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Homelessness among people with mentalillnessis a prevalent and
persisting problem. This Review examines the intersection between mental
iliness and homelessness in high-income countries, including prevalence

rates and changes over time, the harmful effects of homelessness, and
evidence-based health and housing interventions for homeless people
with mentalillness. Special populations and their support needs are also
highlighted. Throughout this Review, policy and service implementation
failures that have precipitated and perpetuated homelessness among
people with mentalillness are discussed, and policy and practice priorities
critical to reducing homelessness and improving health outcomes in this
population are proposed.

Homelessness is an extreme form of material deprivation that occurs
when people do not have permanent, safe and adequate accommoda-
tions. Although there is no consensus on the types of living situation
that constitute homelessness, definitions often include temporarily
residing in emergency accommodations (such as shelters), living on
thestreets, in carsor inbuildings notintended for human habitation or
staying temporarily with family and friends (that is, hidden homeless-
ness)"?. People experiencing homelessness are also overrepresented
inhospitals andjails, making these institutions central to some experi-
ences of homelessness™*.

Homelessness in its various forms is an enduring social problem
thatis widespread in high-income countries. An estimated 2.1 million
people experience homelessness every year across 36 member
countries of the Organisation for Economic Co-operation and
Development (OECD)’. As shown in Table 1, homelessness estimates
and trends vary considerably among high-income countries. However,
comparisons between countries are challenging due to different meth-
odological approaches and definitions of homelessness. Still, there are
evident prevalence trends in some countries. In the USA, there was a
very slight, gradual decline in daily homelessness rates from 647,258
in 2007 to 582,462 in 2022, before increasing to 653,104 in 2023, as
measured by annual point-in-time counts®. Similarly, homelessness
has stagnated or increased in many European countries during the
pastdecade, with the notable exception of Finland, which has observed
sizable decreasesin the number of people experiencing homelessness
over the past decade”®. Other high-income countries have failed to
monitor homelessness rates at the population level, or have done so

very narrowly, yielding alack of clarity about the extent of the problem
and the effectiveness of the investments made to address it.

Homelessness is fundamentally a housing problem, with
the limited availability of affordable housing being a foremost
contributor to homelessness in communities’. However, other key
structural- and individual-level factors can also affect rates of home-
lessness. For example, both unemployment and the quality of the
social safety net, such as income support programs, have been tied
to homelessness rates'’ 2, In addition, poor health, early childhood
adversity and trauma, and involvement in the criminal justice system
areassociated withincreased risk of homelessness™. Thus, populations
experiencing marginalization, such as people with mentalillness, that
are disproportionately affected by these structural- and individual-
levelfactorsareat higher risk of homelessness. Itis estimated that 76.2%
of people experiencing homelessness have a current mental disorder”.

Given the persistence of homelessness in many jurisdictions
and the prevalence of mental illness among people experiencing
homelessness, this Review will discuss the intersection of mental ill-
ness and homelessness, and identify urgent priorities for action in
high-income countries.

Mentalillness and homelessness: emergence of
anintractable problem

The intersection between mental illness and homelessness in many
high-income countries is often described as having its modern origins
in deinstitutionalization. Beginning in the 1960s, many psychiatric
hospitals were closed in response to growing concerns about the poor
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Table 1| Homelessness estimates and trends among various high-income countries

Country Homelessness includes a minimum of Total population Number of people Trend over time
(1) unsheltered or non-conventional locations,  in million persons experiencing homelessness
(2) homeless or emergency sheltered (2022 or latest (year of data collection or

accommodations and (3) temporary
conventional housing or institutional
accommodations®

available data)

publication)

Australia Yes 25.98 122,494 (2021)° (ref. 105) +5% (from 2016 to 2021)'*°

Austria No 9.05 19,912 (2020)° (ref. 106) -19% (from 2013 to 2020)'*

Canada Yes 38.93 >235,000 (2016)° (ref. 107) +12% (from 2018 to 2020-2022)°
(ref. 108)

Chile Unclear 19.83 14,013 (2019)¢ (ref. 5) +4% (from 2011 to 2019)°

Czechia Yes 10.76 23,825 (2019)° (ref. 106)

Denmark Yes 5.91 5,789 (2022)° (ref. 106) -10% (from 2019 to 2022)'°®

Estonia No 1.35 1,546 (2017)° (ref. 106)

Finland Yes 5.56 3,686 (2022)° (ref. 8) -7% (from 2021 to 2022)°

France No 67.94 209,074 (2021)° (ref. 106)

Germany Yes 83.80 262,645 (2022)° (ref. 106)

Hungary No 964 6,944 (2022)° (ref. 106)

Ireland No 5.0 11,632 (2022)° (ref. 106) +40% (from January 2021to
December 2022)'°

Italy No 58.94 96,197 (2021)° (ref. 106)

Japan No 124.95 3,992 (2020)° (ref. 5) -12% (from 2019 to 2020)°

Latvia No 1.88 5,644 (2021)° (ref. 106)

Lithuania No 2.83 4,009 (2021)° (ref. 106)

Luxembourg No 0.65 420 (2017)° (ref. 106)

Netherlands Yes 17.70 32,000 (2021)° (ref. 106) +121% (from 2009 to 2018); -19%
(from 2018 to 2021)'°°

New Zealand Yes 512 11,724 (2018)° (ref. 109) +12% (from 2013 to 2018)'°

Norway Yes 5.46 3,325 (2020)° (ref. 110) -47% (from 2012 to 2020)"°

Poland Yes 37.83 30,330 (2019)° (ref. 106) -1% (from 2013 to 2019)°

Portugal No 10.44 9,604 (2021)° (ref. 106) +18% (from 2018 to 2019)°

Slovak Republic No 5.43 10,661 (2020)° (ref. 106)

Slovenia No 21 1,047 (2020)° (ref. 106) +67% (from 2013 to 2018)’

Spain Unclear 47.62 28,552 (2022)° (ref. 106) +24% (from 2012 to 2022)'°°

Sweden Yes 10.49 33,269 (2017)° (ref. 106) +8% (from 2011 to 2017)’

UK Yes (England, Scotland and Wales); unclear 67.30 242,000 (England; 2022); +17% (from 2012 to 2022;

(Northern Ireland)

14,250 (Scotland; 2019);

England); +18% (from 2012 to

8,980 (Wales; 2019); 18,200 2019; Scotland); +7% (from 2012

(Northern Ireland; 2018/2019)®  to 2019; Wales); 2% (from
2009-2010 to 2018-2019;
Northern Ireland)®

USA Yes 333.29

653,104 (2023)° (ref. 6) +1% (from 2007 to 2023)°

Figures are not limited to homeless people with mental illness, nor are they comparable between countries due to differing homelessness definitions and measurements. Empty trend cells
indicate that no available data were found or that changes in estimate measurements over time prevented reliable comparisons. Differing figures may be available for individual countries
from other sources. Total population data are from OECD Data (https://data.oecd.org/pop/population.htm); *Unsheltered or non-conventional locations generally correspond with European
Typology of Homelessness and Housing Exclusion (ETHOS) ‘Light’ operational categories 1and 5, respectively; emergency and homeless sheltered accommodations correspond with
ETHOS Light operational categories 2 and 3, respectively; institutional or temporary conventional housing accommodations correspond with ETHOS Light operational categories 4 and 6,
respectively?. °Point-in-time census or count (may occur over one or more nights/weeks). °Annual estimate or recording. Unspecified type of estimate. °Point-in-time estimate using various
data sources. Data on number homeless people in the UK taken from the Crisis Homelessness Monitor (https://go.nature.com/3v7Sf3S).

quality of care in those facilities, emerging evidence on recovery in
mental illness and advancements in psychotropic medications. The
scale of the psychiatric hospital closures during deinstitutionalization
transformed mental health systems. Of the 559,000 state psychiatric
hospital beds that existed in the USA in 1955, over 400,000 had been
closed by the early 1980s™. Similar reductions in psychiatric inpatient
bedsoccurredin Canada (a70.6% decline from1965t01981)"” and in the
UK (a60.0% decrease from1954 t01990)*. As aresult, many long-stay

hospital patients with serious mental illness were discharged to com-
munity settings. This transformational shift corresponded with rising
rates of homelessness among people with mentalillness during these
decades. Thisled to assumptions that aninsufficient supply of appro-
priate housing and mental health support alternatives had resultedin
increased rates of homelessness for this population”. Recent research
has questioned the extent to which there was a causal relationship
between deinstitutionalization and homelessness rates among people
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withmentalillness, with evidence that this may have been confounded
by other societal changes that occurred during subsequent decades®.
Nevertheless, deinstitutionalization precipitated the transformation
of mental health systems, marked by the limited availability of com-
munity services and funding in some regions—ill-enduring effects with
which community mental health systems continue to grapple and that
disproportionally affect people with mental illness who experience
homelessness'®".

Over the past half-century, other macro-level social policies,
societal factors and systemic issues have been identified as yielding
multiple pathways into homelessness for people with mental illness.
Thisincludes high rates of unemployment and precarious employment
among people with mentalillness, coupled with insufficient minimum
wages and income supportrates, as well as shortages in affordable and
supportive housing, that make it challenging to find and keep hous-
ing"”?'. Criminal record histories and substance use yield additional
challenges to obtaining housing and employment®>**, At the systems
level, fragmentation within and between health and social services can
undermine efforts by homeless people with mentalillness to achieve
positive housing outcomes®. Furthermore, childhood family instabil-
ity and lower educational attainment have been identified as early-life
experiences that may affect homelessnessrisk and trajectoriesamong
people with mental illness****. Thus, the evolution of mental health
service systems and inadequate social policies, potentially exacerbated
by other forms of social exclusion, have contributed to homelessness
among people with mental illness becoming anintractable problem.

Prevalence of mental illness among homeless
populations
Similar to research on the rates of homelessness, studies examining
the prevalence of mentalillness, including substance use disorders,
among homeless populations use different methodologies and sam-
ples.Inaddition, there hasbeenalimited number of longitudinal stud-
ieson prevalencerates from the past decade. Asaresult, tounderstand
emergent trends in prevalence, particularly with regard to problematic
drug use among people experiencing homelessness, it is necessary to
integrate research that examines epidemiology, treatment seeking and
mortality rates. In this Review, comparisons of estimates are made only
whenthere s sufficient methodological consistency between studies.
Therates of mentalillnessamong people experiencing homeless-
ness in high-income countries are high. As shown in Table 2, a recent
meta-analysis of 39 publications from 1979 to 2019 indicated that
between 64.0 and 86.6% of people experiencing homelessness have
atleastonediagnosable current mental disorder (defined as any Axis |
disorder in the multiaxial system previously used by the Diagnostic and
Statistical Manual of Mental Disorders)"™. Of the non-substance use dis-
order diagnostic categories examined in the meta-analysis, personality
disorders wereidentified as the most prevalent (10.9-43.6%), followed
by major depression (7.9-18.2%), schizophrenia spectrum disorders
(9.5-15.7%) and bipolar disorders (2.0-6.7%). Compared to an earlier
meta-analysis that comprised studies up to 2005, these prevalence rate
estimates have been mostly stable. Although post-traumatic stress
disorder (PTSD) was not examined in the aforementioned studies,
its prevalence among people experiencing homelessness has been
investigated in another recent meta-analysis. Findings showed that
between 22.0 and 33.6% of people experiencing homelessness met the
diagnostic criteria for PTSD, with significant heterogeneity in preva-
lence rates across high-income countries”. Similarly, a synthesis on
intellectual disability among people experiencing homelessness found
that prevalence estimates ranged from 12.0 to 38.9%, as determined
via intellectual functioning assessments using intelligence quotient
(IQ) estimates (IQ < 70 or IQ < 70)*. However, there was considerable
variation between and within samples, and adaptive functioning was
not assessed, which may overestimate the prevalence of intellectual
disability among homeless populations®. More broadly, meta-analyses

Table 2 | Prevalence estimates of mental disorders among
people experiencing homelessness

Mental disorder Meta-analysis pooled Prevalence estimate

prevalence among among the general
people experiencing population of the
homelessness (95% United States

confidence interval)

76.2 (64.0-86.6)° (ref. 13)

Any current mental 32.4° (ref. 111)

disorder

Schizophrenia spectrum  12.4 (9.5-15.7)° (ref. 13) 0.14° (ref. 112)

disorders

1.8-2.49 (ref. 113)
7.0° (ref. 113)

Bipolar disorders 41(2.0-6.7) (ref. 13)

12.6 (7.9-18.2)° (ref. 13)

Major depressive
disorder

PTSD

27.4(22.0-33.6)° (ref. 27)
25.4 (10.9-43.6)° (ref. 13)
367 (277-46.2)° (ref. 13)
217 (131-317)° (ref. 13) 3.99 (ref. 115)

16.5 (9.0-25.7)" (ref. 37) 0.2-0.3¢ (ref. 113)

*The pooled prevalence estimate among people experiencing homelessness included
studies that provided point or up to 12-month prevalence rates except for personality
disorders, which used lifetime rates. "National Comorbidity Survey Replication estimate of
12-month prevalence among the US adult population using Diagnostic and Statistical Manual
of Mental Disorders 4th edition (DSM-IV) diagnostic criteria. °National Comorbidity Survey
Replication estimate of 12-month prevalence of clinician-diagnosed non-affective psychosis
survey using DSM-IV diagnostic criteria; the presented statistic is adapted from the 1.4 per
1,000 population estimate. “Diagnostic and Statistical Manual of Mental Disorders 5th edition
(DSM-5) estimate of 12-month prevalence among the US adult population. °The pooled
prevalence estimate among people experiencing homelessness did not specify whether the
included studies used point, 12-month and/or lifetime prevalence rates. ‘National Comorbidity
Survey Replication estimate of 12-month prevalence of any personality disorder using DSM-IV
diagnostic criteria. °National Epidemiologic Survey on Alcohol and Related Conditions-lII
estimate of 12-month prevalence among the US adult population using DSM-5 diagnostic
criteria. "The pooled prevalence estimate among people experiencing homelessness
included studies that provided 12-month prevalence rates of gambling disorder or clinically
problematic gambling.

3.59(ref. 113)
9.1 (ref. 114)
8.59 (ref. 113)

Personality disorders

Alcohol use disorder

Drug use disorder

Gambling disorder

have demonstrated high rates of ‘cognitive impairment’ within the
population, with a pooled estimate of approximately 25% (ref. 29).

The prevalence of mentalillness and addictions among homeless
populations has changed over time. Early research involving three stud-
ies conducted in ten-year intervals using the same methods showed
that thelifetime prevalence of non-substance use DSM Axis I disorders
increased significantly for both men and women from1980 to 2000*.
Major depression was the foremost contributor to the sharp increase
inprevalence over the two decades, with rates of bipolar disorder and
panicdisorder alsoincreasingto alesser extent. By contrast, the preva-
lence of schizophrenia changed minimally. A morerecent repeated lon-
gitudinal survey conducted every three years from2000to 2018 inthe
US state of Minnesotafound increased rates of self-reported depression
(from24.3t044.3%), PTSD (from13.1t0 35.6%), bipolar disorder (from
12.3t0 23.9%) and schizophrenia (from 6.4 t0 10.9%) across the study
period™. The prevalence rates in this study exceed the aforementioned
meta-analysis estimates probably due to the use of unstandardized
self-report tools, necessitating the need for interpretational caution.
However, trend patterns over time may reflect changes in the types
of disorder among people experiencing homelessness in the post-
deinstitutionalization era. The rise was gradual for all disorders, with
the exception of schizophrenia, which plateaued from 2006 onward.
Thus, major mood disorders and the effects of trauma may be growing
issues within homeless populations.

Substance use disorders are among the most prevalent mental
disorders among homelessness populations. In the meta-analysis by
Gutwinski and colleagues, prevalence estimates for alcohol use dis-
order and druguse disorder (excluding tobacco use disorder) ranged
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from 27.7 to 46.2% and from 13.1 to 31.7%, respectively”. However,
tobaccoisthe most commonly used drug. A systematic review of smok-
ing prevalence among adults experiencing homelessness ranged from
57.3to 81.7% (ref. 32). Other types of drug commonly used by people
experiencing homelessness include opioids, methamphetamine and
cocaine. Drug use patterns and disorder rates have changed over time,
and these trends are probably shaped by evolving supplies of street
drugs and laws about the legality of the substances. With regard to
opioids, a large cohort study of people experiencing homelessness
inthe US city of Boston found a more than 1,400% increase in the syn-
thetic opioid mortality rate from 2013 to 2018*. The same study also
demonstrated that polysubstance overdose deaths involving opi-
oids had surpassed opioid-only deaths, attributable to increases in
concurrent use of opioids with cocaine, benzodiazepine and alcohol
over the study period. Other research has demonstrated an increase
in concurrent methamphetamine and opioid use in recent years. In
anational retrospective US study of people accessing substance use
treatment from 2013 to 2017, the rate of concurrent methampheta-
mine use among people with opioid use disorder also experiencing
homelessness increased from 13.8 to 25.0% (ref. 34). Earlier research
alsosupports changing rates of methamphetamine and amphetamine
use. A serial cross-sectional study of homeless and marginally housed
people in the US city of San Francisco found that methamphetamine
use withinthe past 30 days had nearly quadrupled among those under
35 years of age from 1996 (8.8%) to 2003 (33.0%)™. As for cocaine use
disorder, according to arecent systematic review, lifetime prevalence
amonghomeless populationsincreased froma median estimate of 16%
among studies published in the 1980s to 37% among studies from 1990
to 2012°¢. Gambling disorder has also been found to be many times
higher among people experiencing homelessness than in the general
population, with past-year prevalence estimates ranging from 9.0 to
25.7% (ref. 37).

Premature mortality among homeless people
with mentalillness
Mortality rates among people experiencing homelessness are many
times higher than in the general population—a finding that has been
replicated in multiple high-income countries®®**. Unsheltered home-
lessness further exacerbates this mortality disparity*’. Life-expectancy
estimates differ between studies, as well as by age and gender, but peo-
ple experiencing homelessness generally live 16-28 fewer years than
same-aged peers in the general population*. The noted variations in
mortality rates and life expectancies between high-income countries
may be attributable to differencesin health systems, including universal
coverage and socialissues (for example, violence and homicide rates)*.
The effects of mental illness on mortality rates among people
experiencing homelessness have been insufficiently studied. A ten-
year follow-up study found that homeless men with schizophreniain
Australia had a non-significantly lower standardized mortality ratio
than those without schizophrenia, but were more likely to die by sui-
cide at a significantly younger age*. In a smaller five-year follow-up
study of homeless men in Sweden, there were no deaths among men
with schizophrenia, whereas many of those who died had substance
use problems**. Similarly, a national study conducted in Denmark
found that schizophrenia spectrum disorders were a non-significant
predictor of mortality among women experiencing sheltered home-
lessness, whereas men with schizophrenia spectrum disorders had a
lower probability of dying than men without contact with the mental
health system™. Earlier research has also found mental illness to be a
non-significant predictor of mortality among people experiencing
homelessness, with one study from 1999 reporting that men with
mental illness had a lower likelihood of mortality over a seven-year
period than men without mental illness®®. As for suicide as a cause of
deathamong homeless people with mentalillness, high attempt rates
have been found in additional research*.

Although the relationship between mentalillness, homelessness
and mortality requires further investigation, the effects of substance
use disorders on mortality among people experiencing homelessness
are more evident and alarming. Homeless people with substance use
disordersare atincreased risk of mortality*. However, this association
was not replicated in a recent study of predictors of mortality among
older adults experiencing homelessness*, suggesting that the risk
may be greater among younger cohorts. The relationship between
substance use disorders and mortality risk is probably partially attribut-
abletodrugoverdose being one of the leading causes of death among
people experiencing homelessness*®. Moreover, overdose as a cause of
death among homeless populations is worsening. In a Boston cohort
study from 2003 to 2018, the drug overdose mortality rate increased
9.35%annually*®. Accordingly, the overdose crisisis agrievous and wors-
ening threat facing homeless populations in high-income countries.

Few studies have examined the role of physical health conditions
on mortality among homeless people with mental iliness. However,
physical health problems are prevalent among this population. The
risk of cardiovascular disease, aleading cause of deathamong homeless
populations, hasbeen found to be more than two times higher among
homeless people with mentalillness than the reference normal risk*.
Rates of chronic diseases are also high, with hypertension, migraine,
arthritis and asthma being among the most common, as are blood-
borne pathogens, such as HIV and viral hepatitis®*'. The disease burden
ofthese conditions among homeless people with mentalillness is criti-
cal for interventions to consider and warrants further investigation.

Living at the margins
Homelessness can be experienced transitionally, episodically or chroni-
cally. Studies from North America have demonstrated that most people
have brief episodes of homelessness that are a few in number (that is,
transitional homelessness)*>**. Fewer people have repeated episodes
of homelessness over a short period of time or longer shelter stays
that last years (that is, episodic and chronic homelessness, respec-
tively). Research ontherelationship between mentalillness and type of
homelessness experienced has produced varying findings. In astudy of
shelter-use patterns in two US cities, people with mental illness were
more likely to experience episodic or chronic homelessness and less
likely to be transitionally homeless®>. By contrast, a similar study in
Denmark found high rates of mentalillness across each type of home-
lessness, but this was marginally lower among the chronically homeless
group'. Similar results emerged in recent Canadian research, with
lower mental health functioning being associated with trajectories
of higher housing stability**. The differing findings suggest that the
broader social policy and system contexts may affect how people with
mentalillness experience homelessness and its associated harms.
Inall of its forms, homelessnessis a period of instability and social
exclusion that can precipitate and exacerbate mentalillness, yielding
a bidirectional relationship between the two experiences®. There
are several factors that impel deteriorations in mental health. First,
people experiencing homelessness have ‘competing priorities’among
multiple unmet needs*. This canlead to needs that are lessimmediate
than shelter, food and safety to go unaddressed, such as healthcare.
One US study found than approximately 20% of people experiencing
homelessness reported a past-year unmet need for mental health
services”. Poor care quality, inadequate continuity, and stigma and
discrimination are additional barriers to addressing mental health
and addiction needs®* . These impediments contribute to an over-
reliance onacute care services, such as emergency departments, that
have limited effectiveness in addressing long-term health needs®®®'.
Exposure to trauma, violence and victimization is another factor
that can negatively affect mental health. Although such experiences
are prevalent before people become unhoused, homelessness yields
a heightened risk of victimization®*“*, Estimates of recent violent vic-
timization among homeless adults with serious mental illness found
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prevalencerates of 45.0 and 76.7% for the past month and two months,
respectively®. Other forms of trauma, including pedestrian-strike,
self-injurious and burninjuries, are also more common among home-
less populations than those with housing®*®, Traumatic events during
homelessness can be among the most debilitating problems experi-
enced by people with mentalillness and complicate their mental health
recovery trajectories®®.

Enforcement responses to homelessness by police, bylaw authori-
ties, courts and other legal institutions can cause additional harms.
Interactions between people experiencing homelessness and the police
are common. Inastudy of over 500 homeless adults with mentalillness
in Toronto, Canada, 55.8% had interactions with the police in the past
year®.Some interactions were deemed unnecessary, asshown by 12.6%
receiving charges for acts of living, such as substance use in public,
indecent acts, fouling in a street or solicitation. Similar results were
foundina US study, with people experiencing homelessness reporting
that policing aimed at restricting the overnight use of public spaces
was more harassing than helpful®®. Concerns about police contact can
alsolead people experiencing homelessness to seek moreisolated and
unsafe sleeping locations where the risk of violent victimization is
greater®. Furthermore, displacement practices, such as ‘sweeps’ and
‘cleanups, have been used in some cities to remove people experienc-
ing unsheltered homelessness from public spaces. Thisapproach not
only fails to address the basic needs of people who are displaced but
may also undermine safety and increase drug-related morbidity and
mortality. In a simulation study, continual displacement of people
experiencing unsheltered homelessness whoinject drugs contributed
to an additional 15.6-24.4% of deaths over a ten-year period”.

Coping with the adversities of homelessness and mental illness
takes different forms. Street-based survival strategies, such as inten-
tional avoidance, hypervigilance and the establishment of outward
appearances of strength, are acommon adaptationto livingin hostile
and stressful environments’"’?, Substance use is another frequently
used coping strategy, yet it is one that carries heightened risk due to
unregulated street-drug supplies, barriers to substance use treatment
and limited accessto places to safely use drugs. The role of social sup-
portin the context of homelessness is complex and varied. Although
otherindividuals experiencing homelessness can be asource of com-
munity and belonging, there s the risk of victimization and the adop-
tion of unhealthy behaviors, which is heightened among people with
mental illness, especially women®”>”, Trusted and compassionate
service providers offer another valuable source of support”, although
negative experiences using health, socialand community services due
to stigma and discrimination can be a barrier to the development of
positive working relationships and a reason for service avoidance.
Overall, the coping mechanisms used by people experiencing home-
lessness are focused on immediate survival and may conflict with
longer-term goals.

Interventions forimproving housing and health
outcomes

Arange of interventions have been developed over the past four dec-
adestoaddress the housing and health needs of homeless people with
mentalillness. Several interventions, including Housing First, Assertive
Community Treatment (ACT), Intensive Case Management (ICM) and
Critical Time Intervention (CTI), have been extensively studied and
arerecognized as effective with this population. Common across all of
these interventionsis the provision of community-based types of sup-
port, oneither an ongoing or atime-limited basis. These interventions
can be differentiated from each other by their intensity of support,
with ACT being most appropriate for those who have higher, ongoing
needs, ICMbeing suitable for individuals with moderate, ongoing needs
and CTI being used for those in need of time-limited support during
service transitions. Housing First is unique from these other three
interventions as itincludes access to permanent housing in addition

to different types of community support. These four interventions are
described in more detail below, followed by promising practices that
require further study.

Housing First is widely regarded as a best practice intervention
for people experiencing chronichomelessness and mentalillness. The
intervention involves the provision of permanent housingin the form
of arental subsidy or an affordable housing unit, with accompanying
community-based support such as ACT or ICM. Key tenets that guide
theinterventioninclude: norequirements for sobriety or medication
adherence, the separation of housing and supports, service user choice
and use of a harm-reduction and mental health recovery orientation.
The robust evidence base for Housing First includes rigorous rand-
omized trials from Canada and France, which demonstrate that the
intervention s highly effective inimproving housing stability”” 7. Stud-
ieshaveincreasingly involved longer follow-up periods, demonstrating
that most people continue to experience housing stability after six
years”’. Multiple systematic reviews have also concluded that Housing
Firstiseffectiveinreducing emergency department visits and hospital
admissions®*®, These service use reductions contribute to Housing
Firstbeinga cost-effective intervention, especially for people with high
supportneeds®. As for healthand social outcomes, intervention effects
havebeen less impactful®. However, greater program fidelity is linked
to more positive outcomes, including adaptive functioning, underscor-
ing theimportance of adherence to the Housing First model®*. Ongoing
experiences of poverty among Housing First service users and the
need for chronic health problems tobe treated over alonger duration
have been discussed as potential contributory factors to the limited
improvementsin health and social outcomes, despite favorable service
experiences®*. It would be prudent for future research to consider the
effects of long-standing interpersonal and structural trauma among
people living in Housing First programs, as well as the needs of those
that may not be able to live independently in the community. Greater
integration of intensive treatment for trauma may reduce behaviors
that could cause housingloss.

In addition to its role in Housing First, ACT is a standalone
evidence-based intervention used with homeless adults that experi-
ence serious mental illness. ACT, using multidisciplinary teams with
small caseloads that offer intensive contact and 24-hour coverage, has
beenfoundtoyield greater reductionsin homelessness and improve-
ments in psychiatric symptom severity compared with standard case
management in randomized controlled trials®**°, Unsurprisingly, the
effects of ACT alone on housing outcomes are smaller than those found
in Housing First”. ACT is similarly associated with reductions in hospi-
talization and emergency department visitsin randomized controlled
trials, although the findings are not unequivocal®. The effects of the
intervention on quality of life and income are more limited, with no
known studies examining employment outcomes®. Fewer studies have
examined service users’ care experiences with ACT, although there is
evidence of higher satisfaction with this model than standard care®®.

ICMis another standalone community mental healthintervention
thatis commonly used with homeless people who experience mental
iliness.ICMinvolves the provision of community-based supportsviaa
case manager who has small caseloads to facilitate weekly contact and
coordinate care with other service providers. On its own, ICM yields
small reductionsin the number of days spent homeless compared with
usual care®®. These effects are smaller than those found in ACT, with a
recent meta-analysis suggesting that ateam-based supportapproach
may yield better housing outcomes than theindividualized approach
of ICM¥. Improvements in quality of life, substance use and access to
income supports have been found with ICM, whereas the intervention’s
effects on mental health, hospitalization and employment outcomes
aremore limited®.

CTlisatime-limited case managementintervention to reduce the
risk of homelessness and enhance the continuity of care during service
transitions (for example, following hospital discharge or entry into
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Table 3 | Homelessness pathways, experiences and support needs of special populations

Population Accentuated pathways into Key experiences and issues Support needs and intervention considerations
homelessness
Women « Family violence and « Unique needs related to reproductive and sexual « Gender-sensitive, trauma-informed
conflict’>*1"® health” supports'*®

« Limited access to and control « Heightened risk of sexual violence, exploitation, - Women-only service settings'®

of resources' criminal victimization and sexually transmitted - Health education and promotion supports™
infections’’* - Assessment of violence exposure and access
« High rates of depressive and anxiety disorders and to treatments for trauma and addiction”*"”
PTSD™ « Access to clinical and legal supports for family
+ High rates of substance use problems’”* violence'*"™®
Youth « Family relationship conflictand  « High rates of pre-homelessness abuse and neglect, « Youth-focused, developmentally appropriate
breakdown'"*' and lifetime violent victimization'"'* service offerings, including peer support''

« Aging out of child welfare and « High rates of substance use problems and drug « Co-location and integration of mental
youth protection services, and overdose, depressive disorders, suicide attempts and health services in community programs for
juvenile justice systems'?"'*? PTSD'?-1% marginalized youth'”?

« Heightened risk of engagement in high-risk sexual « Assessment of violence exposure, and access
behaviors and sexually transmitted infections'' to treatments for trauma and addiction'2%'?*1%*
« High rates of learning problems or disability'* « Integration of education and employment
« High rates of school mobility and poor school support into housing and mental health
attendance'' interventions'”
- Stigma and fear of institutional care are barriers to
mental health service use'”"'??
Older adults « Death of a partner, relative, or « Aging-related medical conditions are exacerbated by « Accessible, senior-friendly shelter and
another close individual'®"?’ poor living conditions in inaccessible buildings™*"?’ affordable housing (for example, long-

« Diminishing finances and few « Heightened risk of cognitive impairment, falls and term care, permanent supportive housing),
paid work opportunities''?’ fall-related injuries, and urinary incontinence'*"* with integrated health services and age-

- Gradual loss of social supports, - Difficulties with activities of daily living'® appropriate community supports'?©'25-13
especially among older « High rate of mobility and physical impairments'™*#° « Integration of end-of-life care into shelter and
women'?>'? - Shelters can be inaccessible, present fall-related housing programs'®®

« Housing loss during hazards and have insecure storage options for « Access to post-hospitalization medical respite
hospitalization'® adaptive equipment'*'¥ programs'?13°

People with « Relational, financial and other « Frequent barriers to care, lower service engagement - Integrated services to concurrently address
substance use social problems related to and high rates of unmet health needs'**"** mental illness and substance use problems
disorders substance use disorders™"*? - Heightened risk of fatal and non-fatal overdose'**'*® with flexible intensity levels and durations'®
« Access to a comprehensive array of substance
use treatment and harm-reduction supports'®®
« Access to housing without requirements for
sobriety or participation in treatment'*®
People with « Family or caregiver « Higher rates of family contact® » Ongoing comprehensive supports with
intellectual relationship breakdown and « Social skills and behaviors can be perceived as flexible intensity level?®
disabilities terminations™""*® ‘challenging’ to others?®'¥13# « Screening for intellectual disorders®
« Heightened risk of financial, sexual and emotional « Access to substance use treatment and harm-
abuse during homelessness'*® reduction supports®
« Intellectual disabilities are overlooked and « Health and social service staff training
misunderstood by health and social service to adapt care approaches to meet the
providers?®'®® communication needs of people with
- Misattribution of mental health symptoms intellectual disabilities?®'*"'%®
to intellectual disabilities (that is, diagnostic
overshadowing)™’
- High stress in shelter environments'*®
LGBT+ - Familial rejection’*"%! - Ongoing discrimination, harassment and - Safe, affirming and accepting care'® 4143
community - Housing and employment violence™*%14142 - Access to LGBT+-specific shelters and housing
members discrimination due « Heightened risk of HIV'*%'! programs'#%140142143

to heterosexism and
transphobia'®'*°

« Pre-homelessness service
avoidance'

- High rates of depressive disorders, suicide attempts
and self-injurious behaviors''#?

« Past rejection, prejudice and fear of disclosure are
barriers to accessing services'**"%

- Access to mutual support'*®

« Education and support on safer sex
practices'*?

« Health and social service staff training and
education on issues related to LGBT+ culture,
terminology and needs'**"'%*

Racialized and
migrant groups

« Structural racism (for
example, criminal justice
system, housing and
employment discrimination;
financial vulnerability due to
colonialism)'#44®

« Low-income support networks
that are insufficient for
preventing homelessness'“®

« Migration within and between
countries" '

« Ineligibility for needed health,
social and income supports

146,147

» Ongoing discrimination in housing applications and
access"®

- Heightened risk of arrest and incarceration'*®

« Loss of social and cultural supports due to stigma,
yielding alienation and loneliness'®

» Shame-based internalizations of stigma from
homelessness and mental illness'*

« Service access is hindered by language and system-
navigation barriers, and a lack of continuity of care'®

- High rates of trauma among migrants'*®

» Widespread use of tools to assess housing
vulnerability that are racially biased (for example, the
Vulnerability Index-Service Prioritization Decision
Assistance Tool)"*

« Use of an antiracist, trauma-informed
approach to care®"’

« Translation supports available in health and
social services"®

« Access to legal supports to address
discrimination due to structural racism'*

« Supports to enhance social capital and
facilitate community integration'®

« Creation of more accessible health and social
services through the representation of people
of color in organizational leadership'’

« Policies to promote family wealth
accumulation among racialized and migrant
groups'*

Not all referenced articles focus exclusively on populations of people experiencing homelessness with mental illness.
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housing programs from homelessness). As with ICM, CTI workers are
responsible for service provisionand coordination. Randomized trials
have found that CTI cam improve housing and service use outcomes
among homeless people with serious mental illness during transition
periods®*®, One non-randomized pre-post cohort study also found
improvements in mental health symptoms and substance use prob-
lems, as well as reductions in the number of days spentininstitutions®.
No changes in income were found among CTl recipients in a single
randomized trial®’.

Arecenttrendinintervention research with homeless people that
experience mentalillness has been the adaptation of Housing Firstand
case management-type interventions to include new supports and
implementation contexts. For example, supported employment has
beenintegrated into Housing First, which increased the likelihood of
service users obtaining competitive employment”. Multidisciplinary
adaptations of CTI have been used successfully with homeless people
who have unmet mental health needs following hospital discharge®>.
Moreover, financial incentives have been used to promote service
engagementinavariety of settings, with promising but mixed effects”.
Thus, thereisacurrentand ongoingresearch focus on how to augment
evidence-based interventions to more effectively improve service
engagement, health and housing outcomes among homeless people
with mentalillness.

In addition to the evidenced-based interventions described
above, there are promising approaches that warrant further research.
Peer-navigation interventionsinvolve support delivered by people with
lived experience to address unmet health needs and improve access to
services. Although such services existin many forms, research on peer
navigation targeted toindividuals at the intersection of homelessness
and mentalillness is more limited. One randomized trial of peer naviga-
tionwith Black homeless adults who experience serious mentalillness
found that the intervention had small to moderate effects on health
status, mental health recovery and quality of life’. A harm-reduction-
based peer-navigation intervention for homeless people with prob-
lematic substance use was also found to be acceptable and yielded
promising findings in a feasibility study®. The use of peer navigation
could be leveraged in future work with other groups experiencing
multiple disadvantage, such as homeless migrants with mentalillness
who face additional barriers to accessing health and social services.

Income support interventions are another promising approach,
albeit one with considerable variability inintervention components and
practices.One approachisthe use of larger cash transfers to overcome
the financial barriers to exiting homelessness”. A recent randomized
controlled trial in Canada examined the effects of a single uncon-
ditional cash transfer of CAD$7,500 (ranging from approximately
US$5,652-5,788 at the time of distribution) on adults experiencing
homelessness with non-severe mental health and addiction symp-
toms’. Findings showed that the intervention significantly reduced
the number of days spent homeless and did not change spending
on substances over the one-year study period, suggesting that the
cash transfer may hasten exits from homelessness’®. Although this
approach has yet to be tested with homeless people who experience
mentalillness, it has the potential to address a key problem faced by
this population: income support rates being insufficient to access
affordable housing. Accordingly, income support interventions and
other basicincome schemes warrant further investigation.

Experiences and support needs of special
populations

There are many groups, including women, youth, older adults, people
of diverse sexual orientations and gender identities (LGBT+), people
with substance use disorders, people with intellectual disabilities
and racialized individuals and migrants, who have unique needs and
supportconsiderationsaswellassomesharedvulnerabilities (see Table3).
Most notable are the relationship conflicts and terminations that

become a pathway into homelessness, as well as high rates of trauma
and victimization risk once homeless. Ongoing discrimination in the
context of homelessnessis another critical issue for some groups, such
as LGBT+ community members and racialized and migrant groups.
These homelessness pathways and experiences highlight the impor-
tance of creating service settings that are perceived as safe by these
groups and involve the provision of holistic, person-centered and
trauma-informed supports. Furthermore, they underscore the need
for transformative social change to prevent homelessness caused by
housing exclusion and structural racism.

Evidence gaps

In light of the evidence presented in this narrative review, several key
avenues for future research are proposed, which include changes
in psychiatric epidemiology among homelessness populations,
stigma-reduction strategies in mainstream health and social services,
approaches to enhancing service engagement and the standardized
measurement of homelessness, as detailed below.

The transformation of community mental health systems follow-
ing deinstitutionalization led to multi-decades growthin research on
the intersection of homelessness and mental illness. However, the
structural and systemic factors that determine homelessness and its
sequelae have continued to evolve, and knowledge development has
not kept pace. Evidence on changes over time in the prevalence rates
of mental illness among homeless populations remains limited. In
addition, there is continued ambiguity with regard to the effects of
mentalillness on premature mortality in the context of homelessness.
As people with mentalillness are at higher risk of cardiovascular and
metabolic diseases than those without mentalillness”, itis also critical
to understand how homelessness may exacerbate associated health
disparities and the extent to which service innovations effectively
address them. With the advancement of research using administrative
healthdatarepositories and public health surveillance data, there are
likely to be opportunities to sustainably address this evidence gap to
enable health and social service systems to respond to changes at the
population level in amore timely manner.

Another key evidence gap centers on approaches for improv-
ing the quality of care for people experiencing homelessness in
mainstream health services. Experiences of stigma and discrimina-
tion by health professionals are commonly reported among homeless
people with mentalillness””°. Although specialized health services for
homeless and unstably housed populations have been developed to
create more accessible and welcoming programs, the marginalization
and stigmatization of homeless populations persists in mainstream
health services. Moreover, specialized services are less likely to be avail-
ableinsmaller cities and rural communities, and most do not provide
continuous care once housed. Accordingly, there is aneed to develop
and evaluate stigma-reduction approaches for facilitating humanizing
healthcare experiences amonghomeless people withmentalillnessin
mainstream settings.

Thedelivery of health services to homeless people with mentalill-
nessis fraught with challenges. Although some systemic and structural
barriers requireinnovation at the policy level, other problems, includ-
ing service engagement, can be potentially addressed via improve-
ments to service delivery approaches, including among specialized
services for this population. Key factors that shape service engagement
among homeless people with mental illness include self-perceived
need, supportavailability and relational factors™. Given this, simply
expanding mental health services without attending to care philoso-
phy and recovery orientation may not precipitate increased service
engagement amongthoseinneed. Thus, further researchis warranted
onperson-centered practices forenhancing health service engagement
amonghomeless people with mentalillness. Peer-led interventions and
theintegration of people with lived experience in outreach engagement
teams could be beneficial for strengthening working relationships
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Upstream prevention to reduce homelessness
risk for people with mental illness

Affordable housing Income supports tied to cost of living

Livable wages Youth mental health services

School-based learning disability support

Fig.1|Practice and policy priorities for addressing homelessness and mental
illness. Improving the health and wellness of homeless people with mentalillness
requires more upstream prevention to reduce homelessness risk. Without this,
people with mentalillness are at greater risk of becoming homeless (as shown by
the grey shaded box). Scaling up evidence-based interventions, such as Housing
First, Assertive Community Treatment (ACT), Intensive Case Management (ICM),

Scale up ‘what works' to prevent and facilitate sustainable
exits from homelessness for people with mental illness
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and Critical Time Intervention (CTI), is also key to preventing and facilitating
exits from homelessness (as shown by the arrows that circumvent or direct
away from homelessness). Downstream prevention are support services and
orientations needed for preventing additional harms among people who are
currently experiencing homelessness.

betweenservice users and providers. Advancing the evidence base on
intervention considerations for special populations, such as those out-
linedin Table 3, will also be beneficial for adapting service approaches
toimprove engagement and outcomes.

Lastly, long-standing variations in the definitions and measure-
ment of homelessness have hindered comparisonsin prevalence rates
between regions and countries, and deeper understandings of expe-
riences within homeless populations. On the latter, for example, as
unsheltered homelessnessis associated with greater health harms than
sheltered homelessness, aggregating these forms of homelessness
may obscure differences between them. Thus, there is a critical need
for futureresearch to consistently define and measure homelessness.
Leveraging existing typologies of homelessness'* will yield stronger
methodological parallels between studies. With more homelessness
research using administrative health datasets, integrating typologies
of homelessness into these data-collection systems will enable more
nuanced examinations of differences within homeless populationsin
future research. Use of the Residential Time-Line Follow-Back inven-
tory, aself-report housing history measure with strong psychometric
properties, is also recommended for measuring housing outcomes,
especiallyin clinical trialsand longitudinal research with people expe-
riencing homelessness®.

Practice and policy priorities

Effectively addressing the intractable problem of homelessness and
mental illness requires investments that are comprehensive, multi-
faceted and evidence-based. Accordingly, we propose three practice
and policy priorities that are critical forimproving the healthand well-
ness of homeless people with mentalillness: (1) scale up ‘what works’,

(2) strengthen upstream prevention and (3) establish needed down-
stream prevention supports (Fig. 1).

Scale up ‘what works’

Interventions such as Housing First, ACT, ICM and CTlI are effective
for improving housing and other outcomes among homeless peo-
ple with mentalillness. These interventions have been rigorously and
extensively studied, demonstrating their generalizability to various
homeless populations and service delivery contexts. Thus, thereis a
need to meaningfully scale up these evidence-based practices to meet
thelevel of community need. The success of scale-up efforts is depend-
ent on ensuring that services are sufficiently resourced to provide
high-quality care with strong fidelity to program models. Too often,
housing-focused interventions areimplemented in real-world settings
with a fraction of the resources used in research trials. Intermediary
and purveyor organizations, which support the implementation and
sustainability of evidence-based practices, can be leveraged to ensure
that community mental health agencies have the tools to deliver high-
quality services”. Although scaling up what works will require sizable
resource investments, the achievement of cost offsets and superior
outcomes would constitute fiscally smart spending.

Strengthen upstream prevention

Childhood adversity, pre-existing poverty, lower educational achieve-
ment and other forms of social exclusion are prevalent among home-
less people with mental illness**°¢, making upstream prevention a
critical policy and intervention target. Investments to strengthen
social safety nets, including more affordable housing, livable wages
and income supports tied to the cost of living, will create a strong
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foundation for homelessness prevention among people with mental
illness. Such upstream prevention efforts would align highly with an
enhanced prioritization to scale up evidence-based interventions,
such as HousingFirst, asdemonstrated in Finland. Beginning in 2008,
Finland undertook a highly successful national program to end chronic
homelessness using a Housing Firstapproach'®. Akey component of
the program’s effectiveness was an emphasis on homelessness preven-
tion through the development of social housing, which was targeted
to young people'®'”", Thus, Finland’s national program represents a
concurrent investment in what works and upstream prevention, and
holds great promise.

As the onset of many mentalillnesses occurs by early adulthood,
early intervention during childhood is another important upstream
approachfor preventingtrajectoriesinto homelessness. Reducing wait-
inglists for youth mental health and addiction treatment, and ensuring
that these programs are integrated into community settings that serve
at-risk groups are key to facilitating timely access to needed services.
The detection of learning disabilities during childhood is another
key preventive practice, given the overrepresentation of people with
learning disabilities among homeless people with mental illness and
their association with lower education attainment and poorer health

outcomes'®,

Establish needed downstream prevention supports

Itis anticipated that prioritizing the other two policy and practice
domains will reduce the need for downstream prevention supports,
which should nonetheless remain a focus of intervention develop-
mentand implementation. Itisimportant to acknowledge and address
the dire circumstances in which homeless people with mental illness
are currently living and dying. Overdose fatalities and barriers to
accessing mental health and addiction services are key problems
that are currently faced by homeless populations and direct service
providers®**®'°>, Accordingly, there is an urgent need to increase
the supply of person-centered, flexible, low-barrier mental health
and addiction services, as well as harm-reduction supports for this
population. Embedding trauma-informed practices throughout health
and social services is instrumental for promoting service engage-
ment and preventing further traumatization among this vulnerable

population'*.

Comprehensive policy and practice initiatives are needed to address
the prevalent and persisting problem of homelessness among people
with mentalillness. Centering this work on upstream prevention and
the scaling up of evidence-based practices, with concurrent, wrapa-
round investmentsin accessible healthand social services for homeless
people with mental illness, will be best positioned to achieve sustain-
able, positive outcomes.
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