that homeless participants with dual diagnoses reported fewer symptoms
if they had received ACT (Lehman et al., 1997).
A significant effect of CTI on the reduction of psychiatric symptoms was demonstrated in
both studies with mental health problems as an outcome (Herman et al., 2000; Kasprow
& Rosenheck, 2007). No article reported inclusion of a physical health measure.
Substance use
Four studies of SCM, whose participants were homeless people with substance abuse
problems, assessed substance use outcomes, as reported in three articles (Conrad et
al., 1998; Orwin et al., 1994; Sosin et al., 1995). All but one found differential effects,
suggesting that SCM was significantly more effective than referral to community services
in reducing alcohol and drug use among homeless substance users (Conrad et al., 1998;
Orwin et al., 1994; Sosin et al., 1995). In the one study that did not replicate these results,
all participants at high risk for relapse were assigned to the SCM group. Moreover, the
services received hardly differed between groups. Therefore, it is not surprising that SCM
participants did not reduce their substance use more than control participants (Orwin
et al., 1994).
Four of six studies of the effect of ICM on alcohol or drug use did not show a positive
impact (Braucht et al., 1995; Orwin et al., 1994; Rosenblum et al., 2002; Toro et al., 1997).
One study provided some evidence that ICM decreased days drinking and the severity
of alcohol problems for homeless substance users (Cox et al., 1998). This was confirmed
by a per-protocol analysis of a second study with a similar sample: Program completers
reported less alcohol use than did control participants (Stahler et al., 1995). However,
two other studies failed to replicate these findings (Braucht et al., 1995; Toro et al., 1997),
and another study’s results significantly favored the control condition (Orwin et al., 1994).
These nonsignificant and negative results could have been biased by methodological
limitations, such as high rate of attrition (Toro et al., 1997) and lack of differentiation in
services received (Braucht et al., 1995; Orwin et al., 1994).
Five studies, which produced eight articles with alcohol and drug use outcomes,
concluded that ACT did not significantly affect substance use or related problems (Cheng
et al., 2007; Essock et al., 2006; Fletcher et al., 2008; Morse et al., 1992; Morse et al., 2006;
Morse et al., 2008; Morse et al., 1997; Rosenheck et al., 2003). One study on CTI looked
at substance use variables (Kasprow & Rosenheck, 2007). In a sample of mentally ill
homeless veterans, those offered CTI improved more with regard to alcohol and drug
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use than participants who received usual services. Furthermore, participants in the CTI
group spent less money on these substances (Kasprow & Rosenheck, 2007).
Societal participation and quality of life
Three articles with findings from four studies on SCM included measures related to
societal participation (Conrad et al., 1998; Marshall et al., 1995; Orwin et al., 1994). Two
studies found that mentally ill or substance-using homeless participants who received
SCM did not spend more days in employment (Marshall et al., 1995; Orwin et al., 1994).
Homeless substance users receiving SCM also did not experience more economic
security (Orwin et al., 1994), although they generally reported fewer problems that
interfered with employment (Conrad et al., 1998; Orwin et al., 1994). One study looked at
the impact of SCM on the severity of legal problems experienced by homeless substance
users and did not find a differential effect (Conrad et al., 1998). In a sample of mentally
ill participants, interviewers observed less deviant behavior among SCM than among
control participants, although participants’ perceptions of their social behavior and
interviewer ratings of general functioning did not differ between groups (Marshall et
al., 1995).
We found very little evidence that ICM improved economic participation or security
(Braucht et al., 1995; Cox et al., 1998; Orwin et al., 1994; Stahler et al., 1995; Toro et al.,
1997), reduced criminal activity or legal problems (Braucht et al., 1995; Stahler et al.,
1995), or promoted social behavior or support (Braucht et al., 1995; Stahler et al., 1995;
Toro et al., 1997). Two studies indicated that ICM could help homeless substance users
to access sources of public assistance (Cox et al., 1998; Rosenblum et al., 2002). A study
with a heterogeneous sample of homeless people, however, did not yield the same result
(Toro et al., 1997).
Similarly, ACT did not seem to have any impact on economic participation or security
(Cheng et al., 2007; Morse et al., 1992; Morse et al., 2006; Morse et al., 1997; Rosenheck
et al., 2003; Wolff et al., 1997). Of five studies exploring the effect of ACT on measures of
criminal activity or legal problems (Calsyn et al., 2005; Essock et al., 2006; Lehman et al.,
1997; Rosenheck et al., 2003; Solomon et al., 1994), one showed a significant differential
effect: For participants with dual diagnoses, ACT significantly decreased the likelihood of
being incarcerated (Essock et al., 2006). In addition, ACT did not affect variables related
to social support, except for an effect on perceived material support at one research site
(Calsyn et al., 1998). No other differences were found between ACT and control groups
in the size or quality of participants’ social network for two samples of mentally ill and
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two samples of homeless people with dual diagnoses (Calsyn et al., 1998; Cheng et al.,
2007; Morse et al., 1992; Rosenheck et al., 2003).
Studies of CTI found no differential effect regarding days in employment (Kasprow &
Rosenheck, 2007) or income (Jones et al., 2003; Kasprow & Rosenheck, 2007). One study
found that CTI participants spent fewer days in jail than control participants. The article,
however, did not report any statistics (Jones et al., 1994). None of the studies included
measures of social behavior or support as outcomes.
Few studies considered quality of life as an outcome. One study, on the effectiveness
of ACT for homeless persons with dual diagnoses, found a significant improvement
(Lehman et al., 1997). ACT participants were generally more satisfied with life than
those receiving SCM services at a 6-month follow-up. Over longer periods of follow-up,
however, no evidence was found for an effect of ACT on this outcome in samples of dually
diagnosed homeless persons (Essock et al., 2006; Lehman et al., 1997) or substanceabusing homeless veterans (Cheng et al., 2007; Rosenheck et al., 2003). Similarly, SCM did
not seem to improve the quality of life of homeless and marginally housed people with
mental disorders relative to usual community care. In a study with homeless substance
users, general life satisfaction was higher among control participants, who received usual
services, than among participants who received ICM (Braucht et al., 1995).
Service costs and cost-effectiveness
No study examined the costs associated with SCM or ICM. In line with the differential
effects of ACT on service utilization, studies confirmed that costs for outpatient services,
including case management services, are higher for ACT than for standard services
offered by psychiatric hospitals and agencies serving homeless persons (Lehman et
al., 1999; Morse et al., 2006; Rosenheck et al., 2003; Wolff et al., 1997). Costs for inpatient
services, however, were lower, which led Lehman et al. (1999) and Wolff et al. (1997) to
conclude that their ACT programs were not more expensive than usual services and
achieved better results.
Similarly, the pattern of service use associated with CTI was reflected in its cost. Acute
mental health costs, which include charges for inpatient and emergency services,
were lower for CTI than for standard shelter services, although this difference was not
significant (Jones et al., 2003). The only significant differential effect was a substantial
reduction in shelter costs among CTI participants (Jones et al., 2003). Jones et al. (2003)
demonstrated that the costs of resources used by CTI participants did not differ from the
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costs for usual care participants and that the costs for providing CTI were compensated
for by long-term improvements in housing stability.

Discussion
Our systematic review is the first to our knowledge to provide a comprehensive overview
of the evidence provided by randomized controlled trials and quasi-experimental studies
for the effectiveness of four models of case management in homeless populations.
Because the case management models perform the same functions, they are not
mutually exclusive (Vanderplasschen et al., 2004). Many studies we reviewed did not
ascertain whether services were delivered in accordance with the criteria of the model.
We categorized the studies by model according to definitions provided in the articles;
these categories were correct only to the extent that the studies reported accurate
information about the models.
Except for one study conducted in the United Kingdom with severely mentally ill people,
all studies concerned with SCM recruited homeless substance users as participants.
Although we found little evidence for a differential effect on service utilization, the
findings provided some evidence that SCM is effective for this homeless subpopulation
in improving housing stability, reducing substance use problems, and removing
employment barriers. For the mentally ill sample, however, few of these results were
replicated. Thus, SCM seemed to be more beneficial than usual care for substance-using
homeless persons.
Five out of seven studies that assessed the effect of ICM also focused on homeless
substance users. For this group, findings were nonsignificant or mixed in all outcome
categories except for access to public assistance. Study quality ratings and service
utilization data suggested that these largely nonsignificant findings could be the result
of treatment nonadherence and lack of between-group differentiation in the services
received. The two other ICM studies provided some evidence for a positive effect of
ICM on housing outcomes for severely mentally ill homeless persons and the general
homeless population. However, more research is needed before any conclusions can be
drawn about the consistency of these findings.
The samples in studies of ACT consisted of homeless persons with dual diagnoses,
severely mentally ill persons, substance-using veterans, and mentally ill ex-prisoners.
Results indicated that ACT improved the housing stability of severely mentally ill as well
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as dually diagnosed homeless participants more than less proactive case management
models. Outcomes related to housing were not included in the study with mentally ill
ex-prisoners and did not improve in the sample of substance-using veterans; however,
this could be attributable to a lack of model fidelity in this study. For all subpopulations,
findings in the other outcome categories were largely nonsignificant or inconsistent.
Although ACT appeared to influence patterns of mental health service use, most
studies did not show a differential effect of ACT on psychopathology or other mental
health outcomes. Nevertheless, the improvements in housing stability and reductions
in inpatient and emergency mental health service use seemed to be sufficient to
compensate for the higher costs associated with ACT.
Our findings are consistent with the four previous reviews of the literature on this topic.
All these reviews found ACT superior to other services, including other models of case
management, in helping severely mentally ill homeless persons to achieve housing
stability (Coldwell & Bender, 2007; Morse, 1999; Nelson et al., 2007; Rosenheck, 2000).
Contrary to our findings, however, Coldwell and Bender (2007) also concluded that ACT
participants demonstrated greater improvement in psychiatric symptom severity.
CTI was examined in two samples of severely mentally ill homeless persons, one group
leaving a homeless shelter and the other leaving inpatient care for veterans. For both
groups, CTI was significantly better than usual services in supporting housing stability
and reducing psychiatric symptoms and substance use. The improved level of housing
stability experienced by these severely mentally ill participants appeared to be linked to
the positive impact of CTI on the length of hospital, shelter, and other institutional stays.
CTI achieved better long-term results than usual care with similar associated costs. CTI
was the least researched model in our review, so consistent results from further studies
are needed. Nevertheless, results from the two studies were very promising.
Across the four different models, case management generally seemed to have a positive
impact on housing stability and patterns of service use. Findings about substance use
outcomes were mixed, and effects on variables measuring health, societal participation,
and quality of life were largely nonsignificant.
Limitations
Because of great variability between studies, comparisons of research findings could only
be undertaken with great caution. In addition, caution was warranted by heavy reliance
on participants’ self-reports. Self-report data can give rise to over- or underreporting of
treatment effects and a distortion of the differences between experimental and control
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groups (Appel et al., 2001; Calsyn, Morse, Klinkenberg, & Trusty, 1997; Goldfinger et al.,
1996).
We excluded reports that were not published in English between 1985 and 2011, possibly
giving rise to selection bias. We also excluded studies that did not include a control group,
such as descriptive reports and studies with a pretest-posttest design. The qualitative
information that we may have omitted as a result might have elucidated the quantitative
data provided by randomized and quasi-experimental research.
Generalizing research findings
Our review showed that case management has produced favorable effects in homeless
populations, but also revealed gaps in the evidence. Because the evidence for the
effectiveness of case management has been collected in the context of specific times,
locations, and service settings, this research cannot easily be extrapolated. Most of the
trials in our review that assessed the effectiveness of case management were conducted
in a particular time frame as part of multisite demonstration programs in the United
States that addressed the specific problems of homelessness of that time and focused
on individuals with a chronic or severe mental illness, substance abuse problems, or
dual diagnoses (Oakley & Dennis, 1996; Perl & Jacobs, 1992). Although the prevalence
of mental illness and substance use among homeless people is still high, many are not
mentally ill (Fazel et al., 2008). More evidence is needed to establish which model is most
suitable and cost-effective for homeless people who are not mentally ill and are not
substance users but who often have fewer or other support needs.
Similarly, we found examples of limited generalizability across countries. All but one
of the studies we reviewed were conducted in the United States. The only European
study, from the United Kingdom, could not replicate many of the findings from earlier
studies. Because other countries have marked differences in social welfare systems,
housing and labor markets, and health care systems, in addition to differences in the
nature of homeless populations (Fitzpatrick & Christian, 2006; Toro, 2007), it is highly
likely that evidence-based practices from the United States will not produce the same
results in European countries. In a review of the research literatures in the United States
and other developed nations, Toro (2007) also notes that systematic research evaluating
interventions for homeless people is virtually nonexistent in Europe.
Implications for future research and practice
To properly inform policymakers in the European Union, experimental trials should
be conducted among different homeless groups in a variety of service settings and
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countries. These studies should be carefully designed. They should aim for more
uniformity in outcomes examined and for more standardization of measurement
instruments. Moreover, several important outcomes have received insufficient study.
Few publications in our review included outcomes related to quality of life, societal
participation, physical health, or community integration.
Future studies should summarize or refer to key components of the intervention being
studied and present results of model fidelity assessment (Morse, 1999; Nelson et al., 2007).
Inclusion of model fidelity in the study design is vital to explore relationships between
case management models, homeless subgroups, service settings, and outcomes. Rather
than comparing competing models, it may be more fruitful to attempt to predict which
well-defined components of a given case management model will facilitate favorable
outcomes for certain homeless subpopulations and what approach will be most costeffective (Mueser, Bond, Drake, & Resnick, 1998).
Our results suggest that practitioners could employ case management to assist
homeless persons with improving their housing stability and changing their service use
patterns. We found little evidence for the effectiveness of ICM, but this could very well
be attributable to factors not related to this model. SCM seems to improve housing
stability, reduce substance use problems, and remove employment barriers for homeless
substance users more than referral to community services. Compared to SCM and other
case management services, ACT has consistently produced positive effects on housing
stability and has been found to be cost-effective. However, this model seems to be
suitable mainly for mentally ill or dually diagnosed homeless persons with multiple and
complex needs (Stein & Test, 1980). CTI has also produced promising results and seems
to be more applicable for a variety of settings and populations because of its practical
and time-limited nature (Herman & Mandiberg, 2010). Only when the evidence gaps have
been addressed can we establish which case management models or which specific
components of these models are most suitable to accompany housing, as part of a
rapid-rehousing approach to homelessness, for specific homeless subgroups.
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Chapter 3

Abstract
One of the main priorities of Dutch organizations providing shelter services is to develop
evidence-based interventions in the care for abused women and homeless people. To
date, most of these organizations have not used specific intervention models and the
interventions that have been implemented rarely have an empirical and theoretical
foundation. The present studies aim to examine the effectiveness of Critical Time
Intervention (CTI) for abused women and homeless people.
In two multicenter randomized controlled trials, we investigate whether CTI, a timelimited (9-month) outreach intervention, is more effective than care-as-usual for abused
women and homeless people making the transition from shelter facilities to supported
or independent housing. Participants were recruited in 19 women’s shelter facilities and
22 homeless shelter facilities across the Netherlands and randomly allocated to the
intervention group (CTI) or the control group (care-as-usual). They were interviewed four
times in 9 months: once before leaving the shelter, and then at 3, 6, and 9 months after
leaving the shelter. Quality of life (primary outcome for abused women) and recurrent
loss of housing (primary outcome for homeless people) as well as secondary outcomes
(e.g., care needs, self-esteem, loneliness, social support, substance use, psychological
distress, service use) were assessed during the interviews. In addition, the model integrity
of CTI was investigated during the data collection period.
Based on international research, CTI is expected to be an appropriate intervention for
clients making the transition from institutional to community living. If CTI proves to be
effective for abused women and homeless people, shelter services could include this
case management model in their professional standards and improve (the quality of)
their services for clients.
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Introduction
Although abused women and homeless people leaving shelters represent different
subgroups of vulnerable people in society, they share a crucial similarity: During
the critical period of transition from shelter to community living, they are both at a
substantially increased risk for recurrence of the adverse events that brought them to the
shelters in the first place (Culhane, Metraux, Park, Schretzman, & Valente, 2007; Fleury,
Sullivan, & Bybee, 2000). Institutional discharge has proved to be challenging for socially
vulnerable people: They have to deal with a complex and fragmented system of care and
are at a high risk of experiencing a loss of personal contacts during this transition period
(Herman & Mandiberg, 2010; Wolf, Jonker, Nicholas, & Putriss, 2007).
Shelters for abused women and homeless people aim to prevent relapse of clients into
their former situation and provide services to improve clients’ well-being and support
their integration into the community (Interdepartementaal Beleidsonderzoek [IBO]
Maatschappelijke opvang, 2003). However, shelter organizations do not use standardized
interventions that have been proven effective in supporting clients when they leave
(European Commission & European Federation of National Organizations Working with
the Homeless [FEANTSA], 2011; Ramsay et al., 2009). The need for such interventions
has increased in light of recent requirements by local authorities and health insurance
companies to be accountable for care trajectories of clients and outcomes (Rijksoverheid,
2012).
To date, studies into the effectiveness of interventions have been conducted mostly in
the United States and little is known about whether these evidence-based interventions
would also be effective in European shelter systems (de Vet et al., 2013; Jonker, Wolf,
van Luijtelaar, Sijbrandij, & Cuijpers, 2014; Ramsay et al., 2009; Toro, 2007). The present
studies examine whether a time-limited outreach intervention, Critical Time Intervention
(CTI) (Susser et al., 1997), is more effective than care-as-usual for abused women and
homeless people who are making the transition from a shelter facility to supported or
independent housing in the Netherlands.
CTI is being applied and tested in the United States, the United Kingdom, and Brazil
(Herman & Mandiberg, 2010) and has been investigated among a range of populations,
such as men and women after discharge from inpatient psychiatric treatment (Dixon et
al., 2009; Manuel, Hinterland, Conover, & Herman, 2012) and people being released from
prison (Draine & Herman, 2007; Jarrett et al., 2012). Research among homeless men with
serious mental illness has shown CTI to reduce the number of days of homelessness,
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prevent new episodes of homelessness (Susser et al., 1997), diminish negative symptoms
of schizophrenia (Herman et al., 2000), and reduce the risk of rehospitalization (Tomita
& Herman, 2012). Previous research also suggests that CTI is cost-effective (Jones et
al., 2003). To our knowledge, there is no research available on the effectiveness of CTI
concerning abused women. However, CTI has proved to be effective for homeless
mothers and children in reducing the time families were homeless and improving school
and mental health outcomes among the children (Samuels & Felix, 2010).
Victims of intimate partner violence
Intimate Partner Violence (IPV) is a major public health problem in many countries
throughout the world (Garcia-Moreno, Jansen, Ellsberg, Heise, & Watts, 2006). Victims
often experience an accumulation of problems related to violence, poverty, and social
exclusion, which has numerous negative consequences for their health. Examples of
frequently experienced adverse physical health consequences are severe injuries
(Stark, Flitcraft, & Frazier, 1979), chronic pain (Coker, Smith, McKeown, & King, 2000),
gastro-intestinal problems (Drossman, Talley, Leserman, Olden, & Barreiro, 1995), and
gynecological problems (Letourneau, Holmes, & Chasedunn-Roark, 1999). Furthermore,
IPV can result in several psychological problems, such as depression (Sutherland, Bybee,
& Sullivan, 2002), posttraumatic stress disorder (PTSD) (Saunders, 1994), and substance
abuse (Golding, 1999). Frequently, IPV also leads to significant social isolation (Wolf,
Jonker, Meertens, & Te Pas, 2006).
Estimates of the prevalence of women seeking refuge in shelters are rare. In one study,
it was estimated that 56,308 women and their children sought refuge in a shelter
worldwide on any given day in 2011 (Global Network of Women’s Shelters, 2011). These
women report more severe abuse, related injury (Saunders, 1994), and PTSD symptoms
(Jones, Hughes, & Unterstaller, 2001) than the victims who do not seek refuge in shelters.
Although victims consider shelters as the most supportive and helpful means to deal
with past experiences of violence (Gordon, 1996) and their stay in shelters has positive
effects on their well-being (Constantino, Kim, & Crane, 2005; Gordon, 1996; Johnson,
Zlotnick, & Perez, 2011), research shows that women leaving shelters encounter many
problems. These problems complicate their transition from shelter to community
living (with or without their (ex-)partner). Women indicate they have needs with regard
to obtaining resources (Allen, Bybee, & Sullivan, 2004; Sullivan, Bybee, & Allen, 2002),
handling financial problems (Ham-Rowbottom, Gordon, Jarvis, & Novaco, 2005; Wolf et
al., 2007), and gaining information on and access to community services (Wolf et al., 2007)
and specialized treatment for depression and symptoms of PTSD (Ham-Rowbottom et
al., 2005; Wolf et al., 2007). Continuity of care is, therefore, essential and may help prevent
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revictimization and ensure improvements in the well-being of these women (Bybee &
Sullivan, 2002; Wolf et al., 2007).
Several studies have demonstrated the lack of evidence concerning the effectiveness
of treatments and interventions for victims of IPV (Ramsay et al., 2009; Wathen &
MacMillan, 2003). In an extended international review, Jonker et al. (2014) investigated
the existing studies on the effectiveness of delivering shelter and follow-up services
to abused women. The results concerning follow-up services, mainly consisting of
advocacy services for women (Sullivan et al., 2002; Tan, Basta, Sullivan, & Davidson,
1995), are encouraging: Interventions can diminish recurrence of violence, help end
relationships (if wanted), and assist in successfully obtaining the resources required
(Sullivan & Bybee, 1999). Furthermore, women experience a higher quality of life and are
more satisfied with their social support due to follow-up services (Sullivan & Bybee, 1999;
Sullivan, Tan, Basta, Rumptz, & Davidson, 1992). Family follow-up services consisting of
instrumental and emotional support and child management skills training for mothers
were also evaluated and show promising results (Jouriles et al., 2009; Jouriles et al., 2001).
Nevertheless, as Jonker et al. (2014) and Ramsay et al. (2009) point out, the results of
these studies must be interpreted with caution for a few reasons: The studies are few
in number, some results are the outcome of only one study, and the quality of some of
the studies is not clear. Also, there is an overall lack of standardized instruments in the
studies. Evaluating the effectiveness of interventions for abused women after shelter
exit, therefore, remains important, as underlined by several authors (Ramsay et al., 2009;
Wathen & MacMillan, 2003).
Homeless people
Homelessness is often related to multiple and complex problems such as unemployment,
financial problems, and domestic conflicts (Philippot, Lecocq, Sempoux, Nachtergael,
& Galand, 2007; Shlay & Rossi, 1992; Toro, 2007). In addition, physical complaints
(Hwang, 2001) and mental disorders (Fazel, Khosla, Doll, & Geddes, 2008) are more
prevalent among homeless people than among the general population. Alcohol and
drug dependence are the most common mental disorders, with 40% of the homeless
population suffering from the former and 25% suffering from the latter. Furthermore,
diagnoses of major depression (11%), personality disorders (23%), and psychotic illness
(13%) have been frequently established among homeless persons (Fazel et al., 2008).
Shelter services commonly require homeless people to transition through shelters and
temporary housing situations before they become eligible for permanent independent
housing in the community. These transitional housing facilities generally feature
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longer stays and offer a wide array of services for their residents (e.g., (mental) health,
employment, legal, and childcare services). After the transition to community housing,
formerly homeless persons have to rely on conventional social welfare and health
services again (Culhane & Metraux, 2008). People who have made the transition to
independent housing often experience readmission to shelter services, probably due to
insufficient income, inappropriate housing, inadequate skills, and the absence of ongoing
support in the community (Kuhn & Culhane, 1998; Mojtabai, 2005). To overcome the
problems of long shelter stays and readmission to shelters, community-based programs
have received more attention in recent years (European Commission & FEANTSA, 2011;
United States Interagency Council on Homelessness, 2010). Research indicates that
evidence-based interventions that provide temporary assistance with transitioning out
of an institutional living environment could enable most homeless people to improve
their living conditions and stabilize their lives (Culhane & Metraux, 2008; Herman &
Mandiberg, 2010).
Recently, de Vet et al. (2013) conducted a systematic review of the existing literature
on the effectiveness of case management models that have been recommended for
homeless clients and have been widely implemented. Results showed that both Assertive
Community Treatment (ACT) and CTI are cost-effective approaches. Because ACT is a
model that advocates ongoing, comprehensive service provision by a multidisciplinary
team that is accessible 24 hours a day, it is generally regarded as most appropriate for
homeless persons with the greatest service needs (i.e., those with severe mental illness
and/or substance abuse problems) (Stein & Test, 1980). CTI, on the other hand, seems
to be applicable in a variety of settings serving homeless populations with less severe
problems, due to its practical and time-limited nature (Herman & Mandiberg, 2010). In
addition, this is the only model that was specifically designed for homeless persons who
are at critical times of transition in their lives (Herman et al., 2000). CTI has proved to be
effective in decreasing time spent in shelters and increasing time spent in stable housing
as well as in reducing psychiatric symptoms and substance use for severely mentally
ill homeless men and for homeless veterans with a serious mental illness (de Vet et al.,
2013). Whether CTI can be effective for other subgroups of homeless people, in settings
outside the United States, and for outcomes such as quality of life, physical health, and
received social support, remains to be seen.
Current studies
CTI is expected to be an appropriate intervention for abused women and homeless
people making the transition to community living after staying in a shelter facility.
Therefore, the Academic Collaborative Center Impuls Participation and Social Care and
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Impuls - Netherlands Center for Social Care Research decided to modify the intervention
for the Dutch context and to investigate the effectiveness of CTI for abused women and
homeless people leaving shelter facilities in two randomized controlled trials (RCTs).
The primary research questions of these two studies are: (a) Is CTI more effective than
care-as-usual with regard to improving quality of life for clients leaving women’s shelter
facilities to move into supported or independent housing? And (b) is CTI more effective
than care-as-usual with regard to preventing recurrent loss of housing for clients leaving
homeless shelter facilities to move into supported or independent housing?

Methods

3

Study design
The studies are single-blinded, multicenter RCTs. The studies comply with the criteria for
studies that have to be approved by an accredited Medical Research Ethics Committee
(aMREC). Upon consultation, the aMREC region Arnhem-Nijmegen concluded that ethical
approval was not necessary (registration numbers 2010/038 and 2010/247).
Experimental condition: Critical Time Intervention
In the experimental condition, participants receive CTI (Susser et al., 1997). CTI is a
time-limited, strengths-based psychosocial model for socially vulnerable people that
serves to bridge the gap during the transition from institutional to community living.
The intervention has two major goals. The first is to provide the client with emotional
and practical support during this time of transition. The second is to maintain continuity
of care by developing and strengthening links with people in the client’s personal and
professional support system. At the end of the intervention period, the care provided
by the CTI worker will have become redundant: The responsibility of care has gradually
been passed to the client’s support system.
CTI starts with a preparatory phase (pre-CTI) in the shelter facility. During this phase,
the client and CTI worker become acquainted and the CTI worker begins to engage the
client in a working relationship. The CTI worker also arranges a meeting with the client’s
shelter case manager for a transfer of care. The preparatory phase ends when the client
makes the transition to community living. The intervention is subsequently delivered in
three phases of 3 months each: transition to the community (phase 1), try-out (phase
2), and transfer of care (phase 3).
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During the first phase, the CTI worker provides intensive emotional and practical
support and assesses the client’s resources for the transition of care to the community.
Performing a risk and needs assessment helps to choose one to three focus areas,
which are considered most critical for the client’s community survival. These areas
form the focus of attention during the intervention. Furthermore, individual strengths
and resources of the client are mapped and registered in a strengths assessment (Rapp
& Goscha, 2006). The strengths assessment and the risk and needs assessment form
the starting point for the personal recovery plan (Rapp & Goscha, 2006), in which the
client’s goals and means to reach them are documented. During the intervention, the
strengths assessment and the personal recovery plan will be continuously updated.
During the first phase, the CTI worker also accompanies the client to appointments with
community providers to facilitate the development of lasting ties with them. The CTI
worker also introduces the client to new care providers. At the end of the phase, the CTI
worker convenes a network conference with the community providers from the client’s
personal and professional support system. One purpose of this meeting is to encourage
all members of the client’s support system to communicate with each other.
During the second phase, the emphasis is on testing and adjusting the client’s support
system. Around this time, the CTI worker will defer (some of) his or her responsibilities
to members of the client’s support system, as they should be capable of taking primary
responsibility for the provision of support and services to the client by this point. The
CTI worker maintains regular contact and encourages the client and his or her support
system to handle problems independently. Modification of the support system by the
CTI worker often proves to be necessary during this phase.
The final phase primarily focuses on completing the transfer of responsibility to
community providers. The CTI worker has to ensure that the members of the support
system meet together and agree on their roles in the ongoing support system. At the
end of the phase, the CTI worker takes leave of the client and terminates the contact.
For a more detailed description of the intervention, see Herman and Mandiberg (2010).
In the present studies, each of the participating organizations was required to assign
at least two case managers for a 3-day CTI training provided by an experienced trainer.
The case managers had to meet specific requirements: They needed to have a higher
vocational education and broad experience in executive work with socially vulnerable
people, preferably in women’s shelters and homeless shelters. Organizations were also
required to assign an internal coach, who was responsible for monitoring the model
integrity of the intervention. The CTI workers and the internal coach met every 2 weeks
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to discuss the CTI clients and possible problems concerning the working conditions of
the CTI workers, such as their caseload. The internal coach monitored the execution of
the intervention with the aid of a CTI monitor record. The CTI workers documented their
activities in a CTI chart for each client. With the aid of these CTI charts and the CTI monitor
records, we are able to measure the CTI model integrity (Conover, 2012). Consequently,
we are able to link the results of CTI to the extent to which the intervention was carried
out in accordance with the model. During the data collection period, centralized training
sessions and work meetings were frequently organized by the researchers to support
CTI workers in carrying out the intervention according to the model.
Control condition: Care-as-usual
Participants in the control condition received care-as-usual. This could include care
from the shelter organization or a referral to community services like social services and
mental health services. The type and duration of the provided care by organizations
varied widely. During the data collection period, we collected information about the
type of services participants in the control condition received. To reduce the risk of
contamination between conditions, participants in the control condition did not receive
any services from the CTI workers. Participants were allowed to withdraw from the study
at any time without jeopardizing their support.
Selection of recruitment settings and clients
Shelter facilities were eligible for selection as recruitment settings if their organization
was participating in the Academic Collaborative Center Impuls Participation and Social
Care in 2009. Furthermore, shelter facilities needed to provide 24-hour services, serve at
least 50 different clients aged 18 or older per year, and expect to continue their services
over the next 5 years. They also had to provide services to clients who usually spend no
longer than 12 months in the shelter facility. An additional criterion for shelter facilities
for abused women was that they needed to provide care to clients who usually spend
at least 6 weeks in the shelter. Shelter facilities were not included in the selection if
their services were limited to a specific group of clients, such as drug users or teenage
mothers, or if they already offered care that was very similar to CTI.
Out of the shelters matching these criteria and willing to participate, we selected at least
one and at most four facilities per organization and ensured selected shelter facilities
were distributed evenly among the four regions of the Netherlands (North, East, South,
and West). Nineteen women’s shelters (run by nine organizations) and 22 shelters for
homeless people (run by nine organizations) participated in the studies. These shelter
facilities for homeless people could be best characterized as transitional housing
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facilities. Some participants recruited in these facilities had not experienced literal
homelessness, seeing that not all of them had spent time on the street, in emergency
shelters, or doubled-up with family or friends before entering these facilities. However,
the participants may be characterized as homeless persons using a broader definition:
All participants entered these transitional housing facilities because they lacked the
resources or support networks needed to obtain housing (U.S. Department of Housing
and Urban Development, 2009).
Clients were eligible for participation if they:
• were aged 18 years or older;
• were willing to receive support from the shelter organization during and after
leaving the shelter facility;
• were staying in the shelter facility due to intimate partner or honor-related violence
(abused women);
• had been staying in the shelter facility for at least 6 weeks (abused women);
• would be staying in the shelter facility for no longer than 14 months at the date of
departure (homeless people);
• had been given a date of departure from the shelter facility or had received a
declaration of urgency;
• were going to depart to supported or independent housing where no daily
supervision or support would be present;
• would be required to pay rent or housing costs in their new accommodation.
Clients were unable to participate if they were going to live in a region where none of
the participating organizations provided services. Intellectual disabilities, psychological
problems, drug use, or lack of command of the Dutch language did not constitute
exclusion criteria.
Data collection period and recruitment procedure
Inclusion of participants in both studies began in December 2010. Clients in women’s
shelter facilities were included until July 2012 and clients in homeless shelter facilities
until December 2012. Clients were informed about the studies through leaflets and
information letters they received from the staff. In some shelter facilities clients were also
informed during regular client meetings, which were occasionally visited by a research
assistant.
Each shelter facility appointed a contact person who registered clients who were about
to leave the shelter and screened them for eligibility. Clients eligible to participate were
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asked to provide permission for their contact details to be passed on to the researchers.
If clients gave permission, a research assistant contacted them by telephone to provide
additional information about the study and to ask them to participate. After clients
had indicated they were willing to participate and the research assistant had checked
again whether clients met the selection criteria, the research assistant scheduled an
appointment for the first interview. This interview took place in the shelter facility or, if
this was not possible, it was conducted in a public place, such as a library. Before the
first interview was executed, clients had to provide written informed consent.
Randomization and blinding
Randomization was stratified according to shelter organization. Before the start of
these studies, two allocation schedules were generated using the Random Integer Set
Generator at www.random.org/integer-sets, which employs a restricted randomization
procedure. The random numbers were secured in a digital file and concealed until
conditions were assigned. To avoid periodic imbalance, block randomization was used:
Out of every four participants, two were randomly assigned to the experimental group.
One of two researchers allocated the participants after the first interview and depending
on the condition to which a client was allocated, a CTI worker or case manager initiated
the assigned care.
Shelter staff, including the contact person who screened clients for eligibility, did not
have any foreknowledge of condition assignment; they were informed about the assigned
condition after the first interview had been conducted. Clients agreed to participate in
the study before randomization and without knowing in which condition they would be
enrolled. They were blinded to allocation until they met their CTI worker or case manager
after the first interview. The researchers withheld information about allocation from the
research assistants, who conducted the interviews with participants, to ensure that these
assistants were blinded from condition assignment.
Baseline and follow-up measurements and retention rates
Outcome measurements took place before participants left the shelter facility and at 3,
6, and 9 months after shelter exit (see Figure 1). Ideally, the first interview was planned
up to 4 weeks before leaving the shelter facility, because the preparatory phase of CTI
should be initiated before the transition. If this was not possible, the interview took place
up to 2 weeks after shelter exit. The second and third interviews were held by phone. For
more information about research data management, see Appendix 2.
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In order to maximize retention rates, several arrangements were made. Research
assistants were selected using stringent criteria: They had to be able to approach
participants positively and create positive rapport with them. Furthermore, research
assistants collected contact information of people in participants’ networks to track
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participants for follow-up. Participants received interview payments increasing over
time from €15 at baseline to €30 at the 9-month follow-up. After each interview, they also
received an appointment card (Wright, Allen, & Devine, 1995) with the date of the next
interview and a post card to thank them for participation. Finally, if participants were
difficult to track, interviews were sometimes still conducted even long after the followup moment had passed, because having a late interview was considered preferable to
having no interview at all (Wright et al., 1995).
Research assistants
The measurements consisted of structured interviews administered by trained
research assistants. They all had relevant academic or vocational degrees and
preferably experience in working with socially vulnerable people. Several multilingual
research assistants were recruited for the most common languages and, if necessary,
the interviews were conducted with the aid of an interpreter. Interviews with female
participants were conducted by female research assistants only. The CTI workers and
case managers were not involved in the interviewing process, although they sometimes
assisted by scheduling appointments with participants.
Primary outcome measures
The primary outcome of the study with clients moving from homeless shelter facilities
to community living is recurrent loss of housing, as measured by the number of days
participants do not live in conventional independent housing (property or legal (sub)
tenancy) or accommodation permanently provided by friends, relatives, or acquaintances
without legal (sub)tenancy during follow up.
In addition, the effect of CTI compared to care-as-usual will be determined based on the
number of days participants are:
• literally homeless:
• living rough (i.e., living on the streets or in public spaces, without a shelter that
can be defined as living quarters);
• staying in an emergency shelter or night shelter;
• staying with friends, relatives, or acquaintances temporarily.
• institutionalized:
• residing in transitional accommodation (where the period of stay is intended
to be short-term), residential care, or supported accommodation (long stay)
for homeless people or women’s shelter accommodation;
• living in residential care or supported accommodation for people with mental
health or substance abuse problems;
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staying in a medical institution, drug rehabilitation institution, or psychiatric
hospital;
• staying in a correctional or penal institution.
marginally housed:
• residing in temporary accommodation, not intended as place of usual residence
(hotels, motels, inns, boarding houses, pensions, rooming houses, or other
lodging houses);
• staying in nonconventional accommodation, not intended as place of usual
residence (squatted buildings, mobile homes, summer houses, or buildings
due for demolition).

To assess participants’ residential histories, the 6-month Residential Follow-Back
Calendar (New Hampshire Dartmouth Psychiatric Research Center, 1995) was included
in the questionnaire. For the purpose of the study, the duration of the calendar was
adapted to 3 months. Research assistants first determined participants’ current living
situation and then worked backward day by day to the date of the preceding interview.
Based on events significant to participants (such as birthdays and holidays), research
assistants registered all living situations and calculated the time spent in each location.
The Residential Follow-Back Calendar has a high test-retest reliability with coefficients
consistently ranging from .80 to .93, except for one residential outcome measure. The
concurrent validity, investigated with agency data and self-reports, is also high with
coefficients ranging from .84 to .92 (Tsemberis, McHugo, Williams, Hanrahan, & Srefancic,
2007).
The primary outcome of the study in women’s shelters is quality of life. This outcome was
assessed using the brief version of Lehman’s Quality of Life Interview (QoLI) (Lehman,
1983; Lehman, Kernan, & Postrado, 1995; Wolf, 2002). Both objective (what participants
do and experience) and subjective (their feelings about the experience) quality of life
were determined in eight life domains: living situation, daily activities and functioning,
family, social relations, finances, work and school, legal and safety issues, and health.
Objective quality of life describes the actual living situation of the participants, such
as the type of accommodation, current employment, sources of income, and arrest
history. Subjective quality of life was scored on a 7-point Likert scale, ranging from
terrible to delighted. The QoLI also contains a global measure of life satisfaction, which
was administrated at the beginning and at the end of the interview. The psychometric
properties of the brief version of this instrument are good and comparable to the full
interview version (Wolf et al., 2002).
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Quality of life is a secondary outcome in the homeless shelter study and was also
examined using the brief version of Lehman’s Quality of Life Interview (QoLI) (Lehman,
1983; Lehman et al., 1995; Wolf, 2002). The QoLI is commonly used to assess quality of
life in studies with homeless participants (Lehman, Dixon, Kernan, DeForge, & Postrado,
1997; Sullivan, Burnam, Koegel, & Hollenberg, 2000).
Demographic variables
Demographic variables included age, gender, nationality, country of birth (of participants
and their parents), residence permit status, religion, marital status, household
composition, and education level. Participants leaving women’s shelter facilities who
were married or divorced were asked if their marriage had been arranged (e.g., by family
members).
Secondary outcome measures
The following secondary outcomes were measured in both studies:
• Care needs were assessed using an instrument developed for these studies. For
seven domains, participants were asked to indicate whether they wanted help,
whether they received help in this area, and whether this was the right help. The
domains, which have been subdivided into several items, are housing and daily life
(finding housing, maintaining housing, household care, self-care), finances and daily
activities (finances, daily activities and recreation, employment search, literacy,
transport and mobility), physical health (physical health, alcohol abuse, drug abuse,
dental care, nourishment), mental health (mental health, empowerment), safety
and protection against violence (protection of own safety, protection of others
against own behavior), social relations (relationship with family, social contacts
with friends or acquaintances, relationship with partner), and children (help with
contact with children, help for children). Response categories were adopted from
the short form Quality of Life and Care (QoLC) (Wennink & Van Wijngaarden, 2004).
• Self-esteem was evaluated using the Dutch version of the 10-item Rosenberg
Self-Esteem scale (RSES) (Rosenberg, 1965; Van der Linden, Dijkman, & Roeders,
1983). Answers could be given on a 4-point scale ranging from strongly agree to
strongly disagree. The RSES shows satisfactory reliability and validity with samples
of abused women, with alphas generally between .80 and .90 (Kim & Kim, 2001;
Woods Cox & Stoltenberg, 1991). This instrument has also been used in several
studies among homeless people and shows high internal consistency (Calsyn,
Morse, Klinkenberg, & Trusty, 1997).
• The De Jong Gierveld & Kamphuis Loneliness Scale (de Jong-Gierveld & Kamphuis,
1985) was used to measure loneliness. The scale consists of five positive and six
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negative items, which are answered with yes, more or less, or no. One of the positive
items is “There are many people I can trust completely” and a negative item is “I
miss having people around me.” This scale has been applied in several studies
among a range of populations and shows sufficient reliability and validity (de JongGierveld & van Tilburg, 1999).
Social support was measured by five items used in the RAND Course of
Homelessness Study (Burnam & Koegel, 1989), which were derived from
scales developed for the Medical Outcome Study (MOS) Social Support Survey
(Sherbourne & Stewart, 1991). Participants were asked to indicate how often
different kinds of support were available to them through family, friends or
other acquaintances, and a partner (if applicable). For each potential source of
support, they were asked how often this source was available to: (a) have a good
time with, (b) provide them with food or a place to stay, (c) listen to them when
they were talking about themselves or their problems, (d) accompany them to an
appointment to provide moral support, and (e) show that he or she loves and cares
for them. A 5-point scale ranging from none of the time to all of the time was used
to score the perceived support. The MOS Social Support Survey has been used
in several studies among homeless people (Nyamathi, Leake, Keenan, & Gelberg,
2000; O’Toole & Gibbon, 1999). The 19-item survey showed high convergent and
discriminant validity and internal consistency reliability coefficients range from .91
to .97 for the four subscales (Sherbourne & Stewart, 1991).
The frequency and intensity of substance use was measured with items from
the Dutch translation of the European version of the Addiction Severity Index
(EuropASI) (Hartgers, Hendriks, Van de Meer, & Blanken, 1994; McLellan et al., 1992).
The Addiction Severity Index has frequently been used in surveys among homeless
people with serious mental and/or addiction problems (Kasprow & Rosenheck,
2007; Rosenheck, Resnick, & Morrissey, 2003). Studies among substance-abusing
populations show satisfactory results for the reliability and validity of the EuropASI
(Kokkevi & Hartgers, 1995).
The Dutch version of the Brief Symptom Inventory (BSI-53) (de Beurs & Zitman,
2006; Derogatis, 1975) was used to assess psychological distress. The BSI consists
of 53 items covering nine symptom dimensions: somatization, obsessioncompulsion, interpersonal sensitivity, depression, anxiety, hostility, phobic anxiety,
paranoid ideation, and psychoticism. Items are measured on a 5-point Likert scale,
ranging from not at all to extremely. The BSI has widely been used in research
among homeless people and abused women to measure mental health (Ball,
Cobb-Richardson, Connolly, Bujosa, & O’Neall, 2005; Johnson, Zlotnick, & Perez,
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2008). The Dutch version of the BSI demonstrates good reliability and validity (de
Beurs & Zitman, 2006).
Service use was evaluated with a self-constructed questionnaire used in several
studies by Impuls - Netherlands Center for Social Care Research. Participants were
asked to indicate whether they had used the services of certain care providers
(e.g., general practitioner, dentist, social services) in the past 9 months and in the
past 30 days.
To assess the working alliance between participants and professionals, the short
version of the 36-item Working Alliance Inventory (WAI; Flemish translation) (Horvath
& Greenburg, 1986; Tracey & Kokotovic, 1989; Vervaeke & Vertommen, 1996) was
used. We simplified the description of items to make them comprehensible
for our target groups. The WAI is commonly used in psychotherapy to assess
therapeutic alliance and has been extensively studied in this context (Bale, Catty,
Watt, Greenwood, & Burns, 2006). Participants assessed the working alliance with
their CTI worker or case manager on a 7-point Likert scale ranging from never to
always. The validity and reliability of the English version of the 36-item WAI has
been demonstrated to be good (Horvath & Greenberg, 1989).
Experiences with shelter and community care services were evaluated with the
Consumer Quality Index for Shelter and Community Care Services (CQI-SCCS)
(Beijersbergen & Wolf, 2010). The CQI-SCCS consists of four scales: living conditions
(six items), client-worker relationship (four items), services received (10 items), and
results of services (five items). The items are scored on a 4-point scale ranging from
never to always. Construct validity of the CQI-SCCS is good and test-retest reliability
sufficient (Beijersbergen & Wolf, 2010).

In the women’s shelter study, the following secondary outcomes are also measured:
• Re-abuse was measured with one single question: “Have you been abused since
the last interview?” Answers were yes or no. Participants were also asked what kind
of violence they experienced: (a) “physical violence, like being beaten, or he or she
threw objects at you”; (b) “sexual violence, like intimacy you didn’t want or like”; and
(c) “emotional violence, like threats, or he or she had no respect for your feelings
or said things to hurt you.” Answers were yes, no, or no information.
• Symptoms of depression in the week prior to the interview were measured using
the Dutch version of the Center for Epidemiological Studies Depression scale
(CES-D) (Hanewald, 1987; Radloff, 1977), a well-established measure of depressive
symptomatology. This instrument has been used in several studies among abused
women (Swan & Snow, 2003; Zlotnick, Johnson, & Kohn, 2006). The CES-D contains
20 items rated on a 4-point scale ranging from seldom or never to always or almost
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always. The CES-D demonstrates good internal reliability, with coefficients ranging
from .87 to .93 in research among a general population (Radloff, 1977). Additionally,
CES-D demonstrates convergent validity, because it correlates with other measures
of depression, as well as sound construct validity (Radloff, 1977). The Dutch version
of the CES-D demonstrates acceptable psychometric qualities (Hanewald, 1987).
Posttraumatic stress symptoms were measured using the Dutch version of the
Impact of Event Scale (IES) (Brom & Kleber, 1985; Horowitz, Wilner, & Alvarez,
1979). The IES is a self-report instrument used in studies among abused women
(Saunders, 1994; Woods, 2000) and this instrument measures changes in reaction
to potentially traumatic events. It consists of 15 items, seven of which are related
to intrusion (e.g., thinking about the event despite not wanting to do so or having
dreams about it) and eight are related to avoidance (e.g., staying away from
reminders of it or not wanting to talk about it). The items of the Dutch version of
the IES are scored on a 4-point scale: not at all, seldom, sometimes, and often. The
Dutch IES has adequate internal consistency with reliability coefficients varying
from .87 to .96 for the total score (van der Ploeg, Mooren, Kleber, van der Velden,
& Brom, 2004).
Parenting stress was assessed using two scales of the experimental version of
the Parenting Stress Index (Vermulst, Kroes, de Meyer, Nguyen, & Veerman, 2012):
problems with parent-child relationship and problems with parenting. These two
scales contain 22 items rated on a 4-point scale ranging from not true to very true.
Two of the items are “When I am with my child I feel good” and “I know I am doing
a good job as a parent.” The instrument demonstrates good construct validity and
good reliability (Vermulst et al., 2012).

Sample sizes
The required sample size for the women’s shelter study is based on the amount of
improvement in the subjective quality of life score resulting from the intervention.
No information is available from earlier experimental research about what amount
of improvement is to be expected. In a study of advocacy services for women leaving
shelters, a small but statistically significant difference was found on a similar subjective
quality of life scale. At the 12-month follow-up, an effect size of .2 was found: Women
in the experimental group reported a mean score of 5.08 (SD = 1.01) while controls
reported 4.87 (SD = 1.04) (Sullivan & Bybee, 1999). Since the duration and intensity of
the intervention tested in the current trial are much greater than those of the advocacy
intervention, a much larger improvement in the subjective quality of life score is to be
expected. To calculate the required sample size, we assumed a clinically relevant effect
size of .55, resulting in a mean improvement in the subjective quality of life score of 0.8
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(SD = 1.5). To detect this difference with 80% power (α = .05, two-sided), each group
should contain 55 participants. We considered a potential loss of power due to clustering
of data in case managers. Assuming an intra-class correlation coefficient (ICC) of .05 and
an average number of three clients per case manager, the number of participants in the
experimental and control group should both be increased to 61. Accounting for 30%
attrition, the intended sample size is 174 for the total group.
Regarding the homeless shelter study, the sample size calculation is based on the
difference between groups in the proportion of participants who become homeless.
The expected mean difference is based on a study conducted by Susser et al. (1997), who
compared clients with severe mental illness receiving CTI in addition to care-as-usual
when they made the transition to community living to controls receiving care-as-usual
only. In the last month of the 18-month follow-up, 8% of the group receiving CTI was
homeless compared to 23% of the controls. Each group should contain 91 participants to
detect this difference with 80% power (α = .05, two-sided) in the current study. Assuming
the ICC to be .05 due to clustering of clients in case managers and an average number
of five clients per case manager, the number of participants in each group should be
increased to 109. Accounting for 30% attrition, the intended sample size is 312 for the
total group.
Analyses
Statistical analyses will be performed using the software program IBM SPSS Statistics
for Windows, Version 20.0. Differences in baseline characteristics (e.g., age, gender,
education, nationality) between the intervention and control groups will be checked.
The primary outcomes of the studies (improvement of quality of life during the 9-month
follow-up and decrease in days unhoused over 9 months), as well as other outcomes, will
be compared between groups according to the intention-to-treat principle using mixedeffects analyses to correct for clustering. Quality of life at baseline will be added as a
covariate. Dichotomous outcomes will be compared using multi-level logistic regression
and odds ratios will be reported. In the analyses, corrections will be made for important
characteristics such as age, gender, duration of victimization, duration of homelessness,
and severity of psychological problems.

Discussion
Although it is widely acknowledged that socially vulnerable people such as abused
women and homeless people leaving shelter facilities merit appropriate care in the
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community (Culhane & Metraux, 2008; Ham-Rowbottom et al., 2005; Sullivan et al., 2002),
there is a notable lack of evidence-based interventions that systematically address the
needs of these populations. As a result, abused women often experience revictimization
(Sullivan & Bybee, 1999) and formerly homeless people often experience readmission to
shelter services (Kuhn & Culhane, 1998).
Research in the United States has shown CTI to be effective for different populations. To
examine whether CTI is also an appropriate intervention for socially vulnerable people
in the Netherlands, the intervention was modified for the Dutch situation. The present
studies are unique because the effectiveness of interventions for these two groups has
not been investigated in RCTs before in the Netherlands, and rarely outside the United
States (de Vet et al., 2013; Jonker et al., 2014; Rensen, van Arum, & Engbersen, 2008).
The studies have several strengths. Outcomes are mainly measured with standardized
instruments commonly used in research among these populations and provide relevant
information on the participants. Due to their specific sociodemographic characteristics
(e.g., poverty, homelessness, legal status), the participants of the target populations
are known to be difficult to follow up (Coen, Patrick, & Shern, 1996). Therefore, we
administered several proven effective measures to minimize attrition: frequent contacts
with participants, short follow-up periods, careful selection and extensive training of
research assistants, precise record keeping, and distribution of appointment cards (Coen
et al., 1996; Conover et al., 1997; Wright et al., 1995). Consequently, follow-up rates in
these studies are expected to be satisfactory. An additional strength of the studies is
that the participants included will probably form an accurate reflection of the Dutch
shelter population due to the participation of shelter facilities from different regions and
the inclusion of clients with alcohol or drug dependence and with a poor understanding
of the Dutch language. In other studies, these factors have often been reasons for
nonparticipation (Humphreys & Weisner, 2000; Van Spall, Toren, Kiss, & Fowler, 2007).
A last strength is that we measure the model integrity of CTI: The effects of CTI found
in these studies, or the absence of effects, can be linked to the extent to which the
intervention was carried out in accordance with the model.
Some characteristics of these studies should be considered when interpreting the
results. Although there is a wide variety of clients in women’s shelter facilities, only
victims of intimate partner or honor-related violence were selected for the study in
women’s shelters in order to establish a homogeneous group of participants. For this
reason, statements about other specific groups in women’s shelter facilities, such as
victims of human trafficking, cannot be made. Additionally, it should be noted that the
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effects of CTI are expected to be most pronounced over the longer term (after the first 9
months, which is the treatment period) (Susser et al., 1997). The interviews in our studies
are conducted at several time points, with the last measurement 9 months after shelter
exit. Therefore, it is not possible to determine possible effects for the long run. More
extensive longitudinal studies are needed to examine these effects.
Due to the lack of evidence on effective interventions for abused women and homeless
people, the results will extend the evidence for the effectiveness of CTI applied to different
populations in countries outside the United States. Concurrently, if CTI proves to be
effective, the studies will offer shelter organizations in the Netherlands the opportunity
to include this case management model in their professional standards and improve
(the quality of) their services for clients.
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Chapter 4

Abstract
International dissemination of evidence-based interventions calls for rigorous evaluation.
As part of an evaluation of Critical Time Intervention (CTI) for homeless people and
abused women leaving Dutch shelters, this study assessed fidelity in two service delivery
systems and explored factors influencing model adherence. Data collection entailed
chart review (n = 70) and two focus groups with CTI workers (n = 11). The intervention
obtained an overall score of 3 out of 5 (fairly implemented) for compliance fidelity and
chart quality combined. Fidelity did not differ significantly between service systems,
supporting its suitability for a range of populations. The eight themes that emerged
from the focus groups as affecting model adherence provide guidance for future
implementation efforts.
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Introduction
For people leaving homeless or women’s shelters, the transition to community living
can be challenging. Because much has to be arranged during this stressful time, people
are often in need of practical and emotional support. They can no longer utilize shelter
services, which are generally terminated after shelter exit, and most of them have
few supports that they can rely on in their new living environment (Herman, Conover,
Felix, Nakagawa, & Mills, 2007). Relationships with family members and other potential
social supports may need to be repaired first and ties to professional supports in
the community may be weak or not yet established due to waiting lists. As a result,
people leaving shelters experience a discontinuity of support. Post-shelter services are,
therefore, vital in preventing negative outcomes such as recurrent homelessness and
reabuse (Caton, Wyatt, Felix, Grunberg, & Dominguez, 1993; McQuistion, Gorroochurn,
Hsu, & Caton, 2014; Tan, Basta, Sullivan, & Davidson, 1995; Tutty, 1996).
Critical Time Intervention (CTI) is a time-limited, strengths-based case management
model designed to prevent adverse outcomes in vulnerable people at the time of a
critical transition in their lives, such as following discharge from institutional settings
(Herman et al., 2007). CTI facilitates community integration and continuity of care by
ensuring that a person has enduring ties to their community and support systems during
these critical periods. It has been recognized by the Substance Abuse and Mental Health
Services Administration (SAMHSA; 2006), the Public Health Agency of Canada (2009), and
the Coalition for Evidence-Based Policy (2013) as an evidence-based practice (EBP). In
the United States, this intervention has been found to be effective in preventing recurrent
homelessness and rehospitalization as well as reducing psychiatric symptoms and
substance use after the transition from shelters, hospitals, and other institutions to
community living in people with severe mental illness (Herman et al., 2011; Kasprow
& Rosenheck, 2007; Susser et al., 1997). Furthermore, CTI is a cost-effective alternative
to usual care for mentally ill men moving from a shelter to the community (Jones et al.,
2003).
Few evidence-based interventions for vulnerable people leaving institutional settings
have been tested rigorously outside the United States (de Vet et al., 2013; Jonker,
Sijbrandij, van Luijtelaar, Cuijpers, & Wolf, 2015). Before EBPs are widely implemented
internationally, it is necessary to test whether they are effective, because most of these
practices have been developed to address place- and time-specific social issues (de Vet
et al., 2013). In addition, different nations usually have distinct systems of care, which
may influence the effectiveness of interventions (Toro, 2007). Differences between
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systems of care might require adaptations of an intervention during implementation.
These adaptations should be consistent with the model, so that its active ingredients
are preserved. By evaluating whether CTI is effective outside the United States, we could
possibly add to the evidence base supporting that this intervention’s mechanisms of
effect are not dependent on a particular social context or health care system. We initiated
two multicenter randomized controlled trials (RCTs) to test the effectiveness and model
fidelity of CTI for homeless people and abused women in the Netherlands.
In modern effectiveness research, the development and use of fidelity criteria is
considered obligatory to asses model adherence, that is, the degree to which a given
intervention has been implemented in accordance with essential theoretical and
procedural aspects of the model (Bond, Evans, Salyers, Williams, & Kim, 2000; Hogue,
Liddle, Singer, & Leckrone, 2005). Earlier research shows that faithfully implemented EBPs
produce better outcomes. For example, high fidelity to Assertive Community Treatment
(ACT) and Strengths-Based Case Management has been found to have a positive effect
on client-level outcomes (Cuddeback et al., 2013; Fukui et al., 2012; McHugo, Drake,
Teague, & Xie, 1999).
So far, only one study has published CTI fidelity scores (Olivet, 2013). This study was
conducted by the Center for Social Innovation (C4) to assess differences in implementation
and client outcomes between face-to-face and online CTI training. Fidelity was measured
with the CTI fidelity scale, a quantitative tool developed by Conover and Herman (2007).
The CTI fidelity scale consists of 20 items, which are rated on a 5-point scale ranging
from not implemented to ideally implemented. Item-level ratings can be combined to
compute an overall fidelity score (Conover, 2012). In the C4 study, overall fidelity scores
were calculated 9 months after training and were based on compliance fidelity, which
is the degree to which providers implemented the key elements of the CTI model (eight
items), and chart quality, which measures how well the intervention was documented
(four items). The 15 North American homeless service agencies that participated in the
C4 study obtained an average overall score of 3 on the 5-point scale, which corresponds
to fairly implemented according to the CTI fidelity scale manual (Conover, 2012). The
present study was designed to provide insight in the implementation of CTI practice in
three different ways. Firstly, we also conducted a fidelity assessment, which would allow
us to examine whether a similar fidelity score would be achieved in the Netherlands as
was obtained by the C4 study in North America. Secondly, we set out to compare the
level of fidelity between two distinct service delivery systems—services for homeless
people and services for abused women—which was possible because the two RCTs on
CTI employed the same ongoing training and monitoring efforts during the same period
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in each service delivery system (Lako et al., 2013). Earlier studies of the effectiveness
of CTI have already demonstrated that the CTI model can be successfully adapted for
several types of populations (Herman & Mandiberg, 2010). However, the hypothesis that
CTI is suitable for a range of populations would be supported further if similar levels of
model fidelity could be obtained in different service delivery contexts with the same
implementation approach. Lastly, we aimed to provide insight into facilitators and
barriers to CTI practice by conducting focus groups with the case managers trained in
CTI (referred to as “CTI workers”). This will provide important information on which key
aspects should be paid attention to when implementing CTI.
The present study will answer the following three research questions: What is the fidelity
of CTI for homeless people and abused women making the transition from shelters to
community living in the Netherlands? Is it possible to obtain similar fidelity ratings in
two distinct service delivery systems (i.e., services for homeless people and services
for abused women) with the same implementation approach? And which factors may
have facilitated or impeded CTI workers to adhere to the CTI model in these service
delivery systems?

Method
Procedure and participants
This study is part of two RCTs examining the effectiveness of CTI for adult homeless
people and abused women who are about to move to housing in the community and
are willing to accept case management services during and after shelter exit. The two
RCTs were initiated by the Academic Collaborative Center Impuls Participation and Social
Care. The 18 shelter organizations that participated in these trials were members of this
platform. In the Netherlands, services for homeless people are operated in a service
delivery system that is separate from services provided to abused women; these two
distinct service delivery systems will be referred to as services for homeless people and
services for abused women in the remainder of this article.
Participant recruitment began in December 2010 and was completed in December 2012.
In total, we recruited 183 clients from 18 homeless shelters, who had been rehoused
within 14 months of entering the shelter, and 136 clients from 19 women’s shelters, who
had been victim to any violence committed by an intimate partner (intimate partner
violence) or committed to protect or restore the family honor (honor-related violence)
and stayed in the shelter for at least 6 weeks before being rehoused. The trials comply
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with the criteria for approval by an accredited Medical Research Ethics Committee
(aMREC). Upon consultation, the aMREC region Arnhem-Nijmegen concluded that these
studies were exempt from formal review (registration numbers 2010/038 and 2010/247).
The methods of the two RCTs have been reported elsewhere in more detail (Lako et al.,
2013).
Written informed consent to share client charts with the research team was obtained
before participants were randomly allocated to CTI or care-as-usual (see Appendix 2
for more information about research data management). To assess the intervention’s
fidelity to the CTI model, we randomly selected a sample of 70 charts, stratified by
service delivery system, from participants allocated to the experimental condition.
Sociodemographic characteristics of these 70 participants are presented in Appendix 3.1.
In the two trials, 164 participants were allocated to CTI. In July 2013, we assessed which
client charts were available for the fidelity assessment. Fifteen participants allocated to
CTI had never been assigned a CTI worker and, as a result, did not have a CTI client chart
that could be included in the assessment. Reasons for not assigning a CTI worker were
that participants refused to receive services after randomization (n = 8), organizations
were unable to provide CTI due to full caseloads or participants’ place of residence
(n = 5), or participants were mistakenly assigned to another case manager (n = 2). For
17 participants, who had been allocated to CTI in the last 6 months of recruitment, the
intervention had not yet ended and their CTI workers were therefore unable to supply
these clients’ charts. Earlier research has shown that implementation of an EBP with a
sufficient level of fidelity takes time (Fukui et al., 2012; Rapp, Goscha, & Carlson, 2010)
and, therefore, CTI workers were expected to adhere more closely to the model at the
end of the study than at the beginning. Because we aimed to draw a sample of charts
representative for the study period as a whole, we decided to create temporal balance
by excluding charts from participants who had been allocated to CTI in the first 6 months
of recruitment (n = 33). To select a sample from the remaining charts available (n = 99),
a computer-generated list of random numbers was used.
Tailoring the model
CTI is divided into three phases, of 3 months each, with decreasing intensity of support
over time (see Figure 1). During the intervention the CTI worker provides practical
and emotional support and helps to extend and strengthen the client’s social and
professional network. Gradually, responsibility for the client’s care is transferred from
the CTI worker to significant members from the client’s social and professional support
system (Herman et al., 2007). Timing is crucial: An important principle of the model is
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that the CTI worker and the client have started building a working relationship before
the actual transition begins (Herman & Mandiberg, 2010).
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When CTI was first introduced to the Netherlands, the model was adapted to enhance
continuity of services for people with schizophrenia and a history of homelessness
(Valencia, van der Plas, van Hemert, Schols, & Hoek, 2007). A pilot study tested the
feasibility of implementing the adapted intervention. Adaptations were informed by
data on housing instability among schizophrenia patients, interviews with clinicians
and peer specialists, and the investigators’ clinical and research experience with hardto-engage populations (van Hemert, n.d.). One of the adaptations was a more flexible
time frame compared to the original model. A cardinal element in the CTI model is
that the phase transition is automatically made at the 3-month time point rather than
driven by readiness criteria. In the adapted intervention, the time frame could be altered
depending on the complexity of clients’ needs and problems, clients’ and case managers’
skills, and community factors, such as limited access to services due to waiting lists
(Valencia, van der Plas, Beune, Schols, & van Hemert, 2006). This adaption fits well with
a growing interest in the Netherlands for the concept of providing personalized care
(Evers et al., 2012). Decisions to transition to a subsequent phase were made by CTI
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workers and their supervisors during team meetings, which is an adaptation that was
also incorporated in the implementation of CTI in the present study.
In addition to this model adaptation, implementation of CTI was also adapted to
include elements from the Strengths Model (Rapp & Goscha, 2011). Since most of the
participating organizations had implemented a strengths-based approach to shelter
services shortly before the start of the trial, principles from both CTI and the Strengths
Model were integrated to ensure continuity in service approach during the transition
from shelter to community. Because the Strengths Model stimulates clients’ capacity
for autonomy and self-reliance by focusing on their strengths (Rapp & Goscha, 2011), it
is very compatible with CTI.
Besides modifications to improve the fit of the CTI model with the health care system
and shelter services in the Netherlands, the intervention was also tailored to meet the
special needs of women (and their children) who have experienced abuse. Although
the idea for CTI was conceived in the mid-1980s when many people with psychiatric
disorders were becoming homeless, this model also seems to suit the complex service
needs of women who have experienced abuse. Earlier research has shown that when
these women successfully obtain desired community resources and increase their social
support, this will enhance their overall quality of life. This improvement in well-being
appears to serve as a protective factor from subsequent abuse (Bybee & Sullivan, 2002).
We adapted the CTI model to employ practices familiar to the field, such as motivational
interviewing (Millner & Rollnick, 2002), and include a number of key components geared
toward helping these women address and prevent problems that they and their
children face. The original six CTI areas of intervention, which were selected because
these had been identified as the most essential for treatment of people with a severe
mental illness during a “critical time” of transition, were adapted in consultation with
managers and practitioners from shelter organizations in the Academic Collaborative
Center Impuls Participation and Social Care. The final 10 areas of intervention were based
on experiences of practitioners as well as literature on risk and protective factors for
reabuse. These factors were also incorporated in the risk and needs assessment, a tool
in the CTI client chart that helps to assess individual risks for recurrent homelessness
and/or reabuse and discontinuity of care.
Training, monitoring, and support
Two or three case managers were drawn from existing staff of participating organizations
to participate in the trials as CTI workers; they were generally part of service teams
working in the community with vulnerable clients. Most of these case managers did not
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have any responsibilities within shelters. In order to qualify, staff members needed to
have a bachelor’s degree in social work or a related field. In the fall of 2010, potential CTI
workers were introduced to CTI by the research team and experienced trainers. The CTI
workers completed three 1-day training sessions to become familiar with CTI’s theoretical
and procedural aspects and to acquire essential skills for CTI practice.
In addition to the initial training, CTI workers from all participating organizations
attended centralized half-day training sessions—(bi)monthly during the first year and
quarterly during the second year of study. With the aim of enhancing CTI practice,
the research team and CTI trainer facilitated discussions in which workers from the
participating organizations exchanged experiences, offered workshops on how to use
CTI chart forms as tools for clients’ care, and invited CTI experts to present methods for
enhancing CTI model fidelity.
Participating organizations were required to assign an internal coach, who was
responsible for ensuring sufficient organizational support for the CTI workers and
monitoring the model fidelity of the intervention. To this end, CTI workers had biweekly
face-to-face supervision with their internal coach. Coaches received a 1-day training
session at the start of the trials and four half-day training sessions during the study
period.
For the implementation of an EBP to be effective, leaders in an organization need to
be committed to the change process (Brownson, Colditz, & Proctor, 2012; McHugh &
Barlow, 2012). Several steps were taken to secure leadership buy-in. Firstly, the RCTs
were initiated by the Academic Collaborative Center Impuls Participation and Social
Care and designed in consultation with this platform’s steering committees and
working groups, consisting of directors, managers, and practitioners from the member
organizations. Secondly, each participating organization was visited at least twice by the
research team before the start of the CTI training. During the first site visit, any possible
challenges to the implementation of CTI were discussed with directors and managers.
The second site visit was aimed at team leaders and practitioners to fill them with
enthusiasm for the intervention. Lastly, presentations and workshops were conducted
regularly at conferences and meetings to highlight the importance of the intervention,
the trials’ objectives, and the study progress. The aim of organizing and attending
these conferences and meetings was to ensure (continued) leadership buy-in of the
participating shelters and policy makers in local government and other funding bodies.
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Fidelity scale and measures
Fidelity was measured with the CTI fidelity scale, a quantitative tool developed by two
of the authors (Conover & Herman, 2007). The CTI fidelity scale has been applied in a
number of settings; however, this scale has not been formally validated so far (Herman
& Mandiberg, 2010). For the purpose of the two RCTs, the fidelity scale was adapted in
consultation with the original authors and translated into Dutch. The adapted version
of the CTI fidelity scale and the rationale for each item in the original scale are available
in Appendix 3.2 and Appendix 3.3. Adaptations to the fidelity scale were for language as
well as for elements from the Strengths Model. Items were not adapted to account for
the planned change in the model with regard to flexibility in the time frame. Hence, the
fidelity scale provided the opportunity to measure the deviation from the original model
that resulted from this more flexible time frame.
Each item of the CTI fidelity scale consists of one to five criteria, which can be rated
positively or negatively. In order to obtain fidelity ratings at item level, the number of
positively rated criteria is divided by the total number of criteria to calculate percentages.
These percentages are then converted into a 5-point scale rating (see Table 1). Finally, all
item-level ratings are added up, divided by the number of fidelity items, and rounded to
the nearest integer to compute an overall fidelity score (Conover, 2012).
Table 1 Conversion of percentages of positively rated criteria into 5-point scale ratings
Percentages
Rating

≤ 40%
1
Not
implemented

41%–55%
2
Poorly
implemented

56%–70%
3
Fairly
implemented

71%–85%
4
Well
implemented

> 85%
5
Ideally
implemented

The 20 items of the original CTI fidelity scale belong to one of three sections that each
measure a different component of model fidelity: compliance fidelity, competence
fidelity, and context fidelity (Conover, 2012). The first section, compliance fidelity, is the
degree to which workers practiced the key elements of the CTI model and is measured
by eight items. Four of these indicate whether the intervention was delivered according to
the intended CTI structure (i.e., as a 9-month intervention divided into three equal phases
with a focus on up to three intervention areas): three phases, 9-month follow-up, timelimited, and focused. The other four items are concerned with developing relationships
with clients and their social and professional support systems: early engagement, early
linking, outreach, and monitoring. The second section, competence fidelity, refers to the
extent to which these key elements were delivered to clients with skill and attention to
the craft (Fixsen, Naoom, Blase, Friedman, & Wallace, 2005) and is measured by nine
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items. Four of them rate how well the intervention was documented: intake assessment,
phase planning, progress notes, and closing note. The other five items measure program
quality: worker’s role with client, worker’s role with linkages, clinical supervision, fieldwork
coordination, and organizational support (Olivet, 2013). The third section, context fidelity,
indicates whether the organizational requirements were met to allow the intervention’s
practice to operate smoothly (Fixsen et al., 2005). Context fidelity is indicated by three
items: caseload size, team meetings, and case review.
The organizations that participated in this study did not implement CTI throughout their
organizations, but instead two to three CTI workers, who had other cases besides their
CTI caseloads, operated independently within larger service teams for the benefit of
the two RCTs. Due to this deviation in team structure and the small number of “active”
CTI clients per worker at any time, conducting site visits as outlined in the CTI fidelity
scale manual (Conover, 2012) was not appropriate. Therefore, the items that measure
program quality (five items) and context fidelity (three items) could not be rated and
were excluded from the assessment. The remaining 12 items of the CTI fidelity scale,
which measure compliance fidelity and chart quality, were retained. The CTI fidelity scale
manual prescribes that these 12 items are rated by reviewing client charts.
Fidelity assessment
For the sample of 70 charts, we collected all the CTI chart forms that the CTI workers
had completed. At a minimum, each CTI client chart had to contain an intake form, a
strengths assessment, a risk and needs assessment, an activity log, a personal recovery
plan for each phase, and a closing note. The content and function of each CTI chart
form are described in Appendix 3.4. The strengths assessment and personal recovery
plan originate from the Strengths Model (Rapp & Goscha, 2011); these chart forms were
adapted to include elements that increase their compatibility with the CTI model and
that are essential for their use during fidelity assessment (Wolf, Beijersbergen, & van
den Dries, 2012). CTI workers sent copies of the chart forms to the research team using
postage-paid envelopes or email. The research team tracked receipt of all forms in a
password protected database. Digital copies of CTI chart forms were stored on a secure
server and hard copies of CTI chart forms were stored in locked cabinets.
Review of CTI chart forms and additional notes was conducted by two fidelity assessors,
who were part of the research team and both had extensive knowledge of the CTI model.
Agreement between assessors, derived from an independently rated subsample of 17
charts, was very high (Cohen’s κ = .80). The fidelity assessors used CTI fidelity worksheets
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(Conover, 2012), which had been modified in line with the adaptation of the CTI fidelity
scale, to record and rate the criteria of each item during chart review.
In addition to chart review, we conducted two focus groups with a convenience sample
of CTI workers to assess which factors may have helped or hindered them to adhere
to the basic components of the CTI model. The first focus group was conducted in
February 2013 with CTI workers who supported abused women (n = 5) and the second
group discussion was carried out in April 2013 with CTI workers who provided services
to formerly homeless people (n = 6). Before the start of the focus groups, we obtained
written informed consent from the participants. The questioning route was determined
in advance and each focus group lasted approximately 110 minutes. During the interview
process, the group moderator regularly restated or summarized information and then
questioned the participants to determine accuracy. The group discussions were recorded
and transcribed verbatim. Six weeks after the focus groups took place, meetings were
organized to verify the results with CTI workers and internal coaches. Preliminary
codes and themes, and carefully selected fragments from the focus group transcripts
to illustrate these, were presented to the attendees, to which they could respond by
correcting misinterpretations or adding more information.
Analysis
For each item of the CTI fidelity scale, percentages of positively rated criteria were
calculated at client level using IBM SPSS Statistics for Windows, Version 20.0. Mean
percentages for all client charts together and separately for services for homeless people
and services for abused women were subsequently converted into fidelity ratings and
an overall fidelity score for compliance fidelity and chart quality.
Because fidelity ratings on separate items and the overall fidelity score could not be
calculated at client level, we tested for differences between services for homeless people
and services for abused women before converting percentages into the 5-point scale
ratings. Mann-Whitney U tests were conducted to test for differences in percentages of
positively rated criteria at item level. An independent samples t test was employed for
the average percentage across all items. Because the group sizes are relatively small,
and the analyses may lack statistical power as a result, we also calculated effect sizes.
Transcripts from the group discussions were explored using thematic analysis. The
two lead authors (RV and DL) familiarized themselves with the data by listening to the
recordings and rereading the transcripts. From one of the transcripts, they independently
selected fragments considered to be relevant to the third research question. The
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supervising author (JW) reconsidered the relevance of extracted fragments and coded
them inductively, developing an initial code frame. The lead authors used this frame
to code the second transcript, using deductive and inductive analysis. To determine
the validity of the information obtained and the code frame, a second data source was
consulted, which consisted of questions and concerns about implementation from the
CTI workers and internal coaches, and responses to these questions and concerns from
the research team, collected during the study period. This document was continuously
updated and disseminated during the centralized half-day training sessions. One of
the lead authors (RV) combined the final codes into overarching themes, which were
reviewed by two other authors (JW and MB). Existing themes were refined and finalized
in consensus among the authors.

Results

4

Fidelity ratings
Table 2 presents the percentages of positively rated criteria and fidelity ratings at
item level as well as the overall fidelity score for all client charts together (n = 70) and
separately for services for homeless people (n = 35) and services for abused women
(n = 35). Ratings of monitoring (item 8) are based on a subsample of 63 client charts,
because for seven clients—four clients from services for homeless people and three from
services for abused women—the intervention had ended before phase 3 had begun.
For all client charts together, the overall fidelity score for compliance fidelity and chart
quality is 3 out of 5, which according to the CTI fidelity scale manual indicates that fidelity
to the CTI model is fair. On eight of the 12 items, CTI workers adhered fairly or well to the
model; the other four items were not or poorly implemented.
In relation to the intervention’s structure, CTI workers had generally divided the
intervention into three phases, but failed most of the time to start and end each phase
within a 2-week margin of the intended three-phase structure. As a result, three phases
(item 1) received a rating of 1, indicating this aspect of CTI had not been implemented.
CTI workers scored well on 9-month follow-up (item 2), indicating that most of the time
they managed to stay in touch with their clients for 9 months and there were few major
gaps where clients disappeared. They found it more difficult, however, to also end the
intervention on time; time-limited (item 3) received a fair rating. A fair rating was also
obtained on being focused (item 4), which prescribes that the intervention should be
limited to a maximum of three intervention areas.
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Table 2 Percentages of positively rated criteria, fidelity ratings, and overall fidelity score for all client charts
together and each service delivery system separately
All client charts
together
Fidelity scale items
Compliance fidelity
Item 1: three phases
Item 2: 9-month follow-up
Item 3: time-limited
Item 4: focused
Item 5: early engagement
Item 6: early linking
Item 7: outreach
Item 8: monitoring
Chart quality
Item 9: intake assessment
Item 10: phase planning
Item 11: progress notes
Item 12: closing note
Overall fidelity score

Services for
homeless people

Services for
abused women

Percentage

Rating

Percentage

Rating

Percentage

Rating

25%
85%
61%
62%
65%
65%
72%
48%

1
4
3
3
3
3
4
2

19%
84%
57%
56%
64%
67%
74%
45%

1
4
3
3
3
3
4
2

31%
86%
66%
68%
65%
63%
70%
52%

1
5
3
3
3
3
3
2

78%
49%
72%
36%
60%

4
2
4
1
3

72%
40%
76%
40%
58%

4
1
4
1
3

83%
58%
67%
32%
62%

4
3
3
1
3

Note. Ratings: 1 = not implemented, 2 = poorly implemented, 3 = fairly implemented, 4 = well implemented,
5 = ideally implemented.

With regard to relationship development, CTI workers should have met clients several
times before shelter exit in order to gain an understanding of their clients’ histories;
this early engagement (item 5) received a fair rating. Early linking (item 6), which was
also implemented fairly, prescribes that CTI workers maintain a high level of client
contact during the first weeks after discharge and convene a joint meeting with family
members and service providers to ensure continuity during this critical transition period.
An element that was put into practice well is outreach (item 7), which indicates that
CTI workers regularly met in the community with clients and people in their support
systems during phase 1. The poor rating on monitoring (item 8) shows that, in phase 3,
CTI workers had difficulty with adapting to their monitoring role; often, they met with or
spoke to clients too frequently in that last phase.
With respect to chart quality, required sections of the strengths assessment and the risk
and needs assessment, which are both part of the intake assessment (item 9), and the
progress notes (item 11) in the activity log had generally been completed; CTI workers
scored well on these items. Unfortunately, phase planning (item 10) information on the
personal recovery plans was often incomplete. In addition, important elements were
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missing from the closing note (item 12) most of the time. These items were not or poorly
implemented.
Differences between service delivery systems
To compare the level of model fidelity between services for homeless people and
services for abused women, we tested for differences in percentages of positively rated
criteria at item level and in the average percentage across all items. According to the
independent samples t test, the average percentage of positively rated criteria across
all items did not differ between the two service delivery systems (t(68) = –1.42, p > .05).
When percentages of criteria met at item level were compared, we found a trend for
three items (p < .10). CTI workers providing services to homeless people seem to be more
careful to complete their progress notes (item 11; U = 461.50, p = .07), while CTI workers
providing services to abused women seem to adhere better to the criteria regarding the
intake assessment (item 9; U = 469.00, p = .06) and phase planning (item 10; U = 461.00,
p = .06). For all three items, the effect size was small (r = –.22).
CTI workers’ perceptions
The eight factors that emerged as prominent themes affecting model adherence are:
discharge and shelter services, working relationship, clients’ needs and attitudes,
community support system, perceived effectiveness, model adaptation and trial design,
organizational and team support, and tools and training. These themes are described
below.
Discharge and shelter services
During the focus groups, CTI workers confirmed that continuity of care is crucial for a
smooth transition from shelter to community living. Filling out an intake form together
with a client and shelter case manager before discharge resulted in fewer loose ends
once the client had moved. Most of the workers agreed that if they had been unable
to engage clients before discharge, 3 months was too short for the first phase (three
phases). Being assigned to clients who had already left the shelter made organizing a
meeting with the client and shelter case manager (early engagement) more difficult,
because often shelter case managers would be unavailable or clients too preoccupied,
according to the CTI workers.
So after a month and a half I got [the meeting with the shelter case manager]. That’s
how it works... Every time it’s like: The person that’s responsible is never there when
you need them and that’s why it goes wrong all the time. And so I didn’t have any
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information from the client’s chart at all, so I just had to completely rely on the
client at that point, and I really felt the lack of that meeting.
With regard to shelter services, working towards similar goals and with similar chart
forms during shelter stay facilitated adherence to the CTI model. If clients had already
completed, for instance, a strengths assessment in the shelter, then this version could
be used by the CTI workers as a basis to expand from (intake assessment). CTI workers
indicated that if clients had worked on strengthening their informal network with
their shelter case manager, they seemed more willing to accept help in this area after
discharge, as the following comment by a CTI worker reflects:
But one thing you can sort out [in the shelter], I think, has to do with their social
network... If the network doesn’t get mobilized while they’re in the shelter, then it’s
very hard to mobilize it once they get their own place, because I’ve noticed clients
are then like: I don’t need that anymore… So I think the time to seek help is in the
shelter. If you engage [the network] at that point, then you can keep it involved later.
Working relationship
In the CTI workers’ view, having a good working relationship with a client was also
instrumental in model adherence. Workers indicated that it could take several weeks, or
even months, to build a positive working relationship. Being able to engage clients early
to start building a positive relationship was an important facilitating factor. CTI workers
were very positive about having a meeting with clients together with their shelter case
managers before shelter exit:
And the reason why that worked so effectively was… Well, it gives the client a sense
of safety, like: ‘Hey, my [shelter] case manager also thinks it’s a good thing that I’m
going to start working with you.’ Quite primal, actually.
During the intervention, a trusting relationship between client and CTI worker appeared
to be essential in helping to motivate clients. For example, several workers indicated that,
even though some clients were reluctant at first, they had been successful in organizing
a joint meeting with social supports (early linking) by following the client’s lead.
Clients’ needs and attitudes
Clients’ support needs, as well as their attitudes towards receiving support, also had
an influence on model fidelity. Some clients, for instance, were quite hesitant to accept
support from other professionals besides their CTI worker. Workers experienced that,
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even though other supports were available, certain clients would keep appealing to
them, resulting in frequent contact during the last phase of the intervention. Workers
also felt inclined to increase the intensity of the intervention if a client’s situation
suddenly deteriorated, for example, due to an emotional or financial crisis. This could
help to explain why the fidelity rating for monitoring was poor. A crisis situation, however,
could also motivate a client to become more accepting of help from others (outreach),
according to some of the CTI workers.
Halfway through the second phase, they discovered a spot on my client’s lungs.
So then everything basically stood still for a while, but because of that, we did get
to know his social network and could start drawing on that.
Community support system
Model adherence also depended on workers’ success in developing community support.
During the focus groups, CTI workers indicated that sufficient community support was
necessary to allow them to decrease and eventually terminate contact with a client
(time-limited) and that a client’s support system could help them gain more insight into
a client’s situation and restore contact with a client when it had been disrupted due to
frequent no-shows (9-month follow-up). Several workers experienced difficulty linking
clients to professionals due to austerity measures and this lack of access had hindered
them in moving from the first to second phase (three phases):
[She] had an intellectual disability—or at least they [shelter staff] said ‘suspicions
of’—and as soon as she was home again [living in the community], you could tell.
I basically ran into a brick wall trying to refer her. From pillar to post: Go there,
try this and that. And at some point that frustrated her so much that she started
rejecting everything.
Others experienced that, due to time constraints, professionals were often unwilling to
attend joint meetings with a client’s support system, which according to the CTI model
should be organized at the start and end of the intervention (early linking and closing
note).
Perceived effectiveness
Whether the workers perceived a certain component of the intervention as effective
seemed to have had an influence on their willingness to adhere to the model. Several
workers mentioned that CTI’s three-phase structure fitted well with their clients’ process
of adaption to community living. For some of the workers, the decreasing intensity of
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CTI in the second and third phase meant they could spend more time with their clients
during that first, crucial phase; they felt that they were able to match service intensity
to their clients’ needs thanks to the implementation of the CTI model. During the focus
groups, workers discussed how the time-limited nature of the CTI model had helped
them change their mindset: They would make better use of supports in clients’ networks
instead of providing support directly, especially in the second and third phase.
You’re already aware: During the first 3 months, I too will have to work very hard
arranging and setting up practical things. But in the second phase you already start
asking the client: ‘Okay, how would you do that, what things could you consider?
Who can you turn to?’ And in the last phase you’ve resolved all that. You’re in a
different position then.
The CTI workers expressed that, as a result, they had generally been comfortable with
ending the intervention at 9 months (time-limited).
CTI workers expressed far less motivation to adhere to model components that they did
not regard as beneficial. For example, the model prescribes that CTI workers organize a
transfer-of-care meeting at the end of the intervention (which should be documented in
the closing note). The transfer-of-care meeting is a joint meeting during which significant
members from the informal and formal support system, along with the client, reach
a consensus about the components of such an ongoing support system. In the view
of several workers, having such a transfer-of-care meeting was unnecessary, because
each member’s role in the support system had already been discussed during a joint
meeting in the first phase, and the system had been functioning well. Their perception
of this element as redundant has most likely contributed to the poor fidelity rating for
the item closing note.
Model adaptation and trial design
CTI workers mentioned that decisions about whether to move to a next phase with
a client were made together with the internal coach and other CTI workers and were
often based on a checklist of requirements for each phase referred to as anchor points
(Wolf et al., 2012), which had been provided to them during the training sessions. The
workers found this checklist a helpful tool in deciding whether they could move on to
subsequent phases:
Something to fall back on [anchor points] is great, because that’s what you’re
working to achieve... But you’re also both aware—the client and the practitioner—
110

Fidelity of CTI for people leaving shelters in the Netherlands
that you’ve got that set amount of time to sort out those basic things... So you just
start to work. That’s great.
The decision to move a client to a subsequent phase was ultimately made by the
CTI workers to enable them to provide personalized health care. This represents a
considerable deviation from the CTI model, which most likely contributed to the poor
degree of fidelity to three phases.
As mentioned before, CTI workers had other cases besides their CTI caseloads and
operated independently within larger service teams. At the beginning of the recruitment
period and at certain recruitment sites where few clients were eligible to participate,
workers had few active CTI clients, which, according to the CTI workers, made it difficult
for them to internalize the CTI model. Some of the CTI workers mentioned they were
expected to have full standard caseloads at all times by their team supervisor. If a new
participant had been assigned to CTI, they would often have to transfer clients receiving
usual services to colleagues, or would sometimes be pressured to work overtime.
Organizational and team support
CTI workers indicated that generally they felt supported by their organizations, although
organizational support was lacking in some organizations with respect to chart
documentation. Several workers had to maintain a second client chart that met all of
the organization’s standards, which may have resulted in less time spent on and lower
quality of the CTI client chart. Furthermore, in one organization, standard procedures
with regard to ending services after several no-shows were enforced for clients assigned
to CTI, which directly contradicts with 9-month follow-up.
Having team meetings on a regular basis was crucial in adhering to the CTI model.
According to the CTI workers, these meetings helped to reflect upon the delivery of the
intervention and thereby reinforced activities that were consistent with CTI principles:
Reflection [during team meetings]. But also right in the middle of your work when
someone suddenly reminds you: ‘Why haven’t you reached that point yet?’
Although the CTI model stipulates that team meetings should be organized every 2
weeks, several CTI workers mentioned that they met less often and did not feel properly
supported by their internal coach. Reasons for having infrequent team meetings were
having to travel large distances to meet, having too little time to meet due to full
caseloads, and having little reason to meet due to the small number of active CTI clients.
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Tools and training
Having the right tools, and sufficient training to use them to a client’s advantage,
facilitated adherence to the model as well. For example, CTI workers mentioned that the
personal recovery plan helped clients to set attainable short-term goals (phase planning),
because clients had to indicate on a 5-point scale how likely they were to achieve each
goal in the next 3 months. Several workers mentioned that the ecogram, a tool to visually
map support systems (Hartman, 1978), proved to be helpful, especially with clients who
relied heavily on their CTI workers. Drawing an ecogram together with the client made
clear who else was available for support in their network, which, in turn, made it easier
for the CTI worker to “pull back” when the intervention progressed (time-limited).
For example, I’d had a client make an ecogram... Then I covered up somebody’s
name with my thumb and said, ‘What happens if she’s not around?’ That was
somebody who was to come hang the light fixtures. ‘Oh, well then I’ll get my uncle
to come round.’ And then we did a few more, and at some point I put my thumb
on my own name, and then she said something like, ‘Yeah... Well perhaps I could
phone my aunt sometime.’ And then it dawned on her: Hey, who could I call on
then if he’s not available anymore?

Discussion
The first and second aims of the study were to establish fidelity to the CTI model of
an intervention for homeless people and abused women moving from shelters to
community living in the Netherlands and to show whether it is possible to obtain similar
CTI fidelity ratings in two distinct service delivery systems (i.e., services for homeless
people and services for abused women) when the same implementation approach is
employed during the same period. With an average of 60% of positively rated criteria
across all items, the intervention received an overall fidelity score for compliance fidelity
and chart quality of 3 out of 5, which indicates CTI was fairly implemented according
to the CTI fidelity scale manual. This finding is similar to the overall fidelity rating in a
previous multisite CTI study conducted with 15 service agencies in the United States
and Canada (Olivet, 2013). In the present study, the degree of fidelity on individual
items ranged between not implemented (three phases and closing note) and well
implemented (9-month follow-up, outreach, intake assessment, and progress notes). The
two service delivery systems did not differ significantly on any of the items, although
trends on three items related to chart quality were found. Effect sizes for these trends
were small. This finding supports the hypothesis that CTI can be adapted for use with
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various populations, as suggested by Herman and Mandiberg (2010). Further research is
needed to investigate whether this assertion holds when context fidelity and program
quality, which are measured with the eight items from the CTI fidelity scale that were
omitted in the present study, are taken into consideration. So far, however, the evidence
seems to support that CTI’s context-sensitive timing is applicable to a range of service
delivery systems that serve vulnerable populations. Perhaps, that is due to the fact that
its program components were developed in collaboration with practitioners, which lead
to a pragmatic intervention that may be somewhat atheoretical in nature (Jenson, 2014).
The third study aim was to report CTI workers’ views on factors that may have facilitated
or impeded adherence to the CTI model. From these factors, eight overarching themes
emerged: discharge and shelter services, working relationship, clients’ needs and
attitudes, community support system, perceived effectiveness, model adaptation
and trial design, organizational and team support, and tools and training. CTI worker’s
perceptions on factors that influence service delivery have been studied previously in
a sample of 12 practitioners using CTI in a community agency or clinical trial setting in
New York City (Chen, 2012; Chen & Ogden, 2012). Four of the themes that emerged in the
present study—discharge and shelter services, working relationship, community support
system, and organizational and team support—relate to the findings of this earlier study.
Similarly to the CTI workers in the present study, practitioners interviewed by Chen (2012)
stressed the importance of establishing contact with a client before the transition to a
community residence. Not only have the benefits of early engagement been reported by
practitioners, its effects on housing outcomes have also been empirically established
(Herman et al., 2011). The present study corroborates the importance of fostering
a trusting relationship to enhance client motivation and following clients’ leads as a
practice strategy, as previously established by Chen and Ogden (2012). Furthermore, CTI
workers at community agencies in New York City revealed making frequent use of their
own agencies’ existing service programs (Chen, 2012), which highlights the importance
of easy access to community supports. In addition, they experienced that organizational
policy occasionally conflicted with essential elements of the CTI approach, which was
also the case in the present study.
Although the other four themes that emerged from the present study—clients’ needs
and attitudes, perceived effectiveness, tools and training, and model adaptation and
trial design—were not corroborated by earlier research on CTI practice, parallels can
be drawn with findings from other studies of EBP implementation in mental health
services. In a study conducted in child and adolescent mental health settings, clients’
concerns (for example, about the fit of an EBP with their own needs) and clients’ values
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were identified as factors affecting implementation (Aarons, Wells, Zagursky, Fettes, &
Palinkas, 2009). In adult mental health services, clients have also expressed concerns
that EBPs will result in limited choice in service options and less say in the specifics of
their services (Scheyett, McCarthy, & Rausch, 2006). Integrating recovery principles with
evidence-based interventions could be a good strategy to address concerns about the
fit of EBPs with clients’ support needs and attitudes towards receiving support (Torrey,
Rapp, Van Tosh, McNabb, & Ralph, 2005). Concerning perceived effectiveness, Rapp,
Etzel-Wise, et al. (2010) identified practitioners’ resistance toward an EBP as a barrier
to implementation at several community mental health centers; this initial resistance
emanated from the practitioners’ assumptions about what works that contradicted with
the EBP. Although the CTI workers participating in the present study were generally
enthusiastic about the intervention, their assumptions did have a negative influence on
their commitment to implement certain model elements. For instance, workers who
deemed the transfer-of-care meeting to be unnecessary when the support system was
functioning well, were unlikely to organize such a meeting at the end of the intervention.
The importance of tools and training is addressed in another paper by Rapp, Goscha, et
al. (2010) that describes strategies for successful implementation of EBPs. The authors
emphasize the importance of reinforcing the application of tools to achieve results, for
example, by developing training units that focus specifically on the use of certain tools
(such as the strengths assessment) in practice and by including tools in all aspects of
systematic case review during team meetings. Regarding model adaption, CTI workers’
views on phase transitions, as well as the fidelity rating for three phases, pointed towards
a deviation from the original model in the present study. This deviation, however, was
in line with an a priori decision to adapt the model by focusing on readiness instead of
making phase transitions automatically at each 3-month time point. Fidelity scales can
be a useful instrument in measuring model adaptation of EBPs, as illustrated by a study
that focused on transferring clients from an ACT program to a less intensive adaptation
of the ACT model (Salyers, Masterton, Fekete, Picone, & Bond, 1998). Although programs
which are more faithful to the original model have demonstrated better client outcomes,
the need for adapting EBPs, which are generally developed in a particular sociocultural
and economic context, to local conditions has also been recognized (Bond et al., 2000).
In this article, we have distinguished eight factors that influence model fidelity. Whether
other factors that have been identified previously as facilitators or barriers to EBP
implementation also apply to CTI practice in Dutch shelter services, warrants further
research.
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Strengths and limitations
Together with an evaluation of a strengths-based intervention for homeless young
adults (Krabbenborg, Boersma, Beijersbergen, Goscha, & Wolf, 2015), this study is the
first to conduct a fidelity assessment of an evidence-based intervention in Dutch shelter
services. Generally, few results from assessments of fidelity to the CTI model have been
published (Herman, 2014) and none of these previous studies have compared levels of
model fidelity in two distinct service delivery systems. Moreover, this study contributes
to a better understanding of model fidelity and implementation, because it combined
quantitative and qualitative data to answer the research questions related to this topic
rather than using either approach on its own (Robins et al., 2008). However, several
limitations of the study need to recognized as well.
In the CTI fidelity scale manual, cutoff points are provided to convert percentages of
positively rated criteria into 5-point fidelity ratings. In addition, norms are provided
for how to interpret these ratings, ranging from not implemented (1 out of 5) to ideally
implemented (5 out of 5). However, the CTI fidelity scale has not been formally validated
so far and, as such, norms for good implementation have also not yet been established.
Appropriate validation of the CTI fidelity scale is needed to determine whether the
existing cutoff points and norms can be upheld.
Another limitation of the present study is that fidelity scores were calculated based on a
subset of items from the original CTI fidelity scale. Because CTI was delivered to clients in
a research context, participating organizations did not implement CTI throughout their
organizations and the number of active CTI clients per worker was generally small. As a
result, conducting site visits was not appropriate and eight of the 20 items of the original
CTI fidelity scale, which measure program quality and context fidelity, had to be excluded
from the fidelity assessment. If the omitted items would have been included, this could
have altered the overall fidelity score as well as interpretation of the results. Inferences
drawn based on the fidelity assessment are strictly limited to compliance fidelity and
chart quality and, based on these findings, no assumptions can be made about program
quality or context fidelity of the intervention.
Nevertheless, valuable information about the context in which the intervention was
delivered was obtained from CTI workers in focus groups. The use of focus groups,
however, has certain limitations that should be highlighted, such as the possibility of
social desirability and recall bias. Furthermore, data collected as the session progresses
may represent opinions that are shaped by the group discussion (Carey, 1995). The
members of the group should, therefore, feel comfortable with each other. In the present
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study, focus group participants knew each other and the researchers well through the
ongoing training sessions and were assured that the information they provided would
be anonymously reported on. Therefore, we expect the data to accurately reflect the
opinions of the focus group participants.
Implications for policy and practice
The CTI fidelity scale and the assessment provide agencies and local policy makers
with a framework for the development and quality assurance of EBPs that support
vulnerable citizens during transitions in their lives. The identified facilitators and barriers
to implementation might be used by policy makers and practitioners to improve fidelity
to EBPs in shelter services and to provide the necessary conditions for successful
implementation. Several recommendations for successful implementation of CTI can be
made based on the study findings. First, staff should be committed to recovery and CTI
principles, including the importance of fostering a good working relationship with clients.
Important to model adherence is also their perception of the intervention’s components
as effective. Assessing whether these core principles are part of the organization’s
culture and the intervention’s components are integrated into work processes before
implementation, and, if necessary, helping staff to internalize those principles through
knowledge transfer (Rapp, Etzel-Wise, et al., 2010), would be recommended. Sufficient
access to a community support system is also important; CTI programs are unlikely to
reach high fidelity in environments where access to informal as well as formal supports
is very limited. In addition, CTI workers should be provided with sufficient organizational
and team support as well as ongoing coaching. Coaching should foster mutual learning
by reflecting together on the CTI model during regular case review and on the use of CTI
chart forms as tools to improve clients’ care. Furthermore, workers should have full CTI
caseloads to gain ample experience. Lastly, fidelity to the CTI model would improve if
organizations integrate similar tools and strengths-based principles in their residential
shelter services and CTI workers are assigned at least several weeks before clients exit the
shelter, which will enhance continuity of care during the transition from institutional to
community living. In addition, training for shelter staff in how to enhance communication
and collaboration before discharge could maximize the potential benefits from early
engagement, as suggested by Chen (2012).
Conclusions
This study shows that CTI was fairly implemented in the two multicenter RCTs testing
the effectiveness of CTI for homeless people and abused women in the Netherlands.
In these distinct service delivery systems—services for homeless people and services
for abused women—the same implementation approach, employed during the same
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time period, resulted in very similar overall and item-level fidelity ratings. These findings
are in line with the results from earlier studies that found CTI to be effective in different
service delivery contexts: CTI seems to be an intervention suitable for a range of
vulnerable groups who are going through a transition in their lives. Analyzing CTI workers’
perspectives on factors that may have influenced model fidelity has yielded important
recommendations for successful implementation of CTI in other service delivery systems.
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Chapter 5

Abstract
To help create an evidence base in Europe for effective interventions that improve the
well-being of homeless people, we tested whether Critical Time Intervention (CTI), a timelimited intervention developed to support vulnerable people during times of transition,
is effective outside the United States. For this multicenter, parallel-group randomized
controlled trial, 183 adults who were moving from shelters in the Netherlands to
supported or independent housing were allocated to CTI or care-as-usual. The primary
outcome was number of days rehoused, which was assessed by interviewing participants
four times during a 9-month follow-up. Outcomes were analyzed with three-level
mixed-effects models. The primary outcome did not differ between groups. CTI had
a significant effect on family support and, for people experiencing less social support,
psychological distress. Groups did not differ significantly on social support, fulfillment of
care needs, quality of life, self-esteem, excessive alcohol use, or cannabis use. Because
few participants were homeless at 9 months, more research is needed to establish
whether CTI can prevent long-term recurrent homelessness. Given recent emphasis
on informal support in public services and positive effects of CTI on family support and
psychological distress, CTI is a fitting intervention for Dutch shelter services.
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Introduction
Making the transition from a homeless shelter to community living can be challenging.
A study among first-time New York City shelter residents showed that 24% of those who
obtained housing experienced recurrent homelessness during the 18-month followup period (McQuistion, Gorroochurn, Hsu, & Caton, 2014). Because shelter services
are terminated and relationships with fellow residents difficult to maintain, people
experience discontinuity of support after shelter discharge (Herman, Conover, Felix,
Nakagawa, & Mills, 2007). Having less informal support is associated with a higher risk
of becoming homeless (Kingree, Stephens, Braithwaite, & Griffin, 1999) and longer
duration of homelessness (Caton et al., 2005). Because individuals who experience one
or two short homeless episodes (of less than a year) have better clinical outcomes than
individuals experiencing longer or multiple episodes (Fazel, Geddes, & Kushel, 2014), it
is important to prevent recurrent homelessness.
Critical Time Intervention (CTI) is a time-limited, strengths-based intervention for
vulnerable people, which bridges the gap between services during times of transition.
The CTI worker provides practical and emotional support and helps to develop and
strengthen links with community resources, creating a network that will continue to
provide support long after CTI has ended. In the United States, CTI has been found
effective in preventing recurrent homelessness and rehospitalization and reducing
psychiatric symptoms and substance use among people at risk of homelessness
(Herman et al., 2011; Kasprow & Rosenheck, 2007; Susser et al., 1997). These previous
studies added CTI to usual services, which generally consisted of discharge planning
and referral services and access to a range of community-based services, but did not
compare its effectiveness to other case management approaches. Furthermore, little is
known about the effectiveness of this intervention—as well as of other case management
models implemented in European shelter services—outside the United States (de Vet
et al., 2013), where health care systems and social context may differ substantially. By
evaluating CTI in a randomized controlled trial in the Netherlands, we may show that
effects are independent of a particular health care system or social context. We might
expect findings here to be different from previous studies, because shelter services
during and after discharge are usually provided in the Netherlands with a higher intensity
than in the United States (Herman et al., 2007). In the experimental condition of the
present study, usual services were exchanged for CTI instead of adding CTI to those
services. Many of the control group participants received some type of case management
services after discharge. Nonetheless, potential benefits are to be expected, because
CTI has a systematic approach to providing support. The CTI model focuses particularly
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on strengthening the social and professional support system and, at the same time,
provides clients with the guidance necessary to navigate the complex system of social
services and health care in the Netherlands. The time-limited nature of the intervention,
which was terminated at 9 months in the present study, gives the CTI workers and clients
a sense of urgency that helps them to focus on those life areas most important for clients’
long-term stability. Furthermore, CTI helps to alleviate the stress that is coupled with a
transition such as moving from a shelter to community living, because clients receive
practical support with a very high intensity during the first phase of the intervention,
which lasted until 3 months after discharge.
Based on the findings of previous CTI studies and the intervention’s theoretical
mechanism of effect, our hypotheses are that: (a) CTI is more effective than care-asusual for clients moving from shelters to supported or independent housing with regard
to increasing the number of days rehoused (primary outcome); (b) CTI improves family
support, social support, and fulfillment of care needs (intermediate outcomes); and (c)
CTI has a positive effect on quality of life, psychological distress, self-esteem, excessive
alcohol use, and cannabis use (secondary outcomes).

Method
Design and participants
This multicenter, parallel-group study was conducted by Impuls - Netherlands Center
for Social Care Research and is registered with the Netherlands Trial Registry (NTR3425).
The trial complied with the approval criteria of an accredited Medical Research Ethics
Committee (aMREC) and was exempted from formal review by the local aMREC (CMO
Region Arnhem-Nijmegen: registration number 2010/247). Between December 1, 2010,
and December 1, 2012 (the scheduled date of closure), 183 clients were recruited in 18
shelters of nine shelter organizations that participated in the Academic Collaborative
Center Impuls Participation and Social Care in 2009. Shelters were selected for
recruitment based on their even distribution over the Netherlands and provision of
residential services (see Appendix 4.1).
One staff member at each shelter assessed clients. Clients were eligible if they: (a) were
aged 18 years or over, (b) had stayed at the shelter for less than 14 months, (c) knew when
they were going to exit the shelter or had received priority status for social housing, and
(d) were moving to housing for which they would have to pay rent without supervision
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or daily supportive services. Clients were excluded if they were moving to an area where
none of the participating organizations provided services.
Randomization and masking
Randomization was stratified by shelter and balanced within blocks of four. A list of
random numbers was computer generated by a member of the research team (RV) and
concealed in a secure digital file until assignment. Shelter staff supplied contact details
of eligible clients, with their consent, to the research team. The research assistant who
enrolled clients into the study scheduled an appointment for the baseline interview.
Clients, shelter staff, and this research assistant did not have any foreknowledge of
condition assignment. After the baseline interview, one of the researchers (RV or DL)
ascertained the allocated condition and notified shelter staff. Clients provided informed
consent before the baseline interview and remained blind until they met their CTI
worker or case manager for the first time. Condition assignment was withheld from
data collectors. However, some of them did become aware of the allocated condition
during follow-up, because participants would sometimes spontaneously disclose this
information during an interview.
Critical Time Intervention
Participants allocated to the experimental condition received CTI, which was delivered
in three phases of 3 months: transition to the community (phase 1), try-out (phase 2),
and transfer of care (phase 3). The intervention’s components are described elsewhere
(Lako et al., 2013) and summarized in Table 1. In each organization, two or three case
managers were drawn from community service teams to deliver the intervention.
These case managers needed to have a bachelor’s degree in social work or a related
field in order to qualify. They completed three 1-day training sessions before the start
of the trial, provided by the research team (JW and RV) and experienced trainers, to
become familiar with the intervention’s theoretical and procedural aspects and to
acquire essential skills for CTI practice. With the goal of enhancing model fidelity, a
community of practice was created consisting of CTI workers, researchers, trainers,
and experts to gain and share knowledge and experiences during half-day follow-up
training sessions—(bi)monthly during the first year and quarterly during the second
year of study. Furthermore, CTI workers had biweekly face-to-face supervision with an
internal coach, who was responsible for ensuring sufficient organizational support and
monitoring model fidelity. Each participating organization selected one of their staff
members to become the internal coach based on a profile of the coach’s role and tasks,
which was provided by the research team. Coaches received a 1-day training session
at the start of the trial and four half-day follow-up training sessions during the study
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period. The recommended caseload for a CTI worker was 16 clients, considering that
these clients would be distributed evenly across the different phases of the intervention.
Table 1 Components of Critical Time Intervention (CTI) in each phase
Phase

Pre-CTI

Phase 1: Transition to Phase 2: Trythe community
out

Phase 3:
Transfer of care

Timing

Between assignment
and discharge

Between discharge
and 3 months after
discharge
• Build a relationship
by working in the
community
• Assess client’s needs
and resources
• Choose priority areas
of intervention
• Mobilize support
resources and link
client to them
Required:
• Risk and needs
assessment
• Strengths
assessment
• Personal recovery
plan
• Activity log

Between 6 and
9 months after
discharge
• Adapt, improve,
and monitor
resources
• Transfer
client to other
services
• Farewell and
termination

Responsibilities Build a relationship
of CTI worker

Materials a

Required:
• Intake form
• Activity log
Optional:
• Strengths
assessment
• Personal recovery
plan

Intensity

At least two or three
meetings with client
before discharge, with
no more than a month
between each meeting
(10 hours in total)

Between 3 and
6 months after
discharge
• Less frequent
contact
• Adapt,
improve,
and monitor
resources

Required:
Required:
• Personal
• Personal
recovery plan recovery plan
• Activity log
• Activity log
• Closing note
Optional:
• Strengths
Optional:
assessment • Risk and needs
assessment
• Strengths
assessment
Average of 3 hours per Average of 2
Average of 30
week (36 hours in total) hours per week minutes to 1 hour
(24 hours in
per week (6 to 12
total)
hours in total)

Note. A similar figure is provided in an article by Lako et al. (2018).
a
A detailed description of these materials can be found elsewhere (de Vet et al., 2017).

Because the degree of fidelity to the CTI model (i.e., whether the intervention was
delivered as intended) may influence its effectiveness (Bond, Evans, Salyers, Williams,
& Kim, 2000), we conducted a fidelity assessment for a representative subsample of
35 cases randomly allocated to CTI (de Vet et al., 2017). The fidelity of the intervention
was assessed using the CTI fidelity scale, a quantitative tool developed by Conover and
Herman (2007). The items of the CTI fidelity scale are rated on a 5-point scale ranging
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from 1 (not implemented) to 5 (ideally implemented). The overall fidelity score, which was
computed by combining item-level ratings (Conover, 2012), was based on compliance
fidelity, which is the degree to which providers implemented the key elements of the CTI
model (eight items), and chart quality, which measures how well the intervention was
documented (four items). The intervention in this study obtained an overall fidelity score
of 3, which indicates that CTI was fairly implemented according to the CTI fidelity scale
manual (Conover, 2012; de Vet et al., 2017). Eight of the 12 items received a score of 3 or
higher, which indicates that these components had been sufficiently implemented: In
most cases, the intervention was time-limited, with a follow-up of 9 months (± 2 weeks),
and focused on a maximum of three intervention areas. Furthermore, most clients were
engaged early by their CTI worker, who worked according to outreach principles, and
were linked to community support resources during the first phase of the intervention.
Additionally, the quality of the intake assessment and progress notes was sufficient in
the majority of client charts. Four other components, however, appeared to be less
adequately applied in practice. Generally, the three phases of the intervention did not
last exactly 3 months, CTI workers would have contact with their clients during the last
phase more often than their monitoring role prescribed (i.e., more than once every 3
weeks), and in the clients’ personal recovery plans, which contain information about
phase planning, and their closing notes prescribed elements were often omitted (de
Vet et al., 2017). The fidelity assessment’s findings will be taken into consideration in
the discussion.
Care-as-usual
Participants allocated to the control condition received care-as-usual from the same
shelter organizations that provided CTI to participants in the experimental group.
These shelter organizations generally provided services after discharge, although
type, approach, intensity, and duration differed greatly depending on the organization,
clients’ needs, and available funds. Clients with complex service needs would receive
case management services after discharge from all except one organization. Most
organizations employed a strengths-based approach. Case managers’ average caseloads
ranged between 10 and 30 clients. Average intensity ranged from less than an hour to
3 hours weekly for an average duration of 12 weeks to about 2.5 years. Clients with less
complex service needs were offered home visits or telephone calls with their shelter case
manager, shelter walk-in hours, or referral to other services.
As indicated by the CTI workers in a focus group (de Vet et al., 2017), the CTI model
contrasts significantly from the usual case management services offered by the
participating organizations at the time of the study in six ways:
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•

•

•

•

•

•

CTI was designed to bridge the gap between services during critical times in the
lives of vulnerable people. To ease the transition, CTI workers would engage clients
early, by getting to know the client before discharge and meeting with the client
and his or her shelter case manager to complete an intake form together. In usual
services, case managers in shelters and community teams would rarely have
contact during or after the discharge process.
At discharge, it was generally unclear how long usual services would be continued
and, as a result, case managers were used to helping clients by taking over and
completing tasks for them. The time-limited nature of CTI, on the other hand,
helped CTI workers to share the responsibility with their clients. Instead of taking
over, they would assist their clients with enlisting help from key figures in their
support networks to complete tasks and reach their goals.
Compared to usual services, the structure of CTI allowed CTI workers to spend
more time with their clients immediately after the transition to housing, which is
often a critical time when clients need the most support.
The decreasing intensity of CTI also meant that, up to 9 months, CTI workers would
continue monitoring and kept making attempts to contact clients, while usual
services would be terminated automatically in case of several “no shows.”
CTI workers would focus on up to three areas of intervention that were most
important for the long-term stability of their clients, while case managers were
often encouraged to set goals with their clients in all life areas.
CTI workers would map out the social and professional support network of their
clients with tools provided by the research team and organize a joint meeting with
key figures from this network at the beginning and end of the intervention, which
was rarely done in usual services.

These differences between services correspond to several of the 14 key components of
CTI, which can be found in the CTI fidelity scale manual (Conover, 2012) and Appendix
4.2. To assess treatment differentiation (i.e., whether conditions differed in the intended
manner), six of these key components of CTI were translated into process measures and
administered at 3, 6, and 9 months (see Table 2).
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Table 2 Translation of key components of CTI into process measures
Key component

Description

Process measure(s)

A time-limited,
9-month intervention

The CTI worker should still be
in touch with the client and be
providing intervention up to the
time of the 9-month postdischarge
due date.
CTI involves intensive outreach
during Phase 1, then gradually
decreases in intensity until Phase 3
when CTI is about monitoring.

Did you receive support services from
the shelter organization since the last
interview?

Decreasing intensity of
services

How often did you meet your CTI worker/
case manager in the past 3 months?
How often did you talk to your CTI worker/
case manager on the phone in the past 3
months?
In vivo (i.e.,
Preferably, the CTI worker should
Is your CTI worker/case manager the
community-based)
not provide shelter-based standard same person who provided services to
needs assessment and case management in addition to
you in the shelter? Or is this someone
provision of services
CTI.
else? (3-month follow-up only)
The CTI worker should visit the
Where did you usually meet your CTI
client where he/she is living or
worker/case manager?
receiving community services.
Early establishment of The CTI worker should meet at
Did you already meet or talk to your CTI
community linkages
least once a month with the client worker/case manager during shelter stay?
before discharge.
(3-month follow-up only)
Strengthening of
The CTI worker should encourage Do you receive help from other
community linkages
communication between the client professionals or agencies to achieve your
through negotiation
and community linkages.
goals?
and mediation
Maintaining contact
The CTI worker should have
How often did you meet your CTI worker/
with clients with
provided at least 7 months of
case manager in the past 3 months?
histories of transience, active postdischarge intervention. How often did you talk to your CTI worker/
in order to minimize
case manager on the phone in the past 3
drop-outs
months?
Note. Descriptions of the key components were derived from the CTI fidelity scale (Conover & Herman,
2007).

To reduce the risk of contamination between conditions, participants in the control
group would not receive any services from the CTI workers. Case managers from the
participating organizations who would be providing care-as-usual to control participants
were not informed about CTI’s theoretical and procedural aspects and could not
participate in any of the pretrial or follow-up training sessions during which CTI workers
acquired the skills essential for CTI practice. Furthermore, CTI cases were not discussed
in general team meetings, but in separate supervision meetings between the CTI workers
and their coach. Frequently (e.g., during the follow-up training sessions), the research
team urged CTI workers, coaches, and other staff members involved in the study to
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refrain from sharing any knowledge or tools specific to CTI with other colleagues during
the data collection period.
Measurements
Participants were interviewed at baseline and 3, 6, and 9 months afterward. During the
face-to-face baseline and 9-month follow-up interview, all measures were administered.
The primary outcome was also assessed by telephone at 3 and 6 months. Participants’
sociodemographic characteristics were obtained at baseline. For more information
about research data management, see Appendix 2.
Research assistants administered the interviews. These data collectors received training
from the research team and were selected using stringent criteria: They had to have
relevant academic or vocational degrees and be able to create a positive rapport with
participants. Preferably, they had experience working with vulnerable people. Several
multilingual research assistants were recruited and, if necessary, the interviews were
conducted with the aid of an interpreter. For completing the interviews, participants
received a financial incentive, which increased over time from €15 at baseline to €30 at
9-month follow-up.
The primary outcome was number of days rehoused, defined as living in conventional
independent housing (i.e., property or legal (sub)tenancy) or accommodation
permanently provided by relatives, friends, or acquaintances. To assess participants’
residential histories, we used the Residential Follow-Back Calendar (New Hampshire
Dartmouth Psychiatric Research Center, 1995).
Intermediate outcomes, which are directly targeted by CTI, were family support, social
support, and unmet care needs. Family and social support were measured using the
average score on a 5-point scale of five items from the RAND Course of Homelessness
Study (Burnam & Koegel, 1989). These items inquired how often relatives or friends and
acquaintances would be available to provide practical and emotional support. Scales
demonstrated adequate reliability (Cronbach’s α = .93–.94 across time points for family
support and α = .90–.92 for social support). To assess whether participants had unmet
care needs, we asked whether they wanted and/or received help in six life areas (i.e.,
housing and daily life, finances and daily activities, physical health, mental health, safety
and protection against violence, and social relationships) using adapted items from the
short-form Quality of Life and Care (Wennink & Van Wijngaarden, 2004). Participants who
indicated they wanted but did not receive help in one or more areas were considered
to have unmet care needs.
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Secondary outcomes were quality of life, psychological distress, self-esteem, excessive
alcohol use, and cannabis use. Quality of life was assessed using a two-item average
score on a 7-point scale, from Lehman’s Brief Quality of Life Interview (Lehman, 1983):
α = .67–.87. The global severity index, an average score of the 53-item Brief Symptom
Inventory (Derogatis, 1975), was used to measure psychological distress: α = .96. Selfesteem was evaluated using the sum score of the 10-item Rosenberg Self-Esteem Scale
(Rosenberg, 1965): α = .85–.90. Whether participants had used alcohol excessively (i.e.,
five or more drinks a day) or cannabis in the past 30 days was assessed with the European
Addiction Severity Index (McLellan et al., 1992). Details about these measures have been
published in the protocol (Lako et al., 2013), which outlined another four outcomes that
we decided to omit from this report before statistical analysis began (see Appendix 4.3).
Statistical analysis
Based on the first CTI trial in the United States (Susser et al., 1997), the target sample size
was 109 participants per group to detect a difference of 15% in participants who became
homeless, with 80% power, 5% two-sided significance level, and intraclass correlation
coefficient of .05. During data cleaning, it became apparent that none of the participants
were homeless at the end of follow-up. We chose to use the number of days rehoused
instead as our primary outcome, because this continuous measure might have more
power to detect between-group differences in housing stability.
Statistical analyses were performed using IBM SPSS Statistics for Windows, Version
20.0. The effect of CTI was assessed by intention-to-treat using three-level mixedeffects models, with observation points nested within participants and participants
nested within service providers. Because case managers mostly provided services to
only one client taking part in the study (see Appendix 4.4), we adjusted for clustering
within organizations instead of within CTI workers and case managers, as specified in
the protocol (Lako et al., 2013).
As prespecified, sociodemographic characteristics and baseline measurements of other
outcomes were considered potential covariates. We assessed relationship strength
between these variables and follow-up measurements of outcomes using Pearson’s r, φ
or η (depending on type of variable). Excluding the baseline and follow-up measurements
of the same outcomes, none of the potential covariates correlated strongly (> .5). If
variables correlated intermediately (.1 < x ≤ .5), we assessed covariate imbalance to
identify covariates.
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Note. CTI = critical time intervention.
a
Mostly because these clients could not be reached within the predetermined time frame of 2 weeks after
discharge. bFor the experimental group, N ranges between 91 and 94 in the intention-to-treat analyses
of intermediary and secondary outcomes. cFor the control group, N ranges between 88 and 89 in the
intention-to-treat analyses of intermediary and secondary outcomes.

Effectiveness of CTI for homeless people in the Netherlands
Because intermediate outcomes could potentially mediate the relationship between
condition and other outcomes, we also added interaction effects if family support, social
support, or unmet care needs were identified as a covariate.

Results
Of 1,144 clients assessed, 513 (45%) people met the selection criteria (Figure 1). Of those
eligible, 183 (36%) were assigned to CTI or care-as-usual. Participants were significantly
older than nonparticipants, mean difference = 5.34 years, p < .001, 95% CI [3.24, 7.44]. We
found no significant differences regarding country of birth and gender. Four participants
were not included in the primary outcome analysis, because three refused participation
after randomization and one participant’s residential history data was missing at every
follow-up. As dictated by the intention-to-treat principle, all other participants were
included in the analysis and retained in the group to which they had been allocated,
including the four individuals who were assigned to care-as-usual but received services
from a CTI worker and the 12 participants who were allocated to CTI and deviated from
the protocol.
Table 3 shows participants’ baseline characteristics. The experimental group contained
significantly more women and there was a trend towards participants in the CTI group
being married or in a civil partnership more often compared to the control group; groups
were balanced concerning other sociodemographic characteristics. Outcomes did not
show any significant between-group differences at baseline, although there was a trend
towards control participants experiencing less social support than participants in the
experimental group.
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Table 3 Baseline characteristics of participants in CTI (N = 94) and control (N = 89) group
Characteristic
Gender (female)
Age (years)
Migration background
Dutch native
First-generation migrant
Second-generation migrant
Married or in civil partnership
One or more children
One or more minor childrenb
One or more minor children staying
with participantb
Education level
Low education level
Intermediate education level
High education level
History of literal homelessness
Family support
Social support
Unmet care needs in one or more
life areas
General quality of life
BSI global severity index
RSES score
Excessive alcohol use in past 30
days
Cannabis use in past 30 days

CTI

Control

N

M (SD) or n (%)

N

M (SD) or n (%)

94
94
94

51 (54%)
41.42 (11.27)

89
89
89

34 (38%)
39.72 (11.87)

94
94
89
90

63 (67%)
21 (22%)
10 (11%)
16 (17%)
69 (73%)
40 (45%)
26 (29%)

94

89
89
82
81

60 (67%)
21 (24%)
8 (9%)
7 (8%)
58 (65%)
40 (49%)
15 (19%)

89

94
88
89
87

60 (64%)
26 (28%)
8 (9%)
62 (66%)
2.94 (1.44)
3.41 (1.09)
64 (74%)

94
89
90
86
87

Test statistica
(p value)
4.74 (.03)
–0.99 (.32)
0.16 (.92)

3.49 (.06)
1.46 (.23)
0.25 (.62)
2.52 (.11)
3.30 (.19)

89
88
88
88

55 (62%)
19 (21%)
15 (17%)
52 (58%)
2.97 (1.32)
3.10 (1.12)
62 (71%)

1.10 (.29)
0.14 (.89)
–1.86 (.06)
0.21 (.65)

4.75 (1.16)
0.59 (0.53)
31.51 (5.64)
18 (21%)

89
87
89
86

4.78 (1.35)
0.59 (0.55)
31.10 (5.57)
17 (20%)

0.14 (.89)
–0.02 (.98)
–0.49 (.63)
0.04 (.85)

12 (14%)

82

16 (20%)

1.00 (.32)

Note. CTI = Critical Time Intervention; BSI = Brief Symptom Inventory; RSES = Rosenberg Self-Esteem
Scale.
a
Statistical differences in gender, migration background, marital and parental status, education level,
homelessness history, unmet care needs, excessive alcohol use, and cannabis use were calculated using a
chi-square test; differences in age, family support, social support, quality of life, BSI index, and RSES score
were calculated using an independent samples t test. bMinors are children younger than 18 years old.

Process measures
At the 3-month follow-up, nearly all participants indicated they received services from a
shelter organization after discharge (Table 4). Consistent with the model, which prescribes
that CTI workers remain in touch with clients until 9 months after discharge, participants
allocated to CTI continued to receive services throughout the follow-up (92% at 6 months
and 83% at 9 months), while the proportion of control participants receiving services
dropped to 73% and 59%, respectively.
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Table 4 Process measure results at 3-, 6-, and 9-month follow-up of participants in CTI (N = 94) and control
(N = 89) group
Process measure

All participants
Services from CTI worker/case manager
Participant received services since last
interview
Frequency of face-to-face contacta
Not at all
Less than once a month
At least once a month
At least once a week
Frequency of telephone contacta
Not at all
Less than once a month
At least once a month
At least once a week
Participants who received services only
Most frequent location of face-to-face contact
Participant’s house
CTI worker’s/case manager’s office
House of someone from social network
Another professional’s office or agency
Shelter
Help from other professionals and service
agencies
Never
Sometimes
Often
Always

3-month
follow-up

6-month
follow-up

9-month
follow-up

CTI

Control

CTI

Control

CTI

Control

n (%)

n (%)

n (%)

n (%)

n (%)

n (%)

N = 90
86 (96)

N = 79
71 (90)

N = 83
76 (92)

N = 77
56 (73)

N = 90
75 (83)

N = 81
48 (59)

N = 88
7 (8)
6 (7)
21 (24)
54 (61)
N = 88
20 (23)
22 (25)
28 (32)
18 (20)

N = 78
10 (13)
5 (6)
14 (18)
49 (63)
N = 78
18 (23)
14 (18)
31 (40)
15 (19)

N = 82
9 (11)
2 (2)
38 (46)
33 (40)
N = 82
16 (20)
18 (22)
30 (37)
18 (22)

N = 77
21 (27)
4 (5)
24 (31)
28 (36)
N = 77
30 (39)
11 (14)
26 (34)
10 (13)

N = 83
16 (19)
7 (8)
36 (43)
24 (29)
N = 83
24 (29)
18 (22)
29 (35)
12 (14)

N = 80
35 (44)
2 (3)
22 (28)
21 (26)
N = 80
45 (56)
9 (11)
17 (21)
9 (11)

N = 81
78 (96)
1 (1)
0 (0)
1 (1)
1 (1)
N = 83

N = 68
56 (82)
6 (9)
0 (0)
0 (0)
6 (9)
N = 70

N = 73
67 (92)
3 (4)
2 (3)
0 (0)
1 (1)
N = 74

N = 56
45 (80)
8 (14)
0 (0)
1 (2)
2 (4)
N = 56

N = 67
60 (90)
7 (10)
0 (0)
0 (0)
0 (0)
N = 65

N = 45
39 (87)
2 (4)
0 (0)
2 (4)
2 (4)
N = 47

21 (25)
13 (16)
22 (27)
27 (33)

21 (30)
17 (24)
16 (23)
16 (23)

12 (16)
16 (22)
28 (38)
18 (24)

7 (13)
18 (32)
19 (34)
12 (21)

6 (9)
13 (20)
28 (43)
18 (28)

13 (28)
13 (28)
7 (15)
14 (30)

Note. CTI = Critical Time Intervention.
a
Contact between participant and CTI worker/case manager in past 3 months.

Because CTI involves intensive outreach in phase 1, we expected participants to mostly
meet their CTI worker on a weekly basis during the first 3 months, which the majority
did (61%). For some of them, CTI workers were successful in gradually decreasing
the intervention’s intensity until phase 3, when CTI is about monitoring: Half of CTI
participants reported meeting their CTI worker at least, or less than, once a month at 6
and 9 months (48% and 51%), compared to a third of control participants (36% and 31%).
But, contrary to our expectations, a substantial minority (29%) in the experimental group
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still reported weekly meetings at the end of follow-up. A similar proportion of control
participants also received services that frequently (26%).
CTI should be delivered where clients live or receive community services. Most
participants indicated that face-to-face contacts generally took place at their residence,
although CTI workers visited clients at home more often than case managers at 3 months
(96% compared to 82%) and 6 months (92% compared to 80%). Also, a larger proportion
of CTI participants received help from other professionals often or always, especially at
9 months (71% compared to 45% of controls), indicating that CTI workers successfully
involved other agencies as intended by protocol.
Table 5 Estimated impact of Critical Time Intervention (CTI) on primary outcome at 3-, 6-, and 9-month
follow-up and intermediate and secondary outcomes at 9-month follow-up
CTI (N = 94)
N

Control (N = 89)

M (SD) or n (%)

Primary outcome at 3-, 6-, and 9-month follow-up
Days rehoused
3-month follow-upb
89
78.21 (35.98)
6-month follow-up
82
84.33 (33.03)
9-month follow-up
80
87.16 (40.19)
Intermediate outcomes at 9-month follow-up
Family support
84
3.41 (1.27)
Social support
87
3.39 (1.15)
Unmet care needs
86
47 (55%)
Secondary outcomes at 9-month follow-up
General quality of life
90
5.26 (1.27)
BSI global severity
85
0.44 (0.44)
index
RSES score
87
32.11 (4.72)
Excessive alcohol use
87
19 (22%)
Cannabis use
87
13 (15%)

Adjusted mean
difference or OR
[95% CI]a

N

M (SD) or n (%)

80
75
82

82.95 (32.21)
82.23 (34.81)
95.45 (53.27)

7.48 [–3.69, 18.64]
0.16 [–10.91, 11.23]

79
77
77

3.00 (1.37)
3.33 (1.03)
43 (56%)

0.36 [0.02, 0.71]*
–0.27 [–0.62, 0.08]
0.82 [0.33, 2.05]

83
77

5.08 (1.32)
0.57 (0.62)

0.21 [–0.19, 0.60]
–0.14 [–0.29, 0.01]c,†

80
80
80

31.23 (4.87)
21 (26%)
18 (23%)

0.71 [–0.73, 2.14]
0.71 [0.24, 2.09]
0.89 [0.26, 3.05]

Note. OR = odds ratio; CI = confidence interval; BSI = Brief Symptom Inventory; RSES = Rosenberg SelfEsteem Scale.
a
Intention-to-treat analysis for primary outcome adjusted for days between follow-up assessments and
organization. Intention-to-treat analyses for intermediary and secondary outcomes adjusted for baseline
scores/proportions and organization. bThe 3-month follow-up measurement of this outcome was used
as a reference category. cWhen social support was added to the model as a covariate, the interaction
between time, condition, and social support was statistically significant, estimated difference in
intervention effect = 0.19, p = .013, 95% CI [0.04, 0.34].
†
p < .10; * p < .05
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Outcomes measures
Groups did not significantly differ regarding the number of days rehoused at any
follow-up (Table 5). Concerning intermediate outcomes, participants allocated to CTI
reported increased family support during follow-up compared to controls, adjusted
mean difference = 0.36, p = .037, 95% CI [0.02, 0.71], but no additional social support.
The proportion of participants with unmet care needs decreased at a similar rate in
both groups. For the secondary outcomes, differences were small and nonsignificant,
although there was a trend for psychological distress towards participants allocated to
CTI experiencing less distress than controls, adjusted mean difference = –0.14, p = .065,
95% CI [–0.29, 0.01].
Variables identified as covariates were gender for excessive alcohol use and cannabis
use and social support for psychological distress and unmet care needs. Adjustment for
covariates had no discernible effect, except for psychological distress. CTI had an added
differential effect on psychological distress for participants experiencing less social
support, estimated difference in intervention effect = 0.19, p = .013, 95% CI [0.04, 0.34].

Discussion
For people moving from homeless shelters to community living, CTI had a significant
effect on family support and, for people with less social support, on psychological
distress, but was not more effective than care-as-usual regarding the primary outcome,
number of days rehoused. The finding that CTI improved family support is important in
the light of recent changes in European social policies, which nowadays tend to promote
reliance on informal support resources instead of public services (Grootegoed & van
Dijk, 2012). Although costs associated with CTI and usual services were not assessed in
the present study, it could be fruitful to conduct such an assessment in the future and
investigate whether CTI is a cost-effective alternative to care-as-usual. Although more
participants allocated to CTI were still receiving services at 9 months, service frequency
was relatively lower among them compared to those receiving services in the control
group. Moreover, CTI ends after 9 months while care-as-usual could continue up to 2.5
years. A cost-effectiveness evaluation with a follow-up that extends beyond CTI’s service
delivery period of 9 months should be conducted to test this hypothesis.
Similar to the findings concerning psychological distress in this study, other trials have
found positive effects of CTI on different measures of symptom severity. This strengthens
the evidence that CTI is beneficial to vulnerable people’s mental health (Herman et al.,
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2000; Kasprow & Rosenheck, 2007; Shinn, Samuels, Fischer, Thompkins, & Fowler, 2015).
The finding that CTI had an effect specifically for those with less social support raises
questions about the intervention’s effective elements. One explanation is that clients
experiencing less social support benefit more from improved family support regarding
their mental health. Future research into which CTI components facilitate favorable
outcomes for certain subpopulations should be able to demonstrate this.
The lack of effect on number of days rehoused can be explained by the fact that recurrent
homelessness was rare in both conditions, which could be explained by a number of
factors. One pertains to differences between the United States and the Netherlands in
health care systems and social context. The intensity of care-as-usual in the Netherlands
was quite high during the study period, with about a quarter of participants continuing
to receive services frequently throughout follow-up, whereas in the United States such
follow-up services were not typically available (Herman et al., 2007). Beside high-intensity
service provision, the Netherlands has an extensive social housing system, with one in
three households residing in social housing. The process from rent arrear to eviction can
take longer than 6 months (Stenberg, van Doorn, & Gerull, 2011) and, even after the court
has issued an eviction order, social housing associations manage to prevent evictions
in seven out of 10 cases (Boerebach, 2013), making the short-term risk of recurrent
homelessness negligible.
Another explanation could be that the between-group difference in the primary outcome
would have been more pronounced if CTI had been delivered with higher model fidelity. A
fidelity assessment showed that, with an overall fidelity score of 3 out of 5, CTI was fairly
implemented in a representative subsample of 35 participants and research has shown
that more faithfully implemented evidence-based practices produce better outcomes
(Cuddeback et al., 2013; Fukui et al., 2012). However, this explanation is unlikely given
there was little room left for improvement on this outcome in both conditions. During the
9-month follow-up, the risk for loss of housing was so small in our sample that improving
fidelity of the experimental intervention to the CTI model, which could theoretically
lead to an improvement of the intervention’s effectiveness, would not have produced
better results for CTI compared to care-as-usual on the primary outcome. However, if
CTI had been delivered with higher fidelity to the model, more effects of CTI may have
been obtained with regard to the intermediary and secondary outcomes, because those
outcomes could be improved.
A final consideration relates to the target population. Half of the clients assessed did
not meet our criteria, mostly because they were not moving to community living. This
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might indicate that participating organizations employed a “staircase” approach, which
requires individuals to prove housing readiness while transferring through shelters and
transitional housing before they become eligible for housing (Pleace, 2012). The threshold
for acquiring housing could be too high and, given the costs associated with this
approach (Gulcur, Stefancic, Shinn, Tsemberis, & Fischer, 2003), earlier discharge might
be considered. If a “housing-led” approach—providing access to permanent housing
as the initial response to homelessness with flexible support services (Pleace, 2012)—
would become the norm in Dutch shelter services, CTI could be effective in preventing
recurrent homelessness for those excluded from the present study. In the United States,
combining CTI with a housing-led approach has been successful in helping people with
complex needs and chronic homelessness to move to stable housing (Clark, Guenther,
& Mitchell, 2016).
Strengths and limitations
The present study is the first randomized controlled trial to test an intervention for
homeless people in Dutch shelter services (Rensen, van Arum, & Engbersen, 2008), which
is generally rare outside the United States (de Vet et al., 2013). Because participants
with unstable residential histories are known to be difficult to follow up (Coen, Patrick,
& Shern, 1996), measures to minimize attrition were taken and, consequently, loss to
follow-up was limited to only 5%.
A limitation of the present study is the relatively short follow-up, which does not allow
drawing conclusions about CTI’s long-term effects. The rationale of CTI is that supports
put in place during the intervention will have a long-term positive impact that extends
beyond service delivery. A trial of CTI provided after hospital discharge showed that it
took over 12 months for risk of homelessness to differ in favor of the experimental group
(Herman et al., 2011). More research is needed to establish whether CTI has long-term
effects on housing and other outcomes for people leaving shelters in the Netherlands.
Another limitation is that some of the data collectors had occasionally become aware
of condition assignment. Although data collectors had been trained to ignore this
knowledge in conducting their tracking and interviews, it could have affected data
collected for these specific participants. However, the use of standardized instruments
should limit this bias to a minimum.
Implications
Given recent emphasis on informal support in public services and significant effects
on family support and, for those with less social support, on psychological distress in
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this trial, we conclude that CTI is a fitting intervention for Dutch shelter organizations.
Although the differences in outcomes between the groups are limited, there are other
advantages to using the CTI model in the Dutch context. CTI workers indicated they
could enable a more smooth transition from shelter to housing by meeting with clients
and their shelter case managers before discharge and help alleviate stress by spending
more time with their clients immediately after the transition to housing. Because of the
CTI model, they helped clients make better use of their social support network and felt
they were more focused and structured in providing and coordinating support and could
share responsibility for success with their clients (de Vet et al., 2017).
Very few participants in both groups were homeless at 9 months and, consequently, CTI
did not have a short-term effect on number of days rehoused. More research is needed
to establish whether, given a longer follow-up, CTI can prevent recurrent homelessness
and is cost-effective compared to care-as-usual in the Netherlands. If housing for this
population in the Netherlands is relatively stable once it is obtained, then CTI, when
implemented in this different underlying housing context, could be directed towards
other life areas that are important for social inclusion and participation. As a result,
different community sources for support, to which CTI workers can link their clients,
will come into play and other linkages, such as with the social housing association from
which clients are renting their living accommodations, may need less attention.
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Chapter 6

Abstract
Social quality is the extent to which people are able to participate in social relationships
under conditions that enhance their well-being, capacities, and potential and enables
them to shape their own circumstances and contribute to societal development. We
assessed whether women in homeless shelters differed from men on social quality
factors that constitute the quality of their daily life and whether factor scores changed
at a different rate for women and men after shelter exit. Data were collected as part of
a randomized controlled trial. In 18 shelters across the Netherlands, 183 participants
were recruited between December 2010 and December 2012 and followed for 9 months.
Adults were eligible if they were about to move from shelter to (supported) independent
housing and their shelter stay had been shorter than 14 months. At baseline, women
were significantly younger than men. They were more likely to have children, to have
minor children staying with them, to be lower educated, to be unemployed, and to
have been victimized than men. Women had used more services and reported lower
self-esteem, less satisfaction with health and empowerment, and higher psychological
distress. They were less likely than men to have used alcohol excessively or cannabis.
We found no significant differences between women and men in changes over time on
the social quality factors. As women were disadvantaged at baseline compared to men
regarding many factors, we concluded that women in homeless shelters are a particularly
vulnerable group. Moreover, an opportunity remains for shelter services to improve
women’s social quality during and after their shelter stay.
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Introduction
Little is known about homelessness among women. Women are underrepresented in
homelessness statistics and, especially in Europe, published findings are predominantly
focused on homelessness among men (Pleace, 2016). This imbalance does not pertain
only to women who are sleeping rough or are couch surfing but also to women in
homeless shelters. Even less is known about the well-being of these women during and
after shelter exit.
Available research suggests women’s homelessness is more often hidden. Homeless
women tend to make less use of homelessness services and will postpone entering the
service system until sources of informal support are depleted (Mayock & Bretherton,
2016). Due to this last-resort selection, sheltered homeless women could be a particularly
vulnerable group compared to sheltered men.
Several studies have directly compared homeless women and men; the majority
were cross-sectional and conducted in the United States. They consistently show that
homeless women are younger and more likely to care for children than men, although
findings are mixed regarding whether women are more likely to be married or divorced
(Beijer & Andréasson, 2009; Calsyn & Morse, 1990; Crystal, 1984; DiBlasio & Belcher,
1995; Edens, Mares, & Rosenheck, 2011; North & Smith, 1993; Ritchey, La Gory, & Mullis,
1991; Roll, Toro, & Ortola, 1999; Stein & Gelberg, 1995; Zugazaga, 2004). While results
concerning education are also ambiguous, it is clear that homeless women are more
often unemployed (Calsyn & Morse, 1990; Crystal, 1984; DiBlasio & Belcher, 1995; Edens
et al., 2011; Gelberg & Linn, 1992; North & Smith, 1993; Ritchey et al., 1991; Roll et al.,
1999; Zugazaga, 2004). Consequently, they receive less income from work (Kassenbrock,
2016; North & Smith, 1993; Roll et al., 1999) and more welfare benefits, especially women
with children (Calsyn & Morse, 1990; North & Smith, 1993; Roll et al., 1999). Some studies
indicate that homeless women also receive housing assistance more often (Calsyn &
Morse, 1990; Herman, Struening, & Barrow, 1994) and spend more time in temporary
housing (e.g., staying with family) and less time sleeping rough than men (Calsyn & Morse,
1990; Edens et al., 2011; North & Smith, 1993; Ritchey et al., 1991; Stein & Gelberg, 1995).
Homeless women more often have a history of abuse in child- and adulthood (Edens et
al., 2011; North & Smith, 1993; Ritchey et al., 1991; Zugazaga, 2004). Many women report
feeling unsafe in shelters and experience violence while homeless (Calsyn & Morse, 1990;
Gelberg & Linn, 1992; Kassenbrock, 2016; Roll et al., 1999; Stein & Gelberg, 1995).
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Besides dissimilarities in living conditions, there seem to be differences in access to
and use of support resources. Homeless women experience less social support (Calsyn
& Morse, 1990; North & Smith, 1993; van den Dries et al., 2016), although their social
networks seem larger (Ritchey et al., 1991; Roll et al., 1999). Some studies show that
homeless women use more health and social services than men (Calsyn & Morse, 1990;
Edens et al., 2011), but do not have fewer unmet care needs (Calsyn & Morse, 1990;
DiBlasio & Belcher, 1995; Herman et al., 1994). Even if the number of unmet needs is
similar, the nature of women’s needs could be different (Wolf, Anderson, van den Dries,
& Filipovič Hrast, 2016). For example, it has been found that homeless women have a
greater need for personal safety services (Calsyn & Morse, 1990; Herman et al., 1994),
child care and parenting services (DiBlasio & Belcher, 1995), and health and medical care
(Herman et al., 1994).
Unmet care needs, together with a high risk of violent victimization and responsibility for
minor children, could leave homeless women to cope with aggravated health problems.
Although several studies show they experience more physical symptoms (Gelberg &
Linn, 1992; Muñoz, Crespo, & Pérez-Santos, 2005; Ritchey et al., 1991) and a higher risk of
being hospitalized than homeless men (Beijer & Andréasson, 2009), other studies have
not demonstrated a physical health difference (Calsyn & Morse, 1990; DiBlasio & Belcher,
1995; Edens et al., 2011). Similarly, findings regarding gender differences in mental health
are mixed (Beijer & Andréasson, 2010; Calsyn & Morse, 1990; Crystal, 1984; Edens et al.,
2011; North & Smith, 1993; Ritchey et al., 1991; Roll et al., 1999; Stein & Gelberg, 1995;
Zugazaga, 2004). Homeless men’s health could be affected more by substance use,
because they more often report substance use problems (Calsyn & Morse, 1990; Gelberg
& Linn, 1992; North & Smith, 1993; Roll et al., 1999; Stein & Gelberg, 1995; Zugazaga,
2004) and a need for substance abuse services (DiBlasio & Belcher, 1995; Herman et al.,
1994). Besides substance use, studies consistently show that homeless men are involved
in the criminal justice system more often than women (Calsyn & Morse, 1990; Crystal,
1984; Edens et al., 2011; Herman et al., 1994; North & Smith, 1993; Roll et al., 1999; Stein
& Gelberg, 1995; Zugazaga, 2004).
A comprehensive assessment of differences between sheltered homeless women and
men in Europe would be a useful addition to the current knowledge, which is mainly
based on research from the United States. Furthermore, by examining whether gender
differences are maintained or change after shelter exit, we can draw attention to the
possible specific needs of women moving from shelter to community living. These
differences could have consequences for follow-up service provision. As the proportion of
women using homelessness services seems to be increasing (Mayock & Bretherton, 2016),
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it becomes more important to enhance services for them, which could also improve the
well-being and development of children who accompany them.
In the present study, we applied a model of social quality as a theoretical framework, to
ensure a comprehensive overview of the factors that may influence the quality of daily
life of these women. Van der Maesen and Walker (2012) defined social quality as the
extent to which people are able to participate in social relationships under conditions
that enhance their well-being, capacities, and potential and enables them to shape their
own circumstances and contribute to societal development. According to this theory,
there is a mutual influence between self-realization of individuals and formation of
collective identities. This interdependency is formed in the context of two basic tensions,
which can be represented on two axes: (a) society and the individual, and (b) formal
relationships (e.g., in systems, institutions, organizations) and informal relationships
(e.g., in communities, families, groups). Factors of the social quality model at micro level,
referred to as constitutional factors, give important clues to service providers as to what
is necessary in the recovery process of clients. Constitutional factors enable people
to become competent social actors who can change or transform opportunities and
contingencies and create new perspectives for relationships. The two crossing axes
create a framework with four conditions that determine the quality of daily life: living
conditions, social embeddedness, societal embeddedness, and self-regulation. Living
conditions refers to the extent to which people have material and immaterial resources
over time. Social embeddedness is the degree to which people experience meaningful,
reciprocal positive relationships with others based on shared values and norms in
society. Societal embeddedness means the extent to which people are integrated (or
are able to participate) in their community or society. Finally, self-regulation is the degree
to which people can alter their own internal states, processes, and responses—thoughts,
feelings, and actions—in anticipation of future goals.
This explorative study addresses two research questions: (a) Do women in homeless
shelters differ from men with regard to constitutional factors of social quality when they
are about to make the transition to community living? And (b) are there any differences
between women and men in the rate of change of these factors during the 9 months
after shelter exit? The variables used, grouped in the four conditions of the social quality
framework (Wolf, 2016), are shown in Figure 1.
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Method
Participants and procedure
For the present study, we used data of a randomized controlled trial, which assessed
the effectiveness of Critical Time Intervention (CTI) for people moving from homeless
shelters to (supported) independent housing in the Netherlands. CTI is a time-limited,
strengths-based intervention for vulnerable people, which bridges the gap between
services during times of transition. The trial design, described elsewhere (Lako et al.,
2013), complied with the criteria of an accredited Medical Research Ethics Committee
(aMREC) and was exempted from formal review by the local aMREC (CMO Region ArnhemNijmegen: 2010/247). Data collection was completed October 2013 and findings have
been published (de Vet, Beijersbergen, et al., 2017; de Vet, Lako, et al., 2017).
Between December 2010 and December 2012, 183 clients were recruited in 18 shelters
providing residential services to homeless people. One of each shelter’s staff members
assessed whether clients were eligible, which they were if they: (a) were aged 18 years
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or over, (b) had stayed at the shelter for less than 14 months, (c) knew when they were
going to exit the shelter or had received priority status for social housing, and (d) were
moving to housing for which they would have to pay rent without supervision or daily
supportive services. Clients were excluded if they were moving to an area where none
of the participating organizations provided services. Participants provided informed
consent before the baseline interview and afterwards they were randomized to CTI or
care-as-usual.
The present study used data from the face-to-face baseline and 9-month follow-up
interviews, which were administered by multiple data collectors with relevant academic
or vocational degrees, work experience with vulnerable people, and the ability to
create a positive rapport with participants. They received training from the research
team beforehand and follow-up training sessions during data collection. If necessary,
interviews were conducted by a multilingual data collector or with an interpreter. For
more information about research data management, see Appendix 2.
Measures
Gender, age, migration background, marital status, having children, history of literal
homelessness, and education level were assessed at baseline. The social quality factors
were collected at baseline and follow-up.
Living conditions
This condition was assessed with six factors: satisfaction with financial resources, high
amount of debt, current employment, satisfaction with housing, satisfaction with safety,
and victimization. Satisfaction with financial resources was measured with Lehman’s
abbreviated Quality of Life Interview (QoLI) (Lehman, 1983): “How do you feel about: (a)
the amount of money you get, (b) how comfortable and well-off you are financially, and
(c) the amount of money you have available to spend for fun?” Responses ranged from
terrible (1) to delighted (7). Cronbach’s α of this subscale was .85 at baseline and .90 at
follow-up. Amount of debt, not including mortgages, was assessed with one item from
the same instrument. Because of a very skewed distribution (range: €0–€250,000), we
dichotomized debts using the median into less than €10,000 and €10,000 or more. We
assessed whether participants were currently employed with one question from the
QoLI: “Are you working now or have you worked during the past year?” Satisfaction with
housing was measured by averaging three items from the QoLI: “How do you feel about:
(a) the living arrangements where you live, (b) the privacy you have there, and (c) the
prospect of staying on where you currently live for a long period of time?” Responses
ranged from terrible (1) to delighted (7). Cronbach’s α of this subscale was .74 at baseline
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and .78 at follow-up. We assessed satisfaction with safety with three items from the QoLI:
“How do you feel about: (a) how safe you are on the streets in your neighborhood, (b)
how safe you are where you live, and (c) the protection you have against being robbed or
attacked?” A score was constructed by averaging responses, which ranged from terrible
(1) to delighted (7). Cronbach’s α was .69 at baseline and .82 at follow-up. Lastly, we
asked the following questions from the QoLI about victimization: “In the past year (at
baseline)/9 months (at follow-up), were you a victim of: (a) any violent crimes such as
assault, rape, mugging, or robbery, and (b) any nonviolent crimes such as burglary, theft
of your property or money, or being cheated?”
Social embeddedness
This condition encompasses three factors: support from family members, support
from friends or acquaintances, and minor children staying with the participant. The two
support measures were assessed with five items from the RAND Course of Homelessness
Study (Burnam & Koegel, 1989). Participants reported how often family members and
how often friends or acquaintances were available to them for support; for example, to
provide them with food or a place to stay or to listen to them when they were talking
about themselves or their problems. Responses ranged from none of the time (1) to
all of the time (5). Measures were constructed by averaging across items. Cronbach’s
α was .93–.94 across time points for the family measure and .90–.92 for the friends/
acquaintances measure. We assessed whether participants had minor children staying
with them by asking if they had (step- or foster)children, what age their children were,
and where their children were staying (as part of the QoLI).
Societal embeddedness
This condition includes three factors: number of unmet care needs, number of types of
services used, and involvement in criminal activity. The number of unmet care needs
participants experienced was assessed using a questionnaire developed by Impuls Netherlands Center for Social Care Research (Lako et al., 2013), with responses from the
Short-Form Quality of Life and Care questionnaire (Wennink & van Wijngaarden, 2004).
Participants were asked “Do you want help with…?” and “Do you receive help with…?”
for six domains, subdivided into 18 items (e.g., finding housing, finances, mental health).
Participants indicating they wanted but did not receive help were considered to have
an unmet need. We also evaluated the number of different types of services used by
participants with a questionnaire created by Impuls - Netherlands Center for Social Care
Research (Lako et al., 2013). Participants indicated whether they had used services of
certain providers (e.g., general practitioner, dentist, social services) in the past 30 days.
The number of services ranged from 0 to 28. Finally, two items from the QoLI showed
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whether participants had been involved in criminal activity: (a) “Have you been arrested
or picked-up for any crimes in the past year (at baseline)/9 months (at follow-up), and
(b) did you commit any offenses in the past year (at baseline)/9 months (at follow-up) in
order to receive help or shelter?”
Self-regulation
This condition was evaluated with six factors: self-esteem, psychological distress,
satisfaction with health, excessive alcohol use, cannabis use, and satisfaction with
empowerment. Self-esteem was measured using the 10-item Rosenberg Self-Esteem
Scale (Rosenberg, 1965). Participants indicated whether they agreed with statements
about the self, such as: “I am able to do things as well as most other people” and “I feel
I do not have much to be proud of.” Answers ranged from strongly agree to strongly
disagree and the sum score ranged from 10 to 40. Cronbach’s α was .85–.90 across time
points. Particiants’ psychological distress during the past week was measured with the
mean score of the 53-item Brief Symptom Inventory (BSI) (Derogatis, 1975). Items describe
a variety of complaints, for example: “How much were you bothered by nervousness or
shakiness?” Responses ranged from not at all (0) to extremely (4). At both time points,
Cronbach’s α was .96. We assessed satisfaction with health with items from the QoLI:
“How do you feel about: (a) your health in general, (b) your physical condition, and (c)
your emotional well-being?” The response scale ranged from terrible (1) to delighted (7).
A score was constructed by averaging items; Cronbach’s α was .69 at baseline and .77
at follow-up. Whether participants had used alcohol excessively (i.e., ≥ 5 drinks a day)
or cannabis was assessed with the European Addiction Severity Index (McLellan et al.,
1992). Participants indicated for a list of substances which they had used in the past 30
days. Lastly, we measured satisfaction with empowerment with one item devised by
Impuls - Netherlands Center for Social Care Research: “What would you say: My resilience
in general (so how strong I feel) is in my opinion…” The response scale, adopted from
the QoLI, ranged from terrible (1) to delighted (7).
Analysis
Analyses were completed using IBM SPSS Statistics for Windows, Version 22.0. While
computing variables, missing values of scale items were substituted with the mean of
the participant’s available items when missing observations did not exceed 20% (Shrive,
Stuart, Quan, & Ghali, 2006). Based on the remaining amount and pattern of missing
data and the results from Little’s MCAR test, which was not significant (χ2 (600) = 614.38,
p = .333), we assumed data were missing completely at random.
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Figure 2 Participant recruitment and follow-up flow diagram

a

Mostly because these clients could not be contacted within the predetermined time frame of 2 weeks
after shelter exit.
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We generated descriptive statistics of baseline data for women and men separately.
For sociodemographic characteristics, we assessed bivariate relationships with the
variable gender using t tests for continuous variables and Pearson’s chi-square tests
for categorical variables. For the social quality factors at baseline, we used two-level
mixed-effects models, with participants nested within shelter organizations. We decided
to use random intercept models for these cross-sectional data because dependencies
in the observations could have been introduced by the hierarchical study design (West,
2009): As participants were recruited in different shelters, differences between genders
could to some extent be explained by differences in the availability of services between
shelter organizations. For continuous variables, we assumed a linear relationship to the
independent variable and calculated adjusted mean differences between genders and,
for dichotomous variables, we fitted a binomial relationship and calculated adjusted
odds ratios. We checked whether count variables followed a Poisson distribution. Due
to overdispersion, we fitted a negative binomial relationship for number of unmet needs.
For these count variables, adjusted incidence rate ratios were calculated.
To assess whether social quality factors changed differently for women compared to
men after shelter exit, we employed three-level mixed-effects models. In these random
intercept models, observations were nested within participants and participants within
shelter organizations. To adjust for potential confounding, the allocated intervention was
entered into models as a covariate and we investigated whether the intervention groups
should be analyzed separately by also adding interaction effects.

Results
Of the 1,144 clients assessed, 513 people (45%) were eligible (Figure 2). Of those,
183 (36%) agreed to participate: 85 (46%) women and 98 (54%) men. We assessed
representativeness by comparing participants to those who refused to participate
regarding age, country of birth (i.e., in the Netherlands or abroad), and gender.
Participants were significantly older than nonparticipants (mean difference = 5.34 years;
p < .001). No other differences were observed. Two female and seven male participants
did not complete follow-up. Because participants cannot be included in mixed-effects
models if observations are missing at both time points, the number analyzed ranged
between 173 and 183, so less than 6% was excluded.
Baseline characteristics are summarized in Table 1 and Table 2. Women were significantly
younger than men (mean difference = –5.02; 95% CI –8.33, –1.71), more likely to have
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children (odds ratio = 6.63; 95% CI 3.07, 14.33), and less likely to be educated (odds
ratio of lowest education level = 1.88; 95% CI 1.02, 3.47; odds ratio of highest education
level = 0.21; 95% CI 0.07, 0.63). Baseline gender differences were found in all four
conditions of social quality. Women were significantly less likely to be employed (odds
ratio = 0.39; 95% CI 0.19, 0.78) and more likely to have been victimized the year before
(odds ratio = 2.92; 95% CI 1.44, 5.91). They were more likely to have minor children staying
with them (odds ratio = 16.92; 95% CI 5.82, 49.18).
Table 1 Baseline differences in sociodemographic characteristics between women (N = 85) and men (N = 98)

Age (years)

Women

Men

M (SD)

M (SD)

p valuea

37.90 (11.22)

42.93 (11.40)

.003

Migration background
Dutch native
First-generation migrant
Second-generation migrant
Married or in civil partnership
One or more children
History of literal homelessness
Education level
Low education level
Intermediate education level
High education level
a

Women

Men

n (%)

n (%)

53 (62.4)
23 (27.1)
9 (10.6)
11 (12.9)
75 (88.2)
47 (55.3)

70 (71.4)
19 (19.4)
9 (9.2)
12 (12.2)
52 (53.1)
67 (68.4)

60 (70.6)
21 (24.7)
4 (4.7)

55 (56.1)
24 (24.5)
19 (19.4)

p valueb
.403

.887
< .001
.069
.009

t test. bχ2 test.

Table 2 Differences in social quality factors at baseline and in changes over time for women (N = 85) compared
to men (N = 98)
Baseline
Continuous
factors
Satisfaction with
financial resources
Satisfaction with
housing
Satisfaction with
safety
Support from
family members

Women

Follow-up

N

M
(SD)

N

M
(SD)

Mean
difference
[95% CI]a

83

2.93
(1.50)
4.75
(1.42)
5.43
(1.04)
2.94
(1.45)

96

2.92
(1.54)
4.88
(1.51)
5.45
(1.05)
2.97
(1.32)

0.00
[–0.45, 0.45]
–0.18
[–0.61, 0.25]
–0.08
[–0.39, 0.23]
–0.03
[–0.44, 0.39]

85
84
83

Men

97
98
93
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N

Women
M
(SD)

N

M
(SD)

Differential
mean change
[95% CI]b,c

82

3.14
(1.50)
5.61
(1.33)
5.63
(1.12)
3.23
(1.26)

91

2.92
(1.55)
5.70
(1.25)
5.87
(0.93)
3.20
(1.40)

0.22
[–0.27, 0.71]
0.02
[–0.49, 0.52]
–0.20
[–0.55, 0.14]
–0.01
[–0.35, 0.34]

83
82
76

Men

91
91
87
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Support from
friends
Self-esteem
Psychological
distress
Satisfaction with
health
Satisfaction with
empowerment
Dichotomous
factors

83
84
82
84
85

N

Victimizedf

85

Minor children
staying with them
Involved in criminal
activity f
Excessive alcohol
use
Cannabis use

82

Number of unmet
care needs
Number of types of
services used

94
95
94
98
98

Women

High amount of
70
debt
Currently employed 84

Count factors

3.37
(1.12)
30.36
(5.77)
0.68
(0.53)
4.43
(1.26)
5.11
(1.49)

85
81
80

3.16
(1.10)
32.13
(5.33)
0.51
(0.54)
4.84
(1.21)
5.53
(1.33)
Men

n
(%)

N

n
(%)

32
(45.7)
16
(19.0)
32
(37.6)
38
(46.3)
5
(5.9)
6
(7.4)
6
(7.5)

89

47
(52.8)
37
(37.8)
18
(18.4)
3
(3.4)
14
(14.3)
29
(31.9)
22
(24.7)

98
98
89
98
91
89

Women

Men

N

M
(SD)

N

M
(SD)

76

1.96
(2.08)
2.77
(1.71)

85

1.87
(2.25)
2.02
(1.33)

83

92

0.21
[–0.12, 0.54]
–1.77
[–3.41, –0.13]*
0.16
[0.00, 0.32]*
–0.41
[–0.78, –0.05]*
–0.42
[–0.84, –0.01]*
OR
[95% CI]a
0.75
[0.40, 1.42]
0.39
[0.19, 0.78]**
2.92
[1.44, 5.91]**
16.92
[5.82, 49.18]***
0.43
[0.15, 1.20]
0.18
[0.07, 0.46]***
0.26
[0.10, 0.69]**
IRR
[95% CI]a
1.04
[0.74, 1.47]
1.39
[1.14, 1.69]**

79
80
78
83
83

3.37
(1.09)
30.95
(5.04)
0.54
(0.51)
4.67
(1.25)
5.31
(1.31)

85
87
84
91
91

Women

3.35
(1.10)
32.37
(4.48)
0.46
(0.56)
5.00
(1.28)
5.69
(1.24)

N

n
(%)

N

n
(%)

Differential
OR
[95% CI]b,e

75

33
(44.0)
24
(28.9)
12
(14.5)
44
(54.3)
2
(2.4)
10
(12.5)
7
(8.8)

80

47
(58.8)
42
(46.2)
13
(14.3)
7
(8.5)
9
(10.0)
30
(34.5)
24
(27.6)

0.66
[0.23, 1.86]
1.22
[0.47, 3.19]
0.36
[0.12, 1.09]
0.52
[0.10, 2.61]
0.91
[0.18, 4.68]
1.56
[0.43, 5.59]
1.00
[0.24, 4.11]

83
83
81
82
80
80

Men

–0.21
[–0.56, 0.14]
0.55
[–0.89, 1.98]
–0.07
[–0.22, 0.08]
0.13
[–0.22, 0.48]
0.05
[–0.35, 0.45]d

91
91
82
90
87
87

N

Women
M
(SD)

N

M
(SD)

Differential
IRR
[95% CI]b,g

77

0.87
(1.09)
3.56
(2.16)

79

1.39
(1.86)
2.92
(2.19)

0.64
[0.38, 1.08]
0.89
[0.69, 1.16]

80

Men

86

Note. OR = odds ratio; IRR = incidence rate ratio.
a
Adjusted for nesting within organizations. bAdjusted for nesting within organizations and within
participants and for assigned intervention group. cDifference between women and men in change of mean
scores over time. dThe interaction between variables Gender, Time, and Group was significant, which
indicates that a subgroup analysis should be performed; this analysis showed that the differential change
over time was not significant in both intervention groups. eDifference between women and men in change
of ORs over time. fAt baseline, participants were asked to report about the past year, while at the 9-month
follow-up, they were asked about the past 9 months. gDifference between women and men in change of
IRRs over time.
***p < .001, **p < .01, *p < .05
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Women used more types of services the 30 days before (incidence rate ratio = 1.39; 95%
CI 1.14, 1.69). Furthermore, women appeared to have more health-related issues, as they
were less satisfied with their health (mean difference = –0.41; 95% CI –0.78, –0.05) and
empowerment (mean difference = –0.42; 95% CI –0.84, –0.01) and experienced more
psychological distress (mean difference = 0.16; 95% CI 0.00, 0.32) and lower self-esteem
(mean difference = –1.77; 95% CI –3.41, –0.13). Women were less likely than men to have
used excessive amounts of alcohol (odds ratio = 0.18; 95% CI 0.07, 0.46) or cannabis (odds
ratio = 0.26; 95% CI 0.10, 0.69).
During follow-up, none of the changes in the social quality factors differed significantly
between women and men (Table 2).

Discussion
Before the transition from shelter to community living, women differed from men in
all four conditions of social quality. Women were younger, more likely to have children,
and less likely to be educated (sociodemographics). Women were more likely to be
unemployed and to have been victimized (living conditions). They more often had minor
children with them (social embeddedness). Women had used more types of services
(societal embeddedness) and were less satisfied with their health and empowerment,
had lower self-esteem, and experienced more psychological distress, but were less likely
than men to have used alcohol excessively or cannabis (self-regulation). These gender
differences mostly disadvantage the women and support the premise that women who
reside in homeless shelters are particularly vulnerable. Next to differences before shelter
exit, we investigated whether these social quality factors changed differently for women
and men after the transition to community living. All social quality factors changed
at a similar rate for women and men, indicating that a gap in social quality remains.
Potentially, shelter organizations could help close this gap early on by attenuating their
residential and follow-up services more to the needs of homeless women.
In the perspective of the social quality theory (van der Maesen & Walker, 2012), homeless
women have fewer resources that facilitate participation in society, because they are less
educated and more often unemployed (living conditions). We observed that, even though
women are lacking these resources, they are not less satisfied with their finances nor do
they have more debt than men. An explanation could be that women receive more income
from welfare and social benefits, which has been shown in previous studies (Calsyn &
Morse, 1990; North & Smith, 1993; Roll et al., 1999). The year before shelter exit, women
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are more unsafe than men, as they were a victim of violent or nonviolent crime more often
(living conditions). Although women are at risk for victimization, females and males are
equally satisfied with their safety at the time of shelter exit. One explanation for this could
be that most women have been victimized before coming to the shelter. Earlier research
has found that, for women, intimate partner violence is one of the main contributing
factors for becoming homeless (European Federation of National Organizations Working
with the Homeless [FEANTSA], 2015; Mayock, Bretherton, & Baptista, 2016). Another
explanation could be that some homeless women have been exposed to victimization
for so long that they have accepted this as the norm. Abundant evidence is available
that homeless women frequently experience violence and revictimization in child- and
adulthood (Edens et al., 2011; North & Smith, 1993; Ritchey et al., 1991; Zugazaga, 2004).
Having become accustomed to being victimized, these experiences may not influence
their perceived safety any longer (Thomas, Bartlett, & Mezey, 1995). In many European
countries, mainstream shelter services for homeless people are not specifically geared
towards women who have experienced violence (Mayock et al., 2016). Because shelters
are generally a male dominated environment, it is important that vulnerable women
are stably housed in the community as soon as possible (Mayock, Parker, & Sheridan,
2015). Also, good cooperative links with services for women fleeing domestic violence,
as well as with police and other law enforcement services, are essential in helping these
women to find permanent housing where their safety can be ensured (FEANTSA, 2007).
Similar to earlier studies (Calsyn & Morse, 1990; Crystal, 1984; DiBlasio & Belcher, 1995;
North & Smith, 1993; Stein & Gelberg, 1995), we found that women in homeless shelters
more often have dependent children with them than men (social embeddedness). Having
to provide for children is a social quality factor that strongly determines the quality of
daily life (Wolf, 2016). Caring for children has been shown to be a protective factor for
(recurrent) homelessness (Orwin, Scott, & Arieira, 2005; Wechsberg et al., 2003), and
motherhood can give meaning to women’s lives (van den Dries et al., 2016), but doing so
homeless can also be a major source of stress (Milburn & D’Ercole, 1991; North & Smith,
1993). Because homeless mothers are mostly single, parenthood limits the opportunities
homeless women have to obtain resources, develop their potential and capacities, and
participate in society (van den Dries et al., 2016). They are dependent on the conditional
resources available to them, such as affordable childcare facilities, parenting skills
training, or parent support groups. If shelter services could help mothers access these
resources, it might help to diminish some of the differences between women and men.
For example, childcare could free up time for mothers to continue their education and,
by doing so, improve their job opportunities. In our study, we did not see differences
between women and men regarding practical and emotional support from family or
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friends (social embeddedness). Some earlier studies have shown that homeless women
report having fewer sources of informal support (Calsyn & Morse, 1990; North & Smith,
1993), while others have observed that they often have larger social networks compared
to men (Calsyn & Morse, 1990; Ritchey et al., 1991; Roll et al., 1999). So far, the evidence
regarding gender differences in homeless people’s social networks is inconclusive and
more research is needed to discover whether and how gender and social support are
linked.
Although no association between gender and informal support was found, we did see
that homeless women employ more formal support resources, as they reported using
more types of services compared to men (societal embeddedness). Similar to the study
by Herman et al. (1994), the number of unmet care needs did not differ significantly
between women and men. These findings could indicate that access to formal support
resources is similar for both genders, but that women experience more care needs in
general when they are about to move from shelter to housing. Contrary to previous
studies, we did not observe a difference between the proportion of women and men
involved in criminal activity (societal embeddedness). Rates of criminal activity were
similar during the year before shelter exit (6% among women and 14% among men)
and during the 9 months after (2% among women and 9% among men). This surprising
finding is difficult to explain. Possibly, the discrepancy is due to the measure employed
in our study, which includes not only crimes that participants have been arrested for
but also any small offenses that participants may have committed in order to receive
help. In earlier research, measures of serious crime, such as being imprisoned or having
a criminal record, were generally used. Moreover, previous studies often inquired about
lifetime rates or the period before the last episode of homelessness, while we asked
participants about events within the past year (Calsyn & Morse, 1990; Edens et al., 2011;
North & Smith, 1993; Roll et al., 1999; Stein & Gelberg, 1995; Zugazaga, 2004). Whether
rates of criminal activity are more similar between homeless women and men when
smaller, more recent offenses are considered, warrants future research.
Having lower self-esteem, more psychological distress, and less satisfaction with
empowerment and health than men, homeless women may experience more problems
with their self-regulation and, therefore, may have fewer personal resources for selfrealization and social interaction. Besides the additional stress that women could
experience from providing for children while homeless, it is probable that these (mental)
health-related problems are negatively affected by experiences of victimization (Tinland
et al., 2018). Corresponding to high abuse and revictimization rates, prevalence of
posttraumatic stress disorder has also been found to be high among homeless women
162

Differences between homeless women and men in the Netherlands
(Wolf et al., 2016). Trauma-informed care might help formerly homeless women to
work through these experiences and to improve their empowerment and self-esteem
accordingly (Elliott, Bjelajac, Fallot, Markoff, & Reed, 2005; Hopper, Bassuk, & Olivet, 2010).
It is important to note here that homeless men may also experience problems with their
self-regulation, as we found that they use alcohol excessively and cannabis more often
than women.
Strengths and limitations
This study is unique because it utilizes longitudinal data to assess differences between
homeless women and men in factors constituting the quality of daily life during and after
the transition from shelter to community living. In many other European countries, little
research has been conducted on this topic (Mayock & Bretherton, 2016). A strength of this
study is that attrition was minimized to only 6%, with a population difficult to follow-up
(Coen, Patrick, & Shern, 1996). Another strong point is the comprehensive, theoretically
founded process that was used to select factors included in the analyses.
A limitation is that the study relies solely on self-report data, which means we can only
report participants’ subjective experiences. Furthermore, generalizability is limited.
The selection criteria and procedure were designed with the aim of the trial in mind.
Consequently, findings cannot be extrapolated to those who did not fit the selection
criteria (i.e., clients who did not move to (supported) independent housing, had a shelter
stay of more than 14 months, were younger than 18 years old) or refused to participate.
Particularly, the relatively small proportion (36%) of eligible clients who participated
should be acknowledged. Lastly, power may have been an issue concerning our analyses
of differential changes over time. One differential change could be considered relevant:
Victimization among women decreased from 38% at baseline to 15% at follow-up, while
among men the proportion remained similar (18% and 14%, respectively); however,
according to the mixed-effects model the rate of change was not significantly different
between genders.
Conclusion
Because women are worse off than men regarding many social quality factors before
shelter exit, and their situation does not improve significantly relative to men after shelter
exit, this could be an opportunity for shelter services to focus their policies on improving
women’s social quality, and indirectly of their children, during and after their shelter stay.
Future research should determine whether residential and follow-up services that are
more attenuated to women’s needs, such as parental support and trauma-informed care,
can help shelter organizations close this gap between women and men.
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Summary and general discussion

Chapter 7
In order to help more people make the transition from a homeless shelter to independent
housing successfully, there is a need for evidence-based support services (Laurier, van
Tuijn, & Geel, 2015). While few nationally recognized evidence-based interventions were
available for Dutch shelter services (Rensen, van Arum, & Engbersen, 2008), we had the
opportunity to conduct a randomized controlled trial (RCT) in order to evaluate the
effectiveness and fidelity of Critical Time Intervention (CTI) for homeless people moving
from shelter to community living. This thesis reports the findings of this RCT and aims to
provide insight into appropriate support services for women and men that will enhance
continuity of care during this transition period.
CTI is a strengths-based, time-limited intervention that was developed to support
vulnerable people during times of transition in their lives. The CTI worker provides
practical and emotional support and develops and strengthens links between the
client and support resources in the community, creating a network that will continue
to provide support long after the intervention has ended. CTI is structured into three
phases, with decreasing intensity of services over time. During the first phase, which
starts immediately after the transition to housing, the CTI worker assesses the client’s
strengths, risks, needs, and resources, helps the client to choose up to three areas to
focus on during the intervention, and introduces the client to new support resources.
The second phase focuses on testing and adjusting the client’s support network and the
third phase emphasizes monitoring and saying goodbye to the client.
This final chapter will summarize and interpret the findings of this research project.
Important methodological considerations as well as implications for policy and practice
are discussed. Furthermore, we will provide suggestions for future research and our final
conclusions.

Summary of the main findings
Review of effectiveness of case management for homeless persons (Chapter 2)
In Chapter 2, we systematically reviewed the evidence provided by (quasi-)experimental
studies for the effectiveness of four models of case management compared to other
services for homeless people. These four case management models are Standard Case
Management (SCM), Intensive Case Management (ICM), Assertive Community Treatment
(ACT), and CTI. We searched literature databases for peer-reviewed English articles
published between 1985 and 2011. Two reviewers independently assessed whether the
retrieved publications matched our selection criteria and appraised their internal validity.
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Findings from the selected articles were summarized and explained using narrative
synthesis, with the goal to examine patterns across studies, provide information about
applicability of results, and consider multiple explanations for differential findings across
studies.
We found 33 publications comparing one of these case management models to other
services, which pertained to 21 unique RCTs or quasi-experimental studies with 5,618
participants in total. In the five studies focused on SCM, samples consisted mostly of
homeless people who abused substances. Among this population, SCM was found to
improve housing stability, reduce substance use, and remove employment barriers.
The seven studies in our review that researched ICM showed little evidence for the
effectiveness of this case management model. Another seven studies showed that,
compared to less proactive case management models, ACT improved housing stability
and was cost-effective for persons with a severe mental illness or dual diagnosis. CTI was
examined in two studies among severely mentally ill homeless persons, with one group
leaving a homeless shelter (Susser et al., 1997) and the other leaving veteran inpatient
care to be housed in the community (Kasprow & Rosenheck, 2007). In these studies, CTI
was proven effective in reducing the number of days homeless and increasing the number
of days housed. Additionally, both found that psychiatric symptoms were reduced and,
in one of them, substance use as well (Herman et al., 2000; Kasprow & Rosenheck, 2007).
Moreover, CTI was found to be cost-effective compared to normal discharge planning
services (Jones et al., 2003).
Besides these findings, our review also revealed gaps in the evidence. Many studies
did not describe whether services were delivered in accordance with the criteria of the
model. It was, therefore, difficult to ascertain whether nonsignificant findings could
be the result of treatment nonadherence or lack of between-group differentiation
in the services received. We concluded that future studies should include a model
fidelity assessment, because fidelity is vital to exploring relationships between case
management models, homeless subgroups, service settings, and outcomes. Studies into
evidence-based interventions have also shown that faithfully implemented interventions
produce more positive effects (Cuddeback et al., 2013; Fukui et al., 2012; McHugo, Drake,
Teague, & Xie, 1999).
Other than lacking fidelity assessment, we noticed that systematic research evaluating
interventions for homeless people is virtually nonexistent in Europe. All but one of the
studies included in our review were conducted in the United States, mostly as part of
multisite demonstration programs that addressed specific problems of that time and
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focused on individuals with severe mental illness, substance abuse problems, or dual
diagnoses. Because other countries have marked differences in social welfare systems,
housing and labor markets, and health care systems, in addition to differences in the
nature of their homeless populations, evidence-based interventions from the United
States should be systematically reevaluated in order to show whether the same results
apply in European countries. CTI was selected for further study in Dutch shelter services,
because, in addition to producing such promising results, this intervention seemed to be
applicable for a variety of settings and populations. Furthermore, shelter organizations in
the Netherlands were in need of a structured, time-limited intervention that was focused
on enabling a smooth transition between shelter and housing. CTI was a particularly
fitting intervention for this purpose.
Fidelity of CTI for people leaving shelters in the Netherlands (Chapter 4)
As noted, measuring the degree of model fidelity is essential in effectiveness research
(Mowbray, Holter, Teague, & Bybee, 2003). In Chapter 4, we report on the fidelity
assessment for our evaluation of CTI. This study assessed fidelity in two service
delivery systems—services for homeless people and services for abused women—and
explored factors influencing model adherence. Data collection entailed chart review
of a representative sample of 70 clients, half of whom had stayed in homeless shelters
and half in women’s shelters. Fidelity was measured with 12 items from the CTI fidelity
scale, a quantitative tool developed by Conover and Herman (2007). Additionally, we
conducted two focus groups with 11 CTI workers from both service delivery systems.
The intervention obtained an overall score of 3 out of 5, which indicates that it was
implemented with a fair degree of fidelity to the CTI model. Four of the 12 individual items
were also fairly implemented. Four items were not or poorly implemented, specifically
three phases, monitoring, phase planning, and closing note. Another four items were
implemented well: 9-month follow-up, outreach, intake assessment, and progress notes.
The fidelity ratings of the two service delivery systems did not differ significantly on
any of the items. From the focus groups, eight themes emerged as affecting model
adherence: discharge and shelter services, working relationship, clients’ needs and
attitudes, community support system, perceived effectiveness, model adaptation and
trial design, organizational and team support, and tools and training.
Similar to our fidelity assessment, a study conducted with 15 homeless service agencies
across the United States and Canada yielded an overall rating of fair fidelity as part of an
evaluation of face-to-face versus online training of CTI (Olivet, 2013). As the fidelity ratings
did not differ between services for homeless people and services for abused women,
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our findings show that a similar level of fidelity to the CTI model can be obtained in
different service delivery systems with the same implementation approach. The fidelity
ratings further demonstrate that there is room for improvement: Although the majority of
items obtained a score of 3 or higher, indicating they were sufficiently implemented, four
out of 12 items were not or poorly implemented. CTI workers’ perspectives on factors
that may have influenced their delivery of the intervention have resulted in important
recommendations for successful implementation of CTI in various service delivery
systems.
Effectiveness of CTI for homeless people in the Netherlands (Chapter 5)
In Chapter 5, we report on the effectiveness of CTI compared to care-as-usual for
homeless people making the transition from shelter to community living. In 18 homeless
shelters across the Netherlands, 183 adult clients were recruited when they were about
to move to (supported) independent housing. Clients were eligible only if they would
have to pay rent without supervision or daily supportive services in their new housing
situation. Using a parallel-group RCT design, they were allocated to CTI (N = 94) or careas-usual (N = 89). Research assistants interviewed participants at baseline and 3, 6, and
9 months thereafter. The primary outcome, number of days rehoused, was assessed at
every time point, while the intermediary outcomes (family support, social support, and
fulfillment of care needs) and secondary outcomes (quality of life, psychological distress,
self-esteem, excessive alcohol use, and cannabis use) were measured at baseline and
at 9 months. Outcomes were analyzed with three-level mixed-effects models according
to the intention-to-treat principle. Attrition at the 9-month follow-up was 5%. Due to
missing data, the number of participants included in the analyses ranged from 91 to 94
for the experimental group and from 87 to 89 for the control group.
The analyses showed that CTI did not have an effect on the primary outcome, but that
it did have a positive effect on two other outcomes. During the 9-month follow-up,
CTI was effective in increasing family support and, for the subgroup who experienced
less social support, in reducing psychological distress. We could not find an effect on
number of days rehoused, the primary outcome, probably because in both groups very
few participants experienced recurrent homelessness during the relatively short followup period. The experimental and control group also did not differ significantly on social
support, fulfillment of care needs, quality of life, self-esteem, excessive alcohol use, or
cannabis use.
Although CTI did not have an effect on the number of days rehoused, we concluded
that CTI could be a fitting intervention for Dutch shelter organizations. European social
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policies nowadays tend to promote more reliance on informal support resources
(Grootegoed & van Dijk, 2012). In the context of these policy changes, the finding that
CTI improves family support is all the more relevant. It would also be interesting to
investigate whether CTI is a cost-effective alternative to care-as-usual, because 9 months
after shelter exit service frequency was relatively lower among clients receiving CTI than
care-as-usual. Moreover, CTI ends at 9 months while care-as-usual could continue up to
2.5 years, according to the participating shelter organizations. Such a cost-effectiveness
study, which would need to have a follow-up that extends beyond the service delivery
period of 9 months, could also demonstrate whether CTI is effective in preventing longterm recurrent housing loss.
Differences between homeless women and men in the Netherlands (Chapter 6)
In order to enhance continuity of care for homeless women and men, we report in
Chapter 6 on the differences between genders with regard to factors that determine
the quality of their daily life before and during the 9 months after shelter exit. As we used
the data from the RCT, the sample consisted of 183 homeless adults who were about
to move to (supported) independent housing, of whom 85 (46%) were women and 98
(54%) were men. The factors that were used to compare women and men were selected
based on the model of social quality. Van der Maesen & Walker (2012) defined social
quality as the extent to which people are able to participate in social relationships under
conditions which enhance their well-being, capacities, and potential and enables them
to shape their own circumstances and contribute to societal development. According to
the social quality theory, two basic tensions—between society and the individual and
between formal relationships and informal relationships—create a framework with four
conditions that determine the quality of daily life of individuals: living conditions, social
embeddedness, societal embeddedness, and self-regulation (Wolf, 2016). Differences
in sociodemographic characteristics were assessed with t tests and chi-square tests,
differences in social quality factors before shelter exit were examined with two-level
mixed-effects models (with participants nested in organizations), and differences in
changes after shelter exit with three-level mixed-effects models (with observations
nested in participants and participants nested in organizations).
Concerning their sociodemographic characteristics, women were significantly younger
than men and more likely to have children and to be lower educated. In all four conditions
of social quality, women were found to differ significantly from men when they were
about to leave the homeless shelter. They were more likely to be unemployed and to
have been victimized (living conditions). More often than men, women had minor children
staying with them (social embeddedness) and they had used more services (societal
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embeddedness). Furthermore, they reported lower self-esteem, less satisfaction with
health and empowerment, and higher psychological distress, but they were less likely
than men to have used alcohol excessively or cannabis (self-regulation). In the 9 months
after shelter exit, we found no significant differences between women and men in
changes over time on any of the social quality factors.
The finding that before shelter exit women were disadvantaged compared to men in
regard to many social quality factors indicates that women in homeless shelters are
particularly vulnerable. To close this gap between women and men, and to improve
continuity of care for homeless women during and after shelter exit, shelter and followup services could be attenuated more to the needs of homeless women. As homeless
women are often single mothers, it is important to help them access conditional
resources in the community such as affordable childcare (van den Dries et al., 2016),
which can free up time for these mothers to continue their education and improve their
job opportunities. Creating a safe environment for homeless women, who frequently
have a history of violence and abuse, by stably housing them in the community as
soon as possible and working together with women’s shelter services, police, and
other law enforcement services is imperative as well (European Federation of National
Organizations Working with the Homeless, 2007; Mayock, Parker, & Sheridan, 2015).
Furthermore, trauma-informed care might help these women to cope with their past
experiences and to improve their mental health, self-esteem, and empowerment (Elliott,
Bjelajac, Fallot, Markoff, & Reed, 2005; Hopper, Bassuk, & Olivet, 2010).

Interpretation of the findings
Positive effects of CTI in international context
For Dutch homeless people moving from shelter to community living, CTI had a positive
effect on two outcomes, reaffirming that CTI can be implemented outside of the United
States. The intervention was successful in strengthening clients’ network of informal
support resources, as evidenced by the significant increase of perceived family support.
Furthermore, CTI had a positive effect on mental health by decreasing psychological
distress for those who experienced little social support. In the parallel-conducted
trial testing the effectiveness of CTI for abused women, CTI significantly decreased
posttraumatic stress symptoms compared to care-as-usual (Lako et al., 2018). Seeing
that research from the United States has also shown that CTI reduces symptom severity
(Herman et al., 2000; Kasprow & Rosenheck, 2007; Shinn, Samuels, Fischer, Thompkins,
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& Fowler, 2015), this beneficial effect of CTI on mental health seems to be independent
from health care system, social context, or target population.
To compare our findings to other experimental studies testing the effectiveness of CTI,
we conducted a systematic search for publications on this topic in August, 2018. During
the selection process, we did not only include studies with predominantly homeless
samples (as we did for our systematic review), but also other vulnerable populations
(see Appendix 5 for the search strategy and selection process). We identified one
study that would have met the original selection criteria of our systematic review and
six studies with samples of other populations. The one study that would have been
included in our systematic review was an RCT comparing the effects of Family Critical
Time Intervention (FCTI) to usual care for mentally ill mothers and their children as they
moved from homeless shelters to housing. FCTI did not have an added effect on the
mothers’ symptomatology, as homeless mothers in both groups reported significant
declines in psychological distress during follow-up (Samuels, Fowler, Ault-Brutus, Tang,
& Marcal, 2015). However, the preschool-aged children and adolescents who received
FCTI experienced fewer mental health and school problems compared to children and
adolescents receiving usual care (Shinn et al., 2015).
Our recent systematic search demonstrated that not only people who are homeless
can benefit from CTI. We retrieved six studies that tested the effectiveness of CTI for
other vulnerable populations. Mainly, these studies were conducted in the United States
and focused on persons with severe mental illness who were discharged from inpatient
psychiatric treatment. In the first study with 150 participants randomly assigned to CTI
plus usual care or usual care only, CTI was found to reduce the risk of homelessness
(Herman et al., 2011) and the risk of rehospitalization (Tomita & Herman, 2012). Similar to
the findings of the RCT described in this thesis, the CTI group had more frequent contact
with family and became more satisfied with their family relationships during follow-up
than the control group (Tomita, Lukens, & Herman, 2014). Lastly, those assigned to CTI
reported better access to care than those assigned to usual care only (Tomita & Herman,
2015). In another sample of people with severe mental illness, consisting of veterans
who were discharged from inpatient care, a brief 3-month Critical Time Intervention (BCTI) improved continuity of care, satisfaction with legal and safety issues (a subjective
domain of quality of life), and overall social contacts (an objective quality of life domain)
compared to usual services. However, B-CTI did not have an effect on any other domains
of quality of life or psychiatric symptoms (Dixon et al., 2009). B-CTI was evaluated again,
using a quasi-experimental cohort design, among people with serious mental illness who
had experienced repeated rehospitalizations. In this sample, B-CTI was associated with
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decreased early rehospitalization rates, although the use of outpatient mental health
and substance use services did not differ between cohorts (Shaffer et al., 2015). The final
study from the United States focused on frequent users of an emergency room (ER) for
psychiatric reasons. CTI lasted 6 months, employed peer support workers as CTI workers,
and was evaluated on several service use outcomes using a quasi-experimental design.
The use of outpatient services increased during the 12 months after the initial ER visit
among participants who received CTI, while, for the comparison group, use of outpatient
services decreased over this period (Nossel et al., 2016). However, CTI did not reduce the
use of emergency or inpatient services relative to the comparison group.
Outside the United States, results have been published of two studies investigating CTI
for nonhomeless populations: One has been executed in the United Kingdom and one
in Brazil. In eight prisons in the United Kingdom, 150 men were recruited who had been
diagnosed with severe mental illness and were about to be discharged (Shaw et al., 2017).
Six weeks after discharge, participants who had been assigned to CTI were more often
engaged with community mental health teams than participants assigned to treatment
as usual. This effect was also apparent at 6 months, but not at 12 months. Unfortunately,
Shaw et al. (2017) were unable to assess the intervention’s effect on reoffending or longerterm health care use. In Brazil, CTI was added to the regular care for elderly persons with
severe mental illness who had spent much of their life in psychiatric institutions, but were
now moving to community facilities (da Silva et al., 2017). As these facilities were group
homes with eight people sharing bedrooms, a living room, a kitchen, and bathrooms,
this study employed a cluster randomized trial design. The 71 participants improved
over time regarding their social functioning and self-perception of their mental health,
but the results showed no advantage of CTI compared to the regular care (da Silva et
al., 2017). Possibly, the group home setting or the small sample size could explain the
absence of any additional effects of CTI.
The evidence for the effectiveness of CTI shows not only that this intervention can
produce positive effects among different vulnerable populations, but also provides
insight into which factors might mediate these effects. Based on the CTI model, increased
use of social and professional support resources would be the most plausible mediator.
Almost all studies of CTI have found that this intervention improved continuity of care
or increased the use of outpatient or community services (Dixon et al., 2009; Lako et al.,
2018; Nossel et al., 2016; Samuels et al., 2015; Shaw et al., 2017; Tomita & Herman, 2015).
Interestingly, two studies found positive effects of CTI on recurrent homelessness (Susser
et al., 1997) and rehospitalization (Shaffer et al., 2015), even though the intervention
did not seem to significantly affect service use (Jones et al., 2003; Shaffer et al., 2015).
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It is possible that these effects were mediated by an increase of informal support, but
unfortunately these studies did not measure this construct. A majority of the studies
that did include such a measure, including the present trial, found a positive effect of CTI
on informal support (de Vet et al., 2017; Dixon et al., 2009; Tomita et al., 2014). Moreover,
Tomita et al. (2014) conducted a mediation analysis, which showed that the effect of CTI
on rehospitalization in their sample was mediated by the improvement in satisfaction
with family relations, although at a modest level.
Besides factors that mediate the effect of CTI, we can also begin to assess which
client characteristics might modify the effect of CTI in order to identify subgroups that
would benefit the most from this intervention. The RCT that we conducted showed an
interaction between CTI and social support with regard to psychological distress as an
outcome. This interaction suggests that CTI was effective in decreasing psychological
distress for those clients who experienced little social support, possibly because these
clients benefit more from the positive effect of CTI on family support. Another client
characteristic that we accounted for is gender. In our study of gender differences among
people exiting homeless shelters, we found that women were disadvantaged compared
to men on many indicators of social quality before shelter exit. When we compared
women and men with regard to changes over time on these indicators after shelter exit,
we also took into consideration that interactions between gender and the assigned
condition could be present. These analyses indicated that the effect of CTI did not
differ significantly between genders. When Herman et al. (2011) repeated their analyses
separately for women and men, they found similar results. So, even though there are
differences between homeless women and men, the working mechanism of CTI does
not seem to produce different effects. This also means that, unfortunately, nor CTI nor
the usual services helped to diminish the gap in social quality between women and
men. Hence, we would recommend that homeless shelter organizations attenuate their
residential and follow-up services more to the needs of homeless women, for example,
by helping women to access resources for (single) mothers with dependent children or
by gearing their services more towards women who have experienced violence.
Failure to find effect on primary outcome
Although earlier studies of CTI have found that this intervention prevents recurrent
homelessness and improves housing retention, we could not replicate this finding. The
number of days rehoused was similar in the CTI and control group. In both groups, very
few participants became homeless again during follow-up. This finding could indicate
that, in the Netherlands, the risk of recurrent housing loss is small during the first 9
months after shelter exit, although we should acknowledge that clients who refused
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to participate could be at higher risk. The refusal rate was 64% in our study. Those
who declined to participate were significantly younger than participants and evidence
shows that younger age could be a risk factor for recurrent housing loss among formerly
homeless individuals (Byrne, Henwood, & Scriber, 2018; Malone, 2009; Min, Wong, &
Rothbard, 2004; Tsemberis & Eisenberg, 2000). Possibly, CTI could have improved housing
retention for those clients who declined to take part in the present study.
We should also remark that our follow-up was relatively short, as it did not extend
beyond the service delivery period. Consequently, so-called “sleeper effects” could not
be detected (Herman et al., 2011). The rationale for CTI is that a time-limited intervention
can have lasting effects if it is effective in linking participants to long-term supports that
will endure after the intervention ends (Herman & Mandiberg, 2010). Whether CTI has
a positive long-term effect on housing retention in the Netherlands warrants further
research.
Better differentiation between conditions may also have produced more positive
effects. One way to improve differentiation is by obtaining a higher level of fidelity to
the model (Bond, Evans, Salyers, Williams, & Kim, 2000). The fidelity assessment showed
that CTI had been fairly implemented, so there was certainly room for improvement.
Moreover, we cannot rule out that the requirements for good fidelity have been over- or
underestimated. The original CTI fidelity scale has not been formally validated so far
(Herman & Mandiberg, 2010). The CTI fidelity scale manual provides cutoff points to
calculate fidelity ratings and norms for how to interpret these ratings (Conover, 2012).
However, validation of the CTI fidelity scale is needed to determine whether these
existing cutoff points and norms can be upheld (Mowbray et al., 2003).
Differentiation between conditions could have been less pronounced in our trial than
in earlier studies of CTI. The intensity of usual follow-up services was quite high, with
about a quarter of clients in the control group continuing to receive case management
services on a weekly basis during the 9 months after shelter exit. Such follow-up services
were usually not available in the United States (Herman et al., 2007). Nevertheless, we
could show that the services in the experimental and control condition differed in
several crucial aspects. We asked participants questions, relating to six key components
of CTI, about the services that they had received. We found, for example, that 83% of
participants allocated to CTI continued to receive services throughout the follow-up,
while the proportion of control participants receiving services dropped to 59% at 9
months. Another example is that more participants assigned to CTI received help from
other professionals regularly, especially at 9 months (71% compared to 45% of controls),
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indicating that CTI workers were more successful in linking clients to professional support
resources in the community. These self-report measures provided us with valuable
information, showing that regarding some essential elements of the CTI model the
experimental condition differed from the control condition as intended, but also that in
some respects differentiation could have been improved.

Methodological considerations
Strengths
This research project was initiated by Impuls - Netherlands Center for Social Care
Research and the 10 largest shelter organizations in the Netherlands. Conducting an
RCT to test the effectiveness of an intervention for homeless people in shelter services is
rare outside the United States (Rensen et al., 2008; Toro, 2007), which makes this research
project unique. The main advantage of the RCT design is that it facilitates inferences
about causal relationships: Randomizing participants to an experimental and a control
group allows us to conclude that differences between the two groups are likely to be
attributed to the experimental condition.
Strengths of our trial are the instruments and procedures used to select, interview,
and follow-up the participants. To test the feasibility of the interview questionnaire,
pilot versions were administered to clients before the data collection was started and
standardized instruments were incorporated for all but one of the outcome measures.
We used very few criteria to exclude clients from our sample, namely: being younger
than 18 years old, having stayed in the shelter for more than 14 months, not moving to
(supported) independent housing, or moving to an area where none of the participating
organizations provided services. Being dependent on alcohol or drugs, for example, was
not a reason for exclusion. Clients with a poor understanding of the Dutch language could
also take part in this trial. Several data collectors were fluent in multiple languages and,
if necessary, the interviews were conducted with the aid of an interpreter. To followup with participants, research assistants called them every 3 months and scheduled
and administered the follow-up interviews. These data collectors were selected using
stringent criteria to keep variability at a minimum: They had to have relevant academic or
vocational degrees, the ability to create a positive rapport with participants, and previous
work experience with vulnerable people. Furthermore, they received training from the
research team before data collection as well as follow-up training sessions. During at
least the first two interviews, they were accompanied by a member of the research team
or another experienced data collector. To prevent loss to follow-up, research assistants
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collected contact information of people in participants’ networks, provided interview
payments with increasing value over time, handed out appointment cards with the
next interview date, and sent out thank you cards after completing an interview. These
measures contributed to the very low attrition rate of only 5% at the last follow-up.
Another strength of the project is that managers, practitioners, and clients of these
organizations worked closely together with the research team in the design and
execution of the trial. Because of this close collaboration, a comprehensive plan for the
implementation approach could be developed and executed. Moreover, CTI workers
and coaches invested considerable time and effort in the ongoing training sessions and
regular case review to deliver the intervention with the highest possible fidelity to the
CTI model. The fact that not only the effect but also the fidelity of the intervention was
evaluated, is also a definite strength of this research project.
Limitations
Although the design of the research project has considerable strengths, there are also
several limitations that should be recognized. With regard to the interview and follow-up
procedure, our findings are limited by the fact that we rely solely on self-report data. Our
interest was mainly in whether the subjective experience of clients would improve as a
result of the intervention and self-report measures are the most appropriate to evaluate
these experiences. Furthermore, similar studies into case management for homeless
people have also relied on self-report for the measurement of major outcomes (de
Vet et al., 2013). Nevertheless, a second data source could have validated our findings
or could have shown between-group differences in objective measures that our selfreport data could not (Calsyn, Morse, Klinkenberg, & Trusty, 1997). Another limitation of
the data collection procedure was that some participants spontaneously disclosed to
data collectors, who were blind to condition assignment, which type of services (CTI or
care-as-usual) they were receiving during the follow-up interviews. However, the use of
standardized instruments and extensive training of the data collectors should reduce
this bias to a minimum. Lastly, as mentioned before, our follow-up was relatively short
since it did not extend beyond the service delivery period.
Generalizability
The findings of this trial should be generalizable to homeless people who are making the
transition from shelter to community living in the Netherlands, because the 18 shelter
facilities selected for recruitment are scattered across the country and their service areas
cover a large part of the Netherlands. As stated before, there were few criteria to exclude
clients from participation. Moreover, the very low attrition rate also helped to enhance
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generalizability, seeing that attrition can deteriorate generalizability when participants
who are followed up differ from those who drop out (Gustavson, von Soest, Karevold,
& Røysamb, 2012).
That being said, there are some aspects of the trial that deteriorated the generalizability
of the findings. Half (55%) of the clients who were assessed for eligibility did not meet
our selection criteria, so we cannot say whether CTI would produce the same effects
for those excluded from the present study. The most common criterion to exclude
clients was that they were not moving to (supported) independent housing after
shelter exit. The reason for excluding clients who moved to housing situations with
daily supportive services or supervision was that continuity of care is often ensured
during these types of transitions. After a visit to New York City in 2009 to meet with the
intervention’s developers, the research team and participating organizations decided
that CTI would be most fitting for the transition from shelter to (supported) independent
housing. This transition represents the largest gap between services and so CTI would
be most beneficial to clients during this time. Besides clients being excluded based on
the selection criteria, almost two-thirds (64%) of those who were eligible refused to
participate. This relatively high refusal rate, a phenomenon that has been increasing
in scientific research during the last decades (Arfken & Balon, 2011; Galea & Tracy,
2007), could have a negative impact on the generalizability of our findings. As stated
before, those who did not participate were significantly younger, which could indicate
that they were at higher risk for recurrent housing loss than the participants. Although
nonparticipants did not differ from participants with regard to gender or country of
birth (i.e., born in- or outside the Netherlands), it is possible that they differed on other
characteristics that were not reported.

Implications for policy and practice
CTI could be a fitting intervention for homeless shelter organizations as a model for
their follow-up services after shelter exit. As shown by the positive effect of CTI on
family support in our trial, the CTI worker can contribute significantly to strengthening
the relationships between clients and their family members. A key element of CTI is
that workers will draw upon informal support resources whenever possible (Conover,
2012; Herman, 2014). As current national and European social policies tend to promote
reliance on informal support resources instead of public services (Grootegoed & van Dijk,
2012), it is important that interventions for vulnerable people include family members
or other natural social support resources as much as possible instead of relying solely
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on professional supports and service providers. Other examples of interventions that
are based on developing the self-determination of clients by involving family members
are Resource Group Assertive Community Treatment for people with a severe mental
illness (Nordén, Malm, & Norlander, 2012) and Family Group Conferencing for parents
and children involved in child care (Lupton, 1998). The concept that family members,
friends, neighbors, and others in the community are seen as important natural resources
of support is also an integral part of other interventions that support recovery, such as
the Strengths model (Slade et al., 2014) and Pathways to Empowerment (Wolf, 2016).
Nevertheless, it remains important that vulnerable people are also able to gain access to
formal support resources in the community. Even with support from their social network,
many cannot be self-reliant without sufficient care and support from health care and
social services (van der Ham, den Draak, Mensink, Schyns, & van de Berg, 2018). Due
to the fragmentation of those services, it can be difficult for vulnerable people to find
professionals and service providers who can provide the necessary care and support
(Stange, 2009). CTI allows workers to test whether these formal support resources
are sufficient to provide long-term support after the intervention has ended. Another
key component of CTI is that each of the intervention’s phases has a specific goal: CTI
workers provide intensive outreach in phase 1, mostly act as mediators in phase 2, and
have a monitoring role in phase 3. Because CTI workers aim toward making themselves
more and more dispensable from one phase to the next, the intensity of services can
be decreased gradually during the intervention (Conover, 2012). This is quite a deviation
from the usual services provided after shelter exit in the Netherlands. The structure of
CTI allowed CTI workers to spend more time with their clients immediately after the
transition to housing, which is often a critical time when clients need the most support.
As one of the CTI workers stated during the focus groups: “What I like about CTI is that
you can offer a lot of support in that transition process, right in the beginning. Often
a clear setback becomes apparent after two or three months. Being able to be there
for someone completely at that time [to prevent such a setback], that is what I really
appreciate about this intervention.”
The focus groups that we conducted with CTI workers as part of our fidelity assessment
resulted in several recommendations to policy makers and practitioners for successful
implementation. First of all, staff should be committed to the core principles of the
CTI model. CTI workers expressed during the focus groups that they were less likely
to implement elements of the model that they considered to be unnecessary or
ineffective. Therefore, it would be recommended to assess before implementation
to what extent these core principles are already part of the organization’s culture and
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whether the intervention’s components match existing work processes. Knowledge
transfer through the provision of more information, training, and, at times, individual
coaching can help staff to internalize those principles (Rapp, Etzel-Wise, et al., 2010).
Another recommendation would be to provide CTI workers with sufficient organizational
and team support as well as ongoing coaching. During regular case review, coaches
can foster mutual learning by reflecting together with the CTI workers on the use of
the CTI model and the CTI chart forms as tools to improve clients’ care. To gain ample
experience with the intervention, we would recommend that workers have full CTI
caseloads. As the CTI workers indicated during the focus groups that continuity of
care is of the utmost importance during the transition from institutional to community
living, shelter organizations should preferably integrate similar tools and strengthsbased principles in their residential and follow-up services. Also, CTI workers should
be assigned at least several weeks before shelter exit, so they can engage clients early
and start building a positive working relationship. As a result of negative experiences
with professionals and service providers in the past, it can take more time and effort
to establish a positive, durable working relationship with these clients (Chen & Ogden,
2012). Organizing a transfer-of-care meeting between the shelter case manager, client,
and CTI worker can help the client to realize that the shelter case manager trusts in
the abilities of the CTI worker. It might also help to put the client’s mind at ease that
practical issues will be resolved before the client moves to new housing. These meetings
might be even more fruitful if shelter case managers receive training in how to enhance
communication and collaboration, as suggested by Chen (2012). Last of all, sufficient
access to a community support system is also important. CTI programs are unlikely to
reach high fidelity in environments where access to informal as well as formal supports is
very limited. Possibly, clients’ support networks can be strengthened by linking clients to
peer support workers. There are several examples of practices in which CTI was delivered
by peer support workers, either as the main CTI worker (Nossel et al., 2016) or as part of a
team together with a community mental health worker (da Silva, Lovisi, & Conover, 2014).

Future research
The effect of CTI on long-term recurrent homelessness in the Netherlands, as well as
the cost-effectiveness of this intervention compared to usual services after shelter exit,
deserves attention in future research. The length of follow-up of this trial should extend
well beyond the period of service delivery in order to be able to capture any sleeper
effects found in an earlier CTI study, in which the difference between the CTI and control
group became more pronounced after CTI had ended (Herman et al., 2011). An interesting
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supplement to the intervention would be to involve peer support workers, either by
actively linking them to clients in order to strengthen the clients’ support networks or
by training them to deliver (part of) the intervention as CTI workers.
Given our results, it would also be fascinating to research which factors mediate the
effect of CTI. Rather than comparing CTI to competing models, it could be more fruitful
to attempt to predict which well-defined components of the CTI model, such as ensuring
a “warm transfer” of services in the pre-CTI phase, will facilitate favorable outcomes the
most. A carefully designed dismantling study might be able to identify those features
of CTI that are part of the active mechanism of change (Behar & Fortune, 2017). Also,
identifying characteristics of clients, such as having little social support, that might
interact with these mediating factors could help to determine which clients will benefit
most from receiving this intervention. In the Netherlands, the interest for conducting this
type of research by researchers and funding bodies such as the Netherlands Organization
for Health Research and Development (ZonMw) has grown increasingly during the last
few years (van Dale, Lanting, & van Delden, 2015; van Gorp, Bruil, Kuling, Hillmann, &
Proost, 2015).
Whether CTI can be applied to other times of transition in the lives of vulnerable people,
also warrants further research. In the Netherlands, broad consensus has been reached
regarding the necessity and desirability of reducing the number of vulnerable people
living in institutional settings (Commissie Toekomst beschermd wonen, 2015). Two
possible ways to reach this goal in the homeless shelter system are to focus on early
intervention to prevent homelessness and to employ rapid rehousing in case people do
become homeless (Commissie Toekomst beschermd wonen, 2015). CTI can be applied
not only during the transition from institutional to community living, but there are also
examples of CTI being employed as an early intervention to engage people in services
when they become at risk for homelessness due to a crisis situation, such as people with
schizophrenia who have a history of homelessness (van der Plas, Abdoelbasier, & van
Hemert, 2010), frequent users of a psychiatric emergency room (Nossel et al., 2016), and
people concerned with the threat of eviction due to problematic hoarding behavior (New
York State Psychiatric Institute, 2015). It would be useful for shelter organizations in the
Netherlands and abroad to test whether CTI can be an effective early intervention tool
to prevent homelessness among vulnerable people.
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Conclusions
This thesis has contributed to our knowledge of appropriate support services for
homeless women and men that will enhance continuity of care during and after the
transition from shelter to community living. We concluded that CTI is a fitting intervention
for Dutch shelter services. Although an effect on the number of days housed was not
found because of the low risk of recurrent homelessness during the 9-month followup, the positive effects on family support as well as on mental health for people who
experienced little social support indicate that CTI is a promising intervention. Our fidelity
assessment showed that a fair degree of fidelity to the CTI model was obtained in two
distinct service delivery systems (i.e., services for homeless people and services for
abused women) using the same implementation approach, which led us to conclude
that CTI can be implemented for a range of vulnerable populations. Elements of CTI
that are related to timing—engaging clients early before the transition is made, being
able to provide high-intensity services immediately after the transition when clients
need the most support, and linking clients to community supports early during the
intervention—are amongst the most appreciated by CTI workers and facilitate successful
implementation. Our study into the differences between homeless women and men in
social quality factors showed that women were disadvantaged regarding many factors
shortly before shelter exit and that these differences did not decrease significantly after
shelter exit. To help close this gap, attention should be paid to how shelter services could
be more enhanced for women. Since CTI as well as the usual services did not seem to
produce significantly different effects for women and men, an opportunity remains for
shelter services to improve women’s social quality during and after their shelter stay.
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Chapter 8
Er is effectieve begeleiding nodig om ervoor te zorgen dat meer mensen succesvol over
kunnen gaan van de daklozenopvang naar zelfstandig wonen (Laurier, van Tuijn, & Geel,
2015). Toen er in Nederland nog weinig wetenschappelijk bewijs was voor interventies
in de maatschappelijke opvang, kregen wij de mogelijkheid om een gerandomiseerde
effectstudie uit te voeren naar de effectiviteit en modelgetrouwheid van Critical Time
Interventie (CTI), een interventie voor dakloze mensen die verhuizen van opvang naar
(begeleid) zelfstandig wonen. Dit proefschrift rapporteert de bevindingen van deze
effectstudie en heeft als doel om inzicht te geven in wat adequate begeleiding is voor
dakloze vrouwen en mannen zodat de continuïteit van zorg gewaarborgd blijft tijdens
deze overgangsperiode.
CTI is een krachtgerichte, kortdurende interventie, die is ontwikkeld om kwetsbare
mensen te helpen tijdens perioden van transitie in hun levens. De CTI werker biedt
praktische en emotionele steun en ontwikkelt en versterkt verbindingen tussen de cliënt
en bronnen van steun in de leefomgeving van de cliënt, waardoor een steunnetwerk
wordt gecreëerd waarop de cliënt kan vertrouwen nadat de interventie is afgelopen.
CTI is gestructureerd in drie fasen, waarbij de intensiteit van de begeleiding geleidelijk
vermindert. De eerste fase begint onmiddellijk nadat de cliënt is verhuisd. In deze fase
brengt de CTI werker in kaart welke krachten, risico’s, behoeften en bronnen de cliënt
heeft, helpt de CTI werker de cliënt om maximaal drie leefgebieden te kiezen waarop de
focus ligt tijdens de interventie en introduceert nieuwe steunbronnen bij de cliënt. De
tweede fase is gericht op het testen en aanpassen van het netwerk van steunbronnen.
In de derde fase ligt de nadruk op monitoren en afscheid nemen.
In dit laatste hoofdstuk vat ik het onderzoeksproject samen en interpreteer ik de
bevindingen. Ik bespreek welke methodologische overwegingen zijn gemaakt en wat
mogelijke implicaties zijn voor beleid en praktijk. Daarnaast geef ik suggesties voor
toekomstig onderzoek en een slotconclusie.

Samenvatting van de belangrijkste bevindingen
Literatuuroverzicht van de effectiviteit van casemanagement voor dakloze
mensen (Hoofdstuk 2)
In Hoofdstuk 2 hebben we systematisch de literatuur onderzocht waarin
door (quasi-)experimenteel onderzoek de effectiviteit werd getoetst van vier
casemanagementmodellen in vergelijking met andere begeleiding voor dakloze
mensen. Deze vier casemanagementmodellen zijn Standard Case Management (SCM),
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Intensive Case Management (ICM), Assertive Community Treatment (ACT) en CTI. In
verschillende databanken zochten we naar Engelstalige wetenschappelijke artikelen
die waren gepubliceerd tussen 1985 en 2011. Twee onderzoekers hebben onafhankelijk
getoetst of de gevonden publicaties aan de selectiecriteria voldeden en de interne
validiteit van de geselecteerde studies beoordeeld. De bevindingen van deze studies
werden samengevat en toegelicht met behulp van narratieve synthese, met het doel
om patronen in bevindingen van verschillende studies te ontdekken, om informatie te
geven over de toepasbaarheid van resultaten en om verschillende verklaringen voor
tegenstrijdige uitkomsten tegen elkaar af te wegen.
We vonden 33 publicaties over 21 unieke gerandomiseerde effectstudies of quasiexperimentele studies die één van de casemanagementmodellen vergeleken met
andere begeleiding. Hieraan deden in totaal 5.618 deelnemers mee. Bij de vijf studies
over SCM bestonden de steekproeven voornamelijk uit dakloze mensen die alcohol of
drugs misbruikten. Onder deze doelgroep verbeterde SCM stabiliteit van huisvesting,
verminderde middelengebruik en verlaagde barrières om werk te vinden. In ons
literatuuroverzicht laten de zeven studies die ICM onderzochten weinig bewijs zien voor
de effectiviteit van dit model. Zeven andere studies, die ACT vergeleken met minder
proactieve vormen van casemanagement, tonen aan dat ACT stabiliteit van huisvesting
verbeterde en kosteneffectief was voor mensen met een ernstige psychiatrische
aandoening of een dubbele diagnose. CTI werd in twee studies onderzocht onder
dakloze mensen met een ernstige psychiatrische aandoening: één groep die een
daklozenopvang verliet (Susser et al., 1997) en één die een psychiatrische instelling voor
veteranen verliet om gehuisvest te worden (Kasprow & Rosenheck, 2007). Deze studies
bewezen dat CTI effectief was in het verminderen van het aantal dagen dat zij dakloos
waren en het vergroten van het aantal dagen gehuisvest. Ook vonden beide studies
dat psychiatrische symptomen afnamen en één van de studies dat middelengebruik
verminderde (Herman et al., 2000; Kasprow & Rosenheck, 2007). Bovendien was CTI
kosteneffectief in vergelijking met de begeleiding bij de normale ontslagprocedure (Jones
et al., 2003).
Naast deze bevindingen bracht ons literatuuroverzicht hiaten in het uitgevoerde
onderzoek aan het licht. Veel publicaties beschreven niet of de begeleiding was
uitgevoerd in overeenstemming met de criteria van het model. Daardoor was het
moeilijk om te beoordelen of niet-significante resultaten het gevolg konden zijn van
nonadherentie of een gebrek aan differentiatie in de begeleiding tussen de condities. We
concludeerden dat toekomstige studies een toetsing van de modelgetrouwheid moeten
omvatten, omdat modelgetrouwheid essentieel is in het onderzoeken van de relaties
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tussen casemanagementmodellen, dakloze subgroepen, zorgsetting en uitkomsten.
Onderzoek naar andere effectieve interventies heeft ook aangetoond dat modelgetrouw
uitgevoerde interventies meer positieve effecten teweegbrengen (Cuddeback et al., 2013;
Fukui et al., 2012; McHugo, Drake, Teague, & Xie, 1999).
Behalve het gebrek aan modelgetrouwheidstoetsing merkten we ook dat systematisch
onderzoek om interventies voor dakloze mensen te evalueren bijna niet is uitgevoerd
in Europa. Met uitzondering van één studie waren alle geselecteerde onderzoeken
uitgevoerd in de Verenigde Staten, meestal als onderdeel van onderzoeksprogramma’s
op meerdere locaties die gericht waren op specifieke problemen van die tijd en op
groepen personen met een ernstige psychiatrische aandoening, problematisch
middelengebruik of dubbele diagnose. Omdat andere landen merkbaar verschillen
wat betreft hun socialezekerheidsstelsels, huizen- en arbeidsmarkten en zorgstelsels,
bovenop de verschillen in samenstelling van hun daklozenpopulaties, moeten effectieve
interventies uit de Verenigde Staten systematisch gerevalueerd worden om aan te tonen
of dezelfde resultaten behaald worden in Europese landen. We besloten om CTI nader
te onderzoeken in de Nederlandse opvangsector, omdat deze interventie toepasbaar
leek voor verschillende contexten en doelgroepen, naast dat deze zulke veelbelovende
resultaten had voortgebracht. Bovendien hadden de opvanginstellingen in Nederland
behoefte aan een gestructureerde, in tijd beperkte interventie met een focus op het
vergemakkelijken van de transitie van de opvang naar (begeleid) zelfstandig wonen. CTI
was bijzonder passend voor dit doel.
Modelgetrouwheid van CTI voor dakloze mensen in Nederland (Hoofdstuk 4)
Zoals gezegd is het meten van modelgetrouwheid essentieel in effectiviteitsonderzoek
(Mowbray, Holter, Teague, & Bybee, 2003). In Hoofdstuk 4 rapporteerden we de uitkomsten
van onze modelgetrouwheidstoetsing. We onderzochten de modelgetrouwheid van onze
interventie aan het CTI model in twee hulpverleningssectoren—de maatschappelijke
opvang en de vrouwenopvang—en verkenden welke factoren de modelgetrouwheid
hadden beïnvloed. De dataverzameling bestond uit cliëntdossieronderzoek van een
representatieve steekproef van 70 cliënten, waarvan de ene helft in de daklozenopvang
en de andere helft in de vrouwenopvang had verbleven. Modelgetrouwheid werd
gemeten met 12 items van de CTI modelgetrouwheidsschaal, een kwantitatief instrument
ontwikkeld door Conover en Herman (2007). Bovendien voerden we twee interviews uit
met focusgroepen van in totaal 11 CTI werkers uit beide sectoren.
De interventie behaalde een totale score van 3 uit 5, wat erop wijst dat de interventie
redelijk modelgetrouw was uitgevoerd. Vier van de 12 individuele items waren ook
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redelijk modelgetrouw. Vier items waren niet of slecht uitgevoerd, namelijk three phases,
monitoring, phase planning, en closing note. Vier andere items waren goed uitgevoerd:
9-month follow-up, outreach, intake assessment, en progress notes. Op geen van de
items verschilden de scores voor de modelgetrouwheid significant tussen de twee
hulpverleningssectoren. Door analyse van de focusgroepen ontdekten we acht thema’s
in de factoren die de modelgetrouwheid hadden beïnvloed: begeleiding in de opvang
en bij uitstroom, werkrelatie, behoeften en instelling van cliënten, steunsysteem in de
omgeving, ervaren effectiviteit, modelaanpassingen en onderzoeksopzet, steun van
instelling en team, en werkbladen en training.
Overeenkomstig aan onze toetsing vond men dat CTI redelijk modelgetrouw was
uitgevoerd in een onderzoek waarbij persoonlijke training werd vergeleken met online
training in 15 instellingen voor daklozenopvang verspreid over de Verenigde Staten en
Canada (Olivet, 2013). Aangezien de scores voor de modelgetrouwheid niet verschilden
tussen de maatschappelijke opvang en de vrouwenopvang, toont ons onderzoek
aan dat een vergelijkbaar niveau van modelgetrouwheid behaald kan worden met
dezelfde implementatiestrategie in verschillende sectoren. De scores laten ook zien dat
verbetering mogelijk is: Hoewel er op een meerderheid van de items een 3 of hoger werd
gescoord, wat aangeeft dat ze voldoende zijn uitgevoerd, waren vier van de 12 items niet
of slecht uitgevoerd. De CTI werkers gaven ons inzicht in de factoren die de uitvoering
van de interventie mogelijk hebben beïnvloed, wat belangrijke aanbevelingen opleverde
voor een goede implementatie van CTI in verschillende sectoren.
Effectiviteit van CTI voor dakloze mensen in Nederland (Hoofdstuk 5)
In Hoofdstuk 5 rapporteerden we onze bevindingen over de effectiviteit van CTI in
vergelijking met de gebruikelijke zorg voor dakloze mensen die de overgang maken van
opvang naar (begeleid) zelfstandig wonen. In 18 opvangvoorzieningen verspreid over
Nederland wierven we 183 volwassen cliënten die op het punt stonden om te verhuizen
naar (begeleid) zelfstandig wonen. Cliënten konden alleen deelnemen als ze voor
hun nieuwe woning huur moesten betalen zonder toezicht of dagelijkse begeleiding.
In deze gerandomiseerde effectstudie met parallelle groepen werden de deelnemers
toegewezen aan CTI (N = 94) of de gebruikelijke zorg (N = 89). Onderzoeksassistenten
interviewden de deelnemers op baseline en 3, 6 en 9 maanden daarna. De primaire
uitkomstmaat, aantal dagen gehuisvest, werd geïnventariseerd op ieder meetmoment,
terwijl de intermediaire uitkomsten (steun van familie, steun van vrienden/kennissen
en voldoening van zorgbehoeften) en secundaire uitkomstmaten (kwaliteit van leven,
psychische klachten, zelfvertrouwen, overmatig alcoholgebruik en cannabisgebruik)
werden gemeten op baseline en na 9 maanden. Gemengde modellen met drie niveaus
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zijn gebruikt om de uitkomsten te analyseren volgens het “intention to treat” principe. Na
9 maanden was 5% van de deelnemers uitgevallen. Vanwege ontbrekende data varieerde
het aantal deelnemers in de analyses tussen de 91 en 94 voor de experimentele groep
en tussen de 87 en 89 voor de controle groep.
De analyses toonden aan dat CTI geen effect had op de primaire uitkomstmaat, maar
dat het wel een positief effect had op twee andere uitkomsten. Tijdens de 9 maanden
waarin deelnemers werden gevolgd was CTI effectief in het vergroten van steun van
familie en in het verminderen van psychische klachten bij een subgroep van cliënten
die weinig steun ervaarden. We konden geen effect vinden op het aantal dagen
gehuisvest, de primaire uitkomstmaat, waarschijnlijk omdat er in beide groepen erg
weinig deelnemers opnieuw dakloos werden in de relatief korte periode waarin wij hen
volgden. De experimentele en controle groep verschilden ook niet significant in steun van
vrienden/kennissen, voldoening van zorgbehoeften, kwaliteit van leven, zelfvertrouwen,
overmatig alcoholgebruik en cannabisgebruik.
Hoewel CTI geen effect had op het aantal dagen gehuisvest, concludeerden we dat
CTI een passende interventie kan zijn voor maatschappelijke opvanginstellingen.
Het sociale beleid in Europa is er tegenwoordig meer op gericht om het gebruik van
informele steunbronnen te stimuleren (Grootegoed & van Dijk, 2012). In de context van
deze beleidsveranderingen is onze bevinding dat CTI familiesteun verbetert des te meer
relevant. Het zou interessant zijn om te onderzoeken of CTI kosteneffectief is ten opzichte
van gebruikelijke zorg, omdat 9 maanden na het vertrek uit de opvang de frequentie van
contact met de begeleider relatief lager was onder de cliënten die CTI ontvingen dan
onder cliënten die gebruikelijke zorg kregen. Bovendien stopt CTI na 9 maanden terwijl de
gebruikelijk zorg volgens de deelnemende instellingen wel tot 2,5 jaar kon voortduren. Dit
kosteneffectiviteitsonderzoek, waarin deelnemers langer gevolgd moeten worden dan
de 9 maanden die de interventie duurt, zou ook kunnen aantonen dat CTI wel effectief
is in het voorkomen van verlies van huisvesting op de lange termijn.
Verschillen tussen dakloze vrouwen en mannen in Nederland (Hoofdstuk 6)
Om de continuïteit van zorg voor zowel dakloze vrouwen als mannen te helpen verbeteren
tijdens en na hun vertrek uit de opvang, beschrijven we in Hoofdstuk 6 genderverschillen
in factoren die de dagelijkse kwaliteit van leven beïnvloeden. Aangezien we de data
gebruikten van onze effectstudie, bestond de steekproef wederom uit 183 volwassenen
die dakloos waren en op het punt stonden om te verhuizen naar (begeleid) zelfstandig
wonen. Van hen waren 85 (46%) vrouw en 98 (54%) man. De factoren die we gebruikten
om vrouwen en mannen te vergelijken zijn geselecteerd op basis van het model van
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sociale kwaliteit. Van der Maesen & Walker (2012) definieerden sociale kwaliteit als de
mate waarin mensen kunnen participeren in het sociale, economische en culturele
leven onder condities die gunstig zijn voor hun welzijn en zelfrealisatie, waardoor zij
op hun beurt invloed kunnen uitoefenen op de condities van hun eigen bestaan en de
ontwikkeling van hun gemeenschap. Volgens het model van sociale kwaliteit vormen
twee wisselwerkingen—tussen de maatschappij en het individu en tussen formele relaties
en informele relaties—een kader met vier condities die de dagelijkse kwaliteit van leven
van individuen bepalen: bestaansvoorwaarden, sociale inbedding, maatschappelijke
inbedding en zelfregulering (Wolf, 2016). Verschillen in sociaal-demografische kenmerken
werden getoetst met t-toetsen en χ-kwadraattoetsen, verschillen in factoren van sociale
kwaliteit voorafgaand aan vertrek uit de opvang werden onderzocht met gemende
modellen met twee niveaus (deelnemers genest in instellingen) en veranderingen in deze
factoren na vertrek uit de opvang met gemengde modellen met drie niveaus (observaties
genest in deelnemers en deelnemers genest in instellingen).
Met betrekking tot de sociaal-demografische kenmerken waren vrouwen significant
jonger dan mannen en hadden vaker kinderen en een lager opleidingsniveau. In alle
vier de condities van sociale kwaliteit vonden we dat vrouwen significant verschilden
van mannen voorafgaand aan vertrek uit de opvang. Ze waren vaker werkeloos en
vaker slachtoffer geweest van een misdaad (bestaansvoorwaarden). Meer vrouwen
dan mannen hadden minderjarige kinderen die bij hen verbleven (sociale inbedding)
en vrouwen maakten gebruik van meer verschillende soorten zorg en hulpverlening
(maatschappelijke inbedding). Daarnaast gaven ze aan een lager zelfvertrouwen, minder
tevredenheid met hun gezondheid en empowerment en meer psychische klachten te
hebben. Echter, zij gebruikten minder vaak dan mannen overmatig alcohol of cannabis
(zelfregulatie). In de 9 maanden na hun vertrek uit de opvang zagen we geen verschillen
tussen vrouwen en mannen in de veranderingen over de tijd van deze factoren van
sociale kwaliteit.
De bevinding dat vrouwen op veel factoren benadeeld zijn ten opzichte van mannen
voorafgaand aan hun vertrek uit de opvang geeft aan dat dit een bijzonder kwetsbare
groep is. Om dit gat tussen vrouwen en mannen te dichten, en de continuïteit van zorg
voor dakloze vrouwen tijdens en na vertrek uit de opvang te verbeteren, zouden de
begeleiding en hulpverlening binnen en buiten de opvang meer toegespitst kunnen
worden op de behoeften van vrouwen. Omdat dakloze vrouwen vaak alleenstaande
moeders zijn, is het belangrijk hen te helpen om in hun eigen leefomgeving voorwaarden
te creëren, zoals betaalbare kinderopvang (van den Dries et al., 2016), waarmee ze tijd
krijgen om een opleiding te volgen en hun arbeidskansen te verbeteren. Om een veilige
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leefomgeving te waarborgen voor deze vrouwen, die vaak een geschiedenis van geweld
en mishandeling hebben, is het ook van essentieel belang om hen zo snel mogelijk
stabiel te huisvesten en samen te werken met instellingen voor vrouwenopvang, politie
en andere wetshandhavende instanties (European Federation of National Organizations
Working with the Homeless, 2007; Mayock, Parker, & Sheridan, 2015). Daarnaast zou
trauma-georiënteerde zorg deze vrouwen kunnen helpen om hun geweldservaringen te
verwerken en hun mentale gezondheid, zelfvertrouwen en empowerment te verbeteren
(Elliott, Bjelajac, Fallot, Markoff, & Reed, 2005; Hopper, Bassuk, & Olivet, 2010).

Interpretatie van de bevindingen
Positieve effecten van CTI in internationale context
In Nederland had CTI bij dakloze mensen die verhuisden van de opvang naar (begeleid)
zelfstandig wonen een positief effect op twee uitkomstmaten, wat bevestigt dat
CTI toegepast kan worden buiten de Verenigde Staten. De bevinding dat de ervaren
steun van familie toenam toont aan dat deze interventie met succes het netwerk van
informele steunbronnen versterkt. Daarnaast had CTI een positief effect op de mentale
gezondheid doordat de interventie psychische klachten verminderde bij degenen
die weinig sociale steun ervaarden. In de effectstudie naar CTI onder mishandelde
vrouwen, dat parallel werd uitgevoerd aan dit onderzoek, verminderde CTI significant
posttraumatische stresssymptomen vergeleken met de gebruikelijke zorg (Lako et al.,
2018). Aangezien onderzoek uit de Verenigde Staten ook heeft aangetoond dat CTI de
ernst van symptomen kan verminderen (Herman et al., 2000; Kasprow & Rosenheck, 2007;
Shinn, Samuels, Fischer, Thompkins, & Fowler, 2015), lijkt dit positieve effect van CTI op
de mentale gezondheid onafhankelijk te zijn van het zorgstelsel, de sociale context of
de doelgroep.
Om onze bevindingen te kunnen vergelijken met andere experimentele studies naar het
effect van CTI hebben we in augustus 2018 systematisch gezocht naar literatuur over dit
onderwerp. Tijdens de selectieprocedure hebben we niet alleen studies geïncludeerd
waarvan de steekproef overwegend dakloos was (zoals we hebben gedaan voor onze
systematische literatuuronderzoek in Hoofdstuk 2), maar ook andere kwetsbare
doelgroepen (zie Appendix 5 voor de zoekstrategie en selectieprocedure). We vonden één
studie die zou voldoen aan de originele selectiecriteria van ons literatuuronderzoek en
zes studies met steekproeven van andere doelgroepen. Het onderzoek dat geïncludeerd
zou zijn in Hoofdstuk 2 was een gerandomiseerde effectstudie waarin Family Critical
Time Intervention (FCTI) werd vergeleken met de gebruikelijke zorg voor dakloze moeders
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met een psychische aandoening en hun kinderen tijdens de overgang van opvang naar
zelfstandig wonen. FCTI had geen toegevoegd effect op de symptomatologie van de
moeders, aangezien moeders in beide groepen een significante afname van psychische
klachten meldden tijdens de vervolgperiode (Samuels, Fowler, Ault-Brutus, Tang, &
Marcal, 2015). Daarentegen hadden kleuters en adolescenten die FCTI kregen minder
mentale gezondheidsproblemen en minder problemen op school vergeleken met
kleuters en adolescenten die gebruikelijke zorg kregen (Shinn et al., 2015).
De literatuur laat zien dat niet alleen mensen die dakloos zijn kunnen profiteren van CTI.
We vonden zes studies waarin de effectiviteit van CTI bij andere kwetsbare doelgroepen
werd onderzocht. Deze onderzoeken zijn met name in de Verenigde Staten uitgevoerd
en richtten zich vooral op personen met een ernstige psychiatrische aandoening die
werden ontslagen uit een psychiatrische instelling. In het eerste onderzoek, waarin
150 deelnemers willekeurig werden toegewezen aan CTI bovenop de gebruikelijke
begeleiding of alleen gebruikelijke begeleiding, ontdekte men dat CTI het risico op
dakloosheid (Herman et al., 2011) en het risico op heropname (Tomita & Herman, 2012)
verminderde. Vergelijkbaar met de bevindingen van de effectstudie uit dit proefschrift
had de CTI-groep tijdens de vervolgperiode frequenter contact met familie en was meer
tevreden geworden met hun familierelaties dan de controle groep (Tomita, Lukens, &
Herman, 2014). Tenslotte hadden degenen die waren toegewezen aan CTI betere toegang
tot zorg dan degenen die alleen de gebruikelijke begeleiding kregen (Tomita & Herman,
2015). In een andere steekproef, bestaande uit veteranen die werden ontslagen uit een
psychiatrische instelling, verbeterde een verkorte, 3 maanden durende vorm van CTI de
continuïteit van de zorg, de tevredenheid met zaken omtrent justitie en veiligheid (een
subjectief domein van kwaliteit van leven) en sociale contacten in het algemeen (een
objectief domein van kwaliteit van leven) in vergelijking met de gebruikelijke begeleiding.
Echter, de verkorte CTI had geen effect op andere domeinen van kwaliteit van leven
of op hun psychiatrische symptomen (Dixon et al., 2009). De verkorte CTI is nogmaals
geëvalueerd in een quasi-experimenteel cohortonderzoek onder mensen die meerdere
malen waren opgenomen in psychiatrische ziekenhuizen. In deze steekproef was de
verkorte CTI geassocieerd met een verminderde mate van heropnames op korte termijn,
alhoewel het gebruik van ambulante geestelijke gezondheidszorg en verslavingszorg niet
verschilde tussen de cohorten (Shaffer et al., 2015). Het laatste onderzoek uit de Verenigde
Staten richtte zich op mensen die frequent gebruik maakten van de Spoedeisende Hulp
(SEH) voor psychiatrische problemen. Dit quasi-experimentele onderzoek, waarin CTI
6 maanden duurde en werd uitgevoerd door ervaringsdeskundigen, evalueerde of CTI
een effect had op zorggebruik. Onder deelnemers die CTI kregen nam het gebruik van
ambulante zorg toe in de 12 maanden na het eerste bezoek aan de SEH, terwijl het
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gebruik van ambulante zorg in dezelfde periode afnam in de vergelijkingsgroep (Nossel
et al., 2016). Desondanks nam door CTI het gebruik van SEH of residentiële zorg niet af
in vergelijking met de gebruikelijke zorg.
Buiten de Verenigde Staten zijn twee studies uitgevoerd waarin CTI werd onderzocht
onder niet-dakloze personen: Eén onderzoek is uitgevoerd in het Verenigd Koninkrijk en
één in Brazilië. In acht gevangenissen in het Verenigd Koninkrijk zijn 150 mannen met een
ernstige psychiatrische aandoening geworven om deel te nemen toen zij op het punt
stonden om vrijgelaten te worden (Shaw et al., 2017). Zes weken na hun vrijlating hadden
deelnemers die toegewezen waren aan CTI vaker contact met ambulante geestelijke
gezondheidszorg dan deelnemers toegewezen aan gebruikelijke zorg. Dit effect werd
ook gevonden na 6 maanden, maar niet na 12 maanden. Jammer genoeg konden Shaw
et al. (2017) niet nagaan of CTI effect had op recidive of zorggebruik op de lange termijn.
In Brazilië werd CTI toegevoegd aan de gebruikelijke zorg voor oudere personen met
een ernstige psychiatrische aandoening, die na een groot deel van hun leven in een
psychiatrische instelling te hebben verbleven verhuisden naar woonvoorzieningen in
de gemeenschap (da Silva et al., 2017). Aangezien deze voorzieningen groepswoningen
waren, waarbij acht personen slaapkamers, een woonkamer, een keuken en badkamers
deelden, werd in dit onderzoek per cluster gerandomiseerd. Het sociaal functioneren
en de zelfperceptie van hun mentale gezondheid verbeterden onder de 71 deelnemers,
maar de resultaten toonden geen voordeel aan van CTI vergeleken met de gebruikelijke
zorg (da Silva et al., 2017). Mogelijk is het uitblijven van toegevoegde effecten van CTI te
verklaren door de plaatsing in groepswoningen of de kleine steekproef.
Het bewijs voor de effectiviteit van CTI laat niet alleen zien dat deze interventie positieve
effecten kan hebben onder verschillende kwetsbare groepen, maar geeft ook inzicht
in welke factoren dit effect mogelijk mediëren. Op basis van het CTI-model zou een
verbetering van het gebruik van sociale en professionele steunbronnen de meest
plausibele mediator zijn. Bijna alle onderzoeken naar CTI hebben gevonden dat deze
interventie de continuïteit van zorg verbetert of het gebruik van ambulante zorg of
reguliere hulpverlening in de eigen leefomgeving vergroot (Dixon et al., 2009; Lako et al.,
2018; Nossel et al., 2016; Samuels et al., 2015; Shaw et al., 2017; Tomita & Herman, 2015).
Het is opvallend dat twee onderzoeken positieve effecten hebben gevonden van CTI
op terugkerende dakloosheid (Susser et al., 1997) en heropname in een psychiatrisch
ziekenhuis (Shaffer et al., 2015), terwijl de interventie het gebruik van zorg en andere
hulpverlening niet significant leek te beïnvloeden (Jones et al., 2003; Shaffer et al.,
2015). Het is mogelijk dat deze effecten werden gemedieerd door een verbetering van
de informele steun, maar helaas werd dit construct niet gemeten in deze onderzoeken.
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Een meerderheid van de onderzoeken die wel een dergelijke maat includeerden, inclusief
het huidige onderzoek, vonden een positief effect van CTI op informele steun (de Vet
et al., 2017; Dixon et al., 2009; Tomita et al., 2014). Bovendien voerden Tomita et al.
(2014) een mediatieanalyse uit, die aantoonde dat het effect van CTI op heropname
in hun steekproef tot op zekere hoogte werd gemedieerd door een verbetering van de
tevredenheid met familierelaties.
Naast factoren die het effect van CTI mediëren, kunnen we ook beginnen te evalueren
welke kenmerken van cliënten het effect van CTI modificeren, zodat subgroepen
geïdentificeerd kunnen worden die het meeste baat hebben bij deze interventie. De
effectstudie die we hebben uitgevoerd laat een interactie zien tussen CTI en sociale steun
met betrekking tot de uitkomstmaat psychische klachten. Deze interactie suggereert
dat CTI effectief was in het verminderen van psychische klachten bij cliënten die weinig
steun van vrienden of kennissen ervaarden, mogelijk omdat deze cliënten meer baat
hebben van het positieve effect van CTI op steun van familie. Een ander kenmerk waar
we rekening mee gehouden hebben is gender. In ons onderzoek naar genderverschillen
onder mensen die vertrekken uit de opvang vonden we dat vrouwen benadeeld zijn ten
opzichte van mannen op veel factoren van sociale kwaliteit voor vertrek uit de opvang.
Toen we de veranderingen in deze factoren na vertrek uit de opvang vergeleken tussen
vrouwen en mannen namen we ook in overweging dat er interacties konden bestaan
tussen gender en de toegewezen conditie. Deze analyses gaven aan dat het effect van
CTI niet significant verschilde tussen de genders. Toen Herman et al. (2011) hun analyses
afzonderlijk voor vrouwen en mannen herhaalden waren hun resultaten verglijkbaar. Dus
hoewel er verschillen zijn tussen vrouwen en mannen lijkt het werkzame mechanisme
van CTI geen verschillende effecten te produceren. Dit betekent helaas ook dat noch
CTI noch de gebruikelijke zorg het gat in sociale kwaliteit tussen vrouwen en mannen
kan dichten. Daarom raden we aan dat maatschappelijke opvanginstellingen hun
residentiële en ambulante begeleiding meer toespitsen op de behoeften van dakloze
vrouwen, bijvoorbeeld door hen te helpen toegang te verkrijgen tot voorzieningen
voor (alleenstaande) moeders met minderjarige kinderen of door hun begeleiding te
specialiseren voor vrouwen die geweld meegemaakt hebben.
Niet vinden van effect op primaire uitkomstmaat
Eerder onderzoek naar CTI heeft aangetoond dat deze interventie terugkerende
dakloosheid kan voorkomen, maar wij konden dit resultaat niet repliceren. Het aantal
dagen gehuisvest was vergelijkbaar in de experimentele en controle groep. In beide
groepen werden heel erg weinig deelnemers weer dakloos tijdens de vervolgperiode.
Deze bevinding zou kunnen aanduiden dat in Nederland het risico om weer dakloos te
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worden klein is tijdens de eerste 9 maanden na vertrek uit de opvang. Echter, we moeten
ook erkennen dat het risico op terugkerende dakloosheid mogelijk hoger was onder
de cliënten die weigerden om deel te nemen aan dit onderzoek. Van de cliënten die in
aanmerking kwamen weigerde 64% om mee te doen. Degenen die afzagen van deelname
waren significant jonger dan de deelnemers en het is aangetoond dat een jongere leeftijd
een risicofactor kan zijn voor verlies van huisvesting onder voormalig dakloze mensen
(Byrne, Henwood, & Scriber, 2018; Malone, 2009; Min, Wong, & Rothbard, 2004; Tsemberis
& Eisenberg, 2000). Het is mogelijk dat CTI het behoud van huisvesting wel verbeterd zou
hebben onder de cliënten die afzagen van deelname in het onderzoek.
Daarnaast maken we de kanttekening dat onze vervolgperiode relatief kort was,
aangezien deze niet langer was dan de duur van de interventie. Daardoor konden
zogenaamde vertraagde effecten niet worden gedetecteerd (Herman et al., 2011). De
rationale voor CTI is dat een kortdurende interventie een blijvend effect kan hebben
als het effectief is in het verbinden van deelnemers met langdurige steunbronnen die
beschikbaar blijven nadat de interventie eindigt (Herman & Mandiberg, 2010). Alleen
aanvullend onderzoek kan uitwijzen of CTI een positief langetermijneffect heeft op
behoud van huisvesting in Nederland.
Ook een groter onderscheid tussen de condities had mogelijk meer positieve effecten
teweeg gebracht. Eén manier waarop differentiatie verbeterd kan worden is door een
interventie meer modelgetrouw uit te voeren (Bond, Evans, Salyers, Williams, & Kim,
2000). Onze modelgetrouwheidstoetsing liet zien dat CTI redelijk modelgetrouw was
uitgevoerd, dus er was zeker ruimte voor verbetering. Bovendien kunnen we niet
uitsluiten dat de voorwaarden voor goede modelgetrouwheid zijn onder- of overschat.
Vooralsnog is de originele modelgetrouwheidsschaal niet formeel gevalideerd (Herman
& Mandiberg, 2010). In de handleiding voor de modelgetrouwheidsschaal van CTI staan
afkappunten om modelgetrouwheidsscores te berekenen en normen om deze scores
te interpreteren (Conover, 2012). Validatie van deze modelgetrouwheidsschaal is echter
nodig om te bepalen of de huidige afkappunten en normen gehandhaafd kunnen worden
(Mowbray et al., 2003).
Het onderscheid tussen de condities zou in ons onderzoek kleiner geweest kunnen
zijn dan in eerdere onderzoeken naar CTI. De intensiteit van de gebruikelijke zorg was
behoorlijk hoog, gezien ongeveer een kwart van cliënten in de controle groep 9 maanden
na vertrek uit de opvang nog steeds op wekelijkse basis persoonlijke begeleiding
ontving. Zulke ambulante begeleiding was doorgaans niet beschikbaar in de Verenigde
Staten (Herman et al., 2007). Desalniettemin konden we aantonen dat de begeleiding
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in de experimentele en controle groep verschilde op een aantal cruciale punten. We
stelden deelnemers vragen over de ontvangen begeleiding, die gerelateerd waren
aan zes kernelementen van CTI. We vonden bijvoorbeeld dat 83% van de deelnemers
toegewezen aan CTI begeleiding hadden ontvangen tijdens de gehele vervolgperiode,
terwijl dit aandeel in de controle groep was gedaald tot 59% na 9 maanden. Een
ander voorbeeld is dat meer deelnemers toegewezen aan CTI regelmatig hulp kregen
van andere professionals, vooral na 9 maanden (71% tegenover 45% van de controle
groep), wat aangeeft dat CTI-werkers succesvol waren in het verbinden van cliënten met
professionele steunbronnen in hun leefomgeving. De antwoorden van de deelnemers
op deze vragen toonden aan dat sommige elementen van begeleiding, die essentieel
zijn voor het CTI-model, verschilden tussen de experimentele en controle conditie zoals
bedoeld, maar lieten ons tegelijkertijd zien dat in sommige opzichten differentiatie
verbeterd had kunnen worden.

Methodologische overwegingen
Sterktes
Impuls - Onderzoekscentrum maatschappelijke zorg initieerde dit onderzoeksproject
samen met de 10 grootste maatschappelijke opvanginstellingen in Nederland. Buiten
de Verenigde Staten is het zeldzaam dat een gerandomiseerde effectstudie wordt
uitgevoerd om de effectiviteit van een interventie voor dakloze mensen in de opvang
te toetsen (Rensen et al., 2008; Toro, 2007), wat dit onderzoeksproject uniek maakt. Het
grootste voordeel van deze onderzoeksopzet is dat het inferenties over causale relaties
mogelijk maakt: Het willekeurig toewijzen van deelnemers aan een experimentele en
controle groep staat ons toe om te concluderen dat verschillen tussen de twee groepen
waarschijnlijk toegeschreven kunnen worden aan de experimentele conditie.
De instrumenten en procedures gebruikt om deelnemers te selecteren, te interviewen
en te volgen zijn sterke punten van dit onderzoek. Om de uitvoerbaarheid van onze
vragenlijst te evalueren hebben we pilotversies afgenomen bij cliënten voordat de
dataverzameling begon en hebben we gestandaardiseerde instrumenten gebruikt voor
op één na alle uitkomstmaten. We stelden erg weinig criteria om cliënten te excluderen
van onze steekproef; ze werden alleen uitgesloten wanneer zij jonger dan 18 jaar waren,
langer dan 14 maanden in de opvang verbleven, niet (begeleid) zelfstandig gingen wonen
of verhuisden naar een gebied waar geen van de deelnemende instellingen begeleiding
kon bieden. Een afhankelijkheid van alcohol of drugs, bijvoorbeeld, was geen reden
voor exclusie. Cliënten met een slechte beheersing van de Nederlandse taal konden
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ook deelnemen aan dit onderzoek. Verschillende interviewers spraken meerdere talen
vloeiend en interviews werden zo nodig afgenomen met behulp van een tolk. Tijdens
de vervolgperiode belden onderzoeksassistenten deelnemers elke 3 maanden om
afspraken te maken en interviews af te nemen. De interviewers werden geselecteerd
met strenge criteria om variabiliteit zo laag mogelijk te houden: Ze moesten een relevante
wetenschappelijke opleiding of beroepsopleiding hebben, in staat zijn om een goede band
met deelnemers op te bouwen en eerdere werkervaring met kwetsbare mensen hebben.
Daarnaast werden zij getraind door het onderzoeksteam voorafgaand aan en tijdens de
dataverzamelingsperiode. Tijdens in ieder geval de eerste twee interviews werden ze
vergezeld door een lid van het onderzoeksteam of een andere ervaren interviewer. Om
uitval te voorkomen verzamelden onderzoeksassistenten contactinformatie van mensen
in het netwerk van deelnemers, verstrekten interviewvergoedingen met een oplopende
waarde, overhandigden afspraakkaarten met de datum van het volgende interview en
stuurden bedankkaarten na afloop van het interview. Deze maatregelen droegen bij aan
het lage uitvalspercentage van 5% op het laatste meetmoment.
Een ander sterk punt van dit project is dat managers, werkers en cliënten van deze
instellingen nauw samen werkten met het onderzoeksteam in het ontwerp en de
uitvoering van het onderzoek. Door deze nauwe samenwerking kon een uitvoerig
plan voor de implementatiestrategie ontwikkeld en uitgevoerd worden. Bovendien
investeerden CTI-werkers en hun coaches veel tijd en inspanning in de doorlopende
leerwerkbijeenkomsten en het regelmatige cliëntoverleg om de interventie zo
modelgetrouw mogelijk uit te voeren. Het feit dat niet alleen het effect maar ook de
modelgetrouwheid van de interventie is geëvalueerd, is ook zeker een kracht van dit
onderzoek.
Beperkingen
Hoewel de opzet van de studie aanzienlijke voordelen heeft, zijn er ook een aantal nadelen
die erkend moeten worden. Wat betreft de interviewprocedure zijn onze bevindingen
beperkt door het feit dat we alleen data door zelfrapportage hebben verzameld. We
waren vooral geïnteresseerd of cliënten zelf ervaarden dat hun situatie was verbeterd als
gevolg van de interventie en zelfrapportage is het meest passend om deze ervaringen te
evalueren. Verder hebben vergelijkbare onderzoeken naar casemanagement voor dakloze
mensen ook vertrouwd op zelfrapportage om de belangrijkste uitkomsten te meten (de
Vet et al., 2013). Niettemin had een tweede databron wellicht onze bevindingen kunnen
valideren of had verschillen tussen de condities in objectieve maten kunnen laten zien
die onze zelfrapportagedata niet konden aantonen (Calsyn, Morse, Klinkenberg, & Trusty,
1997). Een andere beperking van onze dataverzameling was dat sommige deelnemers
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spontaan onthulden welke type begeleiding zij ontvingen (CTI of de gebruikelijke zorg)
tijdens de vervolginterviews terwijl de interviewers blind waren voor de toegewezen
conditie. Echter, het gebruik van gestandaardiseerde instrumenten en de uitgebreide
training van interviewers zou ervoor gezorgd moeten hebben dat vertekening van de
resultaten (“bias”) beperkt is gebleven. Ten slotte hebben we al eerder genoemd dat
de vervolgperiode relatief kort was, namelijk net zolang als de duur van de interventie.
Generaliseerbaarheid
De bevindingen van deze effectstudie zouden gegeneraliseerd kunnen worden naar
dakloze mensen die de overgang maken van opvang naar (begeleid) zelfstandig wonen
in Nederland, aangezien de 18 opvangvoorzieningen waar deelnemers geworven zijn
verspreid waren over het hele land en hun werkgebieden een groot deel van Nederland
bestreken. Zoals eerder benoemd waren er weinig criteria om cliënten te excluderen
van deelname. Bovendien draagt het lage uitvalspercentage bij aan de externe validiteit
van de resultaten, omdat generaliseerbaarheid afneemt wanneer deelnemers die
gevolgd worden verschillen van degenen die uitvallen (Gustavson, von Soest, Karevold,
& Røysamb, 2012).
Dat gezegd hebbend, zijn er ook aspecten van het onderzoek die de generaliseerbaarheid
van de bevindingen verminderen. De helft (55%) van de cliënten die uit de opvang
vertrokken voldeed niet aan de selectiecriteria, dus we kunnen niet zeggen of CTI dezelfde
effecten zou hebben voor degenen die uitgesloten zijn van dit onderzoek. De meest
voorkomende reden om cliënten te excluderen was dat zij niet (begeleid) zelfstandig
gingen wonen na vertrek uit de opvang. De reden om cliënten te excluderen die naar een
woonsituatie met dagelijkse begeleiding of toezicht overgingen was dat continuïteit van
zorg vaak geborgd was tijdens dit soort transities. Na een bezoek aan New York in 2009
om de ontwikkelaars van de interventie te ontmoeten besloten het onderzoeksteam en
de deelnemende opvanginstellingen dat CTI het meest geschikt zou zijn voor de transitie
van opvang naar (begeleid) zelfstandig wonen. Tijdens deze transitie moet de afstand
tussen hulpverlening vanuit de maatschappelijke opvang en reguliere hulpverlening in
de nieuwe leefomgeving van de cliënt worden overbrugd en daarom zouden cliënten het
meest gebaat zijn bij CTI in deze periode. Naast de cliënten die afvielen op basis van de
selectiecriteria weigerde bijna twee derde (64%) van de cliënten die wel in aanmerking
kwamen om deel te nemen. Deze relatief lage respons, een fenomeen dat toeneemt in
wetenschappelijk onderzoek tijdens de afgelopen decennia (Arfken & Balon, 2011; Galea
& Tracy, 2007), zou een negatieve impact kunnen hebben op de generaliseerbaarheid van
onze bevindingen. Zoals eerder benoemd waren degenen die niet deelnamen significant
jonger dan de deelnemers, wat erop zou kunnen wijzen dat ze een hoger risico hadden
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om opnieuw hun huisvesting te verliezen. Hoewel niet-deelnemende cliënten niet
verschilden van deelnemers wat betreft gender of geboorteland (i.e. geboren binnen
of buiten Nederland), is het mogelijk dat er andere verschillen waren in kenmerken die
niet gerapporteerd werden.

Implicaties voor beleid en praktijk
CTI zou een passende interventie kunnen zijn voor maatschappelijke opvanginstellingen
als een model voor hun begeleiding bij vertrek uit de opvang. Het positieve effect van
CTI op steun van familie uit ons onderzoek laat zien dat de CTI-werker significant kan
bijdragen aan het versterken van de relaties tussen cliënten en hun familieleden. Een
kernelement van CTI is dat werkers zoveel mogelijk gebruik maken van informele
steunbronnen (Conover, 2012; Herman, 2014). Omdat het huidige nationale en Europese
sociale beleid aanmoedigt dat mensen meer leunen op informele steunbronnen dan op
publieke voorzieningen (Grootegoed & van Dijk, 2012), is het belangrijk dat interventies
voor kwetsbare mensen familieleden of andere natuurlijke bronnen van sociale
steun zoveel mogelijk betrekken in plaats van alleen te vertrouwen op professionele
steunbronnen en hulpverlening. Andere voorbeelden van interventies die gericht zijn
op het ontwikkelen van de zelfdeterminatie van cliënten door familieleden te betrekken
zijn Resource Group Assertive Community Treatment voor mensen met een ernstige
psychiatrische aandoening (Nordén, Malm, & Norlander, 2012) en de Eigen Krachtconferentie voor ouders en kinderen die in contact staan met jeugdzorg (Lupton, 1998).
Het concept dat familieleden, vrienden, buren en anderen in de gemeenschap gezien
worden als belangrijke natuurlijke steunbronnen is ook integraal onderdeel van andere
interventies die herstel ondersteunen, zoals het Strengths model (Slade et al., 2014) en
Krachtwerk (Wolf, 2016).
Desalniettemin blijft het belangrijk dat kwetsbare mensen ook toegang kunnen krijgen
tot formele steunbronnen in hun leefomgeving. Zelfs met steun vanuit hun sociale
netwerk zijn veel van hen niet zelfredzaam zonder voldoende zorg en steun vanuit de
gezondheidszorg en sociale voorzieningen (van der Ham, den Draak, Mensink, Schyns,
& van de Berg, 2018). Door de fragmentatie van de hulpverlening kan het moeilijk zijn
voor kwetsbare mensen om hulpverleners en instanties te vinden die de benodigde
zorg en steun kunnen geven (Stange, 2009). CTI geeft werkers de ruimte om te testen of
formele steunbronnen voldoende steun op de lange termijn kunnen bieden na afloop
van de interventie. Een ander kernelement van CTI is dat elke fase van de interventie
een specifiek doel heeft: CTI-werkers bieden intensieve begeleiding in de leefomgeving
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van de cliënt in fase 1, treden voornamelijk op als bemiddelaars in fase 2 en hebben een
waarnemende rol in fase 3. Omdat CTI-werkers trachten zichzelf steeds meer overbodig
te maken van de ene naar de andere fase, kunnen ze de intensiteit van de begeleiding
langzamerhand verminderen tijdens de interventie (Conover, 2012). Dit is een behoorlijke
deviatie van de gebruikelijke begeleiding die wordt geboden na vertrek uit de opvang
in Nederland. De structuur van CTI staat toe dat CTI-werkers meer tijd hebben met
hun cliënten direct na de overgang naar (begeleid) zelfstandig wonen, wat vaak een
kritische periode is waarin cliënten de meeste steun nodig hebben. Zoals één van de
CTI-werkers zei bij de focusgroepen: “Wat ik wel heel mooi vind aan CTI, is dat je juist in
dat transitieproces, dus in het begin, flink wat begeleiding kunt bieden. Meestal is er na 2,
3 maanden wel een hele duidelijke terugval zichtbaar. Dat je er dan helemaal voor iemand
kan zijn [om zo’n terugval te voorkomen], dat vind ik wel heel mooi aan deze methodiek.”
De focusgroepen met de CTI-werkers, uitgevoerd als onderdeel van onze
modelgetrouwheidstoetsing, leverden een aantal aanbevelingen op voor beleidsmakers
en werkers over hoe CTI goed te implementeren. Ten eerste moeten de medewerkers
gecommitteerd zijn aan de kernelementen van het CTI model. CTI-werkers uitten
tijdens de focusgroepen dat ze minder geneigd waren om elementen van het model
uit te voeren als zij deze onnodig of ineffectief vonden. Daarom is het aan te raden om
voorafgaand aan de implementatie te evalueren in hoeverre de krachtgerichte principes
reeds deel uitmaken van de cultuur van de opvanginstelling en of de kernelementen
van de inventie passen binnen de huidige werkprocessen. Kennisoverdracht door het
geven van aanvullende informatie, training en nu en dan individuele coaching kan
medewerkers helpen om deze kernelementen te internaliseren (Rapp, Etzel-Wise, et
al., 2010). Een andere aanbeveling is om te zorgen dat CTI-werkers voldoende steun
vanuit de instelling en het team en doorlopende coaching krijgen. Tijdens regelmatig
cliëntoverleg kunnen coaches het gezamenlijk leerproces bevorderen door samen met
de CTI-werkers te reflecteren op het gebruik van het CTI-model en de bijbehorende
werkbladen als instrumenten om de begeleiding van cliënten te verbeteren. Om
voldoende ervaring te krijgen met de interventie raden we aan dat CTI-werkers alleen
cliënten met CTI begeleiden. Omdat de CTI-werkers aangaven tijdens de focusgroepen
dat continuïteit van zorg van groot belang is tijdens de transitie van een opvang
naar (begeleid) zelfstandig wonen, zouden opvanginstellingen bij voorkeur dezelfde
instrumenten en krachtgerichte principes in hun residentiële en ambulante begeleiding
moeten integreren. Ook zouden CTI-werkers minstens enkele weken voor vertrek aan een
cliënt toegewezen moeten worden, zodat ze vroeg contact kunnen maken met de cliënt
en kunnen beginnen met het opbouwen van een positieve werkrelatie. Als gevolg van
negatieve ervaringen met hulpverleners en instanties in het verleden kan het meer tijd
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en moeite kosten om een positieve, duurzame werkrelatie met deze cliënten tot stand te
brengen (Chen & Ogden, 2012). Door het organiseren van een warme overdacht, waarbij
de begeleider in de opvang, cliënt en CTI-werker aanwezig zijn, kan de cliënt zich gaan
realiseren dat de huidige begeleider vertrouwen heeft in de vaardigheden van de CTIwerker. Het kan ook helpen om de cliënt gerust te stellen dat praktische zaken geregeld
zullen zijn voordat de cliënt naar de nieuwe woning verhuist. Deze ontmoetingen zouden
zelfs nog meer kunnen opleveren als begeleiders in de opvang training krijgen over
hoe ze de communicatie en samenwerking kunnen optimaliseren, zoals Chen (2012)
suggereerde. Tenslotte is voldoende toegang tot een steunsysteem in de leefomgeving
van de cliënt ook belangrijk. Het is onwaarschijnlijk dat CTI modelgetrouw is in een
omgeving waar toegang tot informele en formele steunbronnen erg beperkt is. Mogelijk
kunnen de steunnetwerken van cliënten versterkt worden door cliënten te verbinden
aan ervaringsdeskundigen. Er zijn verschillende voorbeelden van praktijken waarin CTI
werd uitgevoerd door ervaringsdeskundigen, als de voornaamste CTI-werker (Nossel
et al., 2016) of als onderdeel van een team samen met een GGz-hulpverlener (da Silva,
Lovisi, & Conover, 2014).

Toekomstig onderzoek
In de toekomst zou onderzoek gedaan kunnen worden naar het effect van CTI op
herhaalde dakloosheid op de lange termijn in Nederland en naar de kosteneffectiviteit
van deze interventie in vergelijking met de gebruikelijke begeleiding na vertrek uit de
opvang. De duur van de vervolgperiode van dit onderzoek zou behoorlijk langer moeten
zijn dan de duur van de interventie om vertraagde effecten te kunnen vinden. Zulke
effecten zijn gevonden in een eerder onderzoek naar CTI, waarbij het verschil tussen
de experimentele en de controle groep steeds duidelijker werd nadat CTI was gestopt
(Herman et al., 2011). Een interessante toevoeging aan de interventie zou kunnen zijn
om ervaringsdeskundigen te betrekken, bijvoorbeeld door hen actief aan cliënten te
verbinden om het sociale netwerk van deze cliënten te versterken of door hen te trainen
zodat zij (deels) de interventie kunnen uitvoeren als CTI-werkers.
Gezien onze resultaten zou het boeiend zijn om te onderzoeken welke factoren het
effect van CTI mediëren. In plaats van CTI te vergelijken met andere modellen voor
casemanagement kan het meer opleveren om proberen te voorspellen welke goed
gedefinieerde kernelementen van het interventiemodel, zoals het zorgen voor een
“warme overdracht” van begeleiding in de voorfase van CTI, het meest bijdragen aan een
gunstige uitkomst. Met een zorgvuldig ontworpen ontmantelingsonderzoek zouden we
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elementen kunnen identificeren die onderdeel zijn van het werkzame mechanisme van
CTI (Behar & Fortune, 2017). Daarnaast helpt het identificeren van cliëntkenmerken die
mogelijk een relatie hebben met de mediërende factoren, zoals het hebben van weinig
sociale steun, om te bepalen welke cliënten het meeste baat hebben bij de interventie.
In Nederland hebben onderzoekers en onderzoek financierende instanties zoals ZonMw
de afgelopen jaren steeds meer interesse voor dit type onderzoek (van Dale, Lanting, &
van Delden, 2015; van Gorp, Bruil, Kuling, Hillmann, & Proost, 2015).
Toekomstig onderzoek zou ook kunnen uitwijzen of CTI ingezet kan worden voor andere
perioden van transitie in het leven van kwetsbare mensen. In Nederland is er een brede
consensus bereikt voor de noodzaak en wenselijkheid om het aantal kwetsbare mensen
in institutionele woonsituaties terug te brengen (Commissie Toekomst beschermd
wonen, 2015). Twee manieren om dit te bereiken in de maatschappelijke opvang zijn
om ons te richten op vroeginterventie om dakloosheid te voorkomen en om mensen
zo snel mogelijk te huisvesten wanneer zij wel dakloos worden (Commissie Toekomst
beschermd wonen, 2015). CTI kan niet alleen worden toegepast bij de overgang van een
opvang naar (begeleid) zelfstandig wonen, maar ook als vroeginterventie om mensen
naar hulpverlening toe te leiden wanneer ze dakloos dreigen te worden door een
crisissituatie, zoals bij mensen met schizofrenie die een geschiedenis van dakloosheid
hebben (van der Plas, Abdoelbasier, & van Hemert, 2010), bij frequente gebruikers van
spoedeisende psychiatrische hulp (Nossel et al., 2016) en bij mensen die dakloos dreigen
te worden vanwege problematisch verzamelgedrag (New York State Psychiatric Institute,
2015). Voor opvanginstellingen binnen en buiten Nederland zou het interessant zijn om
te evalueren of CTI effectief gebruikt kan worden als vroeginterventie om dakloosheid
te voorkomen onder kwetsbare mensen.

Conclusie
Dit proefschrift heeft bijgedragen aan onze kennis over adequate begeleiding voor
dakloze vrouwen en mannen met als doel de continuïteit van zorg te verbeteren tijdens
en na de overgang van opvang naar (begeleid) zelfstandig wonen. We concludeerden
dat CTI een passende interventie is voor de maatschappelijke opvang. Hoewel we geen
effect vonden op het aantal dagen gehuisvest vanwege het lage risico op herhaalde
dakloosheid tijdens de eerste 9 maanden na vertrek uit de opvang, wijzen de positieve
effecten op steun van familie en op mentale gezondheid voor cliënten met weinig sociale
steun erop dat CTI een veelbelovende interventie is. Onze modelgetrouwheidstoetsing
liet zien dat de interventie redelijk modelgetrouw was uitgevoerd in twee afzonderlijke
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hulpverleningssectoren (i.e. de maatschappelijke opvang en de vrouwenopvang) met
gebruik van dezelfde implementatiestrategie, waardoor we concludeerden dat CTI
geïmplementeerd kan worden voor verschillende kwetsbare doelgroepen. Elementen
van CTI die samenhangen met het juist benutten van het transitiemoment—vroeg
contact maken met cliënten voordat de overgang is gemaakt, begeleiding kunnen geven
met hoge intensiteit meteen na de transitie wanneer cliënten de meeste steun nodig
hebben en cliënten verbinden aan steunbronnen in de omgeving aan het begin van de
interventie—worden door de CTI-werkers erg gewaardeerd en faciliteren een goede
implementatie. Onze studie naar de verschillen tussen dakloze vrouwen en mannen in
factoren van sociale kwaliteit liet zien dat vrouwen slechter af waren op veel factoren
voorafgaand aan vertrek uit de opvang en dat deze verschillen niet significant kleiner
werden na vertrek uit de opvang. Om dit gat te kunnen dichten moet er aandacht
besteed worden aan hoe de begeleiding voor vrouwen door de maatschappelijke
opvang verbeterd kan worden. Aangezien zowel CTI als de gebruikelijke begeleiding geen
significant verschillend effect had op vrouwen en mannen, blijft de mogelijkheid bestaan
voor de maatschappelijke opvang om de sociale kwaliteit van vrouwen te verbeteren
tijdens en na hun verblijf in de opvang.
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Appendix 1
This appendix belongs to Chapter 2: “Effectiveness of case management for homeless
persons: A systematic review.”
Appendix 1.1: Search strategy
Table A Tabulated summary of search strategy
Search number Search terms
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.
13.
14.
15.
16.
17.
18.
19.
20.
21.
22.
23.
24.
25.
26.
27.
28
29.
30
31.
32.
33.
34.
35.
36.

Homeless AND strengths-based case management (in title)
Idem in abstract
Homelessness AND strengths-based case management (in title)
Idem in abstract
Homeless people AND strengths-based case management (in title)
Idem in abstract
Homeless AND strengths perspective (in title)
Idem in abstract
Homelessness AND strengths perspective (in title)
Idem in abstract
Homeless people AND strengths perspective (in title)
Idem in abstract
Homeless AND critical time intervention (in title)
Idem in abstract
Homelessness AND critical time intervention (in title)
Idem in abstract
Homeless people AND critical time intervention (in title)
Idem in abstract
Homeless AND case management (in title)
Idem in abstract
Homelessness AND case management (in title)
Idem in abstract
Homeless people AND case management (in title)
Idem in abstract
Homeless AND intensive case management (in title)
Idem in abstract
Homelessness AND intensive case management (in title)
Idem in abstract
Homeless people AND intensive case management (in title)
Idem in abstract
Homeless AND assertive community treatment (in title)
Idem in abstract
Homelessness AND assertive community treatment (in title)
Idem in abstract
Homeless people AND assertive community treatment (in title)
Idem in abstract
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Search number Search terms
37.
38.
39.
40.
41.
42.
43.
44.
45.
46.
47.
48.
49.
50.
51.
52.
53.
54.
55.
56.
57.
58.
59.
60.
61
62
63.
64.
65.
66.
67.
68
69.
70
71.
72.

Homeless AND outreach (in title)
Idem in abstract
Homelessness AND outreach (in title)
Idem in abstract
Homeless people AND outreach (in title)
Idem in abstract
Homeless AND outreach programs (in title)
Idem in abstract
Homelessness AND outreach programs (in title)
Idem in abstract
Homeless people AND outreach programs (in title)
Idem in abstract
Homeless AND mental health (in title)
Idem in abstract
Homelessness AND mental health (in title)
Idem in abstract
Homeless people AND mental health (in title)
Idem in abstract
Homeless AND mental illness (in title)
Idem in abstract
Homelessness AND mental illness (in title)
Idem in abstract
Homeless people AND mental illness (in title)
Idem in abstract
Homeless AND substance abuse (in title)
Idem in abstract
Homelessness AND substance abuse (in title)
Idem in abstract
Homeless people AND substance abuse (in title)
Idem in abstract
Homeless AND psychiatric (in title)
Idem in abstract
Homelessness AND psychiatric (in title)
Idem in abstract
Homeless people AND psychiatric (in title)
Idem in abstract

231

Appendices
Appendix 1.2: Study quality
Table B Quality rating criteria for grading internal validity of individual studies, derived from the U.S.
Preventive Services Task Force Methods Work Group (Harris et al., 2001)
Items

Rating

Criteria for rating

1. Definition of
interventions

Clear definition of interventions
Some but not all components of interventions defined clearly
Interventions not defined clearly
2. Sample size
Sample size ≥ 50 per group
Size of the total sample ≥ 50 but sample size per group < 50
Size of the total sample < 50
3. Initial resemblance
Initial assembly of comparable groups
between groups
Generally comparable groups assembled initially
Groups assembled initially not even close to being comparable
4. Overall loss to follow- Follow-up ≥ 80% at the end of the study
up
Follow-up ≥ 50% and < 80% at the end of the study
Follow-up < 50% at the end of the study
5. Maintenance of
Maintenance of comparable groups throughout the study
comparable groups
Some question of whether some (although not major)
differences occurred with follow-up
Groups assembled not maintained throughout the study
6. Outcomes
All important outcomes considered
Some but not all important outcomes considered
Important outcomes not considered
7. Measurements
Reliable and valid measurement instruments used and applied
equally among groups
Measurement instruments acceptable (although not ideal)
Unreliable or invalid measurement instruments used or not
applied at all equally among groups
8. Analysis
Intention-to-treat analysis and/or adjustment for potential
confounders
No intention-to-treat analysis and some but not all potential
confounders accounted for
No intention-to-treat analysis and inattention to key
confounders
9. Overall rating of
No flaws (i.e., poor ratings) on any of the items
internal validity
At least one flaw, but less than or equal to three flaws
More than three flaws
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Good
Fair
Poor
Good
Fair
Poor
Good
Fair
Poor
Good
Fair
Poor
Good
Fair
Poor
Good
Fair
Poor
Good

1

2

3

4

5

6

7

Fair
Poor
Good

8

Fair
Poor
Good
Fair
Poor

9
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4. Overall loss
to follow-upa

5. Maintenance
of comparable
groups

6. Outcomes

7. Measurementsb

+
+
+/+
+/+
+
+
+/+
+/+
+
+/+/+/+/+/+
+/+
+
+
+
+
+
+
+
+
+
+
+/+/+/+/+/+

+/+/+
+/+/+/+/+/+/+/+/+/+/+/+/+/+/+/+/+/+/+
+
+
+/+/+/+/+/+/+/+/+/-

+/+/+
+/+/+/+
+/+/+/+
+/+/+
+/+
+/+/+/+/+/+/+/+/+/+
+
+
+/+/+/+
+
+
-

+/+/+/+/+/+
+
+/+/+
+/+/+
+/+/+/+/+/+/+/+/+/+/+/+
+
+/+/+/+/-

+
+/+
+
+
+
+
+
+/+
+
+
+
+
+
+
+
+
+
+
+
+
+
+
+/+
+
+
+
+/+/+
+/+
+
+
+/-

+/+/+/+/+/+/+/+/+/+/+/+/+/+/+/+/+/+/+/+/+
+/+
+/+/+
+
-

+/+/+/+/+
+/+/+/+/+
+
+/+/+
+
+/+
+/+
+
+
+/+/+
+/+/+
+
+
+

9. Overall
ratingc

3. Initial
resemblance
between groups

+
+
+/+/+/+/+/+/+/+/+
+/+
+/+
+
+
+/+
+/+
+/+/+/+/+/+
+
+
+/+
+/+
+
+
+

8. Analysis

2. Sample size
at study entrya

1 Conrad et al. (1998)
Hultman et al. (1995)
2 Marshall et al. (1995)
3 Orwin et al. (1994): study 1
4 Orwin et al. (1994): study 2
5 Sosin et al. (1995)
1 Braucht et al. (1995)
2 Cox et al. (1998)
3 Korr et al. (1995)
4 Orwin et al. (1994): study 3
5 Rosenblum et al. (2002)
6 Stahler et al. (1995)
7 Toro et al. (1997)
1 Burger et al. (2000)
Calsyn et al. (1998): study 2
McBride et al. (1998): study 2
Morse et al. (1997)
Wolff et al. (1997)
2 Calsyn et al. (1998): study 1
McBride et al. (1998): study 1
Morse et al. (1992)
3 Calsyn et al. (2005)
Fletcher et al. (2008)
Morse et al. (2006)
Morse et al. (2008)
4 Cheng et al. (2007)
Rosenheck et al. (2003)
5 Essock et al. (2006)
6 Lehman et al. (1997)
Lehman et al. (1999)
7 Solomon et al. (1994)
1 Herman et al. (2000)
Jones et al. (1994)
Jones et al. (2003)
Lennon et al. (2005)
Susser et al. (1997)
2 Kasprow et al. (2007)

1. Definition of
interventions
CTI

ACT

ICM

SCM

Table C Tabulated summary of quality ratings for the internal validity of individual studies

+
+/+/+/+/+/+/+
+/+/+/+/+/+
+
+/+
+
+
+
+
+/+
+/+
+
+
+
+
+/+
+/+
+
+
+/-

Note. Rating per item: + = good; +/- = fair; - = poor.
a
Cutoff points for sample size and retention rate are based on Hwang et al. (2005). bValidity and reliability
of measurements were also rated positive when tested on other (sub)populations. cCutoff points for the
overall rating are based on Altena et al. (2010): no flaws = good; ≤ 3 flaws = fair; > 3 flaws = poor.
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Appendix 1.3: Visual summary of effect direction for all reported client-level
outcomes
This visual summary of effect direction is an adaptation of the effect direction plot by
Thomson and Thomas (2013).
Table D Service use outcomes
Author
(year)

Follow- Outcome
up*

Instrument

Effect

short form of the
Community Oriented
Programs Environment
Scalea (COPES)1
COPES1

▬

COPES1

▬

COPES1

▬

COPES1

▲

COPES1

▬

COPES1

▬

COPES1

▼

COPES1

▼

COPES1

▬

SCM
Hultman et 18
al. (1995)

Involvement: how active clients are in the
day-to-day functioning of their program (selfreported)
Support: the extent to which clients are
encouraged and supported by staff and other
clients (self-reported)
Spontaneity: the extent to which the program
encourages clients to act openly and express
their feelings openly (self-reported)
Autonomy: how self-sufficient and
independent clients are encouraged to be in
making their own decisions (self-reported)
Practical orientation: the extent to which
the client’s environment orients him toward
preparing himself for release from the
program (self-reported)
Personal problem orientation: the extent
to which clients are encouraged to be
concerned with their personal problems and
feelings and to seek to understand them
(self-reported)
Anger and aggression: the extent to which
a member is allowed and encouraged to
argue with clients and staff, to become
openly angry, and to display other aggressive
behavior (self-reported)
Order and organization: how important
activity planning and neatness is in the
program (self-reported)
Program clarity: the clarity of goal
expectations and rules (self-reported)
Staff control: the extent to which the staff
determines rules (self-reported)

a

▲

Moos, R.H. (1974). Evaluating treatment environments: A social ecological approach. New York, NY: Wiley.
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Author
(year)

Follow- Outcome
up*
Involvement (case manager/program staff
reported)
Support (case manager/program staff
reported)
Spontaneity (case manager/program staff
reported)
Autonomy (case manager/program staff
reported)
Practical orientation (case manager/program
staff reported)
Personal problem orientation (case manager/
program staff reported)
Anger and aggression (case manager/
program staff reported)
Order and organization (case manager/
program staff reported)
Program clarity (case manager/program staff
reported)
Staff control (case manager/program staff
reported)
Use of service planning and monitoring

Marshall et 14
al. (1995)

Use of alcohol and drug abuse treatment
services
Use of mental health services
Use of services and benefits acquisition and
coordination
Use of prevocation and vocational training
Use of health care services
Use of other services
Use of all services
Number of days spent in hospital
Number of needs for psychiatric and social
care

Instrument

Effect

COPES3

▬

COPES3

▲

COPES3

▬

COPES3

▬

COPES3

▲

COPES3

▬

COPES3

▬

COPES3

▬

COPES3

▬

COPES3

▬

service utilization
tracking form (SUTF)1
SUTF1

▬

SUTF1
SUTF1

◄►
▬

SUTF1
SUTF1
SUTF1
SUTF1
Quality of Life Interviewb
(QOLI)1
MRC Needs for Care
Assessment Schedule c,2

▬
▼
▬
▬
▬

n/r4

▬

n/r4

▬

◄►

▬†

ICM
Braucht et
al. (1995)

b

10

Number of contacts with addiction
counselors in the 4-month treatment period
Number of days spent both in detoxification
and in other residential facilities

Lehman A.F. (1988). A quality of life interview for the chronically mentally ill. Evaluation and Program
Planning, 11, 51–62.

c

Brewin, C., Wing, J., Mangen, S., Brugha, T., & MacCarthy, B. (1987). Principles and practice of measuring
needs in the long-term mentally ill: The MRC Needs for Care Schedule. Psychological Medicine, 17, 971–981.
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Author
(year)

Instrument

Effect

n/r1

▬

n/r4

▲

n/r4

▬

n/r4

▬

n/r1

▬

n/r1

▬

Addiction Severity
Indexd,e (ASI)1
I: monthly follow-up
forms 3
C: n/r1,3
n/r5
n/r5

▲

6-15

Number of received referrals
Number of completed referrals
Level of satisfaction with services

n/r5
n/r5
Client Satisfaction
Questionnairef (CSQ)1

▲
▲
▲

Calsyn et
al. (1998):
study 1
Calsyn et
al. (1998):
study 2

12

Size of the professional support network

▲

21

Essock et
al. (2006)

36

Size of the professional support network
Quality of the support given by the
professional network
Number of days in hospital

Arizona Social Support
Interview Scheduleg
(ASSIS)1
ASSIS1
9-point scale2
n/r1,3,4

◄►†

Cox et al.
(1998)
Korr et al.
(1995)

Follow- Outcome
up*

18

Number of days spent in residence at other
agencies
Distribution of days in residence on the basis
of family situation and medical problems
Distribution of days in residence on the basis
of other baseline measures of need
Number of contacts with addiction
counselors in the 6-month follow-up period
Number of services received from other
agencies
Distribution of other services on the basis of
baseline measures of need
Number of detoxification center admissions

12

Number of days in state hospitals

Rosenblum 4
et al.
(2002)

Stahler et
al. (1995)

Number of contacts with social worker
Number of hospital emergency rooms visits

▬†

▲
▲

ACT

d

▲
▲

McLellan, A.T., Luborsky, L., Cacciola, J., et al. New data from the Addiction Severity Index: Reliability and
validity in three centers. Journal of Nervous and Mental Disease, 173, 412–423.

e

McLellan, A.T., Luborsky, L., Cacciola, J., Griffith, J., McGahan, P., & O’Brien, C.P. (1985). Guide to the Addiction Severity Index: Background, administration, and field testing results. Rockville, MD: Department
of Health and Human Services.

f

Attkisson, C.C., & Zwick, R. (1982). The Client Satisfaction Questionnaire, psychometric properties and
correlations with service utilization and psychotherapy outcome. Evaluation and Program Planning, 5,
233–237.

g

Barrera, M. (1980). A method for the assessment of social networks in community survey research. Connect, 3, 8–13.
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Author
(year)

Follow- Outcome
up*

Fletcher et 30
al. (2008)
Lehman et 12
al. (1997)

Lehman et 12
al. (1999)

Instrument

Effect

Level of consumer satisfaction

10-item scale1

▲

Number of inpatient days in psychiatric
hospital
Number of inpatient days in general medical
hospital
Number of inpatient days in substance abuse
hospital
Number of psychiatric emergency
department visits
Number of emergency department visits for
general medical care
Number of emergency department visits for
substance use disorders
Number of outpatient mental health visits

structured service
report form1
structured service
report form1
structured service
report form1
structured service
report form1
structured service
report form1
structured service
report form1
structured service
report form1
structured service
report form1
structured service
report form1
n/r1

▲

n/r1

▬

n/r1

▬

n/r1

▬

n/r1

▬

n/r1

▲

n/r1

▬

n/r1

▬

n/r1
n/r1
n/r1

▲
▲
▬

n/r1

▬

Number of outpatient visits for general
medical care
Number of outpatient visits for substance
abuse treatment
Number of days for mental health inpatient
treatment
Number of days for mental health
rehabilitation
Number of days for substance misuse
inpatient treatment
Number of days for substance misuse
inpatient rehabilitation
Number of days for general medicine
inpatient treatment
Number of mental health emergency room
visits
Number of substance misuse emergency
room visits
Number of general medicine emergency
room visits
Number of mental health outpatient visits
Number of substance misuse outpatient visits
Number of days for substance misuse
outpatient rehabilitation
Number of general medicine outpatient visits

237

▬
▬
▲
▬
▬
▲
▬
▲
▲

Appendices
Author
(year)

Follow- Outcome
up*

Instrument

Effect

Morse et
al. (1992)

12

n/r1

▲

Client Satisfaction
Questionnaireh (CSQ)1
n/r1

▲

n/r1

◄►

n/r1

◄►

n/r1

▲

n/r1

◄►

n/r1

▲

n/r1

▲

n/r1

◄►

n/r1

◄►

n/r1

◄►

n/r1
n/r1

▲
▲

n/r1

▬

n/r1

▲

n/r1

▬

n/r1

▬

n/r1

▬

n/r1

◄►

Morse et
al. (1997)

h

18

Number of days having had contact with the
treatment program
Level of client satisfaction
Resource utilization (i.e., contact with
agencies providing any of 23 human services)
Number of contacts with services agencies
regarding housing
Number of contacts with services agencies
regarding entitlements
Number of contacts with services agencies
regarding counseling as needed
Number of contacts with services agencies
regarding inpatient drug abuse treatment
Number of contacts with services agencies
regarding other mental health treatment
Number of contacts with services agencies
regarding life skills training
Number of contacts with services agencies
regarding employment
Number of contacts with services agencies
regarding outpatient psychotherapy
Number of contacts with services agencies
regarding supportive help
Number of total program contacts
Proportion of participants who received
assistance in the area of housing
Proportion of participants who received
assistance in the area of employment and job
training
Proportion of participants who received
assistance in the area of finances
Proportion of participants who received
assistance in the area of legal service
Proportion of participants who received
assistance in the area of mental health
services
Proportion of participants who received
assistance in the area of substance abuse
treatment
Proportion of participants who received
assistance in the area of other health services

▲

Larsen, D., Attkisson, C., Hargreaves, W., & Nguyen, T. (1979). Assessment of client/patient satisfaction:
Development of a general scale. Evaluation and Program Planning, 2, 197–207.

238

Appendix 1
Author
(year)

Morse et
al. (2006)

Morse et
al. (2008)

Follow- Outcome
up*

24

18

15
Rosenheck 36
et al.
(2003)

Proportion of participants who received
assistance in the area of supportive services
Level of client satisfaction
Number of days that clients had seen a staff
member of their assigned treatment program
Number of days that a staff member of the
assigned program had talked with clients
about their substance use
Level of satisfaction with the assigned
treatment program
Number of days having had in-person contact
with a staff member of the assigned program
Number of days having had phone contact
with a staff member of the assigned program
Number of days having talked with a staff
member of the assigned program about
substance use
Number of days having talked with a staff
member of other program about substance
use
Level of satisfaction with the assigned
program
Program participation rate (i.e., the
percentage of program contacts consisting of
any clinical contact)
Number of program contacts (i.e., number of
visits among clients in each program)
Duration of involvement in the program
Clinician rating of therapeutic alliance

12

i

Client rating of therapeutic alliance
Percentage of case manager (CM) activities
spent helping to find employment
Percentage of CM activities spent helping to
access income
Percentage of CM activities spent helping to
locate apartment
Percentage of CM activities spent helping to
obtain or keep housing
Percentage of CM activities spent helping to
negotiate with landlord

Instrument

Effect

n/r1

▲

CSQ1
n/r1

▲
▲

n/r1

▲

10-item scale1

▲

n/r1

▲

n/r1

▲

n/r1

▬

n/r1

▬

10-item scale1

▬

computerized workload
data4

▲

computerized workload
data4
computerized workload
data4
Working Alliance
Inventoryi (WAI)3
WAI1
quarterly case manager
reports 3
quarterly case manager
reports 3
quarterly case manager
reports 3
quarterly case manager
reports 3
quarterly case manager
reports 3

▲
▲
▬
▬
▽
▬
△
△
△

Horvath, A.O., & Greenberg, L. (1989). Development and validation of the Working Alliance Inventory.
Journal of Counseling Psychology, 36, 223–233.
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(year)

Follow- Outcome
up*

36
Solomon
et al.
(1994)

6

Wolff et al.
(1997)

18

Instrument

Effect

Percentage of CM activities spent helping to
move into apartment
Percentage of CM activities spent helping to
furnish apartment
Percentage of CM activities spent providing
rehabilitation services
Percentage of CM activities spent providing
substance abuse services
Percentage of CM activities spent providing
psychotherapy
Number of Veterans Affairs (VA) mental health
visits
Number of office-based services
Number of services by telephone

quarterly case manager
reports 3
quarterly case manager
reports 3
quarterly case manager
reports 3
quarterly case manager
reports 3
quarterly case manager
reports 3
computerized workload
data4
n/r
n/r

△

Number of services by collateral contacts
Average number of days having contact with
case manager or community worker from the
assigned program per month
Level of satisfaction with treatment program
Use of private inpatient mental health
services
Use of public inpatient mental health services
Use of inpatient physical health services
Use of hospital based outpatient mental
health services
Use of other outpatient mental health
services
Use of drop-in center outpatient mental
health services
Use of substance abuse outpatient mental
health services
Use of outpatient physical health services
Use of General Equivalency Diploma
vocational services
Use of skills training vocational services

n/r
n/r1

▬
▲

CSQ1
n/r1,3,4

▲
▬

n/r1,3,4
n/r1,3,4
n/r1,3,4

▬
▬
▬

n/r1,3,4

▬

n/r1,3,4

◄►

n/r1,3,4

▬

n/r1,3,4
n/r1,3,4

▬
▬

n/r1,3,4

▬

Proportion of participants who experienced
any nights in hospital
Number of nights hospitalized
Average length of hospital stays per subject
Proportion of participants who experienced
any visits to psychiatric emergency room
Number of psychiatric emergency room visits
Average number of psychiatric emergency
room visits per subject

n/r1

▽

n/r1
n/r1
n/r1

▽
▭
▭

n/r1
n/r1

▭
▭

△
▬
△
△
▬
▲
▬

CTI
Jones et
al. (1994)

18
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Author
(year)

Follow- Outcome
up*

Kasprow et 12
al. (2007)

Proportion of participants who experienced
any visits to outpatient clinic
Number of outpatient clinic visits
Average number of outpatient clinic visits per
subject
Proportion of participants who experienced
any visits to day program
Number of day program visits
Average number of day program visits per
subject
Number of days living in an institution (i.e.,
hospital, residential treatment facility, or jail)
Use of Veterans Affairs mental health
outpatient services

Instrument

Effect

n/r1

▭

n/r1
n/r1

△
△

n/r1

▭

n/r1
n/r1

▭
▭

n/r1

▲†

n/r4

▭

Note. ▲ = intervention had a positive impact on outcome; ▼ = intervention had a negative impact on
outcome; ◄► = mixed or conflicting study findings; ▬ = intervention and comparison outcomes were
the same; empty symbol (△) = no statistics or data reported. All other differences between control and
intervention group at follow-up were significant at p ≤ .05.
*Follow-up in months. 1self-reported; 2investigator observed; 3case manager or program staff observed;
4
shelter, agency, state, or federal records; 5unknown. †Difference in change between control and
intervention group.

Table E Housing outcomes
Author
(year)

Follow- Outcome
up*

Instrument

Effect

24

Personal
History Formj,k
(PHF) Literal
Homelessness
Index1
QOLI1

◄►†

QOLI1

▬

SCM
Conrad et
al. (1998)

Marshall et 14
al. (1995)

Orwin et
al. (1994):
study 1

j

9

Proportion of participants who spent any nights
literally homeless

Number of days in accommodation better than
participants’ baseline accommodation
Number of days in accommodation worse than
participants’ baseline accommodation
Level of housing permanence

▬

Treatment/
▲
Housing Reporting
Form (THRF)3

Barrow, S.M., Hellman, F., Lovell, A.M., Plapinger, J.D., Robinson, C.R., & Struening, E.L. (1985). Personal
History Form. New York, NY: New York State Psychiatric Institute.

k

Barrow, S.M., Hellman, F., Lovell, A.M., Plapinger, J.D., Robinson, C.R., & Struening, E.L. (1985). Personal
History Follow-up Form. New York, NY: New York State Psychiatric Institute.
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Author
(year)

Follow- Outcome
up*

Orwin et
24
al. (1994):
study 2
Sosin et al. 12
(1995)

Instrument

Effect

Level of housing independence
Level of housing permanence
Level of housing independence

THRF3
THRF3
THRF3

▲
▬
▬

Number of days domiciled (i.e., paying rent or
residing with friends or relatives permanently)

n/r1

▲

Number of days not literally homeless (i.e., not on
the street or outdoor place)
Quality of housing
Number of nights in own residence (i.e., hotel or
motel, SRO room, or apartment or house)
Number of nights unhoused (e.g., in shelters,
outside, or in abandoned buildings)
Proportion of participants housed

n/r5

▬

n/r5
PHF1

▬
▲

PHF1

▲
▲

Level of housing independence

I: monthly followup forms 3
C: n/r1,3
THRF3

Number of days homeless

n/r1

▬

Number of days stably housed
Number of days literally homeless
Number of days homeless

PHF1
PHF1
Housing, Income,
and Services
Timeline (HIST)1
HIST Housing
Quality Score1

◄►
▬
▬†

Number of days housed (i.e., sleeping in own, or
family member’s or friend’s, apartment, room, or
house)
Number of days in institutions
Quality of housing (i.e., positive characteristics of
the residence)
Housing problems (i.e., negative characteristics of
the residence)
Number of days in stable housing

n/r1

▬

n/r1
quality of
residence scale1
quality of
residence scale1
n/r1,3,4

▬
▬

Number of days in stable housing (i.e., living in own
apartment or a boarding home)
Number of days in stable community housing
Number of days on the streets without shelter

n/r1

▲

n/r1
n/r1

▲
▬

ICM
Braucht et 10
al. (1995)
Cox et al.
(1998)

Korr et al.
(1995)

18

6

Orwin et
36
al. (1994):
study 3
Rosenblum 4
et al.
(2002)
Stahler et 6-15
al. (1995)
Toro et al.
(1997)

18

Quality of housing

▬

▲†

ACT
Cheng et
al. (2007)

36

Essock et 36
al. (2006)
Fletcher et 30
al. (2008)
Lehman et 12
al. (1997)
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Author
(year)

Follow- Outcome
up*

McBride et 12-18
al. (1998)
Morse et
al. (1992)

12

Morse et
al. (1997)
Morse et
al. (2006)
Morse et
al. (2008)

18
24
18

Rosenheck 36
et al.
(2003)

12
Wolff et al.
(1997)

18

Number of days in homeless shelter
Level of satisfaction with housing
Duration of homeless spell (i.e., likelihood of exit
from homelessness by achieving 30 days of stable
housing)
Number of days homeless (i.e., sleeping in
emergency shelters or in parks, bus depots, or
other public place)
Number of days in stable housing (i.e., in a boarding
home, public housing, or own apartment)
Number of days in stable housing (i.e., in own
apartment or a boarding home)
Number of days in stable housing (i.e., own home or
apartment, boarding home, group home, or other
permanent residence)
Number of days housed (i.e., sleeping in an
apartment, room, or house of one’s own or of a
family member or friend)
Number of days homeless (i.e., sleeping in an
emergency shelter; a substandard, single-room
occupancy hotel; or outdoors, on the sidewalk, or
in a park, abandoned building, automobile, truck,
or boat)
Number of days in an institution
Housing problems (i.e., negative characteristics of
the residence)
Quality of housing (i.e., positive characteristics of
the residence)
Number of days to community entry
Number of days in stable housing (i.e., not on the
street, in a public place, in an emergency shelter, in
an institution, or in the home of a friend or relative
on a temporary basis)
Use of emergency shelter

Instrument

Effect

n/r1
QOLI1
n/r1

▬
◄►
▲

n/r1

▲†

n/r1

▲

n/r1

▲

n/r1

▲

n/r1

▬

n/r1

▬

n/r1
Quality of
Residence Scalel
(QRS)1
QRS1

▬
▬

quarterly case
manager reports 3
n/r5

▬

n/r1,3,4

▬

n/r1

△

n/r1

▽

▬

▬

CTI
Jones et
al. (1994)

l

18

Number of nights homeless (i.e., in shelters or
public places)
Proportion of participants who experienced any
nights homeless

Newman, S.J., Reschovsky, J.D., Kaneda, K., & Hendrick, A.M. (1994). The effects of independent living
on persons with chronic mental illness: An assessment of the Section 8 certificate program. The Milbank
Quarterly, 72, 171–198.
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Author
(year)

Follow- Outcome
up*

Jones et
al. (2003)

18

Kasprow
et al.
(2007)

12

Lennon et
al. (2005)

18

Susser et
al. (1997)

18

Average number of nights spent homeless per
subject
Number of nights nonhomeless in first 9 months
Number of nights nonhomeless in second 9 months
Number of nights nonhomeless in 18 months
Number of days housed (i.e., living in own home or
with others)
Number of days homeless (i.e., living in shelters or
on the streets)
Trajectories (i.e., patterns of sequence, duration,
and timing) of monthly homelessness (i.e., residing
a single night in a given month in a shelter, on the
street, or in any other public place)
Average number of nights homeless (i.e., nights in a
shelter or a public space) per client
Proportion of participants who was homeless for
more than half the nights in last 30
Risk of experiencing major homeless episodes (i.e.,
episodes lasting 30 nights or more)
Proportion of participants experiencing extended
homelessness (i.e., more than 54 nights)
Proportion of participants experiencing
intermediate homelessness (i.e., 30 to 54 nights)
Proportion of participants experiencing transient
homelessness (i.e., 1 to 29 nights)

Instrument

Effect

n/r1

△

n/r1
n/r1
n/r1
n/r1

▲
▲
▲
▲†

n/r1

▬

n/r1

▲†

n/r1

▲

n/r1

▲

n/r1

▲

n/r1

▲

n/r1

▬

n/r1

▬

Note. ▲ = intervention had a positive impact on outcome; ▼ = intervention had a negative impact on
outcome; ◄► = mixed or conflicting study findings; ▬ = intervention and comparison outcomes were
the same; empty symbol (△) = no statistics or data reported. All other differences between control and
intervention group at follow-up were significant at p ≤ .05.
*Follow-up in months. 1self-reported; 2investigator observed; 3case manager or program staff observed;
4
shelter, agency, state, or federal records; 5unknown. †Difference in change between control and
intervention group.

244

Appendix 1
Table F Health outcomes
Author
(year)

Follow- Outcome
up*

Instrument

Effect

24

Severity of medical problems

medical composite of the ASI1

▲

Severity of psychiatric problems
Severity of psychiatric symptoms

psychiatric composite of the ASI1
Manchester Scalem,2

▬
▬†

Number of days experiencing
medical problems
Severity of medical problems
Number of days experiencing
psychiatric problems
Severity of psychiatric problems
Number of days experiencing
medical problems
Severity of medical problems
Number of days experiencing
psychiatric problems
Severity of psychiatric problems

Addiction Severity Indexn (ASI)1

▬

medical composite of the ASI1
ASI1

▬
▬

psychiatric composite of the ASI1
ASI1

▼
▬

medical composite of the ASI1
ASI1

▬
▬

psychiatric composite of the ASI1

▬

Number of days experiencing
medical problems
Severity of medical problems
Severity of psychiatric problems
Number of days experiencing
medical problems
Severity of medical problems
Number of days experiencing
psychiatric problems
Severity of psychiatric problems
Number of health complaints

n/r5

▬

n/r5
n/r5
ASI1

▬
▬
▬

medical composite of the ASI1
ASI1

▬
▬

psychiatric composite of the ASI1
n/r1

▼
▬

Number of days experiencing
psychological problems

ASI1

▬

SCM
Conrad et
al. (1998)

Marshall et 14
al. (1995)
Orwin et
9
al. (1994):
study 1

Orwin et
al. (1994):
study 2

24

ICM
Braucht et
al. (1995)

Orwin et
al. (1994):
study 3

10

36

Rosenblum 4
et al.
(2002)
Stahler et 6-15
al. (1995)

m Krawiecka, M., Goldberg, D., & Vaughn, M. (1977). A standardized psychiatric assessment scale for rating
chronic psychotic patients. Acta Psychiatrica Scandinavica, 55, 299–308.
n

McLellan, A.T., Luborsky, L., Cacciola, J., Griffith, J., McGahan, P., & O’Brien, C. (1988). Guide to the Addiction Severity Index: Background, administration, and field testing results. Philadelphia, PA: Veterans
Administration Medical Center.
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(year)

Follow- Outcome
up*

Instrument

Effect

Toro et al.
(1997)

18

Physical Health Symptoms
Checklisto,p (PHSC)1
Symptom Checklist-90 Revisedq
(SCL-90-R)1
Brief Psychiatric Rating Scaler,s
(BPRS)2
Modified Life Events Interview t
(MLEI)1
Self-Efficacy Scaleu (SES)1

▬†

BPRS2

▬

BPRS2

▲†

medical composite of the ASI1

▬

psychiatric composite of the ASI1
expanded Brief Psychiatric Rating
Scalev (BPRS)1,2
expanded BPRS2

▬
▬†

Medical Outcomes Study 36-Item
Short Form Health Survey w (SF-36)1

◄►

Number of acute and chronic
health problems
Severity of psychological
symptoms (self-reported)
Severity of psychological
symptoms (investigator observed)
Number of stressful life events
Level of self-efficacy

▬†
▲†
▲†
▬†

ACT
Burger et
al. (2000)

Cheng et
al. (2007)

24

36

Essock et 36
al. (2006)
Fletcher et 30
al. (2008)
Lehman et 12
al. (1997)

o

Profile shape of psychological
symptoms (i.e., pattern of
symptoms within an individual)
Profile elevation of psychological
symptoms (i.e., degree of severity
of the pattern of symptoms)
Severity of medical problems
Severity of psychiatric problems
Severity of psychiatric symptoms
Severity of psychiatric symptoms
Level of general health

▬

Toro, P.A., Bellavia, C., Daeschler, C., et al. (1995). Distinguishing homelessness from poverty: A comparative study. Journal of Consulting and Clinical Psychology, 63, 280–289.

p

Toro, P.A., & Wall, D.D. (1991). Research on homeless persons: Diagnostic comparisons and practice
implications. Professional Psychology Research and Practice, 22, 479–488.

q

Derogatis, L.R. (1977). SCL-90-R (revised version) manual I. Baltimore, MD: Johns Hopkins University School
of Medicine.

r

Lukoff, D., Leiberman, R.P., & Nuechterlein, K.H. (1986). Symptom monitoring in the rehabilitation of
schizophrenic patients. Schizophrenia Bulletin, 12, 578–593.

s
t

Overall, J.E., & Gorham, D.R. (1962). The Brief Psychiatric Rating Scale. Psychological Reports, 10, 799–812.
Lovell, A.M. (1984). Modified Life Events Interview. Unpublished manuscript, New York State Psychiatric
Institute, New York, NY.

u

Sherer, M., Maddux, J.E., Mercandante, B., Prentice-Dunn, S., Jacobs, B., & Rogers, R.W. (1982). The Self-Efficacy Scale: Construction and validation. Psychological Reports, 31, 663–671.

v

Lukoff, D., Nuechterlein, K.H., & Ventura, J. (1986). Manual for expanded Brief Psychiatric Rating Scale
(BPRS). Schizophrenia Bulletin, 12, 594–602.

w

Ware, J.E., Jr, & Sherbourne, C.D. (1992). The MOS 36-Item Short-Form Health Survey (SF-36). Medical
Care, 30, 473–483.
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Author
(year)
Morse et
al. (1992)

Follow- Outcome
up*
12

Severity of psychiatric symptoms
Level of psychological distress

Instrument

Effect

Colorado Symptom Index x (CSI)1
Brief Symptom Inventory y (BSI)1

▲
▬

short form of the Rosenberg SelfEsteem Scale z (RSES)1
Severity of anxiety/depression
anxiety-depression scale of the
symptoms
expanded BPRS2
Severity of hostility/suspicion
hostility-suspicion scale of the
symptoms
expanded BPRS2
Severity of thought disorder
thought disorder scale of the
symptoms
expanded BPRS2
Severity of withdrawal/elevated
withdrawal-elevated mood scale of
mood symptoms
the expanded BPRS2
Severity of unusual activity
unusual activity level scale of the
symptoms (e.g., hyperactivity and expanded BPRS2
odd gestures)
Level of self-esteem
RSES1
Severity of psychiatric symptoms expanded BPRS2

▬

Severity of psychiatric symptoms

expanded BPRS2

▬

Severity of medical problems
Severity of psychiatric problems

medical composite of the ASI1
psychiatric composite of the ASI1

▬
▬

Level of psychological distress
Severity of psychiatric symptoms

BSI1
expanded BPRS2

▬
▲

Severity of positive symptoms

Positive and Negative Syndrome
Scaleaa (PANSS)2
PANSS2
PANSS2

▬

Level of self-esteem
Morse et
al. (1997)

18

Morse et
24
al. (2006)
Morse et
18
al. (2008)
Rosenheck 36
et al.
(2003)
Wolff et al.
(1997)

18

▬
▬
▲
▬
▲

▬
▬

CTI
Herman et 18
al. (2000)

Severity of negative symptoms
Severity of general
psychopathology

x

▲
▬

Shern, D.L., Wilson, N.R., & Coen, A.S. (1994). Client outcomes II: Longitudinal client data from the Colorado treatment outcome study. The Milbank Quaterly, 72, 123–148.

y

Derogatis, L., & Spencer, P. (1982). Administration and procedures: BSI manual 1. Baltimore, MD: Clinical
Psychometric Research.

z

Rosenberg, M. (1979). Conceiving the Self. New York, NY: Basic Books.

aa Kay, S., Opler, L., & Fiszbein, A. (1992). Positive and Negative Syndrome Scale (PANSS) manual. Toronto,
Canada: Multi-Health Systems, Inc.
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Author
(year)

Follow- Outcome
up*

Kasprow et 12
al. (2007)

Severity of psychiatric problems

Instrument

Effect

psychiatric composite of the
Addiction Severity Indexab (ASI)1

▲†

Note. ▲ = intervention had a positive impact on outcome; ▼ = intervention had a negative impact on
outcome; ◄► = mixed or conflicting study findings; ▬ = intervention and comparison outcomes were
the same; empty symbol (△) = no statistics or data reported. All other differences between control and
intervention group at follow-up were significant at p ≤ .05.
*Follow-up in months. 1self-reported; 2investigator observed; 3case manager or program staff observed;
4
shelter, agency, state, or federal records; 5unknown. †Difference in change between control and
intervention group.
Table G Substance use outcomes
Author
(year)

Follow- Outcome
up*

Instrument

Effect

Conrad et
al. (1998)

24

Severity of alcohol use problems

alcohol composite of the ASI1

▲†

Orwin et
al. (1994):
study 1

9

Severity of drug use problems
drug composite of the ASI1
Number of days using alcohol in last 30 ASI1
Severity of alcohol use problems
alcohol composite of the ASI1

◄►
◄►
▬

Number of days using drugs in last 30
Severity of drug use problems
Number of days using alcohol in last 30
Severity of alcohol use problems

◄►
▬
▬
▬

SCM

Orwin et
al. (1994):
study 2

24

ASI1
drug composite of the ASI1
ASI1
alcohol composite of the ASI1

Number of days using drugs in last 30 ASI1
Severity of drug use problems
drug composite of the ASI1
Number of days using alcohol or drugs n/r1
in last 30

▬
▬
▲

10

Number of days using alcohol in last 30 n/r5

▬

18

Severity of alcohol use problems
Number of days using drugs in last 30
Severity of drug use problems
Number of days using any alcohol at
all in last 30
Number of days using alcohol to
intoxication in last 30

n/r5
n/r5
n/r5
ASI1

▬
◄►
▬
▲

ASI1

▬

Sosin et al. 12
(1995)
ICM
Braucht et
al. (1995)

Cox et al.
(1998)

ab McLellan, A.T., Luborsky, L., Woody, G.E., et al. (1980). An improved diagnostic evaluation instrument for
substance abuse patients: The Addiction Severity Index. Journal of Nervous and Mental Disease, 168,
26–33.

248

Appendix 1
Author
(year)

Orwin et
al. (1994):
study 3

Follow- Outcome
up*

36

Rosenblum 4
et al.
(2002)
Stahler et 6-15
al. (1995)

Toro et al.
(1997)

18

Instrument

Effect

Number of days using alcohol since
last interview
Number of days experiencing alcohol
problems in last 30
Level of troubledness by alcohol
problems
Importance of treatment for alcohol
problems
Severity of alcohol use problems
Number of days using alcohol in last 30
Severity of alcohol use problems

ASI1

▲

ASI1

▬

ASI1

▬

ASI1

▬

alcohol composite of the ASI1
ASI1
alcohol composite of the ASI1

▲
◄►
▬

Number of days using drugs in last 30
Number of days using crack in last 30
days

ASI1
n/r1

▼
▬

Number of days using alcohol in last 30 ASI1

◄►

Amount of money spent for alcohol
Proportion of participants who were
abstinent from alcohol (for primary
alcohol users) in last 30 days
Number of days using cocaine in last
30
Amount of money spent for cocaine
Proportion of participants who were
abstinent from cocaine (for primary
cocaine users) in last 30 days
Average number of drinks consumed
daily in last year

ASI1
ASI1

▬
▬

ASI1

▬

ASI1
ASI1

▬
▬

Drinking Indexac,5

▬†

Severity of alcohol use problems

alcohol composite of the ASI1

▬

Number of days using alcohol
Number of days using alcohol to
intoxication
Severity of drug use problems
Number of days using drugs
Amount of money spent for substance
abuse

ASI1
ASI1

▬
▬

drug composite of the ASI1
ASI1
ASI1

▬
▬
▬

ACT
Cheng et
al. (2007)

36

ac Toro, P.A., Bellavia, C., Daeschler, C., Owens, B., Wall, D.D., Passero, J.M., & Thomas, D.M. (1995). Distinguishing homelessness from poverty: A comparative study. Journal of Consulting and Clinical Psychology,
63, 280–289.
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Follow- Outcome
up*

Instrument

Effect

Essock et
al. (2006)

36

Severity of alcohol use disorder

Alcohol Use Scalead (AUS)2

▬†

Number of days using alcohol in last
6 months
Severity of drug use disorder
Number of days using drugs in last 6
months
Level of treatment involvement,
remission, and recovery from
substance use disorders
Severity of both alcohol and drug use

Timeline Follow-Back
calendarae (TLFB calendar)1
Drug Use Scaleaf (DUS)2
TLFB calendar1

◄►†

Substance Abuse Treatment
Scaleag (SATS)2

▲†

5-point scalesah,2

▬

Quantity and frequency of alcohol
consumption

form developed by the National ▬
Institute on Alcohol Abuse and
Alcoholismai,5
▬
alcohol composite of the ASI1
▬
ASI1

Fletcher et 30
al. (2008)
Morse et
12
al. (1992)
Rosenheck 36
et al.
(2003)

Morse et
al. (1997)

18

Severity of alcohol use problems
Number of days using alcohol to
intoxication
Severity of drug use problems
Amount of money spent for substance
abuse
Need for alcohol treatment (selfreported)
Need for alcohol treatment
(investigator observed)
Need for drug abuse treatment (selfreported)
Need for drug abuse treatment
(investigator observed)

▬†
▬†

drug composite of the ASI1
ASI1

▬
▬

ASI1

▬

ASI2

▬

ASI1

▬

ASI2

▬

ad Drake, R.E., Osher, F.C., Noordsy, D.L., et al. (1990). Diagnosis of alcohol use disorders in schizophrenia.
Schizophrenia Bulletin, 16, 57–67.
ae Sobell, M.B., Maisto, S.A., Sobell, L.C., et al. (1980). Developing a prototype for evaluating alcohol treatment effectiveness. In: L.C. Sobell, M.B. Sobell, & E. Ward (Eds.), Evaluating alcohol and drug abuse treatment effectiveness (pp. 129–150). New York, NY: Pergamon.
af

Drake, R.E., Osher, F.C., Noordsy, D.L., et al. (1990). Diagnosis of alcohol use disorders in schizophrenia.
Schizophrenia Bulletin, 16, 57–67.

ag McHugo, G.J., Drake, R.E., Burton, H.L., et al. (1995). A scale for assessing the stage of substance abuse
treatment in persons with severe mental illness. Journal of Nervous and Mental Disease, 183, 762–767.
ah Carey, K.B., Coco, K., & Simons, J. (1996). Concurrent validity of clinicians’ ratings of substance abuse
among psychiatric outpatients. Psychiatric Services, 47, 842–847.
ai

Hargreaves, W., Attkisson, C., & Sorensen, J. (1977). Resource materials for community mental health
program evaluation. Rockville, MD: National Institute of Mental Health.
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Author
(year)

Follow- Outcome
up*

Morse et
al. (2006)

24

Morse et
al. (2008)

18

Instrument

Effect

Number of days abusing alcohol or
substances in last 30
Number of days using alcohol and
other substances in last 90
Severity of both alcohol and drug use
Number of days using alcohol

Addiction Severity Indexaj (ASI)1 ▬
n/r1

▬

5-point scalesak,2
n/r1

▬
▬

Severity of alcohol abuse
Number of days using drugs
Severity of drugs abuse

AUS2
n/r1
DUS2

▬
▬
▬

Severity of alcohol use problems
Amount of money spent for alcohol in
last 30 days
Severity of drug use problems
Amount of money spent for drugs in
last 30 days

alcohol composite of the ASI1
ASI1

▲†
▲

drug composite of the ASI1
ASI1

▲†
▲

CTI
Kasprow et 12
al. (2007)

Note. ▲ = intervention had a positive impact on outcome; ▼ = intervention had a negative impact on
outcome; ◄► = mixed or conflicting study findings; ▬ = intervention and comparison outcomes were
the same; empty symbol (△) = no statistics or data reported. All other differences between control and
intervention group at follow-up were significant at p ≤ .05.
*Follow-up in months. 1self-reported; 2investigator observed; 3case manager or program staff observed;
4
shelter, agency, state, or federal records; 5unknown. †Difference in change between control and
intervention group.

Table H Societal participation outcomes
Author
(year)

Follow- Outcome
up*

Instrument

Effect

24

employment composite
of the ASI1
legal composite of the
ASI1
QOLI1
QOLI1

▲

SCM
Conrad et
al. (1998)

Severity of employment barriers
Severity of legal problems

Marshall et 14
al. (1995)

aj

Number of days in any kind of employment
Number of days in employment weighted in
favor of paid employment or training

▬
▬
▬

Foreman, B., Parikh, C., Bragg, A., et al. (1990). Addiction Severity Index, 5th ed. Philadelphia, PA: University
of Pennsylvania, Veterans Affairs Center for Studies of Addiction.

ak Carey, K.B., Coco, K., & Simons, J. (1996). Concurrent validity of clinicians’ ratings of substance abuse
among psychiatric outpatients. Psychiatric Services, 47, 842–847.
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(year)

Follow- Outcome
up*

Instrument

Effect

Social Integration
▬†
al,1
Questionnaire
Level of deviant behavior
Rehabilitation Evaluation ▲†
Hall and Bakeram (REHAB)
Deviant Behavior2
Level of general behavior (i.e., lack of general REHAB General Behavior2 ▬ †
skills)
▬
Number of days paid for working in last 30
ASI1
◄►
Severity of employment barriers
employment composite
of the ASI1
◄►
Level of economic security
ASI1
◄►
Number of days paid for working in last 30
ASI1
Severity of employment barriers
employment composite
▼
of the ASI1
▬
Level of economic security
ASI1
Level of perceived social behavior

Orwin et
al. (1994):
study 1

9

Orwin et
al. (1994):
study 2

24

ICM
Braucht et
al. (1995)

Cox et al.
(1998)

Orwin et
al. (1994):
study 3

10

18

36

Rosenblum 4
et al.
(2002)

al

Number of days paid for working in last 30
Severity of employment barriers
Perceived seriousness of present legal
problems
Severity of legal problems
Satisfaction with family situation
Severity of personal conflicts
Severity of problems with living skills
Amount of income from public assistance
and pension, benefits, or social security
sources
Number of days paid for working in last 30
Amount of income from employment in last
30 days
Number of days paid for working in last 30
Severity of employment barriers
Level of economic security
Receipt or maintenance of public assistance
(e.g., medical insurance and food stamps)

n/r5
n/r5
n/r5

▬
▬
▬

n/r5
n/r5
n/r5
n/r5
ASI1

▬
▬
▬
▬
▲

ASI1
ASI1

▬
▬

ASI1
employment composite
of the ASI1
ASI1
n/r5

◄►
▬
▬
▲

Segal, S., & Aviram U. (1977). Community-based sheltered care: A study of community care and social
integration. New York, NY: Wiley-Interscience.

am Baker, R., & Hall J. (1983). Users manual for Rehabilitation Evaluation Hall and Baker. Aberdeen, United
Kingdom: Vine.
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Author
(year)

Follow- Outcome
up*

Instrument

Effect

Stahler et
al. (1995)

6-15

Average amount of income from
employment per month
Number of days paid for working in last 30
Average amount of income from illegal
sources per month
Number of days of illegal activities in last 30
Number of days of serious conflicts with
family in last 30
Amount of income from employment

ASI1

▬

ASI1
ASI1

▬
▬

ASI1
ASI1

▬
▬

HIST1

▬†

Amount of income from other sources (e.g.,
public assistance and disability benefits)
Family network size and frequency of
contact with family members

HIST1

▬†

Social Network
Interviewan (SNI) Family
Index1
SNI Support Index1

▬†

Interpersonal Support
Evaluation Listao (ISEL)1

▬†

ASSIS1
ASSIS1

▬
▬

ASSIS1

▬

ASSIS1

▬

ASSIS1

▬

ASSIS1

▬

ASSIS1

▬

Toro et al.
(1997)

18

Network size, frequency of contact,
relationship length, and satisfaction with
help received from persons available for
social support
Level of perceived social support

▬†

ACT
Calsyn et
al. (1998):
study 1

12

Size of the natural support network
Number of people who provided emotional
support in last 30 days
Number of people who gave advice in last
30 days
Number of people who provided material
assistance in last 30 days
Number of people who provided
recreational support in last 30 days
Number of conflictual relationships in last
30 days
Level of satisfaction with social support

an Toro, P.A., Bellavia, C., Daeschler, C., Owens, B., Wall, D.D., Passero, J.M., & Thomas, D.M (1995). Distinguishing homelessness from poverty: A comparative study. Journal of Consulting and Clinical Psychology,
63, 280–289.
ao Cohen, S., Mermelstein, R., Kamarck, T., & Hoberman, H. (1985). Measuring the functional components
of social support. In: L. Sarason & B. Sarason (Eds.), Social support: Theory, research and applications
(pp. 73–94). Dordrecht, Netherlands: Martinus Nijhoff.
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Author
(year)

Follow- Outcome
up*
Level of interpersonal adjustment

Level of alienation
Calsyn et
al. (1998):
study 2

Calsyn et
al. (2005)

Cheng et
al. (2007)

21

24

36

Size of the natural support network
Number of people who provided emotional
support in last 30 days
Number of people who gave advice in last
30 days
Number of people who provided material
assistance in last 30 days
Number of people who provided
recreational support in last 30 days
Number of conflictual relationships in last
30 days
Level of satisfaction with social support
Level of interpersonal adjustment
Level of alienation
Quality of the support given by the natural
support network
Proportion of participants who were
arrested for a major offence
Proportion of participants who were
arrested for a minor offence
Proportion of participants who were
arrested for a substance-use-related offence
Proportion of participants who were
incarcerated (i.e., spent a day in jail)
Proportion of participants who were
arrested
Proportion of participants who received a
court summons
Number of days paid for working
Size of social network (i.e., number of people
to whom one feels close)
Number of social contacts (i.e., frequency of
contacts with people in social network)
Size of social support network (i.e., number
of people who would help with a loan, with
transportation, or in an emotional crisis)

Instrument

Effect

Personality and Social
Network Adjustment
Scaleap (PSNAS)1
Bahr & Caplow’s
alienation scaleaq,1
ASSIS1
ASSIS1

▬

ASSIS1

▬

ASSIS1

▲

ASSIS1

▬

ASSIS1

▬

ASSIS1
PSNAS1
Bahr & Caplow’s
alienation scale1
9-point scale2

▬
▬
▬

ASI1

▬

ASI1

▬

ASI1

▬

ASI1

▬

official national record
data4
official record data from
local courts 4
ASI1
n/r1

▬

n/r1

▬

n/r1

▬

▬
▬
▬

▬

▬
▬
▬

ap Clark, A.W. (1968). The personality and social network adjustment scale. Human Relations, 21, 85–96.
aq Bahr, H.M., & Caplow T. (1973). Old men drunk and sober. New York, NY: New York University Press.
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Author
(year)

Follow- Outcome
up*

Instrument

Effect

Essock et
al. (2006)

36

n/r1,3,4

◄►†

Lehman et 12
al. (1997)

Morse et
al. (1992)

12

Morse et
al. (1997)

18

Morse et
al. (2006)

24

Rosenheck 36
et al.
(2003)

Solomon
et al.
(1994)
Wolff et al.
(1997)

6

18

Number of days incarcerated (or
hospitalized)
Level of global functioning

Global Assessment Scale
(GAS)2
Number of days in jail
n/r1
Level of functioning and access to resources QOLI1
and opportunities (e.g., number of daily
activities, frequency of family/social
contacts, and employment rates)
Average amount of income per month
n/r1
Level of alienation
Bahr & Caplow’s
alienation scale1
Level of interpersonal adjustment (i.e.,
PSNAS1
personal and social functioning)
Amount of income (i.e., earnings from
n/r1
multiple sources such as panhandling,
entitlements, and employment)
Amount of money received from
n/r1,4
maintenance payments (i.e., Social Security,
Social Security Disability Insurance,
Supplemental Security Income, and income
maintenance benefits)
Severity of employment barriers
employment composite
of the ASI1
Number of days paid for working in last 30
ASI1
Amount of income
ASI1
Severity of legal problems
legal composite of the
ASI1
Number of arrests for major crimes
ASI1
Number of arrests for minor crimes
ASI1
Size of social network (i.e., number of people n/r1
to whom one feels close)
Number of social contacts (i.e., frequency of n/r1
contacts with people in social network)
Size of social support network (i.e., number n/r1
of people who would help with a loan, with
transportation, or in an emotional crisis)
Proportion of participants returned to jail at n/r1,4
least once

▬†

Use of housing subsidy
Use of Supplemental Security Income
Use of food stamps

▲
▬
▬

CTI
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n/r1,3,4
n/r1,3,4
n/r1,3,4

▬
▬

▬
▬
▬
▬

▬

▬
▬
▬
▬
▬
▬
▬
▬
▬

▬

Appendices
Author
(year)

Follow- Outcome
up*

Instrument

Effect

Jones et
al. (1994)

18

n/r1
n/r1

△
▭

Jones et
al. (2003)

18

n/r1
n/r1
n/r1
n/r1

▬
▬
▬
▬

n/r1
n/r1

▬
▬

Kasprow et 12
al. (2007)

Number of nights in jail
Proportion of participants who experienced
any nights in jail
Amount of income in first 9 months
Amount of income in second 9 months
Amount of family donations in first 9 months
Amount of family donations in second 9
months
Number of days worked in last 30
Amount of income per month

Note. ▲ = intervention had a positive impact on outcome; ▼ = intervention had a negative impact on
outcome; ◄► = mixed or conflicting study findings; ▬ = intervention and comparison outcomes were
the same; empty symbol (△) = no statistics or data reported. All other differences between control and
intervention group at follow-up were significant at p ≤ .05.
*Follow-up in months. 1self-reported; 2investigator observed; 3case manager or program staff observed;
4
shelter, agency, state, or federal records; 5unknown. †Difference in change between control and
intervention group.

Table I Quality of life outcomes
Author (year)

Follow- Outcome
up*

Instrument

Effect

14

Level of general life satisfaction (i.e.,
overall subjective quality of life)

QOLI1

▬†

10

General satisfaction with life

not reported (n/r)5

◄►

Cheng et al. (2007)

36

QOLI1

▼

Essock et al. (2006)

36

QOLI1

▬†

Lehman et al. (1997)

12

Level of general life satisfaction (i.e.,
overall subjective quality of life)
Level of general life satisfaction (i.e.,
overall subjective quality of life)
Level of general life satisfaction (i.e.,
overall subjective quality of life)
Level of satisfaction with neighborhood
Level of satisfaction with health
Level of satisfaction with safety
Level of satisfaction with family relations
Level of satisfaction with social relations
Level of satisfaction with finances
Level of general life satisfaction (i.e.,
overall subjective quality of life)
Level of satisfaction with housing
Level of satisfaction with health

QOLI1

◄►

QOLI1
QOLI1
QOLI1
QOLI1
QOLI1
QOLI1
QOLI1

◄►
◄►
▬
▬
▬
▬
▬

QOLI1
QOLI1

▬
▬

SCM
Marshall et al. (1995)
ICM
Braucht et al. (1995)
ACT

Rosenheck et al.
(2003)

36
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Author (year)

Follow- Outcome
up*

Instrument

Level of satisfaction with family relations QOLI1
Level of satisfaction with social relations QOLI1
Level of satisfaction with finances
QOLI1

Effect
▬
▬
▬

Note. ▲ = intervention had a positive impact on outcome; ▼ = intervention had a negative impact on
outcome; ◄► = mixed or conflicting study findings; ▬ = intervention and comparison outcomes were
the same; empty symbol (△) = no statistics or data reported. All other differences between control and
intervention group at follow-up were significant at p ≤ .05.
*Follow-up in months. 1self-reported; 2investigator observed; 3case manager or program staff observed;
4
shelter, agency, state, or federal records; 5unknown. †Difference in change between control and
intervention group.
Table J Cost outcomes
Author
(year)

Follow- Outcome
up*

Instrument

Effect

n/r1,4
n/r1,4

▬
▼

n/r1,4

◄►

n/r1,4

◄►

n/r1,4

▬

n/r1,4

◄►

n/r1,4

▬

n/r1,4

▬

n/r1,4

▬

n/r1,4

▬

n/r1,4

▬

n/r1,4

▬

n/r1,4

▬

n/r1,4

▬

n/r1,4
n/r1,4

◄►†
▬

ACT
Lehman et 12
al. (1999)

Morse et
al. (2006)

24

Average total costs per case
Costs per case for mental health outpatient
treatment
Costs per case for mental health inpatient
treatment
Costs per case for mental health emergency
room visits
Costs per case for mental health
rehabilitation
Costs per case for substance misuse
outpatient treatment
Costs per case for substance misuse
inpatient treatment
Costs per case for substance misuse
emergency room visits
Costs per case for substance misuse
outpatient rehabilitation
Costs per case for substance misuse
inpatient rehabilitation
Costs per case for general medicine
outpatient treatment
Costs per case for general medicine inpatient
treatment
Costs per case for general medicine
emergency room visits
Cost-effectiveness ratio (i.e., treatment cost
per day stably housed)
Outpatient costs
Inpatient costs

257

Appendices
Author
(year)

Follow- Outcome
up*

Rosenheck 36
et al.
(2003)

Emergency shelter costs
Total service costs
Veterans Affairs (VA) outpatient care costs:
mental health care
VA outpatient care costs: medical-surgical
care
VA outpatient care costs: homeless case
management
Total VA outpatient care costs

VA inpatient and residential care costs:
mental health care
VA inpatient and residential care costs:
medical-surgical care
VA inpatient and residential care costs:
residential care
Total VA inpatient and residential care costs

Total VA treatment costs

Wolff et al.
(1997)

18

Non-VA health costs: mental health
Non-VA health costs: nonmental health
Non-VA costs: shelter
Non-VA costs: incarceration
Non-VA costs: administrative costs of
transfer payments
Non-VA costs: earned income
Total health costs (VA and non-VA)
Governmental costs
Total societal cost
Average total costs per client
Costs for inpatient mental health treatment
Costs for outpatient mental health treatment
Costs for physical health services
Costs for vocational and educational
assistance
Costs for housing subsidies

258

Instrument

Effect

n/r1,4
n/r1,4
VA’s national workload
data systems and VA’s
Cost Distribution Report4
VA’s national workload
data systems and VA’s
Cost Distribution Report4
VA’s national workload
data systems and VA’s
Cost Distribution Report4
VA’s national workload
data systems and VA’s
Cost Distribution Report4
VA’s national workload
data systems and VA’s
Cost Distribution Report4
VA’s national workload
data systems and VA’s
Cost Distribution Report4
VA’s national workload
data systems and VA’s
Cost Distribution Report4
VA’s national workload
data systems and VA’s
Cost Distribution Report4
VA’s national workload
data systems and VA’s
Cost Distribution Report4
several sources1,4
several sources1,4
several sources1,4
several sources1,4
several sources1,4

▬
◄►
▬

several sources1,4
several sources1,4
several sources1,4
several sources1,4
n/r1,3,4
n/r1,3,4
n/r1,3,4
n/r1,3,4
n/r1,3,4

▬
▬
▬
▬
▬
△
▬
▬
▬

n/r1,3,4

▽

▬

▼

▬

▬

▬

▬

▬

▬

▬
▬
▬
▬
▬

Appendix 1
Author
(year)

Follow- Outcome
up*

Instrument

Effect

Costs for maintenance assistance

n/r1,3,4

▽

Outpatient mental health care costs in first
9 months
Outpatient mental health care costs in
second 9 months
Outpatient medical care costs in first 9
months
Outpatient medical care costs in second 9
months
Acute services costs in first 9 months
Acute services costs in second 9 months
Substance abuse services costs in first 9
months
Substance abuse services costs in second 9
months
Supported housing costs in first 9 months
Supported housing costs in second 9
months
Other housing costs in first 9 months
Other housing costs in second 9 months
Shelter costs in first 9 months
Shelter costs in second 9 months
Criminal justice costs in first 9 months
Criminal justice costs in second 9 months
Public transfer costs in first 9 months
Public transfer costs in second 9 months
Total costs in first 9 months
Total costs in second 9 months
Total costs in 18 months
Net housing stability benefits in first 9
months (i.e., comparing the gain expected
to result from implementing CTI with gains
required to justify its cost, with willingnessto-pay value, the additional price that
society is willing to expend for an additional
nonhomeless night, of more than $457)
Net housing stability benefits in first 9
months with willingness-to-pay value of less
than $457
Net housing stability benefits in second 9
months with willingness-to-pay value of
more than $120
Net housing stability benefits in second 9
months with willingness-to-pay value of less
than $120

n/r1,4

▬

n/r1,4

▬

n/r1,4

▬

n/r1,4

▬

n/r1,4
n/r1,4
n/r1,4

▬
▬
▬

n/r1,4

▬

n/r1,4
n/r1,4

▬
▬

n/r1,4
n/r1,4
n/r1,4
n/r1,4
n/r1,4
n/r1,4
n/r1,4
n/r1,4
n/r1,4
n/r1,4
n/r1,4
n/r1,4

▬
▬
▲
▬
▬
▬
▬
▬
▬
▬
▬
▲

n/r1,4

▬

n/r1,4

▲

n/r1,4

▬

CTI
Jones et
al. (2003)

18
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Author
(year)

Follow- Outcome
up*
Net housing stability benefits in 18 months
with willingness-to-pay value of more than
$152
Net housing stability benefits in 18 months
with willingness-to-pay value of less than
$152

Instrument

Effect

n/r1,4

▲

n/r1,4

▬

Note. ▲ = intervention had a positive impact on outcome; ▼ = intervention had a negative impact on
outcome; ◄► = mixed or conflicting study findings; ▬ = intervention and comparison outcomes were
the same; empty symbol (△) = no statistics or data reported. All other differences between control and
intervention group at follow-up were significant at p ≤ .05.
*Follow-up in months. 1self-reported; 2investigator observed; 3case manager or program staff observed;
4
shelter, agency, state, or federal records; 5unknown. †Difference in change between control and
intervention group.
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Appendix 2
Research data management
This thesis is based on the results of two randomized controlled trials involving human
participants. The trials comply with the criteria for approval by an accredited Medical Research
Ethics Committee (aMREC). Upon consultation, the aMREC region Arnhem-Nijmegen concluded
that these studies were exempt from formal review (registration numbers 2010/038 and 2010/247).
These trials were funded by the Netherlands Organization for Health Research and Development
(ZonMw) and the Academic Collaborative Center Impuls Participation and Social Care.
This project is stored on the Radboudumc server of the Department of Primary and
Community Care: H:\OZ-Impuls\Impuls Projecten\1. Archief\2004-2009\2009_project_
EffeCTIef. After the conclusion of all project-related activities, including the defense of this
thesis, the project will be moved to the department research storage: \\umcsanfsclp01\
elg_restore\maatschappelijke zorg.
In these trials, participants were interviewed four times by research assistants using
paper questionnaire booklets: at baseline and 3, 6, and 9 months thereafter. At baseline,
the booklet contained the written informed consent. Paper data were stored in the
department archive (Radboudumc, building M245, room –2.053), closet numbers 26, 28,
29, and 30. All paper data were entered into the computer by use of Microsoft Office Excel
or IBM SPSS Statistics for Windows, Version 20.0. Data management and monitoring were
performed within SPSS. The privacy of the participants in this study is warranted by use
of encrypted and unique individual participant codes. This code corresponds with the
code on the questionnaire booklets. The code was stored separately from the study data.
For the fidelity ratings presented in Chapter 4, participants’ client charts were collected
from the CTI workers. Written informed consent to share client charts with the research
team was obtained from participants before they were randomly allocated to CTI or careas-usual. To assess the intervention’s fidelity to the CTI model, we randomly selected
a sample of 70 charts, stratified by service delivery system, from participants allocated
to the experimental condition. Client charts were also stored in the department archive
(Radboudumc, building M245, room –2.053), closet numbers 26, 28, 29, and 30.
The data will be saved for 15 years after termination of the trials (April 1, 2014, and June
1, 2014). Using these participant data in future research is only possible after renewed
permission by participants as recorded in the informed consent. The datasets analyzed
during these studies are available from the author on reasonable request.
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Appendix 3
This appendix belongs to Chapter 4: “Critical Time Intervention for people leaving shelters
in the Netherlands: Assessing fidelity and exploring facilitators and barriers.”
Appendix 3.1: Characteristics of clients randomly selected for fidelity assessment
Table A Sociodemographic characteristics of all selected clients together (N = 70) and clients of services for
homeless people (N = 35) and services for abused women (N = 35) separately
Characteristic

Age (years)

Gender (female)
Migration background
Dutch native
First-generation migrant
Second-generation migrant
Married or in civil union
One or more children
Education level
Low education level
Intermediate education level
High education level
Unknown
Psychological distress
Elevated level of distress
Average or low level of distress
Unknown

All clients together

Services for
homeless people

Services for
abused women

M (SD)

M (SD)

M (SD)

37.9 (10.5)

41.7 (10.8)

34.1 (8.6)

All clients together

Services for
homeless people

Services for
abused women

n (%)

n (%)

n (%)

55 (78.6)

20 (57.1)

35 (100.0)

34 (48.6)
29 (41.4)
7 (10.0)
21 (30.0)
57 (81.4)

24 (68.6)
8 (22.9)
3 (8.6)
9 (25.7)
24 (68.6)

10 (28.6)
21 (60.0)
4 (11.4)
12 (34.3)
33 (94.3)

49 (70.0)
13 (18.6)
7 (10.0)
1 (1.4)

24 (68.6)
7 (20.0)
4 (11.4)
0 (0.0)

25 (71.4)
6 (17.1)
3 (8.6)
1 (2.9)

21 (30.0)
42 (60.0)
7 (10.0)

13 (37.1)
21 (60.0)
1 (2.9)

8 (22.9)
21 (60.0)
6 (17.1)
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Appendix 3.2: The Dutch CTI fidelity scale
This scale was adapted from the original CTI fidelity scale developed by Conover and
Herman (2007).
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* If only one personal recovery plan is used throughout all three phases, find information about
the ASD and AED in the activity log or in the CTI monitor record.
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* Criterion 1 refers only to whether CTI workers are working with clients at the end. It does NOT
refer to the duration of their work, which can be from 37 weeks (criterion 2) to 41 weeks (item 3).
Calculation based on: (9 months x 4.3 weeks/month = 38.7 weeks) – 2 weeks = 36.7 or ~37 weeks.
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** Criterion 2 allows for breaks in the intervention over the 9-month period, if totaling no more
than 2 months. That is, when clients disappear or refuse to be seen in midst of intervention, this is
not a problem as long as CTI workers continue to work with them at a later date.
Calculation based on: (7 months x 4.3 weeks/month = 30.2 weeks) – 2 weeks = 28.2 or ~28 weeks.
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* Calculation based on: (9 months x 4.3 weeks/month = 38.7 weeks) + 2 weeks = 40.7 or ~41
weeks. 
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** If only one personal recovery plan is used throughout all three phases, criteria 3 and 4 are met
if the intervention areas on that plan are all selected from among the 10 standard intervention
areas.
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* Due to variation in length of pre-CTI phase, frequency is not measured in number of times per
phase for either pre-CTI or phase 1.
Learning about client’s history needs to be a timely process in order to write first plan; give case
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Appendix 3.3: Rationale for CTI fidelity scale items
Table B Rationale for items in the CTI fidelity scale developed by Conover and Herman (2007) and
corresponding items in the Dutch CTI fidelity scale
Item

Rationale

Dutch
scale

Original
scale

Three phases

The CTI intervention takes place in three phases, which
each last no less than, and no more than, 3 months.
CTI workers make every effort to prevent people from
dropping out of the intervention before the end of the 9
months, and to locate people who have disappeared.
CTI is a cost-effective, time-limited intervention that serves
to bridge the gap during the transition from institutional to
community living, which means that it stops at 9 months.
The intervention is limited to just a few areas that are
crucial for enhancing continuity of care and for facilitating
clients’ stability and community assimilation.
Before discharge, CTI workers gain understanding of
clients’ histories and personalities, and start to build a
rapport, in order to help clients adjust to expectations of
community providers (and vice versa).
CTI workers maintain high level of client contact during the
first weeks after discharge, and convene a meeting with
family members and providers, to ensure continuity during
this critical transition period.
Early in the intervention CTI workers establish linkages with
anyone in the community who can help clients achieve
stability in housing and an improved quality of life.
Because CTI workers make themselves obsolete during the
intervention, they gradually reduce their role from directly
delivering services to clients in phase 1 to low-intensity
monitoring in phase 3.

Item 1

CMP4

Item 2

CMP8

Item 3

CMP7

Item 4

CMP5

Item 5

CMP1

Item 6

CMP2

Item 7

CMP3

Item 8

CMP6

Nine-month
follow-up
Time-limited

Compliance fidelity

Focused

Early
engagement

Early linking

Outreach

Monitoring
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Item

Rationale

Program quality

Competence fidelity

Chart quality

Intake
assessment

CTI workers carry out a comprehensive assessment of
clients’ strengths as well as long-term housing, health
care, and psychosocial needs, which provides them with a
familiarity with clients’ histories.
Phase
CTI workers formulate phase plans with a rationale for the
planning
decision to focus on a particular set of intervention areas
(see item focused) as well as general objectives for each
intervention area.
Progress
For each relevant encounter or phone call, CTI workers add
notes
a progress note. Progress notes reflect the primary role of
CTI workers, which is to connect clients to a community
support system.
Closing note
The closing note includes a summary of the intervention
and the status of the network for assuring housing
stability. It also records clients’ and community caregivers’
assessments.
Worker’s role CTI workers develop a good rapport with clients by,
with client
among others, taking a “social solidarity” approach to the
relationship and being accessible to clients.
Worker’s role To help family members and/or providers become able to
with linkages sustain coordinated and long-term support, CTI workers
encourage communication, and negotiate if necessary,
between clients and linkages.
Clinical
Supervisors frame their recommendations in the context
supervision
of CTI principles in order to ensure that CTI workers adhere
to the model.
Fieldwork
To enable effective case management and supervision,
coordination fieldwork coordinators regularly review charts for
completeness, accuracy, and quality, and remind the team
where clients are in the intervention.
Organizational The “parent” organization in which CTI is implemented
support
provides the resources and support that were promised at
the start of a CTI program.
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Dutch
scale

Original
scale

Item 9

QUA1

Item 10 QUA2

Item 11 QUA3

Item 12 QUA4

NA

QUA5

NA

QUA6

NA

QUA7

NA

QUA8

NA

QUA9

Context fidelity

Appendix 3
Item

Rationale

Caseload size

CTI workers’ caseloads are small (equivalent to a standard NA
caseload of 18 or less), because they need to carry out
an intervention that requires more time and effort than
traditional case management.
By frequently meeting with all the CTI workers, supervisors NA
can stay up-to-date with CTI workers’ activities and clients’
progress, provide expertise, and help CTI workers adhere
to the CTI protocol.
Every CTI case is reviewed at least once every 2 weeks by
NA
someone trained in CTI supervision, in order to ensure that
the CTI team stays on top of the intervention and status of
every active client.

Team
meetings

Case review

Dutch
scale

Original
scale
STR1

STR2

STR3

Note. CMP = components section, which measures compliance fidelity; QUA = quality section, which
measures competence fidelity; STR = structure section, which measures context fidelity; NA = not
applicable to the Dutch CTI fidelity scale.

Appendix 3.4: Contents of CTI client chart
CTI client charts consist of the following forms:
• The intake form contains a list of possible steps (in the areas such as finances, child
care, employment, housing, etc.) that should be taken to prepare the client for the
transition to community living and aids the CTI worker and client in deciding which
actions are most urgent.
• A strengths assessment helps the worker and client to map the client’s unique
strengths and resources.
• The risk and needs assessment helps the worker to collect information about the
client’s history and factors precipitating homelessness (or, in women’s shelters,
factors precipitating victimization) as well as current professional and social
support.
• In the activity log, the CTI worker registers with whom, where, when, and how (e.g.,
face-to-face or by telephone) he or she had contact and what the purpose and
duration of each contact was.
• A personal recovery plan outlines the client’s goals, and means to reach these goals,
in a maximum of three intervention areas for each phase. These intervention areas
are chosen from 10 life domains: security and protection against violence, finances
and social security, relationship with (ex)-partner, employment and education,
health and self-care, living conditions and daily routine, children and parenting,
social relationships, spare time and recreation, and meaningfulness in life.
• The closing note contains a summary of the progress made by the client during the
9-month intervention, a description of the client’s current situation, a prognosis
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of the continuity of care and stability of housing, a report of the transfer-of-care
meeting with client’s professional and/or social network, and a report of the exit
meeting with the client.
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Appendix 4
This appendix belongs to Chapter 5: “Critical Time Intervention for homeless people
making the transition to community living: A randomized controlled trial.”
Appendix 4.1: Selection of shelters as recruitment sites
Shelters were eligible for selection as recruitment sites if they provided short-term
residential services (i.e., 24-hour services for a period generally no longer than 12 months)
to at least 50 adult clients per year and expected to continue these services over the
next 5 years. Out of the shelters matching these criteria and willing to participate, we
selected nine, which were distributed evenly among the Netherlands. Recruitment
started December 1, 2010. Because after 6 months recruitment was lagging behind,
we decided to add another 13 shelters as recruitment sites in 2011. Several of these
additional recruitment sites did not meet our original selection criteria. Nine of them
were small facilities who served fewer than 50 adult clients per year, three shelters also
offered long-term services (for a period longer than 12 months) depending on clients’
service needs, and one shelter would probably be closed in the next 5 years. Eventually,
22 shelters for homeless people (run by nine organizations) participated in the study.
Including additional shelters as recruitment sites did not affect the findings of the
present study, insofar as can be ascertained. The shelters that served fewer than 50 adult
clients per year had a similar target population as the larger facilities included earlier. A
disadvantage of including these smaller shelters was that the potential for participant
recruitment was also small. As a result, we were unable to find any clients that were
able and willing to participate in four of these facilities. Three of the shelters that were
included later on also offered long-term services. Seeing that one of the selection criteria
for participants was that they did not stay at the shelter for more than 14 months, our
sample continued to consist of homeless people with relatively short-term shelter stay.
Lastly, one shelter did not expect to continue its services over the next 5 years. We were
able to recruit a couple of participants in this shelter before it merged with one of the
larger facilities that already took part in the study.
Appendix 4.2: Key components
According to the CTI fidelity scale manual (Conover, 2012), the 14 key components of
CTI are:
• small caseloads, composed exclusively of CTI clients
• a time-limited, 9-month intervention
• decreasing intensity of services
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•
•
•
•
•
•
•
•
•
•
•

three distinct treatment phases
in vivo (i.e., community-based) needs assessment and provision of services
early establishment of community linkages
a focus on one to three areas that put client at risk for homelessness, selected
from the six CTI areas
strengthening of community linkages through negotiation and mediation
worker availability to clients and providers from the field
worker-client relationship characterized by social solidarity
maintaining contact with clients with histories of transience, in order to minimize
drop-outs
a harm-reduction approach to behavior change
regular team supervision meetings and frequent case review for every CTI client
organizational advocacy, basic staffing and resources, structural flexibility for the
CTI program

Appendix 4.3: Outcomes omitted from this report
Which outcomes to include was decided in consultation with all authors before statistical
analysis began. Four outcomes that were outlined in the study protocol have been
omitted from this report: loneliness, service use, working alliance between participants
and CTI workers or case managers, and experiences with shelter and community care
services (Lako et al., 2013). Reasons for restricting the number of outcomes were to reduce
the conceptual overlap between several of the outcome measures and to minimize
potential bias resulting from a relatively high amount of missing data on some variables.
Findings of previous trials focusing on similar target groups were also considered to
identify the most important outcome measures.
Loneliness, which was measured at baseline and 9-month follow-up with the De Jong
Gierveld & Kamphuis Loneliness Scale (de Jong-Gierveld & Kamphuis, 1985), overlapped
conceptually with family and social support. Because CTI aims to strengthen links with
support resources, we expected these measures of family and social support to be
more sensitive to intervention effects than the multidimensional construct of loneliness
(DiTommaso & Spinner, 1997).
Service use overlapped conceptually with unmet care needs, although the latter
construct is more subjective in nature. Service use was measured at baseline and
9-month follow-up with a self-constructed instrument used in several previous studies
conducted by Impuls - Netherlands Center for Social Care Research. Participants were
asked to indicate whether they had used the services of certain care providers (e.g.,
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general practitioner, dentist, social services) in the past 9 months and in the past 30 days.
Unfortunately, this instrument was not properly incorporated in the questionnaire. As
a result, participants who did not provide a response could not be distinguished from
those who did not use a specific service, which made it impossible to ascertain the
amount or pattern of missing data.
Working alliance between participants and CTI workers or case managers was measured
with the short version of the Working Alliance Inventory (Horvath & Greenberg, 1986).
This instrument was only administered to those who indicated receiving services from a
shelter organization at the 9-month follow-up. Seeing that fewer participants allocated to
care-as-usual were still in touch with their case manager at 9 months, substantially more
observations were missing from the control group, which could lead to biased estimates.
Participants’ experiences with shelter and community care services were evaluated with
the Consumer Quality Index for Shelter and Community Care Services (Beijersbergen
et al., 2015). This self-report instrument was not administered by the interviewer, but
could be completed by the participant after the interview had ended and returned to
the research team with a prepaid envelope. This method of administration resulted in
a relatively high nonresponse rate. Because of the missing data and the conceptual
overlap between this instrument, the process measures, and the outcome measure of
unmet care needs, we decided not to include experiences with shelter and community
care services as an outcome in this report.
Statistical analyses with the omitted outcomes were performed in the same manner as
detailed in the present report. Results of these analyses were reported to the funding
bodies and can be provided upon request.
Appendix 4.4: Number of clients per CTI worker or case manager
Table A CTI workers or case managers in each group and number of clients assigned
Characteristic
Number of CTI workers or case managers
Mean number of clients (SD) per CTI worker or case manager
Median number of clients per CTI worker or case manager
Range of number of clients per CTI worker or case manager

CTI worker

Case manager

24
3.6 (2.2)
3
1–9

60
1.3 (0.6)
1
1–4

Note. Of the 183 participants, 6 participants in the CTI group and 14 participants in the control group did
not receive any (case management) services from a shelter organization during follow-up.
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Appendix 5
This appendix belongs to Chapter 7: “Summary and general discussion.”
Search strategy
The goal of this systematic search was to identify (quasi-)experimental studies evaluating
the effectiveness of Critical Time Intervention (CTI). For the systematic search, we used
the following databases: MEDLINE, PsycINFO, Embase, CINAHL, and Cochrane CENTRAL.
We searched for the term “critical time intervention” in titles and abstracts. In Table A,
you will find the search strategy employed per database.
Table A Search strategy per database
#
1
2
3
4
#
1
#
1

MEDLINE, PsycINFO, and Embase search
(Critical time intervention’).ti,ab.
limit 3 to yr=“1988 -Current”
1 and 2
remove duplicates from 3
CINAHL search
(TI (“Critical time intervention” OR CTI)) AND (AB (“Critical time intervention” OR CTI))
Cochrane CENTRAL search
“critical time intervention” in Title Abstract Keyword’

The search was conducted by Tessa van Loenen on August 30, 2018, and resulted in 178
hits from the following databases:
• MEDLINE (N = 44)
• PsycINFO (N = 52)
• Embase (N = 41)
• CINAHL (N = 13)
• Cochrane CENTRAL (N = 28)
Selection process
After duplicates were removed, 76 original results remained. Titles and abstracts of the
retrieved publications were screened by two reviewers independently. The following
criteria were used to select relevant articles:
• designed as a randomized controlled trial or a before-and-after study, including a
baseline and at least one follow-up assessment of outcome variables
• compared two or more groups, one of which was offered CTI
• published in a peer-reviewed journal
• published in English or Dutch
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•

published from the year 1988 onwards

If necessary, the full-text article was reviewed to judge whether at least one of the
included interventions adhered to the CTI model. Based on these criteria, 21 articles
were selected, which pertained to 11 unique studies. Two of these studies are the RCT
described in this thesis and the parallel-conducted trial testing the effectiveness of CTI
for abused women in the Netherlands. Two other studies were included in the systematic
review and were described extensively in Chapter 2. The findings of the remaining seven
studies were summarized in Chapter 7.
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