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Introduction
Homelessness is traumatic. Like other traumatic experiences such as interpersonal violence, natural disaster, and wartime conflict, the impact of homelessness is devastating. Coupled with the loss of a place to call home is the loss
of emotional comfort found in predictability and the ability to control decisions
about one’s life. These traumas result in disconnection from self and others, undermining self-efficacy, sense of safety, control, power, and choice.
And yet, despite the staggering toll that homelessness takes on individuals,
families, and our nation as a whole, there is much promise in the recovery of
people with these experiences.

The Value of Recovery

What does it mean to recover from experiences of
homelessness, trauma, psychiatric distress, and
substance use? What is the relationship between
consumer integration and recovery in the delivery
of services to
people who
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In order to support people in reclaiming their lives,
it is important to create environments that foster
respect, break down hierarchies, and share power
with those receiving services. This process requires
a paradigm shift from a traditional service delivery
approach to recovery-based approach. It begins

with changing assumptions. Rather than seeing
people as “sick,” “diseased,” or “disabled,” it Over and over, consumers say,
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strengths as well as struggles. Being recovery-oriented means believing that recovery can happen for
everyone, no matter how vulnerable they appear to
be at any given time. It means holding out hope for
people who no longer can, because the research
shows that people can and do recover (Harding et
al., 1987, 1994; Huber, 1975; DeSisto et al., 1995)
with and without intervention (de Girolamo, 1996).
Agencies that create integrated environments
where consumers are active partners send potent
messages that recovery is possible to staff, people
receiving services, and the community at large.
Involving consumers at all levels honors recovery
and provides strong, tangible evidence that healing is possible. People in recovery become living
testimonies inspiring others and providing access
to support. Their presence affirms possibilities and
breaks down stereotypes that so often flourish in
the absence of people with lived experience.

Integrating People Provides Hope and Improves the Quality of Services

With the integration of consumers into the fabric of
homeless service planning, policy, and delivery, the
resulting collaboration makes systems more sensitive and responsive, improving the quality of care
(Consumer Practitioners in PATH-Funded Pro-

grams, 2006; Barrow et al., 2007; Van Tosh, 1993).
It also fosters hope for those receiving services and
those providing them. Moving Forward, Together
presents a vision of strong partnerships with consumers at every organizational level.
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resources with
the objective of
fully integrating consumers in service delivery. The
authors acknowledge that the standards this series
sets are high, perhaps beyond the ability of some
organizations and agencies that must operate from
day-to-day in resource scarce environments. However, that by itself is no reason to aim for goals that
are more modest; higher expectations yield higher
outcomes for both individuals and organizations
(Cotton, 1989; Good, 1987).

The Power of Language: Why Use the
Term “Consumer”?

People who experience homelessness are not a
homogenous group. They come from a broad cultural, racial, and linguistic spectrum, representing
a diversity of genders, ages, abilities, health needs,
and backgrounds. Many have co-occurring mental
health and substance use disorders in addition to
the impact of trauma. However, the common dominator among them is the grip of extreme poverty.
The use of the term “consumer” is often in the context of mental health; some prefer other identifiers.
“Survivor” refers to the fact that many individuals
survived violence, psychiatric distress, homelessness, or the re-traumatizing effects of services.
Other common identifiers include:
•
•
•
•
•
•

people in recovery
people who are formerly homeless
clients
ex-patients (denoting time in psychiatric
facilities)
recipients
users

Currently, there is no single term that captures all
those experiences. In an effort to respect the varied ways people describe themselves, this series
broadens the traditional use of the term “consumer”
beyond its usual mental health connotation. In this
series, the term “consumer” represents a person
with past or present experiences of homelessness,
who also may have histories of: substance use; psychiatric disability; and/or histories of trauma.

Early Support for Integration Efforts
Over the last thirty years, mental health and substance use organizations led the way in encouraging consumer integration in service development,
delivery, and evaluation as part of an effort to create
recovery-oriented environments that are personcentered and trauma-informed.
In 1996, the Health Care Centers Consolidations
Act required Health Care for the Homeless grantees to develop governing bodies comprised by a
consumer majority (“Implementing the CARE Act,”
1998). Two Federal agencies under the U.S. Department of Health and Human services, The Substance Abuse and Mental Health Services Administration (SAMHSA) and the Health Resources and
Services Administration (HRSA) played an important role in supporting the evolution of consumer
integration in concert with national trade associations such as the National Association of State
Mental Health Program Directors (NASMHPD)
(SAMHSA, 2003; NASMHPD, 1989). In its effort,
the U. S. Department of Housing and Urban Development (HUD) incorporated people with experiences of homelessness into its Continuum of Care
(CoC) planning process and as an integral part of
Homeless Management Information System (HMIS)
implementation (Barrow et al., 2007). These agencies recognize the benefits of actively involving
consumers in all aspects of design, delivery, and
evaluation of services.

First Steps in Moving Forward

While there is an increased recognition of the need
for meaningful consumer involvement in the field
of homelessness (Barrow et al., 2007), there remains a dearth of literature and practical guidance
about how to achieve this involvement. During the
background work for this series, the authors found
people with experiences of homelessness involved
in a variety of roles and activities in both paid and
unpaid positions. Consumer positions generally fell
into the following three categories (Mowbray and
Moxley, 1997; Solomon and Draine, 2001; Salzer,
2002):
•
•
•

Consumer-operated services (managed and
operated by a majority of consumers)
Consumer-partnership services (services
delivered by consumers with control shared
with non-consumers)
Consumer volunteers and employees

This series’ concern is with the latter two approaches to consumer-delivered services, specifically addressing the myriad roles people with experiences
of homelessness play within agencies as partners

with non-consumers.
To encourage consumer integration in the field
of homelessness, PATH developed a workgroup
that surveyed forty-one states, gathering information about employing consumers in the delivery of
services. In a 2006 report, the workgroup recommended future follow-up by contacting local PATH
providers to determine the extent of consumer
involvement in service provision, barriers encountered, and the strategies used to overcome them. In
an attempt to build on prior efforts and continue this
discussion, the authors spoke with representatives
from fifty-one PATH provider agencies spanning
thirty-two states and conducted a second round of
more in-depth discussions with ten agencies that
involve consumers in their programs in creative
ways. Featured approaches include creating consumer-designated positions; involving people with
experiences of homelessness in governance; providing accommodations such as flexible scheduling;
and creating a recovery-oriented agency through
internal training. These “Portraits of Commitment”
descriptions are available on the PATH website.
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