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Abstract
In the present study we examined care-related and demographic predictors of well-being 
among 225 (formerly) homeless clients of a Dutch organisation providing shelter services 
and ambulatory care (shelter facility). The role of social participation as a mediator was 
considered. Social participation is important for homeless people, as they are often socially 
isolated. Moreover, social participation enhances well-being and induces happiness. In 
this study we used the following care-related predictors: (1) participation in various group 
activities in the shelter facility, and (2) client’s experiences with care, such as their sat-
isfaction with the social worker and the shelter facility. Additionally, age and education 
level were included as demographic predictors. Results from Structural Equation Mod-
elling show that the client’s experiences with care and education level are predictors of 
well-being with a mediating role for social participation, and that participation in activities 
at the shelter facility is a direct predictor of well-being. However, age is not significantly 
related to social participation or well-being. We suggest that interventions for the homeless 
should be based on a combination of individual and group approaches. Special attention 
should be given to the client–worker relationship. We also recommend that vulnerable chil-
dren are provided with solid education, and we call for research into the cost-effectiveness 
of group-based interventions.
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1 Introduction

Social participation, defined as ‘involvement in activities that provides social interaction 
with others in society or the community’ (Levasseur et al. 2010, p. 2146), is a strong predic-
tor of well-being and happiness (Phillips 1967; Wallace and Pichler 2009; Eurostat 2010). 
Specifically, it provides people with access to others, networks, jobs and other resources; 
it helps people gain direct personal rewards such as personal fulfilment through giving to 
others; and it contributes to self-esteem (Wallace and Pichler 2009). Social participation is 
important for homeless people because they are often socially isolated (Van Straaten et al. 
2016). The obvious reason is that the majority of the homeless population has frequently 
experienced negative life events, such as a loss of social ties with family and friends, the 
loss of a job, and their house (e.g., Wolf 2016), and some of the homeless people have even 
lost their skills to participate in society due to their low physical and mental health con-
ditions (Gadermann et al. 2013), substance misuse (Tam et al. 2003) and aggressive and 
other behaviours (Fazel et al. 2008). Hence, for homeless people it is a particular challenge 
to participate in society again. This means that homeless people should have opportunities 
to interact with others so that they can build new relations, for example through participa-
tion in activities as a starting point for social participation (Levasseur et al. 2010).

Most previous research on the social participation of homeless people has focused on 
housing programmes. Although some authors have demonstrated that housing enhances 
the social integration of homeless people (Gulcur et al. 2007; Barendregt et al. 2017), oth-
ers have concluded that this relationship does not exist (Tsai et al. 2012). One study even 
found a negative association between housing programs and social participation (Chang 
et  al. 2015). Furthermore, an undesirable side-effect of housing interventions can be 
loneliness (Busch-Geersema 2013) as a result of a lack of social participation. Given the 
inconsistent findings on the influence of housing programs on social participation and the 
undesirable side-effect of loneliness, it is clear that social participation by homeless people 
cannot be achieved by providing housing only. Therefore, it is necessary to investigate the 
role of other predictors of social participation in order to be able to develop rehabilita-
tion and participation-based interventions for homeless people. Housing can be one of the 
aspects of such an intervention, but in our opinion other factors can also enhance social 
participation and well-being among homeless people. Consequently, in the current study 
we explored determinants of well-being among clients of an organisation providing shelter 
services and ambulatory care (i.e., shelter facility), and we included social participation as 
a relevant factor.

1.1  Predictors of Social Participation and Well‑Being

Social participation of homeless people can be influenced by several factors, such as care-
related, demographic-related, and society- or community-related variables. The latter refers 
to the role of others instead of the role of the homeless person himself or the role of the 
shelter facility from which he receives support. For example, the social network of home-
less people and even the community members play a crucial role in accepting homeless 
individuals as full citizens, in facilitating them to participate in activities or networks, and 
to accept them as a part of their own network. Additionally, the government needs to facili-
tate a structure in which homeless individuals can find their way in the system like every 
other person. Hence, homeless people have the right to have access to economic, social and 
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cultural institutions. However, the social justice system is often not accessible for home-
less people, due to various reasons, for example because of practical issues, such as a lack 
of a postal address and a lack of financial resources, and issues related to stigmatisation of 
homeless people (Van Der Maesen and Walker 2005; Amado et al. 2013; Wolf 2016).

Although it is very interesting to examine society-related predictors of social participa-
tion of homeless people, the current study focused only on care-related and demographic 
predictors, because we aimed to examine social participation from the (formerly) home-
less individual’s perspective. By gaining deeper insights in care-related and demographic 
predictors of social participation and its relation to well-being, we aimed to contribute to 
implications for interventions for homeless people. Consequently, in the current study, we 
focused especially on two care-related predictors: (1) clients’ participation in various group 
activities organised by the shelter facility as a part of the support delivered to (formerly) 
homeless clients, and (2) clients’ experiences with care. We chose these two predictors 
because they improve social participation and well-being in homeless people (Peden 1993; 
Kashner et al. 2002; Randers et al. 2011; Sherry and O’May 2013). Additionally, and in 
line with previous literature, we included age and education level  as demographic pre-
dictors of social participation and well-being (Phillips 1967; La Due Lake and Huckfeldt 
1998; Wallace and Pichler 2009).

1.1.1  Care‑Related Predictors

Several studies have shown that participation in various activities organised by a shelter 
facility or a health care organisation leads to improved social participation and well-being 
in homeless people. Peden (1993) has shown that participation in a music programme 
increases interaction with others, decreases loneliness and isolation, and fosters a sense 
of well-being. One of the advantages is that the use of music provides the care-worker 
with an opportunity to create a therapeutic relationship with homeless clients (Peden 
1993). Thomas et al. (2011) have demonstrated that participating in an art intervention is 
a good starting point for social participation. Specifically, participation in the programme 
helped homeless people to become actively involved and accepted members of the inter-
vention group. In addition, it reduced addictive behaviours of participants and it resulted in 
improvements in mental health, as participants could do something else instead of consum-
ing alcohol and drugs while simultaneously reclaiming a positive identity through self-dis-
covery. In this process, participants developed a new and positive self-image that enabled 
them to establish new roles and relationships (Thomas et al. 2011). Participation in a work 
therapy programme can also lead to a decrease in drug and alcohol related problems, and 
it can prevent a further loss of physical functioning among homeless people (Kashner et al. 
2002). However, Kashner et  al. (2002) did not find any effects on psychiatric outcomes. 
Sports interventions for homeless people and comparable target groups (e.g., people in 
poverty) have also been reported to achieve positive outcomes such as increased social sup-
port, reduced substance abuse and symptoms of mental illness (Sherry and O’May 2013), 
and improved physical health (Randers et  al. 2011). Accordingly, for shelter facilities to 
facilitate social participation and well-being in homeless people, it is important that they 
offer their clients various activities related to education, recreation, and labour.

Since social participation is currently a high-priority issue for most European gov-
ernments (Gros and Roth 2012), the main goal for social workers in shelter facilities is 
to enhance social participation among their homeless clients. This leads to the question 
whether satisfaction with the social worker and with the services received is associated 



332 M. Rutenfrans-Stupar et al.

1 3

with higher levels of social participation. To our knowledge there are no studies on the 
relationship between experience with care (such as satisfaction about the facility and the 
social worker) and social participation, or on the relationship between experiences with 
care and well-being among homeless people. McCabe et al. (2001) conducted a study on 
satisfaction with care among homeless patients, and one of their findings was that well-
being played a role in the evaluation of the satisfaction with health care. However, these 
authors did not consider well-being as an outcome of satisfaction with care. In their view, 
care workers should take well-being into account in the treatment to increase satisfaction 
(McCabe et al. 2001). Regarding the relationship between client satisfaction and outcomes 
in more clinical settings, it has been found that shared decision-making and having a choice 
in the treatment are predictors of better clinical outcomes (Lindhiem et al. 2014). This is 
also consistent with research conducted among addicted patients in community-based 
drug treatment programmes, which demonstrated that a greater satisfaction was positively 
related to desired treatment outcomes. In this study satisfaction has been operationalised as 
satisfaction with the services, the counsellor, and the programme (Hser et al. 2004). This 
means that experiences with the social worker and the shelter facility should be considered 
when studying predictors of desired outcomes, such as social participation and well-being.

1.1.2  Demographic Predictors

Demographic variables, such as age and education level, are also determinants of social 
participation and well-being. For example, La Due Lake and Huckfeldt (1998) found that 
the level of education is positively related to one particular form of social participation, 
namely political participation. Phillips (1967) reported a very strong positive relation-
ship between education level and social participation; more than half of the study subjects 
with college training scored significantly higher on social participation compared to those 
who had lower education (high school or less). More recent research also shows a posi-
tive relationship between education level and participation, especially regarding voluntary 
work (Wallace and Pichler 2009). The relationship between education level and social par-
ticipation is probably associated with the following issues. First, the higher level of skills 
of educated people facilitates social participation (Phillips 1967; La Due Lake and Huck-
feldt 1998). Second, higher educated people are more interesting for others because of the 
prestige that is related to higher education (Phillips 1967). Finally, higher educated peo-
ple have more opportunities to participate for instance in voluntary work (which in turn 
increases their social participation) because they have a higher level of socio-economic 
security (Wallace and Pichler 2009). Education also predicts well-being. For example, 
Phillips (1967) found that highly educated people report more positive feelings and happi-
ness. Additionally, Wallace and Pichler (2009) have reported a positive correlation between 
education level and life satisfaction.

Social isolation seems to increase with age. Eurostat (2010) has reported that older people 
have fewer friends, because friendships break up or friends die, while it is difficult to replace 
these social contacts. Further, Wallace and Pichler (2009) have shown that older people par-
ticipate less in certain types of activities such as sport clubs, peace and educational associa-
tions, but that they participate more in voluntary associations. However, it remains unclear 
whether their participation in voluntary associations compensates for the lack of participation 
in other types of activities. Also, there is no consensus in the literature whether age is cor-
related with well-being (Diener 2009a). In summary, both age and education level seem to be 
related to social participation, and education level is also related to well-being. Since all the 
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above-mentioned studies on the relationship between demographics and social participation 
were conducted among the general population, it remains unclear whether the same mecha-
nisms are valid for (formerly) homeless people.

1.2  The Mediating Role of Social Participation

In the current study we consider social participation as a mediator between care-related and 
demographic predictors and well-being. However, there are to our knowledge no empirical 
studies that address the question whether social participation can be viewed as mediating the 
relationship between care-related and demographic variables (such as experiences with care, 
participation in activities in the shelter facility, education level and age) and well-being as an 
outcome. Although we did find evidence for a relationship between these specific predictors 
and social participation (Phillips 1967; Peden 1993; La Due Lake and Huckfeldt 1998; Kash-
ner et al. 2002; Thomas et al. 2011; Sherry and O’May 2013) and between social participation 
and well-being (Biswas-Diener and Diener 2006; Wallace and Pichler 2009; Eurostat 2010), 
these authors do not suggest a specific line of causation between the constructs in a model 
with social participation as a mediator. Therefore, we derived our reasoning from other studies 
focused on ageing and on sports participation, without focusing on the homeless population 
(Marlier et al. 2015; Hirve et al. 2013). The study on ageing showed that social networking (an 
aspect of social participation) mediates the relation between socio-economic status (including 
education level) and quality of life (Hirve et al. 2013). Regarding the study on sports participa-
tion, a model was tested in which social capital (including social ties) mediates sports partici-
pation (a specific form of participation in activities) and mental health (one of the aspects of 
well-being), whereby education also was considered as a predictor of mental health through 
social capital (Marlier et al. 2015). Specifically, Marlier et al. (2015) and Hirve et al. (2013) 
tested their proposed models using Structural Equation Modelling (SEM) with similar con-
cepts as social participation as mediator.

1.3  The Present Study

The aim of the present study is to examine care-related and demographic predictors of well-
being among clients of a shelter facility in the Netherlands. We tested a mediation model 
(Fig. 1) in which social participation mediates the relationship between predictors related (1) 
to care (experiences with care and participation in activities in the shelter facility) and (2) to 
client demographics (age and education level) on the one hand, and well-being on the other. 
We expected all relationships between the variables to be positive, except for the age-social 
participation association (an older age is related to less social participation).

Our study contributes to the literature by emphasizing the mediating role of social partici-
pation in the relationship between care-related and demographics predictors on the one hand, 
and well-being on the other. It is important for shelter facilities to acquire more knowledge and 
understanding of all these factors, including their interrelatedness. With this knowledge they 

Fig. 1  Hypothesized model in the present study
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can develop a rehabilitation programme that promotes social participation with the main goal 
of enhancing sustainable well-being among homeless people. Moreover, to our knowledge we 
are the first to include care-related predictors in this model.

2  Method

2.1  Design and Participants

In the Netherlands, it is common practice to define ‘all people who receive support from 
the shelter facility’ as ‘homeless’ or ‘houseless’ persons even if they are living in their own 
dwelling and can be categorised as ‘formerly homeless people’ (e.g., Kruize and Bieleman 
2014; Planije et al. 2014). The reason for this is that people who have their own dwelling 
are still at risk of homelessness mostly due to their financial situation and/or their (mental) 
health condition. For example, research showed that a substantial group, of at least 17–25 
% of people relapse in homelessness after they obtained housing (Mayock et  al. 2011; 
Tuynman and Planije 2012; McQuistion et al. 2013; Kostiainen 2015). To deal with this 
risk, people who have their own dwelling but are still in risk of relapsing in homelessness, 
can receive support from a shelter facility. In international context, only people who are 
rooflessness, houselessness (e.g., residential clients of a shelter facility), living in insecure 
housing or in inadequate housing are considered as ‘homeless’ (Springer 2000; Feantsa 
2005). Hence, this definition might include a smaller group as homeless. Therefore, in the 
current study we used the term ‘(formerly) homeless clients’ which includes residential and 
ambulatory clients of the shelter facility. Residential clients are persons who live in one of 
the shelters, and ambulatory clients are persons who live in their own dwelling but have 
been at serious risk of losing their dwelling or who were homeless in the past.

For our study we used the baseline data (the data that were first available for analyses) 
from a larger longitudinal study on the effectiveness of a participation-based intervention 
for homeless people, called ‘Growth Through Participation’ that was conducted among a 
Dutch shelter facility which provides residential and ambulatory care to homeless adults. 
The aim of the larger study was to examine whether ‘Growth Through Participation’ is 
effective at both the client level (e.g., effects in terms of well-being) and the organisational 
level (e.g., effects on team performance and its predictors).

The data from the baseline measurement used in the present cross-sectional study were 
collected in the period of March to May 2015 among residential and ambulatory clients. In 
total 47% (N = 225) of all clients participated in the current study, of which 57% (N = 100) 
were residential clients and 44% (N = 125) ambulatory clients. The following inclusion 
criteria were used for the eligible participants: (1) at least 18 years old, (2) understand-
ing Dutch, (3) able to give informed consent; with an additional criterion for residential 
clients: (4) able to participate in an interview, as residential clients were asked to be inter-
viewed at the location of the shelter facility. Ambulatory clients received a printed version 
of the questionnaire. The two interviewers, experienced in interviewing clients of health 
care organisations, were trained in interviewing (formerly) homeless clients and the use 
and meaning of the questionnaire before the data collection started. Information from both 
the interviews and the questionnaires was only accessible to the researchers involved in the 
study. We obtained written informed consent from all participants included in the study 
and participation was voluntary.
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2.2  Measures

2.2.1  Demographic Characteristics

Demographic characteristics including gender, age, education level, duration of support by 
the shelter facility and residential situation were assessed. Duration of support was meas-
ured by asking the question: ‘For how long have you been receiving support from this 
organisation?’ and was categorised  as ‘less than one year’ to ‘five years or more’. Edu-
cation level varied from ‘no education/primary education’ to ‘higher education’. Residen-
tial situation was divided into three categories: (1) ‘a residential shelter (short-term stay)’, 
(2) ‘a residential shelter (long-term stay)’, and (3) ‘living in own dwelling’. A short-term 
shelter facility is one that provides urgent support to people immediately after they have 
become homeless with a maximum stay of up to 3 months. A long-term shelter facility 
offers a more permanent form of accommodation; depending on the needs of the resident, 
the duration of the stay can last a lifetime.

2.2.2  Care‑Related Predictors

Care-related predictors consist of clients’ (1) experiences with care and (2) participation 
in activities offered by the shelter facility. Experiences with care were assessed using sub-
scales of the Consumer Quality Index for Shelter and Community Care Services (CQI-
SCCS) (Beijersbergen and Wolf 2010). Experiences with the services were assessed using 
nine items of the subscale ‘Services Received’. Satisfaction with the social worker was 
assessed by means of the four-item subscale ‘Client–Worker Relationship’, and two items 
concerning ‘General rating’ were used to obtain a general impression of the client satisfac-
tion. Examples of items included ‘Are you getting as much support as you need?’ (Services 
Received) and ‘Is the social worker (who is supporting you) treating you with respect?’ 
(Client–Worker Relationship). The items were scored on a four-point Likert scale rating 
from 1 (never) to 4 (always), with the exception of the items concerning ‘General rating’ 
which were rated on a scale from 0 to 10. The CQI-SCCS has been used in studies among 
the homeless before (Lako et al. 2013; Asmoredjo et al. 2016). Participation in activities 
offered by the shelter facility was measured by gathering information from the registration 
system about the number of half-day sessions that participants participated in activities 
(education, recreation, and labour) on a weekly basis. We computed the mean participation 
rate for a period of four weeks from 2 to 29 March 2015.

2.2.3  Social Participation

As afore mentioned social participation includes two constructs (Levasseur et  al. 2010): 
(1) involvement in activities, and (2) social interactions with others. The first construct was 
measured using the ‘Participation Ladder’ (Van Gent et al. 2008). This instrument consists 
of six phases: (1) isolated, (2) social contacts outside of one’s house, (3) participation in 
organised activities, (4) unpaid work, (5) paid work with additional support, and (6) paid 
work (Van Gent et al. 2008). We assessed which of the six phases applied for a participant 
by asking what situation was applicable in his case, for example ‘I have paid work’ or 
‘I do not have any social contacts’. Consequently, scoring high on the Participation Lad-
der means that one is more involved in activities that typically provide social interaction 
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with others in community and society, while scoring low refers to one’s lower level of par-
ticipation and thus to more isolation. However, a possible comment on this instrument is 
that work is valued more than participation in organised activities. Therefore, in additional 
analysis we used a 3 point scale in which several types of work (phase 4, 5, and 6) were 
scored at the same level as participation in organised activities (phase 3). To our knowl-
edge there is no other study in which the Participation Ladder is used among homeless 
people. Nevertheless, we used this instrument, because it has been frequently used within 
the context the shelter facility during the period of the data collection for the current study 
and it has been recognised by several financers of shelter facilities (Terpstra 2011).

The second construct of social participation, namely social interaction with others 
refers to one’s interaction with family members, relatives, friends, neighbours, and other 
acquaintances (Herzog et al. 2002; Levasseur et al. 2010). In order to capture the construct 
of interactions with others more explicitly, when compared to the Participation Ladder 
where interaction is rather implicit, we included assessment of social support in the current 
study. The concept of social support is relevant as it captures not only one’s social interac-
tion with others (Barrera and Ainlay 1983) (e.g., we explicitly asked whether respondents 
interact with family, friends, and acquaintances), but it assesses also the nature of these 
interactions. Specifically, it measures to what extent respondents receive for instance emo-
tional and material support from others which is a very relevant when explaining well-
being among homeless people (Sherbourne and Stewart 1991). To measure social support, 
we used five items derived from scales developed for the ‘Medical Outcome Study (MOS) 
Social Support Survey’ (Sherbourne and Stewart 1991), which has been commonly used in 
studies among the homeless (Lako et al. 2013; Van Straaten et al. 2016). Participants were 
asked to specify how often different kinds of support were available to them through (1) 
family and (2) friends or other acquaintances. Answers could be given on a five-point Lik-
ert scale ranging from 1 (none of the time) to 5 (all of the time). One example of an item 
is: ‘How often is your family available to listen to you when you are talking about yourself 
or your problems?’ (Sherbourne and Stewart 1991). In the current study we calculated the 
average scores on both subscales separately (family and friends/acquaintances) and trans-
formed scores to a 0–100 scale.

2.2.4  Well‑Being

When we use the term ‘well-being’ in the current study, we refer to subjective well-being, 
as we measure it based on self-reported evaluations. Well-being comprises cognitive and 
affective aspects (Biswas-Diener and Diener 2006). More specifically, it concerns whether 
a person feels and thinks his/her life is desirable, pleasant and good (Diener 2009b). A 
synonymous term would be ‘quality of life’ (Diener 2009b). Mental health and self-esteem 
are closely related to well-being (Diener and Seligman 2009; Dogan et al. 2013) and thus 
can be seen as underlying constructs of well-being. Moreover, self-esteem is a good indica-
tor for the affective state of a person (Brown and Marshall 2001). We therefore understand 
well-being as a combination of quality of life, absence of psychological distress, and self-
esteem. Because we could not find any well-being questionnaire that includes these three 
constructs, we applied three separate instruments to measure each of the constructs.

Quality of life was assessed by the 26-item ‘World Health Organization Quality of Life 
Brief version’ (WHOQOL-BREF) (WHO 1998; Skevington et al. 2004), consisting of five 
subscales: ‘Physical Health’, ‘Psychological Health’, ‘Social Relationships’, ‘Environment’ 
and ‘Overall Quality of Life and General Health’. Example items include: ‘How would 
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you rate your quality of life?’, ‘How much do you enjoy life?’, and ‘How satisfied are you 
with your personal relationships?’. A five-point Likert scale was used ranging from 1 (very 
poor or very dissatisfied) to 5 (very good or very satisfied). In the current study we used 
the total score of the WHOQOL-BREF and transformed this score to a 0–100 scale. The 
WHOQOL-BREF has been used widely in research among different target groups includ-
ing homeless people (LePage and Garcia-Rea 2008; Ford et al. 2014). In order to find out 
whether there is an overlap between the ‘Social Relationships’ items (subscale of WHO-
QOL-BREF) and the items of the MOS Social Support Survey (part of Social Participa-
tion, see Sect.  2.2.3), we explicitly compared these two types of items with each other. 
Hence, while the items of the WHOQOL-BREF assess satisfaction with the personal rela-
tionships (including satisfaction with the received support), the items of the MOS Social 
Support Survey measure the extent to which people feel supported. Hence, these two types 
of items do not overlap, because they measure different constructs. Additionally, one item 
of the WHOQOL-BREF measures the extent to which people have the opportunity for lei-
sure activities. This item may overlap the third phase, namely ’participation in organised 
activitie’s of the Participation Ladder (other aspect of Social Participation). However, the 
Participation Ladder in general can be considered as a predictor of the opportunity to par-
ticipate in leisure activities as higher scores on the Participation Ladder (i.e., having a job) 
expands people’s opportunity to participate in leisure activities, because a job gives people 
(financial) resources to participate in non-work-related activities (Underlid 1996; Paul and 
Batinic 2010). Nevertheless, due to possible redundancy between these two items (even if 
one may argue whether this is the case considering that item of the Participation Ladder is 
much broader than the item of the WHOQOL-BREF), we conducted an additional analysis 
where we removed the leisure-activity-item from the WHOQOL-BREF.

Absence of psychological distress was measured using the ‘Brief Symptom Inventory’ 
(BSI-53) (Derogatis 1975; De Beurs and Zitman 2005). The BSI consists of 53 items and 
assesses nine patterns of clinically relevant psychological symptoms (dimensions): soma-
tisation, obsession-compulsion, interpersonal sensitivity, depression, anxiety, hostility, 
phobic anxiety, paranoid ideation and psychoticism. Every item starts with the question 
‘During the last week, how much did you experience…’ and examples of items include 
‘thoughts of suicide’, ‘feeling lonely’, and ‘having difficulties with making decisions’. A 
five-point Likert scale was used ranging from 0 (not at all) to 4 (extremely). We reversed 
the scores so that they measured the absence instead of the presence of psychological dis-
tress, and we used the total score of the BSI-53. The BSI has been used widely, also among 
homeless people (Velasquez et al. 2000; Lako et al. 2013).

Self-esteem was assessed using the ten-item ‘Rosenberg Self-Esteem Scale’ (RSES) 
(Rosenberg 1965; Van Der Linden et al. 1983). Examples of items include ‘On the whole, 
I am satisfied with myself’, and ‘I certainly feel useless at times’. A four-point Likert scale 
was used ranging from 1 (strongly agree) to 4 (strongly disagree). In the current study 
we transformed scores to a 0–100 scale. The RSES has also been used in several studies 
among homeless people (Ryan et al. 2000; Lako et al. 2013).

2.3  Statistical Analysis

Descriptive statistics and scale reliabilities were analysed using SPSS (version 24), and we 
used AMOS (version 22) (Arbuckle 2013) for SEM to test the mediation model (Fig. 1). This 
method enabled us to test the hypothesized model statistically through a simultaneous analy-
sis of all variables and relationships with the aim of determining to what extent the model 
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is consistent with the data (Byrne 2016). It is possible to include both latent and observed 
variables in the model. Latent variables are variables that are not observed directly, but are 
operationalised by a combination of observed variables (Byrne 2016). In the current study we 
distinguished the following latent variables: experiences with care, social participation, and 
well-being. We conducted Confirmatory Factor Analysis (CFA) for experiences with care and 
social participation in order to confirm the expected three-factor structure. Unfortunately, we 
could not perform CFA for well-being because this latent variable is represented by 89 items 
(WHOQOL-BREF consists of 26 items, BSI of 53 items, and RSES of 10 items) and CFA 
should be performed for at least 10 respondents per item, which meant that we would need 
at least 890 participants in our study instead of the current 225 (Schreiber et al. 2006; Blunch 
2013). AMOS has been used in several studies in social sciences and other disciplines includ-
ing studies on well-being and related aspects (Lin and Yeh 2013; Hirve et al. 2013; Zhang 
et al. 2013).

Data were screened for missing data before conducting the analyses. Missing value analy-
sis showed that 3% of the data of all variables used in the mediation model were missing. 
We handled missing data in two steps. First, regarding the WHOQOL and BSI we used the 
instructions on missing data from the user manuals (Derogatis 1975; WHO 1998). The BSI 
manual indicates that the total BSI score can be calculated if 12 or fewer items are missing 
(Derogatis 1975). The WHOQOL manual states that 20% of the items are allowed to be miss-
ing for calculation of the total score, which means that five items can have missing scores 
for each respondent (WHO 1998). We calculated the total scores for both scales, total BSI 
and total QoL, if at least 41 items (BSI) and 21 items (QOL) were filled in. We could not 
find such instructions in the manuals of the other questionnaires that we used. Therefore, we 
only computed mean scores if all items of the (sub)scale were filled in. Second, we used the 
Full Information Maximum Likelihood (FIML) method to obtain estimates of the parameters, 
which is considered to be one of the best methods to handle missing data as it yields less 
biased results than the commonly used methods of list-wise or pair-wise deletion (Enders and 
Bandalos 2001; Arbuckle 2013; Byrne 2016).

The fit of the measurement model was evaluated using a combination of fitness indexes. In 
the current study we used the Comparative Fit Index (CFI) as a measure for incremental fit, 
the Root Mean Square of Error of Approximation (RMSEA) as a measure for absolute fit, and 
the Chi Square/Degrees of Freedom (χ2/df) as a measure for parsimonious fit. A model is con-
sidered to have a good fit if CFI > .90, RMSEA < .08, and χ2/df < 3.0 (Awang 2012; Arbuckle 
2013).

Finally, we computed the significance of the indirect effects of every (significant) predictor 
on well-being to determine whether partial or full mediation occurs. The direct effects are the 
effects that go directly from every predictor to well-being. The indirect effects are the effects 
that go indirectly from every predictor through the mediator (social participation) to well-
being. Mediation occurs when the indirect effects are greater than the direct effects. Partial 
mediation occurs when the direct effect is still significant after the mediator is included in the 
model and full mediation occurs when the direct effect is not significant (Awang 2012).
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3  Results

3.1  Descriptive Statistics

The demographic characteristics of all participants in the current study are presented in 
Table 1. Seventy-two percent of the 225 participants is female, the mean age of the par-
ticipants was 49.3 years, and 56% lived in their own house with ambulatory support. The 
duration of the support by the shelter facility varied: the largest group of participants (36%) 
received support from the shelter facility for a period of 2–5 years. The education level also 
varied, but most participants had intermediate education (36%).

The means of the other variables are presented in Table  2, namely services received 
(3.15), client–worker relationship (3.47), general rating (7.28), participation in activities 
in the shelter facility (1.70), participation ladder (3.40), social support (202), quality of 
life (60.42), self-esteem (29.49), and absence of psychological distress (3.29). Cronbach’s 
alfas were also calculated and they were all satisfactory, ranging from .81 to .97.

3.2  The Structural Equation Model

The results from the Confirmative Factor Analyses (CFA’s) confirmed the three-factor 
structure for both experience with care and social participation variables. The CFA model 
for experiences with care had a reasonable fit: χ2/df was 2.535, CFI was .933, and RMSEA 
was .083. The CFA model for social participation had a good fit: χ2/df was 2.369, CFI 
was .973, and RMSEA was .078. All the factor loadings were significant (p < .001) in both 

Table 1  Demographic variables 
(N = 225)

Demographics N (%)

Gender
 Male 163 (72%)
 Female 62 (28%)

Age Mean 49.3 SD 
12.57 (range 
19–87)

Education level
 No education or primary education 45 (20%)
 Lower education 57 (25%)
 Intermediate education 81 (36%)
 Higher education 33 (15%)
 Missing 9 (4%)

Residential situation
 In own house with ambulatory care 125 (56%)
 Residential shelter (long-term stay) 81 (36%)
 Shelter facility (short-term stay) 19 (8%)

Duration of the support
 < 1 year 52 (23%)
 1–2 years 44 (20%)
 2–5 years 80 (36%)
 ≥ 5 years 49 (22%)
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models. We could not perform CFA for well-being because this latent variable was rep-
resented by 89 items and our sample size was not large enough to conduct this analysis 
(Schreiber et al. 2006; Blunch 2013). However, in the current path models (Figs. 2, 3) the 
indicators of well-being (quality of life, absence of psychological distress, and self-esteem) 
were all significantly related to the latent variable of well-being, which implies that the 
latent variable was represented by these three indicators.

First, we tested the hypothesized model without social participation as mediator, which 
had a good fit: χ2/df was 1.018, CFI was .999, and RMSEA was .009. In this model, 

Table 2  Means, standard deviations (in parentheses), and internal consistency coefficient (Cronbach’s alfa)

a 112 participants did not participate in group activities
b Not applicable because scale consists of 1 item

Scale N Mean (SD) α

Services received 210 3.15 (.63) .89
Client–worker relationship 220 3.47 (.61) .83
General rating 221 7.28 (1.93) .81
Participation in activities in the shelter facility 221 1.70 (2.68)a n.a.b

Participation Ladder 219 3.40 (1.39) n.a.b

Social Support Family 213 49.60 (35.26) .95
Social Support Friends and Acquaintances 208 45.91 (33.32) .95
Total Quality of Life 222 60.42 (16.32) .92
Self-esteem 211 29.49 (1.94) .85
Absence of psychological distress 216 3.29 (.64) .97

Fig. 2  Structural Equation Model for well-being, social participation, and predictors (N = 225). Standard-
ized regression coefficients are shown next to the arrows, and factor loadings are printed in italics. Propor-
tions of variance explained are reported below construct names. Ovals represent latent variables and rectan-
gles represent observed variables. *p < .05.; **p < .01.; ***p < .001. n.s.p = non-significant. $Loading fixed at 
the value of 1 in the non-standardized solution
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experiences with care, participation in activities in the shelter facility and education level 
were significantly related to well-being while a non-significant relationship was found 
between age and well-being. Only 15% of the variance of well-being was explained by 
its predictors. Second, we tested the hypothesized mediation model with social participa-
tion as a mediator (Fig. 2), which also had a good fit: χ2/df was 1.858; CFI was .942, and 
RMSEA was .062. We found support for a model in which social participation mediates 
the relationship between experiences with care and education level, and with well-being. 
However, participation in activities in the shelter facility and age were not significantly 
related to well-being through social participation. The proportion variance explained for 
well-being was 38% and for social participation 27% in this model.

Third, we tested whether social participation is a partial or full mediator. The indirect 
effect of experiences with care on well-being was .254, and the direct effect was .013. 
Since the indirect effect was greater than the direct effect, while the direct effect is not 
significant when the mediator is included in the model, full mediation occured. Regarding 
education level, the indirect effect (.113) was greater than the direct effect (.070) and the 
direct effect was not significant after the mediator enters the model, hence social participa-
tion could also be considered a full mediator here.

Finally, we tested a model in which participation in activities in the shelter facility is 
directly related to well-being and in which age is excluded (Fig. 3). We linked participation 
in activities in the shelter facility directly with well-being, because the first model (with-
out mediator) showed that participation in activities in the shelter facility was directly and 
significantly correlated with well-being, whereas the second model (Fig. 2) showed that it 
was not significantly correlated with social participation. Further, we excluded age because 
it was not significantly related to social participation or to well-being in the first and sec-
ond model. Consequently, we considered social participation  as a full mediator between 
only two predictors, namely experiences with care and education level, and well-being. 
The model (Fig. 3) had a good fit; χ2/df was 1.668, CFI was .961, and RMSEA was .055. 

Fig. 3  Final Structural Equation Model for well-being and predictors (N = 225). Standardized regression 
coefficients are shown next to the arrows, and factor loadings are printed in italics. Proportions of variance 
explained are reported below construct names. Ovals represent latent variables and rectangles represent 
observed variables. *p < .05.; **p < .01.; ***p < .001. $Loading fixed at the value of 1 in the non-standard-
ized solution
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Participation in activities in the shelter facility was significantly related to well-being in 
this model. All relations were significant. The proportion variance explained for well-being 
was 45% and for social participation 27% in this final model.

As stated in Sect. 2.2 we conducted two additional analyses. In the first analysis we used 
a 3 point scale regarding the Participation Ladder. By using this adapted scale we valued 
work on the same level as organised activities. We tested whether the relationships in the 
SEM model (Fig. 3) changed. All relationships remained significant and the model still had 
a good fit (χ2/df was 1.766, CFI was .955, and RMSEA was .058). In the second analysis, 
we excluded the item regarding the extent to which people have the opportunity for leisure 
activities from the total quality of life score. Hence, the mean score of WHOQOL BREF 
changed slightly from 60.42 (SD = 16.32) to 61.38 (SD = 16.32). All relationships remained 
significant and the model fit remained exactly the same as the SEM model presented in 
Fig. 3 (χ2/df was 1.668, CFI was .961, and RMSEA was .055). Conclusively, deleting the 
leisure-item from the total Quality of life scale would not make a significant difference.

4  Discussion

The present study examined predictors of well-being through social participation in (for-
merly) homeless clients of a Dutch shelter facility. We found that the clients’ experiences 
with care and education level are predictors of well-being through social participation and 
that participation in activities in the safe environment of the shelter facility is a direct pre-
dictor of well-being. Age was not significantly related to social participation or well-being. 
These findings are partially in line with our hypothesized model.

First, as expected, we confirmed that social participation is a mediator between experi-
ences with care and well-being. Social participation is one of the primary goals pursued 
by shelter facilities, as it provides various benefits. Our research indicates that a higher 
satisfaction about (1) the services received, (2) client–worker relationship, and (3) the 
general satisfaction with the support can lead to a higher level of social participation by 
clients of the shelter facility. Second, and in line with our expectations, education level 
was found to be related to well-being through the mediator of social participation. Higher 
educated clients receive more social support from family, friends and other acquaintances 
and score higher on the Participation Ladder, which implies that they are less socially iso-
lated. Also, they more often have a job than lower educated clients. Additionally, our data 
confirmed earlier research (Biswas-Diener and Diener 2006; Wallace and Pichler 2009; 
Eurostat 2010; Van Straaten et al. 2016) that higher levels of social participation lead to an 
enhancement of well-being, which we operationalized as a better quality of life, less psy-
chological distress and improved self-esteem. Third, and not in line with our hypothesized 
model, participation in activities at the shelter facility has a direct influence on well-being, 
rather than an indirect influence. In the introduction we noted that participation in group 
activities has several benefits, both for well-being and for social relationships (which is one 
dimension of social participation) (Peden 1993; Kashner et al. 2002; Randers et al. 2011; 
Thomas et  al. 2011; Sherry and O’May 2013). A possible explanation for not finding a 
relationship between participation in group activities and social participation may be the 
low levels of participation in the shelter facility: about half of the participants in the cur-
rent sample did not participate in activities, and therefore the average participation rate was 
low (only 1.7 half-day sessions per week). If the participation level could be increased, it 
is highly probable that this would have a stronger impact on social participation and even 



343How to Enhance Social Participation and Well-Being in (Formerly)…

1 3

on well-being. Another possible explanation might be that the activities are not focusing 
enough on social participation, including building relationships with friends and family. 
In the current study we did not evaluate the quality and the content of the activities, which 
means that we cannot draw a conclusion on this. However, in another qualitative study that 
was conducted in the same shelter facility we found that participation in activities in the 
shelter improved social support, clients made new friends, developed stronger communica-
tion skills, and became more social and helpful (Rutenfrans-Stupar et al. 2019). Finally, we 
could not confirm the relationship between age and social participation (i.e., we expected 
that the older the clients are, the lower their social participation rate would be). It might 
be that at a higher age, homeless individuals are more involved in social participation pro-
grammes provided by shelter facilities as they are the most vulnerable group (compared to 
the younger homeless). Through participation in these programmes, they may experience 
higher levels of social support.

Our findings suggest that shelter facilities can influence social participation and well-
being by working on several factors. The finding that clients’ experiences with care are 
related to social participation and well-being, leads to the advice that it is important to 
enhance client satisfaction, under which the clients’ experiences with the client–worker 
relationship. This can be fostered by building a client–worker relationship in which the 
homeless client is treated with respect and his/her autonomy is enlarged. Clients should 
be provided with valid information at the right moment, and the support should be given 
in time. Clients should also be stimulated to take decisions on their own. This is in line 
with previous findings by Lindhiem et  al. (2014), who already emphasized the impor-
tance of the decision-making process in health care. Hence, social workers should build a 
therapeutic alliance that can be described as ‘the collaborative and affective bond between 
therapist and patient’ (Martin et  al. 2000, p. 438) or, in our case, ‘the collaborative and 
affective bond between social worker and homeless client’. A therapeutic alliance can help 
clients cope with different situations and to regulate their emotions; it ensures that clients 
are involved in the decision-making process (Lindhiem et  al. 2014); and it is related to 
positive outcomes (Martin et al. 2000). A therapeutic alliance is especially important for 
homeless people, as they often have lost trust in others and have lost social contacts. There-
fore, homeless people need to connect to an ‘anchor’, which can initially be found in an 
intensive therapeutic relationship with the social worker (Van Regenmortel et  al. 2006). 
Accordingly, our recommendation is to train social workers on the principles of therapeu-
tic alliance which can be promoted by applying one of the contemporary strength- and 
rehabilitation-based approaches that are already used widely by social workers at shelter 
facilities in the Netherlands (e.g., Den Hollander and Wilken 2013; Wolf 2016).

The finding that participation in activities in the shelter facility enhances well-being, 
leads to the advice that shelter facilities should offer clients an activity programme that 
consists of educational, recreational and work activities in a safe environment where they 
are not stigmatized and are stimulated to work on self-development and to connect to other 
people. Such an environment is also called an ‘enabling niche’ in the literature, because 
it enables clients to learn how to interact with others, to improve their self-esteem, and to 
take responsibility (Taylor 1997; Driessens and Van Regenmortel 2006). Other research 
supports our findings that in addition to individual mentoring, group interventions can pro-
mote beneficial outcomes. For example, other researchers found that a group intensive peer 
support intervention is an effective substitute for individual case management. Homeless 
clients experienced positive outcomes, especially in regard to self-reported social integra-
tion (Tsai and Rosenheck 2012). However, a negative side effect of offering activities in 
a safe environment can be that it raises the threshold to participating in society; this is 
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the well-known effect of institutionalisation (Goffman 1961), in other words the ‘enabling 
niche’ can become an ‘entrapping niche’. We assume that there is a very thin dividing line 
between an enabling niche and an entrapping niche, but with the right precautions insti-
tutionalisation can be prevented. Therefore, social workers should take care to create an 
environment (i.e., an ‘enabling niche’) in which clients have access to others and are ena-
bled to  reach a better position, in which they are stimulated and enabled to move on to 
other niches, and in which they interact with other people than only homeless people. They 
should also be incentivised to set realistic long-term goals (Taylor 1997; Driessens and Van 
Regenmortel 2006). The Participation Ladder used in this study (or a comparable instru-
ment) can give (formerly) homeless clients more insight into their own situation and can 
help them set, pursue and reach personal goals. However, in the current study we did not 
examine the extent to which institutionalisation took place: future research is needed to 
examine whether the activities the shelter facility offered during the current study meets 
the criteria of the ‘enabling niche’.

Finally, our research underlines the need for education among (formerly) homeless peo-
ple. As obtaining higher education qualifications at an older age is not always possible, we 
call for the solid education of children of homeless people and other vulnerable children. 
These children are at risk of not receiving proper education, which can cause poverty in the 
long term as well as various other problems (Zima et al. 1997). This can put them at risk of 
becoming homeless at an older age. Research shows that access to school is not a problem 
for homeless children, but their school achievements are lower compared to children of 
non-homeless parents (Masten et al. 1997). Per year in the Netherlands, there are approxi-
mately 7000 children of parents who live in a shelter facility (Van Rijn 2017). The par-
ents mostly receive psychological help for their problems, but the children do not always 
receive the attention they need (VanMontfoort 2017). Therefore, special attention should 
be given to vulnerable children, certainly with respect to their future perspectives, which 
clearly includes education.

The current study has some limitations. First, it was conducted in the context of a Dutch 
shelter facility, which might limit its external validity. Second, Structural Equation Model-
ling tests whether relations exist, but it cannot test the causality between variables. Third, 
our data relies on self-reports by clients of the shelter facility. Fourth, one of the instru-
ments we used, namely the Participation Ladder, has not yet been scientifically validated. 
Fifth, other variables such as material deprivation, the presence of debts and (lack of) 
access to social rights could also be predictors of social participation (Van Straaten et al. 
2016). Finally, institutions and civil society also play a fundamental role in realizing social 
participation for homeless people, because social participation is a task for society as a 
whole. Hence, the model we tested is a simplification of reality and does not take all pre-
dictors and perspectives on social participation into account. Accordingly, future research 
would benefit from a longitudinal or experimental approach in which causality is examined 
from a different and perhaps more objective point of view, including the opinion of the 
social workers, government workers, citizens, and, if present, the client’s own social net-
work, and whereby societal and political aspects are also included.

In conclusion, interventions for homeless people should be based on a combination of 
individual and group approaches. Unfortunately, some Dutch (mental) health care institu-
tions have been implementing cost-cutting measures recently, and have stopped offering 
activity programmes to clients. However, we believe that group-based interventions can 
actually help to save costs, especially when parts of the individual programmes are sub-
stituted by group work. Health care organisations should look for possibilities to finance 
group interventions and financers of health care organisations should take a positive 
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approach to these evidence-based methods, given their beneficial outcomes. Clearly, more 
research regarding the cost-effectiveness of activity-based programmes would be helpful.
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