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At a glance 
Why did we do this study? 
People experiencing homelessness require support from health, social care, housing and the 
criminal justice systems. Often this support is fragmented, which makes it harder to get 
appropriate and timely support. The COVID-19 pandemic marked the first national attempt at 
an integrated accommodation offer, through the ‘Everyone In’ policy initiative in England. A 
governmental response to a global public health crisis, ‘Everyone In’ was implemented at great 
speed and tailored to local settings. We need to understand the health impacts and learnings 
from this policy initiative, and better understand the international evidence on responsive 
policy-level integrated housing, health and care interventions. 

What did we do? 
We set out to do three things:  
1. Secondary analysis of existing qualitative interview data from 26 people experiencing 

homelessness during the COVID-19 pandemic (between February and May 2021). 
2. Systematic review of the international evidence on evaluations of integrated health and 

housing interventions that were responsive to a system change or policy initiative. 
3. Primary qualitative study using case studies to evaluate the implementation of ‘Everyone 

In’ across different regions of England, including North East (Gateshead, Newcastle upon 
Tyne), North West (Blackpool, Bolton, Greater Manchester, Manchester city centre, 
Salford), South West (Bristol, Devon, Exeter), and London (Brent, Westminster, and 
Lewisham). 

What did we find? 
Through our secondary analysis of qualitative study, we found: 
 The lack of in-person support and increased isolation and loneliness led to relapses or 

new challenges for many people’s mental health and substance use.  
 The “surreal” experience of the pandemic led to many people feeling uncertain about the 

future and when things would return to normal.  

Our systematic review found: 
 The evidence on integrated health and housing interventions that were responsive to a 

system change or policy initiative were all from studies (n=12) from North America.  
 Most studies reported on drug or alcohol outcomes (including use and severity) and in 

most cases there was some improvement in these outcomes. 
 Mental health outcomes included service use and engagement, common and severe 

mental illnesses, and diagnoses.  

From the national case study evaluation of ‘Everyone In’, we found: 
 Having flexibility in funding, resources and responsiveness in the provision of services 

across the health, care and housing systems was one of the main positives and allowed 
for innovation. However, there were also unintended negative mental health 
consequences for people experiencing homelessness from the accommodation provided, 
often due to the lack of suitability. 

 The unique circumstances and need to respond quickly also led to strengthening of 
working relationships and partnerships across services, as well as between staff and 
people accessing support. The opportunity to ‘join-up’ services/support was seen as a 
positive of ‘Everyone In’, that in some cases continued after the initiative ended. 

 The innovations and approaches to act responsively helped overcome barriers faced by 
people experiencing homelessness in engaging with and accessing services. 
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 The ‘Everyone In’ initiative has left a legacy of commitment to end homelessness and 
provide better holistic and integrated health and social care support.  

What does this mean? 
The core implications for policy and practice from this research are: 
 The ‘Everyone In’ initiative marked a positive turning point for local authorities and services 

in terms of having the flexibility to offer an integrated health and housing offer, which can 
help overcome barriers to engagement and access to services.  

 Inter-sectoral partnerships between local authorities, voluntary sector and health and care 
providers allowed for easy communication, sharing of resources and information and was 
a consistent and longer-term positive of ‘Everyone In’.  

 Flexibility in the availability and allocation of funding for services that integrated health and 
care interventions with housing improved delivery of interventions.  
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Executive Summary 
Background 
People experiencing homelessness have high levels of overlapping issues including physical 
and mental ill-health, substance use, housing instability and contact with criminal justice 
system. These multiple disadvantages lead to many of those experiencing homelessness 
facing fragmented care and support that does not always appropriately address all their needs. 

During the COVID-19 pandemic, the government implemented the ‘Everyone In’ initiative in 
England. This was the first national policy attempt in England at a coordinated offer of access 
to accommodation and the delivery of health and social care. The initiative was aimed at 
protecting people who were sleeping rough or threatened with homelessness from the COVID-
19 infection.  

The rollout of the ‘Everyone In’ initiative presents a unique opportunity to learn from new ways 
of working and innovative approaches that were developed in offering accommodation and 
delivering health and social care to those sleeping rough.  

Evaluations of the ‘Everyone In’ policy initiative so far have focused either on the impact on 
reduction of spread of the COVID-19 infection or on the housing/ accommodation related 
aspects of the initiative. There remains a gap in our understanding of the impacts of the 
‘Everyone In’ initiative both on the physical and mental health outcomes and access to care, 
including mental health and substance use. We also need to understand how systems worked 
together, nationally and locally to deliver integrated care. 

Aim and objectives 
The overall aim of this evaluation was to assess what aspects of ‘Everyone In’ worked well 
and less well for improving physical and mental health outcomes, including substance misuse, 
and provide learnings that can be translated into policy. The project set out to address five 
research questions: 

RQ1: What aspects or mechanisms of ‘Everyone In’ worked well and less well in terms of 
improving health outcomes, and enabling individuals to move away from sleeping rough? 
What were the drivers of good practice and lessons learned in delivering health support, 
particularly when integrated with safe, supported accommodation? 

RQ2: What aspects of ‘Everyone In’ have helped overcome barriers to individuals’ sleeping 
rough accessing or engaging with health and care services? What barriers or unintended 
consequences were experienced?  

RQ3: How have local systems worked together to maximise benefits and embed ways of 
delivering better health outcomes for people sleeping rough? How did relationships between 
organisations and sectors impact health outcomes? 

RQ4: What are the short and long-term effects of the pandemic that would need to be taken 
into account in future policymaking? 

RQ5: What are the impactful and novel aspects of ‘Everyone In’ that could be translated and 
incorporated into future policy and practice? How does this learning add to the existing 
evidence base and recommendations made in key related reports (Going Above and Beyond: 
King’s Fund, and Homelessness and the Response to COVID-19: The Strategy Unit)? 
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Research methods 
To achieve the aim and objectives outlined above, we undertook a multi-method approach 
involving a secondary qualitative analysis, systematic review, and a national qualitative case 
study.  

The secondary analysis was conducted of a qualitative study involving semi-structured 
interviews with people who experienced homelessness in North East England during the 
COVID-19 pandemic was conducted between February and May 2021.  

In the systematic review, we aimed to identify and synthesise the current evidence on ‘what 
works’ in the provision of health and social care services when integrated with housing support 
for people experiencing homelessness. The added value of this review to existing literature is 
that we focussed specifically on interventions that were either in response to a policy or system 
change.  

The evaluation of ‘Everyone In’ using a qualitative case study approach was conducted across 
different regions of England. Using a case study approach, interviews and focus group 
discussions were conducted between January and October 2023. To understand experiences 
across the country, four regions were identified for data collection. Based on input from 
practice and policy colleagues, specific localities within each region were selected to get 
representation from different regions and areas with different types of homelessness 
(including rural, urban, inner city, and coastal areas), as well as where potentially innovative 
practices were undertaken. The four regions of England included in the study were the North 
East (Gateshead, Newcastle upon Tyne), North West (Blackpool, Bolton, Greater Manchester, 
Manchester city centre, Salford), South West (Bristol, Exeter, Devon), and London (Brent, 
Westminster, and Lewisham).  

The approach adopted was flexible to reflect and explore variations in local health offers and 
include the views of health and social care providers and those with lived experience of 
homelessness. In line with co-production approaches, individuals with lived experience of 
homelessness were engaged in all stages of the study design to ensure the voice of this 
population was represented. This was possible through our collaboration with Groundswell, a 
national leader in involving and providing opportunities for individuals with experience of 
homelessness to contribute to decision making and create solutions for homelessness.   

This project is a collaboration with between Newcastle University, Groundswell, University of 
Manchester and University of Bristol and is built on existing National Institute for Health and 
Care Research (NIHR) funded work being undertaken by the research team. 

Research findings 
People experiencing homelessness during the COVID-19 pandemic highlighted the 
exacerbation of issues of mental health and substance use, isolation and lack of clarity on 
information during that time. A particular challenge was the move to online/remote access to 
support and services, which was problematic due to poor digital access as well as facing 
issues (such as mental health problems) which were harder to manage with remote support. 
The need for psychological and emotional support was heightened, particularly at a time when 
they were facing isolation. Although there was a general consensus on difficulties navigating 
information, some people found out about the ‘Everyone In’ initiative when they finally were 
housed. 

Our global evidence (or systematic) review found that policy-level initiatives that aimed at 
integrating housing, and health, including mental health, physical health, substance use, and 
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social care did show some evidence of improvements in health outcomes for people 
experiencing homelessness. The evidence of such initiatives in response to policy or system-
level change was entirely from North America. Most of the evidence was based on mental 
health and substance use outcomes, which in most studies showed an improvement or 
beneficial effect on these health outcomes. 

Findings from the national case study evaluation of ‘the ‘Everyone In’ initiative are based on 
responses from key stakeholders, including people with lived experience of homelessness, 
and representation from Local Authorities, healthcare (NHS), policy at local and regional 
levels, housing, public health, social care and commissioning. There are a number of valuable 
lessons that can be learned from ‘Everyone In’ related to improving the health and care needs 
of people experiencing homelessness.  

One of the main positive learnings is the benefit of having flexibility and responsiveness from 
services across the system (including housing, health, voluntary sector, NHS) to achieve a 
combined vision to provide housing as well as care to people sleeping rough or at risk of 
sleeping rough. Tangible examples of this included re-thinking how and where services/ 
support were delivered, ease of sharing of data about at-risk populations, taking services out 
to people, and bringing in trusted individuals (such as case/key workers, peer workers).  

Another significant learning was the importance of partnerships and joined-up working 
between organisations and different sectors within health, housing, and voluntary sector. 
Partnership working also led to innovation in how services/ support was provided and at 
speed. For example, new venues that co-located information and support for mental health, 
vaccination, and substance use. This way of working was seen as a positive both by service 
users, who were more readily able to engage with support, as well as by different service 
providers in terms of having a mutually supportive environment. While many partnerships were 
pre-existing, ‘Everyone In’ provided an opportunity to strengthen these partnerships.  

These partnerships and new ways of working led to not just re-thinking the way services were 
delivered at the time of the pandemic, but also allowed local authorities and other 
organisations to take forward this learning beyond the pandemic. These learnings were visible 
and continued even two to three years after the implementation of ‘Everyone In’. The learnings 
have been applied to the provision of services such as flu vaccinations, and substance use 
treatment and care. Some of the challenges were related to the longer-term sustainability of 
the partnership working. Another challenge was to continue in this joined-up way of working 
after the financial support for ‘Everyone In’ had come to an end.  

Implications for policy and practice 
The learnings from ‘Everyone In’ offer important insights for policy and practice. The key 
aspects include the significance of being adaptable and responsive to addressing the multiple 
needs of people experiencing homelessness, including their housing, mental health, access 
to primary care, substance use, and physical health problems. This is also closely related to 
the importance of partnerships between organisations and sectors in delivering care for people 
experiencing homelessness, in a way that helps overcome the challenges related to access, 
finding relevant information, and navigating services. These partnerships are particularly 
pertinent in the context of Integrated Care Systems, which bring together health, care, 
voluntary sector, and Local Authorities.  
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Implications for further research 
This research highlights some gaps which merit further investigation. There remains a need 
for high-quality evidence from the UK on the role of policy or system-level integrated care in 
bringing together housing, health and care together. This would be beneficial in terms of 
assessing longer-term outcomes of health as well as related outcomes, such as housing, 
employment and social networks, which are important wider determinants of health. Identifying 
the costs or resource allocations needed for making such solutions sustainable also merits 
further research.  
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Background 
Across England, there is a manifesto commitment to end Rough Sleeping by 2024, with a 
strategic focus on the health of people sleeping rough. Recent reports and ongoing pieces of 
work show that the needs of individuals experiencing homelessness are often complex and 
housing alone is not the solution (1). The intersection between housing instability, criminal 
justice, substance use, and physical and mental ill-health leads to many of those experiencing 
homelessness facing fragmented care and support that does not always appropriately address 
all their needs. It is well known that those experiencing homelessness are much more likely to 
have poorer health outcomes, in terms of both physical and mental health, compared to the 
rest of the general population (2). The current evidence base shows that coordinated and 
integrated access to care across the health, social care, housing, and criminal justice system 
is needed to support those experiencing homelessness (2).  

The COVID-19 pandemic presented a new unprecedented risk to homeless populations and 
their health (3). This population faced challenges in adhering to government guidelines such 
as social distancing and self-isolation, particularly in homeless shelters which offer communal 
facilities such as bathrooms (4). To protect those sleeping rough or threatened with 
homelessness during the COVID-19 pandemic, the government implemented the ‘Everyone 
In’ initiative in England. This was the first national policy attempt in England at a coordinated 
offer of access to accommodation and the delivery of health and social care.   

The rollout of the ‘Everyone In’ initiative presents a unique opportunity to learn from new ways 
of working and innovative approaches that were developed in offering accommodation and 
delivering health and social care to those sleeping rough; for example, in relation to substance 
use treatment, those who were on the methadone programme were given more control over 
when and how much methadone they could take and there was increased naloxone provision 
(5). This was innovative in that it gave more control to those on the methadone programme, 
compared to previously where the amount of methadone they received was set by a 
pharmacist.  

There have been efforts to evaluate the impact of ‘Everyone In’, with a number of reports on 
the impact of COVID-19 on the homeless population (6, 7, 8). However, there remains a gap 
in our understanding of the impacts of the ‘Everyone In’ initiative both on the physical and 
mental health outcomes and access to care, including mental health and substance use. We 
also need to understand how systems worked together, nationally and locally to deliver 
integrated care.  

Aims and objectives 
This project is a collaboration with colleagues from Newcastle University, Groundswell, 
University of Manchester and University of Bristol and built on existing National Institute for 
Health and Care Research (NIHR) funded work being undertaken by the research team: 

 NIHR Policy Research Programme (PRP): Identifying effective and sustainable 
interventions to improve the oral health and related behaviours of adults with severe 
and multiple disadvantage: evidence synthesis and qualitative stakeholder research  

 NIHR School for Public Health Research (SHPR) – Early Career Researcher Research 
Network Funding: Exploring and understanding access to community mental health 
and substance use support for individuals who experience homelessness  



 

 

  12
 

 NIHR Research for Social Care (RfSC): Identifying multi-agency, trauma-informed and 
integrated solutions for unmet need of individuals experiencing homelessness in 
Northumberland and North Tyneside 

The overall aim of this evaluation/project was to assess what aspects of ‘Everyone In’ worked 
well and less well for improving physical and mental health outcomes, including substance 
misuse, and provide learnings that can be translated into policy. The project set out to address 
five research questions: 

1. RQ1: What aspects or mechanisms of ‘Everyone In’ worked well and less well in terms of 
improving health outcomes, and enabling individuals to move away from sleeping rough? 
What were the drivers of good practice and lessons learned in delivering health support, 
particularly when integrated with safe, supported accommodation? 

2. RQ2: What aspects of ‘Everyone In’ have helped overcome barriers to individuals’ sleeping 
rough accessing or engaging with health and care services? What barriers or unintended 
consequences were experienced?  

3. RQ3: How have local systems worked together to maximise benefit and embed ways of 
delivering better health outcomes for people sleeping rough? How did relationships 
between organisations and sectors impact health outcomes? 

4. RQ4: What are the short and long-term effects of the pandemic that would need to be 
taken into account in future policy making? 

5. RQ5: What are the impactful and novel aspects of ‘Everyone In’ that could be translated 
and incorporated into future policy and practice? How does this learning add to the existing 
evidence-base and recommendations made in key related reports (Going Above and 
Beyond: King’s Fund, and Homelessness and the Response to COVID-19: The Strategy 
Unit)? 

To achieve the aim and research questions outlined above, we undertook a multi-method 
approach involving a secondary qualitative analysis, systematic review, and primary 
qualitative case study. The approach was flexible to reflect and explore variations in local 
health offers and include the views of health and social care providers and those with lived 
experience of homelessness. In line with co-production, individuals with lived experience of 
homelessness were engaged in all stages of the study design to ensure the voice of this 
population was represented. This was possible through our collaboration with Groundswell, a 
national leader in involving and providing opportunities for individuals with experience of 
homelessness to contribute to decision making and create solutions for homelessness.   

The following sections of the report present the specific aims, methods, and findings of the 
three core components, before bringing together the collective learnings in the discussion. 

Secondary analysis of a qualitative study 
In an effort to develop an early stage understanding of the impact of the pandemic on health 
outcomes for people experiencing homelessness, primary qualitative data collected as part of 
a NIHR SPHR study funded study was leveraged. The purpose of this secondary analysis was 
to provide a useful context of issues faced by people experiencing homelessness during the 
pandemic – and not for evaluation of the ‘Everyone In’ policy. Participants interviewed in the 
secondary analysis were people who were experiencing/experienced homelessness during 
the pandemic. Homelessness was defined inclusively and captured those from visible and 
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hidden forms of homelessness. People who were rough sleeping were likely accommodated 
through ‘Everyone In’, however, this was not explicitly captured at the time of data collection 
as that was not imperative for the original study. The paper for the secondary analysis has 
been accepted for publication, but a copy of the draft has been included as an appendix. A 
prior paper exploring access to community-based mental health and substance use support 
for people experiencing homelessness during the pandemic has been previously published 
(3).  

Specific aims 
The specific aim of the secondary analysis was to understand the perspectives of living 
through COVID-19 for people experiencing homelessness and the challenges and benefits it 
presented them in dealing with mental ill-health and/or substance use. It provides the context 
of the situation during the time of the pandemic.  

Methods 
A qualitative study involving semi-structured interviews with people who experienced 
homelessness in North East England during the COVID-19 pandemic was conducted between 
February and May 2021.  

Potential participants were initially purposively recruited through gatekeepers in housing and 
voluntary sectors alongside “Experts by Experience” networks in two areas in North East 
England (Newcastle upon Tyne and Gateshead). Recruited participants were then invited to 
share study information within their networks, a snowball strategy approach (9). Participants 
were aged 18 and over and self-identified as experiencing homelessness during the COVID-
19 pandemic as well as mental health and/or substance use challenges. To recognize the 
breadth of homelessness in the region (10), a broad definition was used including rough 
sleeping, staying with friends or sofa surfing, in temporary accommodations, and having 
approached the local government for housing (11). People who were interested in participating 
could contact the lead researcher by telephone, email or consent to a service provider sharing 
their contact details with the researcher. Information sheets were shared with potential 
participants at least 24 hours in advance of the interview and had the opportunity to ask any 
questions before the interview. 

Given the social distancing restrictions in place across England at the time of this study, all 
interviews were conducted by telephone. Adjustments were made to enable people to 
participate, which included rescheduling interviews, working with local hostels or housing 
providers to provide access to a designated phone for conversations, and offering to conduct 
interviews outside of normal working hours. Once no new themes were identified within 
interviews (data sufficiency/saturation), active recruitment ended, and only those who had 
previously expressed interest were given a two-week window to participate.  

Verbal or written consent was obtained from participants before the interviews commenced. 
Interviews lasted around 45 minutes (ranging from 20 to 80 minutes). All participants were 
offered a £30 supermarket voucher to thank them for their contribution. The topic guide was 
developed with input from “Experts by Experience” and those supporting people experiencing 
homelessness and focused on two main areas: 1) access to mental health and substance use 
services and 2) the impact of COVID-19 on their lives, mental health and substance use. All 
interviews were digitally recorded, transcribed, anonymized, and checked for accuracy. At the 
end of interviews participants were provided with a debrief sheet, which contained signposting 
to local services for housing, homelessness, mental health, and substance use. 
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Working with the five “Experts by Experience” through a series of workshops, the analysis was 
undertaken informed by Braun and Clarke’s inductive reflexive thematic analysis (12). All 
transcripts were reviewed by the lead researcher for familiarisation and a select number were 
reviewed by “Experts by Experience” independently. Initial codes were then developed for 
transcripts. Using initial coding, preliminary themes were developed collectively and reviewed 
to determine patterns of shared meaning across transcripts. Theme and subthemes were 
refined collaboratively and discussed with all co-authors before finalization. The nonlinear 
stages of analysis enabled early theme development based on central concepts within 
transcripts (13). Themes and subthemes related to access to mental health and substance 
use support are reported elsewhere (3). 

Ethics approval for the study was granted by the Faculty of Medical Sciences Research Ethics 
Committee, part of Newcastle University’s Research Ethics Committee (ref: 2034/6698/2020.)  

Involvement of people with lived experience 
Working with those who have experienced homelessness, mental ill-health, and/or substance 
use, the design and conduct of our study were informed by participatory action methodology 
including collaboratively analysing the data and developing recommendations designed to 
improve the health and wellbeing of people experiencing homelessness (14, 15, 16, 17). This 
led to the recruitment of three men (JP, DH, TJ) and two women (JK, FT) with lived experience 
of homelessness, substance use, and/or mental ill-health from local lived experience groups. 
They became part of the core research project team as “Experts by Experience”. Approaches 
for involvement were determined collectively and based on best practices for community-
based research with vulnerable populations (17). As detailed in the methods section, the 
analysis was co-produced for this study. This required additional time to undertake the actual 
analysis, but the nuances in the findings reflect this added commitment. With their consent, 
people with lived experience have been named as co-authors on the draft publication.  

Findings 
Twenty-six people experiencing homelessness were interviewed; 10 identified as women and 
16 as men. The average age was 40 years (range 25-71 years) and all self-identified as White 
British. Four themes were developed from the analysis of the data: 1) lack of support and 
exacerbation of mental health and substance use difficulties, 2) opportunity for reflection and 
self-improvement for mental health and substance use, 3) uncertainty, fear, and confinement 
during the pandemic, 4) impacts on housing, relationships, and economic circumstances. 

Lack of support and exacerbation of mental health and substance use difficulties 
Individuals spoke about how they felt that access to mental health and substance use support 
had been deprioritized while health and care system efforts focused on combatting the virus. 
Individuals felt frustrated that they could not access mental health and substance use support 
during this period, and, in some cases, this left them feeling helpless. Many people spoke 
about using drugs as a coping mechanism and others spoke about how they considered 
committing suicide in response to not being able to cope with their emotions and adversity.  

I think it’s failing us the pandemic. Because people are starting to use excuses to say they 
can’t help you as much as they normally do. And mostly it’s failure. It seems like the system 

is failing us. (Male, 40s) 

I've tried to take my life. Just not having the support and just feeling like I've been left. 
(Female, 30s) 
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People were further frustrated by the inconsistencies between easing of restrictions and which 
venues/places could reopen brought about by the pandemic. There was particular frustration 
in relation to the challenges they faced accessing in-person support.  

I can't go to an AA meeting because of lockdown because of social distancing, yet I can go 
in a pub and get pissed out my skull. It’s really- it’s a bit of mind-bender for me, it really is. 

(Male, 40s) 

Others spoke about how their present situations (such as inadequate housing or being unable 
to leave home) exacerbated pre-existing mental health challenges.  

Yes, so it's been a rollercoaster. It's just been up and down, up and down. The full time I'm 
trying to live in a hostel system. … It’s just been a rollercoaster of emotions. (Female, 40s) 

I found it really, really scary, really difficult where the walls were closing in. I couldn’t watch 
the news. It started to a point where I just physically wouldn’t go out even if I just needed a 

loaf of bread, where I wouldn’t go to the local shop. (Female, 40s) 

The isolation, loneliness, and reduction in services brought about by the pandemic resulted in 
some relapses in participants’ mental health and substance use. People shared how they 
suddenly found themselves facing new mental health and substance use challenges. This 
meant, for some people who were using drugs, that they were suddenly requiring mental 
health support or those who had faced mental health challenges began to use drugs/alcohol.  

I've basically went back to using drugs to deal with the loneliness and deal with the isolation 
and to deal with the solitude. People can think that’s an excuse, yes it is, it’s a bloody good 

one as well. It’s a bloody good excuse because I'm on my own, I'm isolated, I've got no 
outside communication. Hardly [any] contact with other people face to face much so I'm 

using drugs again to deal with it.  Basically, everything I've achieved before the lockdown, 
which took years and years and years to achieve, like being stable on my script, not using, 

dealing with people, it has all been wiped away really because of lockdown. (Male, 30s) 

I kind of really just bottle things up a lot and end up exploding and taking it out on myself and 
trying to commit suicide. (Female, 20s) 

Opportunity for reflection and self-improvement for mental health and substance use 
When discussing the impact of COVID-19 on mental health and substance use, people 
reflected on how the pandemic has influenced their recovery journeys and acknowledged 
recovery as an ongoing process.  

if you're not working on your recovery you're working on your relapse. (Male, 30s) 

I call it recovery because there is no cure. You are always recovering. Every day, if you get 
up every day, you are recovering. (Female, 40s) 

Some individuals reflected on how the pandemic led to them seeing others face the same 
hardships they have been struggling with previously. This created some degree of validation 
and normalization of the depression and mental health challenges individuals had 
experienced.  

For the last few years before the pandemic, I was going through really, really, really hard 
times. I felt like I was the only one… I felt very isolated and very sick due to depression, 

mental health and losing loved ones and things over the last few years. This last year, 



 

 

  16
 

seeing people going through it. It’s strange, it’s almost like people have sort of joined me in 
what I was already going through. (Male, 20s) 

Although many people experienced relapses or faced new challenges, others found the 
pandemic allowed them to reflect on and improve their mental health and substance use. 
Although there was recognition that the pandemic has been challenging, many people 
reported feeling that the forced isolation and distancing led them to be separated from others 
and reflect on their own well-being.    

I’ve been clean for the last year. I’ll be a year in September. (Male, 40s) 

I haven’t been able to see anybody really. I think that’s probably been a godsend to me 
because half my friends are all drug users or alcoholics and I’m ex for both of them so it’s 

probably a good thing I don’t get pulled back into it. (Male, 30s) 

But before lockdown, it was just- I think we were all a bit fuzzy-headed, if that’s a word, 
before that. …At one time, I didn’t have a TV or a phone or a radio in my room, I was sitting 

in my little room, and it was like a time for self-reflection. And obviously, it’s been so peaceful 
and quiet outside, I just loved it. (Female, 30s) 

Uncertainty, fear, and confinement during the pandemic 
During interviews, people spoke about the large volume of information that was available from 
varying sources regarding the COVID-19 virus. Individuals felt overwhelmed with the amount 
of information about the virus and explained that it was often hard to determine the accuracy 
of the information provided. Additionally, some participants spoke about ‘conspiracy theories’ 
and concerns around misinformation. This was a particular concern given many had 
experienced mental health or substance use related paranoia or delusions and expressed 
distrust in the government. This led to some participants struggling to grasp the severity of the 
situation at the beginning of the pandemic.  

It’s just, something that I’m not used to. I cannot understand it in a way. There’s too much 
information out there. It’s just all these conspiracy theories about it and I don’t know. … You 

are listening to the news and the media and then you are listening to other stuff then you 
don’t know what’s right and what’s wrong. (Male, 30s) 

Over time, and with continued information about the pandemic and its severity, many people 
transitioned into feeling afraid of catching the virus and the uncertainty of what catching the 
virus would entail. People also spoke about the realisation that they had existing vulnerabilities 
(such as pre-existing health conditions or post-surgery after-care), which shaped their 
experience of the pandemic. Further, the uncertainty on how long the pandemic would last, 
led to added concern and heightened anxiety.   

Actually, I came out of the hospital in [date removed], but it was the start of the COVID 
lockdown…so, I was shielding at the time, but I still had to get out and get my shopping even 

though I wasn’t meant to. (Woman, 40s) 

Well, the scariest part is if we don’t find a cure for it basically. I know we’ve got these 
vaccinations now, but you never know, they say in some countries they're having a third 

wave.  … I'm scared this vaccination might not work; it might mutate and I'm worried. (Male, 
40s) 

During the early months of the pandemic, safety measures (such as social distancing and the 
‘stay at home’ order) and reductions in in-person service provision were introduced nationally 
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to reduce the spread of the virus. With restrictions in place and fines introduced to encourage 
compliance with the ‘stay at home’ order, many people were left feeling trapped; a particular 
concern for people who were housed in multiple unit occupancies (such as hostels) or even 
small single unit accommodations with minimum space.  

I think before the lockdown, you know, you just took it for granted that you could get out … I 
can’t get out all the time, I can’t go and visit people. You’re just stuck on your own, it’s 

horrible. (Female, 50s) 

I just felt like I was like a caged animal stuck in the flat. (Female, 40s) 

When mass vaccination began, people experiencing homelessness were a priority group. 
Although vaccination was not consistently discussed across interviews, one person explained 
they felt forced into getting a vaccine and expressed concerns about the contents of the 
vaccines and unknown long-term side effects, reiterating the lack of clarity around information 
during the pandemic. 

I got the jab the other day. I didn't want to have the vaccine, but I got it the other day after I 
was pressured by three doctors and the staff here to have it. I'd already said no in the first 

instance, but then they came back and they said, "Well, you have to have it. Twenty-seven 
thousand people have had it. This one has had it, that one has had it." I went, "Fair enough, 

but I don't have to have it. I don’t want to have it. Tell me what's in it and I might have it." 
You don't know the effect that these vaccines are going to have on the body in ten/fifteen 

years' time. (Male, 30s) 

Impacts on housing, social relationships, and economic circumstances 
For some people the pandemic marked the first time they were experiencing homelessness 
and adversity (such as unemployment). However, for others, they finally received housing 
through new initiatives (such as the ‘Everyone In’ program) rolled out in response to the 
pandemic.  

Well, my full life has changed. I had a home. I've got 3 children. I had a job at one point. … I 
left my son with his dad and walked into [housing organization] and explained to them that I 
need help. From then, they put me into [female hostel] where I had been there for- well, it's 

been more than 12 months actually. (Female, 40s) 

Personally, for me, this year has actually been quite good. (Laughter) It sounds a bit daft 
because it’s been quite good because, obviously, I was homeless for, let’s say, six years and 

then the pandemic happened and I got put into shared accommodation and then I’ve 
obviously got my own flat through it so it’s been quite a good one for me. (Male, 20s) 

Changes in circumstances were not exclusive to experiences of housing or economic 
adversity, people also reflected on changes to their social relationships as a result of the 
pandemic. When speaking about changes over the last year, people recognized that the 
reasons they interacted with people have changed. It became clear that several individuals 
sought emotional and informal psychological support from family and friends, suggesting that 
the pandemic served to highlight the existence/lack of social networks.  

so I’ve got a girlfriend now who comes and stays over, because I live by myself, I’ve created 
a bubble with her, and her family… if I hadn’t met her, I think things would be a lot harder 

this time round, because with it being so cold, winter, dark, this third lockdown would have 
been really, really hard. (Male, 20s) 
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Like I met this lass in the last hostel I was in and like she’s like me best mate now. And she’s 
been through similar stuff uh, and we both help each other, so she’s a good support network. 

(Female, 20s) 

In contrast, others spoke about losing people during the pandemic or being unable to seek 
support from family and friends as a result of pandemic restrictions/measures. This loss of 
social contact led to many people feeling alone and isolated which likely exacerbated existing 
mental health difficulties. In some cases, people spoke about how their housing officer or 
support worker would be the only person they would speak to.  

Since the pandemic I’ve lost me mother and brother and that’s my only family. It’s been a 
hard year. (Male, 50s) 

 I would've been able to call on family for housing support and somewhere to stay but my 
step dad [caught] Covid and had to go to hospital and mother tested positive so I've not 

been able to seek refuge or shelter due to the laws surrounding isolation and shielding which 
has worsened my situation considerably. (Male, 30s) 

no, I haven’t really been in touch with any- I haven’t really got any friends. (Female, 30s) 

One participant described the negative impact of not having support and social interaction, 
explaining that no one would have noticed had he died.  

… I could have taken my own life in here and I could have been lying on that bed for weeks 
and weeks, literally through the whole lockdown, and nobody would know. I know it sounds 
completely awful, depressing, but the only thing that would probably alert anybody was the 

smell of a decomposing body.  (Male, 50s) 

Systematic review 
We aimed to identify and synthesise the current evidence on ‘what works’ in the provision of 
health and social care services when integrated with housing support for people experiencing 
homelessness. The added value of this review to existing literature is that we focussed 
specifically on interventions that were either in response to a policy or system change. 

Specific aims 
The specific aim of this review was to systematically synthesise the existing evidence on 
integrated care interventions (comprising housing, health and social care) that are in response 
to policy or system level initiatives. The purpose of the review is to update the evidence on 
‘what works’ in the provision of integrated care for improving health outcomes (physical, 
mental health including substance misuse) of people experiencing homelessness. 

Specific research questions in the systematic review are: 

1. What are the types of integrated care interventions, in response to policy or system 
level initiatives that can improve health outcomes for people experiencing 
homelessness? 

2. What are the types of health outcomes (such as physical, mental health and substance 
use) that these integrated care interventions (responding to policy level initiatives) have 
the potential for improving in people experiencing homelessness? 

3. What are the types of homeless populations (e.g., rough sleeping, hidden 
homelessness such as sofa surfing) who could potentially benefit in terms of health 
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outcomes from integrated care interventions in response to system or policy level 
initiatives? 

Methods 
This systematic review is reported according to PRISMA guidelines. The protocol was pre-
registered on Prospero. 

Search strategy 
In this quantitative systematic review, we searched ASSIA, CINAHL, Cochrane, EMBASE, 
IBSS, MEDLINE, Proquest theses and dissertations, PsychInfo, Scopus, and Web of Science 
for studies published from inception until 1 December 2022. With support from local evidence 
synthesis specialists, search terms were developed based on a modified version of the PICO 
model, focussing on the population and intervention. No language, date, or geographical limits 
were applied. The full search strategy can be found as an appendix.  

Screening 
After extracting all results from database searches, citations were uploaded into EndNote prior 
to undertaking screening in Rayyan. All titles and abstracts were double screened against the 
inclusion and exclusion criteria outlined below in Table 1. Following initial screening, full texts 
were obtained prior to double screening to identify papers for inclusion (Figure 1 presents the 
PRISMA flow diagram). Citation checking was completed on all included studies. 

Table 1 Inclusion and exclusion criteria for screening in the systematic review 

Area  Inclusion  Exclusion  

Study design  Evaluations  
Quantitative  

Qualitative, case reports, 
commentaries, editorials, letters, 
opinion pieces, study protocols, 
conference abstracts  

Population  Homeless (broad definition)  
18+  

Entire communities such as slums 
or refugee populations  

Intervention  Must be housing + at least one 
form of health or social care 
support  

Only housing  
Only health or social care  

Responsiveness  Intervention must be in 
response to a system or policy 
level change  
(e.g., rolling out Housing First 
in response to a national 
mandate to reduce rough 
sleeping)  

Any interventions where there is not 
a clear system or policy link  

Outcomes  Must report on health 
outcomes or targeting of 
health  
Integration of services  
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Figure 1 PRISMA flow diagram for inclusion of papers 

 

Extraction, analysis, and quality appraisal 
Relevant data were extracted (e.g., methodology, sample characteristics, intervention 
characteristics, reported outcomes, and descriptive characteristics). Findings were narratively 
synthesised; meta-analytic methods were not feasible. Quality of included studies was 
appraised using the CASP cohort checklist and no studies were excluded based on quality.  

Findings  
Twelve studies were included in this synthesis (18, 19, 20, 21, 22, 23, 24, 25, 26, 27, 28, 29). 
Studies present evaluations of responsive interventions implemented in the United States and 
Canada. No studies were found that reported on outcomes from implementing responsive 
interventions outside of North America, highlighting either a dearth of evidence or more likely 
the lack of clarity on the reasons behind implementing interventions. Table 2 provides 
descriptive characteristics of the included studies. Studies used matched cohort, longitudinal 
observations, and evaluation approaches, with data collection ranging from primary collection 
to leveraging routine data sources. None of the papers were high quality, eight were medium 
quality, and four were low quality. The way cohorts were identified and recruited, and often 
the lack of detail provided to support the robustness and generalisability of recruitment 
approaches were quality issues present in much of the medium/low quality papers. Other 
issues included using self-reported measures for outcome variables, lack of detail provided 
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around identification and adjustment for confounders, and no evidence presented to support 
that there were no differences between those who were lost to follow-up and those who were 
retained. 
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Table 2 Brief descriptive summaries of the included studies with quality appraisal 

Author (Year) 
Country 
Setting 

Study design Target population 
(age range) 

Number of 
participants 
(%M) 

Responsiveness and 
who is involved 

Intervention 
name 

Intervention 
components 

Health and social 
care outcomes 

Quality  

Aidala (2013) 
USA 
Supported 
accommodation 

Mixed 
methods 
impact 
evaluation 
(matched 
cohort) 

Homeless adults + 
frequent users of 
shelters and jails 
 
Age range: not 
provided; mean 
intervention: 46 
years 

Intervention: 
N=60 (88%M) 

Comparators: 
N=70 (87%M) 

Returning Home 
Initiative launched by 
Corporation for 
Supportive Housing 
(CHI), collaboration 
between housing, 
homelessness, 
corrections, health and 
mental health, city 
authority, and non-profit 
providers 

The Frequent 
Users Services 
Enhancement 
(FUSE) initiative  

Permanent 
supported housing, 
intensive case 
management, and 
comprehensive 
medical and 
mental health 
services 

Problem drinking 
and drug use 

Health and mental 
health 

Use of health, 
mental health, and 
substance abuse 
services 

Medium 

Orwin (1994) 
USA 
Community 

Multi-city (8 
cities) 
Process and 
outcome 
evaluation 
(secondary 
analysis) 

homeless adults + 
alcohol and other 
drug problems 
 
Age range: 25-54 
years 

Total across all 
cities: N=2111 
(71%M) 

In response to the 
Section 613 of the 
Stewart B. McKinney 
Homeless Assistance 
Act (Public Law 100-
77); collaboration 
between National 
Institute on Alcohol 
Abuse and Alcoholism 
(NIAAA), and National 
Institute on Drug Abuse 

Community 
Demonstration 
Projects for 
Alcohol and 
Drug Abuse 
Treatment 
of Homeless 
Individuals 
(Community 
Demonstration 
Program) 

Housing and drug 
and alcohol 
services (including 
sober housing)  

Alcohol use  

Other drug use 

Medical status 

Psychiatric status 

Medium 

Patterson (2012) 
Canada 
Community 

Three-year 
observational 
outcome 
study  

Homeless adults + 
mental disorder 
+history of criminal 
justice involvement;  
 
Age range: 18 –65 
years 

At baseline: 
N=536 

At 6-month 
follow-up: 
N=362 

Gender not 
reported. 

An inter-ministry and 
interagency 
collaboration in British 
Columbia (BC) 
provincial government 

Homelessness 
Intervention 
Project (HIP) 

Coordinated 
housing and co-
located health and 
social support 
services (mental 
health and 
addiction, income 
assistance and 
probation).  

Use of primary 
care 

Lengths of hospital 
stay  

Low 
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Author (Year) 
Country 
Setting 

Study design Target population 
(age range) 

Number of 
participants 
(%M) 

Responsiveness and 
who is involved 

Intervention 
name 

Intervention 
components 

Health and social 
care outcomes 

Quality  

Rosenheck (1998) 
USA 
Community  

Multi-city (18);  
One-year 
observational 
outcome 
study  

Homeless adults + 
mentally ill 
 
Age range: not 
provided; 
mean:38.5 years  

At baseline: 
N=1832 
(65%M) 

At 3-month 
follow-up: 
N=1535 

At 12-month 
follow-up: 
N=1449 

Gender only 
reported at 
baseline 

Funding for 5 years by 
the Centre for Mental 
Health Services to 
implement strategies to 
promote system 
integration 

Access to 
Community 
Care and 
Effective 
Services and 
Supports 
(ACCESS) 
program 

Housing and 
assertive outreach 
and case 
management 
services (mental 
health, substance 
use, and general 
health) 

Service use- 
Psychiatric care, 
Substance abuse 
care, Medical care;  

Medium 

Rosenheck (2002) 
USA 
Community 

Multi-city (18);  
One-year 
observational 
outcome 
study  

Homeless adults + 
mentally ill 
 
Age range: not 
provided; 
mean:38.5 years  

At baseline: 
N=7,055 

At 3-month 
follow-up: 
N=5,800 

At 12-month 
follow-up: 
N=5,471 

Gender not 
reported 

Funding for 5 years by 
the Centre for Mental 
Health Services to 
implement strategies to 
promote system 
integration 

Access to 
Community 
Care and 
Effective 
Services and 
Supports 
(ACCESS) 
program 

Housing and 
assertive outreach 
and case 
management 
services (mental 
health, substance 
use, and general 
health) 

Mental health 
symptoms 

Alcohol problems 

Drug problems 

Quality of life 

Use of psychiatric 
services 

Client level service 
integration  

Low 

Rosenheck (2001) 
USA 
Community 

Multi-city (18);  
One-year 
observational 
outcome 
study  

Homeless adults + 
mentally ill 
 
Age range: not 
provided; 
mean:38.5 years  

At baseline: 
3293 (64%M) 

At 3-month and 
12-month 
follow-ups: 
N=2668 

Funding for 5 years by 
the Centre for Mental 
Health Services to 
implement strategies to 
promote system 
integration 

Access to 
Community 
Care and 
Effective 
Services and 
Supports 
(ACCESS) 
program 

Housing and 
assertive outreach 
and case 
management 
services (mental 
health, substance 
use, and general 
health) 

Psychiatric 
problems 

Alcohol problems,  

Drug problems 

General health 

Mental health, 
general health, and 

Medium 
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Author (Year) 
Country 
Setting 

Study design Target population 
(age range) 

Number of 
participants 
(%M) 

Responsiveness and 
who is involved 

Intervention 
name 

Intervention 
components 

Health and social 
care outcomes 

Quality  

Gender not 
reported at 
follow-up 

substance use 
service use 

Service system 
integration 

Rosenheck 
(2003a)  
USA  
Medical service 

Multi-city (5);  
Three-year 
observational 
outcome 
study  

Homeless veterans 
+ major psychiatric 
disorder or alcohol 
or drug abuse 
disorder or both 
 
Age range: not 
provided; mean: 42 
years 

Intervention 
(case 
management + 
vouchers): 
N=182 

Intervention 
(case 
management 
only) N=90 

Standard care: 
N=188 

Gender not 
reported 

A joint program of the 
US Department of 
Housing and Urban 
Development (HUD) 
and the US Department 
of Veterans Affairs 
(VA)—the HUD-VA 
Supported Housing 
(HUD-VASH) program 

Supported 
Housing (HUD-
VASH) program 

HUD-VASH 
Section 8 vouchers 
(rent subsidies) 
and/or intensive 
case management 
to support 
transition to 
independent living  

Psychiatric 
problems 

Alcohol problems,  

Drug problems 

Psychological 
distress 

Community 
adjustment 

Health care costs 

Medium 

Rosenheck 
(2003b) 
USA 
Community 

Multi-city (18);  
One-year 
observational 
outcome 
study  

Homeless adults + 
co-occurring 
substance use 
disorder 
 
Age range: not 
provided; 
mean:37.8 years  

N=1074 
(66%M) 

Funding for 5 years by 
the Centre for Mental 
Health Services to 
implement strategies to 
promote system 
integration 

Access to 
Community 
Care and 
Effective 
Services and 
Supports 
(ACCESS) 
program 

Housing and 
assertive outreach 
and case 
management 
services (mental 
health, substance 
use, and general 
health) 

Psychiatric 
symptoms 

Alcohol use 

Drugs use 

Mental health, 
general health, and 
substance use 
service use 

Receipt of 
substance services 

Service integration 

Medium 
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Author (Year) 
Country 
Setting 

Study design Target population 
(age range) 

Number of 
participants 
(%M) 

Responsiveness and 
who is involved 

Intervention 
name 

Intervention 
components 

Health and social 
care outcomes 

Quality  

Rothbard (2004) 
USA 
Community 

Multi-city (2);  
Three-year 
observational 
outcome 
study  

Homeless adults + 
mentally ill 
 
Age range: not 
provided; 
mean:39.9 years   

N=146 (68%M)  Funding for 5 years by 
the Centre for Mental 
Health Services to 
implement strategies to 
promote system 
integration 

Access to 
Community 
Care and 
Effective 
Services and 
Supports 
(ACCESS) 
program 

Housing and 
assertive outreach 
and case 
management 
services (mental 
health, substance 
use, and general 
health) 

Psychiatric, 
substance abuse, 
emergency 
department 
inpatient and 
outpatient use  

Intensity of care for 
inpatient days and 
outpatient visits 

Medium 

Smith (2021) 
USA 
Medical service 

18-
observational 
outcome 
study  

Homeless adults + 
chronic pain + 
frequent emergency 
department use 
 
Age range:28-68 
years  

N=11 (55%M) A local multi-sectorial 
program was developed 
through sponsorships 
from Bronson Hospital 
Foundation, Michigan, 
local and regional 
foundations and 
individuals 

Frequent 
User System 
Engagement 
(FUSE) pilot 
program 

Coordinated 
multidisciplinary 
care and stable 
housing 

ED (emergency 
department) visits  

Diagnostic tests 

PCP (primary care 
provider) visits 

Health use costs 

Low 

Stergiopoulous 
(2010) 
Canada 
Community 

6-month 
observational 
outcome 
study  

Homeless adults + 
severe and 
persistent mental 
illness/ untreated 
medical needs + 
failed to engage 
with less resource 
intensive programs 
 
Age range: not 
provided 

At baseline: 
N=25 (60%M)  

At 6-month 
follow-up: N=22 
(59%M) 

In response to a city 
council strategy 
initiative, a 
multidisciplinary 
outreach team in 
partnership with council, 
community health 
centre and non-profit 
partners was created. 

Multidisciplinary 
outreach team 
programme 

Stable housing, 
interim case 
management and 
referral to long 
term support  

Overall 
psychological, 
social and 
occupational 
functioning 

Substance 
use/dependence 
status 

Medium 

Tsai (2019) 
USA 
Community 

Multi-city (11);  
One year 
observational 
outcome 
study 

Chronically 
homeless adults + 
physical or mental 
health  
 

N=756 (76%M) Coordinated service 
package implemented 
by the US Interagency 
Council on 
Homelessness 

Collaborative 
Initiative to Help 
End Chronic 
Homelessness 
(CICH) 

Permanent 
supported housing 
and integrated 
mental health and 
primary care 
services 

Mental health  

Physical health 

Medical conditions 

Low 
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Author (Year) 
Country 
Setting 

Study design Target population 
(age range) 

Number of 
participants 
(%M) 

Responsiveness and 
who is involved 

Intervention 
name 

Intervention 
components 

Health and social 
care outcomes 

Quality  

Age range: not 
provided; Mean 
age: 45.71 years   

Treated medical 
conditions 

Preventive medical 
procedures  
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Interventions and populations 
This review focussed on evaluations of interventions that were implemented in response to a 
policy or system change initiative. Two interventions were responsive to a governmental acts 
and strategies (19, 28). The remainder of the interventions were responsive to system change 
initiatives involving collaborations between various governmental branches alongside health, 
social care, and community organisations. Five of the 14 included studies report evaluations 
of the Access to Community Care and Effective Services and Supports (ACCESS) intervention 
in different locations across the United States (22, 23, 24, 25, 26). Two of the studies evaluated 
the Frequent User System Engagement (FUSE) programme (22, 23, 24, 25, 26). The 
remaining seven studies report evaluations of specific interventions. All interventions included 
integration of housing support with mental health and/or substance use support and most 
included some form of coordinated/co-located care.  

Samples for the interventions ranged from 11 to 7,055 people. All interventions targeted adults 
experiencing homelessness, with sub-populations including, but not limited to: history of 
criminal justice (18, 20), substance use (19, 21), mental health (20, 22, 23, 24, 25, 28, 29), 
veterans (21), frequent users of emergency services (27). Table 2 provides further details 
about the population and sample sizes.  

Outcomes 
Nine of the 12 studies used mental health outcomes to evaluate interventions (19, 26). Five 
studies reported specifically on mental health services utilisation, with decreased psychiatric 
hospital days (18), and increased use of outpatient and non-emergency psychiatric services 
(21, 22, 24, 26). Nine of the 12 studies used substance use outcomes in the evaluations (21, 
22, 23, 24, 25). Six evaluated changes in alcohol use (18, 19, 21, 23, 24, 25), six evaluated 
changes in drug use (18, 19, 21, 23, 24, 28), and four evaluated changes in access/use of 
substance use services (18, 22, 25, 26). Specific measures reported for mental health and 
substance use can be found in Table 3 below.  

Table 3 Overview of the mental health and substance use measures used in evaluations 
with the direction of their effect 

Measurement Direction of relationship  

DRUG USE 
Any recent hard drug use  Decrease (18) 
Recent drug use disorder Decrease (18) 
Improvement in drug use Increase (19) 
Addiction Severity Index (ASI) Decrease (23, 24), no 

significant change (21) 
Self-reported drug use  No significant change (25) 
Drug Abuse Screening Test (DAST-20) Decrease (28) 
ALCOHOL USE 
Recent alcohol abuse No significant change (18) 
Self-reported improvement in  
severity of problems in alcohol use 

Increase (19) 

Alcohol composite score (improvement in severity of alcohol 
use) 

Increase (19) 

Addiction Severity Index (ASI) Decrease (23, 24), no 
significant change (21) 

Drank to intoxication (days) No significant change (21) 
Self-reported alcohol use No significant change (21) 
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Measurement Direction of relationship  

MENTAL HEALTH 

Screening diagnoses for depression  No significant change (18) 
Screening diagnosis for anxiety disorder Increase (18) 
Psychological Stress Scale Decrease (18) 
Mental health functioning (MCS)  No significant change (18) 
Improvement of psychiatric status Increase (19) 
Self-reported symptoms of depression and psychosis  Decrease (23) 
Psychological distress (Brief Symptom Index) No significant change (21) 
Mental Health Index (average of: the depression scale of the 
Diagnostic Interview Schedule (DIS), the psychotic symptom 
scale of The Psychiatric Epidemiology Research Interview 
(PERI), and the psychiatric composite problem index from the 
Addiction Severity Index (ASI)) 

Increase (25) 

Global Assessment of Functioning (GAF) Scale Increase (28) 
 
Medical status, clinical diagnoses of poor health, self-reported conditions, and health surveys 
were used to understand changes in physical health from interventions (18, 19, 23, 29). Two 
studies evaluating the ACCESS model used quality of life measures, including self-report (24) 
and the Lehman quality of life (21). Three studies evaluated changes in use of hospital 
services, with most reporting no significant changes (18, 20). However, in one paper they 
found a decrease in the mean annual length of hospital stay for people accessing the 
intervention (26). Most interventions found positive effects for use of general health care 
services (22), use of diagnostic tests (27), access to preventive medical procedures (29), and 
primary care visits (27). 

Two papers evaluating the ACCESS intervention saw increased client level service integration 
(24, 25). Another ACCESS study found increased outpatient care after discharge, using 
increased continuity of care as a result of the intervention (26). The remaining papers did not 
explore service integration as an outcome.  

Two of the papers evaluated the impact of interventions using health care costs and decrease 
in costs/expenditures (21, 27); there was no significant change in costs for outcomes in both 
the papers. However, costs increased for some specific veteran health services (21). In the 
other paper targeting an intervention at people who frequently use emergency services, there 
were increased diagnostic test costs and primary care provider visits (27), suggesting 
increased service access as a result of the intervention.  

Primary qualitative case studies 
The rollout of the ‘Everyone In’ initiative during the COVID-19 pandemic presented a unique 
opportunity to learn from new ways of working and innovative approaches that were developed 
in offering accommodation and delivering health and social care to those sleeping or at risk of 
sleeping on the streets. A primary qualitative study using a case study approach was 
conducted to understand experiences of people who were provided accommodation through 
the ‘Everyone In’ initiative and service providers who were involved in planning, 
commissioning and delivery of housing and health support at the time of the initiative.  
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Specific aims 
This evaluation aimed to assess what aspects of ‘Everyone In’ worked well and less well for 
improving physical and mental health outcomes, including substance use, and provide 
learnings that can be translated into policy.  

Methods 
Using a case study approach, interviews and focus group discussions were conducted 
between January and October 2023. To understand experiences across the country, four 
regions were identified for data collection. Based on input from practice and policy colleagues, 
specific localities within each region were selected to represent from geographical regions and 
areas with different types of homelessness (including rural, urban and coastal geographies), 
and potentially innovative practices undertaken. Urban or inner-city areas tend to have more 
visible forms of homelessness, such as rough sleeping, while rural and coastal areas have 
greater ‘hidden’ homelessness, including sofa surfing. The four regions of England were the 
North East (Gateshead, Newcastle upon Tyne), North West (Blackpool, Bolton, Greater 
Manchester, Manchester city centre, Salford), South West (Bristol, Exeter, Devon), and 
London (Brent, Westminster, and Lewisham).  

A purposive/snowball sampling was used to recruit adults with experience of homelessness 
who self-identified as being providing accommodation through the ‘Everyone In’ and providers 
who were involved in planning, commissioning and implementing housing and health support 
during the initiative. The sampling criteria were age, gender, location and type of role for 
service providers. People experiencing homelessness who were provided accommodation 
through Everyone In were recruited by our partner, Groundswell through pre-existing 
networks, support from peer researchers, putting social media posts and visiting hostels and 
temporary accommodations. Service providers were recruited by Newcastle University using 
pre-existing networks and referrals from study participants. We included service providers 
from local authorities, health sector, policy and voluntary sector and at various seniority levels. 

At the preference of potential participants, data was collected both in-person and remotely 
using a combination of focus group discussions and in-depth interviews. Research officers at 
Groundswell conducted interviews with people who were accommodated through the 
‘Everyone In’ initiative. Newcastle University researchers undertook the interviews with service 
providers. On an average, interviews/focus groups with people experiencing homelessness 
were 30 minutes, whereas those with service providers lasted 45 minutes. After obtaining 
written or verbal informed consent, interviews/focus groups were recorded, using an audio-
recorder or using the record feature of Ms Teams. A semi-structured topic guide, developed 
separately for the two groups of participants, was used to conduct the discussions. The topic 
guide was piloted with both participant groups prior to undertaking data collection. The main 
topic areas included in the guide were: 1) context and role or accommodation situation in 
‘Everyone In’, 2) what worked well and less well, 3) engagement with health services, 4) local 
systems coming together, and 5) longer-term learnings.  

All the data was transcribed verbatim and then anonymised before being stored in password 
protected folders on a secure university server, accessible only to the research team. 
Qualitative data analysis was undertaken in an iterative process with data collection, a method 
called constant comparison (30). Data analysis was done using reflexive thematic analysis 
(31) using a framework approach (32) to identify patterns of similarity and differences to 
address the research questions. Transcribed data was organised, coded, and accessed using 
NVivo software (33), to facilitate data categorisation and comparison. To maintain anonymity, 
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participants have been identified based on their broader geographical region and not their 
specific locality. 

Ethical approval was obtained from the Faculty of Medical Sciences Research Ethics 
Committee, part of Newcastle University’s Research Ethics Committee (Ref: 21140/2022) and 
Health Research Authority and Health and Care Research Wales (Ref: 22/HRA/4834).    

Patient and Public Involvement 
Peer researchers were involved in all aspects of the study. Through several PPI workshops 
with 2-5 people who experience homelessness were conducted at different time points of the 
study, we sought feedback on recruitment strategies, the interview guide, initial themes and 
dissemination plans. Additionally, the research officers at Groundswell who conducted the 
interviews have lived experience of homelessness. 

Findings 
Interviews were conducted with 25 people with lived experience of homelessness who were 
provided housing through ‘Everyone In’, and interviews/focus groups were conducted with 45 
people involved in the delivery or implementation of the initiative. Demographic details are 
provided in Table 4. Three themes were developed from the analysis of the data: 1) changes 
in health support during the pandemic, 2) relationships within and across services, and 3) 
legacy of ‘Everyone In’ (Figure 2 presents the themes and subthemes).  

Table 4 Demographic characteristics of study sample 

People provided housing through ‘Everyone In’ (n=25) 
Age range 28-58 years 

Gender, N (%) Male 22 (88%) 

Female 3 (12%) 

Ethnicity, N (%) Black, African, Caribbean 11 (44%) 

White British 10 (40%) 
Other ethnicity 4 (16%) 

Location, N (%) London 9 (36%) 

North West 7 (28%) 
North East 6 (24%) 
South West 3 (12%) 

People involved in delivery or implementation of ‘Everyone In’ (n=45) 
Age range 25-62 years 

Gender, N (%) Male 18 (40%) 

Female 27 (60%) 
Ethnicity, N (%) White British 42 (93.3%) 

Other Ethnicity 3 (6.7%) 
Location, N (%) North East 15 (33.3%) 

North West 11 (24.4%) 
South West 10 (22.2%) 
London 9 (20%) 
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Figure 2 Themes and sub-themes denoting what worked well and less well during Everyone 
In for physical and mental health outcomes in people experiencing homelessness 

Changes in health support during the pandemic  

Preparedness to respond 
With the launch of ‘Everyone In’ service providers described initial responses as ‘reactionary’ 
to the pandemic. In some cases, this was felt to be about ‘where the funds would come from’, 
as one London-based service provider explained: “It was the money… there wasn’t a clear 
deal on what the money was going to be…” In other situations, services responded by 
redirecting funds from pre-existing homeless programmes to provide accommodation for 
those on the street or at risk of sleeping on the streets. Despite the uncertainties and the need 
to respond urgently, the situation quickly transformed into one where several partners and 
teams came together to set-up different hotels/accommodation and guidelines for getting 
people into ‘en-suite’ accommodation.  
 

“So essentially what we did was change all our services so that they kind of worked 
around Everyone In…we had a lot of money for night shelters and things like that, at 
the time we had a capacity of well over 100 people in night shelters across the city… 
We changed the contracts, or we created fluid grant agreements and opened up three 
hotels and block booked two youth hostels within the city… this was also then 
augmented by input from substance use services, physical health services, homeless 
health service but also community nursing service in the city…so they kind of focused 
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their services on these hotels and the youth hostels.” (Male from local authority, South 
West)  

 
Frontline workers reported driving vans or other vehicles around to locate people sleeping 
rough, who were then offered accommodation. However, in these initial stages of the initiative, 
the service providers reported challenges in getting the people to accept accommodation as 
they had no idea what COVID-19 or the pandemic was.  
 

“…There was a local church that had a van that donated it to us. And essentially, it 
was myself and the manager out of Outreach in (a local authority in London) had a list 
of people and we went out in the van looking for them, and approaching them, saying 
who we are and what we’re doing, explaining Everybody In.” (Male worker from NHS, 
London) 

 
Once, the initial challenges were overcome some organizations reported doing a ‘triage’ to 
identify people with needs and signpost them to the correct accommodation according to the 
support they needed. 
  

“…each day we opened our normal days… but we just worked from the garden. We 
had some gazebos up and spread out across the garden… We’d have people present 
at the centre and then they would kind of be triaged by one of my team members and 
then go to the next one and then we’d find out where they were going and then we’d 
organise them to get over there... The main focus of our work at that point was to get 
everyone into their accommodation. But obviously we had to utilise the most 
appropriate pathways of support for each individual.” (Female from voluntary sector, 
North West)  
 

Adaptability of service provision 
Service providers reported that due to the pandemic and the ‘Everyone In’ initiative, the way 
services were provided to people experiencing homelessness changed. It was noted that more 
flexibility in delivery and lack of ‘red tape’ allowed services to be implemented in a positive 
manner. Services felt they had the freedom/ flexibility in that time to adapt, experiment and 
respond in new/ different ways.  
 

“Everyone In allowed us to work in a completely different way to how we had before. 
We had flexibility that we've never had before. And all of a sudden, a lot of the 
governance and red tape had to be pushed to one side.” (Female from local authority, 
North East) 

 
Many service providers reported an ease in delivery of the services as people from different 
agencies were working cohesively together with easy sharing of data. This allowed the service 
providers to be able to access case histories quite easily to be well prepared for different 
situations in meeting the health needs of people experiencing homelessness.   
 

“All that confidentiality stuff where you can't talk about, all went out the window. 
Because everyone was being protected and safeguarded. So, I think it was just really 
good because everybody got to know each other. Everybody got to say where their 
strengths were, and where they could best fit to help and support.” (Female from 
voluntary sector, North West) 
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By contrast, in some instances, lack of data sharing made it difficult for frontline service 
providers to reach out to the people provided rooms in hotels.  
 

“It was sometimes literally on the ground at a hotel with a whole team mobilised there 
for the day who’ve been told we’re not allowed to make calls to people because they 
won’t disclose any of that.” (Female worker from NHS, London) 

 
Participants reported that with everyone coming together, including people experiencing 
homelessness as well as various health and social care providers, at the same location, it 
overcame challenges related to access, which were previously faced in providing support to 
the homeless populations.  
 

“Actually, in a weird sense, it was an opportunity to work with the people that we got in 
who we wouldn’t often be able to engage. So, we saw it as an opportunity.” (Male 
worker from NHS, London) 

 
However, some of the challenges in providing health support at that time came with online or 
telephone consultations or limited digital access. This meant that people provided 
accommodation needed access to mobile phones and credit.  
 

“It was totally different in that this time you couldn’t get to see the people that you wanted to 
see. Everything was just appointments over the phone. Say if you had no credit on your 

phone, you were stuck really.” (Person accommodated, North East, Male) 
 
Some service providers reported that voluntary sectors and other agencies were involved in 
donating mobile phones to the people, so that they could access health services. However, in 
some instances, it was also reported that people sold their mobile phones if they needed 
money.   
 
Service provision in some local authorities expanded to include those with no recourse to 
public funds and ethnic minorities, which was a first in many cases. Case study 1 provides a 
deeper exploration into this. 
 
  

Case study 1: Provision for people from ethnic minorities and no recourse to public 
funds 

 
With the ‘Everyone In’ initiative, a lot of the service providers remarked that people with ‘no 
recourse to public funds’ were offered accommodation at the time of the pandemic. That is, any 
person, irrespective of their immigration status was moved to one of the provided 
accommodations, provided they were rough sleeping. This was considered an unprecedented 
approach and involved inclusion of a lot of ethnically diverse people in the ‘Everyone In’ 
accommodation. This was especially reported in regions with marked prevalence of people 
experiencing homelessness who were migrants and belonged to ethnic minority groups. This 
created an increase in demand for accommodation in some local authorities. Speaking about 
people who do not have access to public funds, a clinical academic working with an outreach 
team in London said:  
 
“…This cohort started to hit the street, and they came in as well as everyone who hit the street 
during the pandemic was a rough sleeper, and rough sleepers were entitled to hotel 
accommodation, so we took full advantage of that fact and got them in… there was people from 
all over the world, but there was a lot of Eastern European guys who had obviously been working 
in the informal economy for quite a long time, but they just had no rights, they basically had just 
been kicked out of wherever they were staying, literally for being symptomatic.” (Male worker in 
the NHS, London) 
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Another person explained how the ‘Everyone In’ initiative helped reach people from ethnic 
minority backgrounds in ways that was not possible before.  
 
“As I say, for us, if you’re a street outreach team who spend their lives trying to basically take 
health services to people, and suddenly everyone is in a pretty nice hotel in most cases with a 
sensible staff team on the desk and a phone in the room and hot running water, it’s like 
Christmas, it’s much easier to provide healthcare if you can actually meet with people in a safe 
space and, more importantly, a space that is theirs, it gets rid of that horrible asymmetry of 
power.” (Male worker in the NHS, London) 
 
When asked about challenges in providing health support to people from ethnically diverse 
backgrounds, health professionals working in a homeless GP practice in London reported that 
they were able to provide health support with the help of a translator for people who could not 
speak English:  
 
“Yeah, I mean we used our account with, our telephone translation account and we just took the 
number wherever we went, and we made sure our staff all had work phones so that we could 
use telephone translation services so that was fine.  I mean it was paid for presumably by 
Northwest London, no questions asked, so that was good.” (Female worker in the NHS, London) 
 
Other than the language barriers, the approach for ethnically diverse people was not reported 
to change that much, except, certain things had to be considered like use of specific kinds of 
substances and tobacco different boroughs of London:  
 
“It’s just, it’s interesting how homelessness in different boroughs presents in different ways.  And 
drug use is different so like where Westminster might be all crack and heroin, you go to Ealing, 
and it’s loads of alcohol and maybe like chewing tobacco and other kinds of drugs that perhaps 
we don’t encounter that much in Westminster.” (Female worker in the NHS, London) 
 

 
Unintended consequences 
While for many people experiencing homelessness, getting an en-suite accommodation 
provided a decent living condition, however, for some others it came with certain unintended 
consequences. Service providers reported that people with substance use issues and mental 
illness found difficult to stay indoors. Some were reported to have serious withdrawal 
symptoms. In such cases, service providers reported having to go and purchase alcohol as a 
harm reduction strategy.   
 
“I think mental health was the issue of being isolated, being scared, being quite vulnerable. A 
lot of people that we brought in had not been off the streets for a long time, years, and to come 
in and be in a hotel room, it was quite difficult for them.” (Male worker from NHS, London) 
 
Many people who were provided accommodation experienced some ‘unintended 
consequences’ of being asked to stay in their rooms. For people with lived experience of 
homelessness, their lifestyles or issues with mental health made it difficult for them to being 
inside all the time and further impacted their mental health.  
 

“So, you’ve got people who have lived this lifestyle, for want of a better word, for many, 
many years and lived this existence where you haven’t got a base and you’re just out 
and about…One of them said to us, “It’s worse than being in prison,” which I thought 
was interesting that they’d been given this home which you would expect is what 
people would want but it isn’t. Just because that’s what we want, doesn’t mean that 
that’s what they want. It was a difficult time for people, I think, adjusting to that and 
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adjusting to being indoors and living in this way that they hadn’t before.” (Female from 
voluntary sector, North East) 

 
Service providers reported that some locations even had fights and ‘riots’ breaking out. 

“There was a lot of conflicts, a lot of fighting, a lot of stuff going on. The people that got 
placed into the B and Bs, there were like three dealers in one building, and there were 
going to be conflicts.” (Female from voluntary organization, North West) 

 
Case study 2 provides a deeper dive into some of the times when things did not work so well 
during the rollout and implementation of the ‘Everyone In’ initiative.  

 

  
Case study 2: When things did not work so well for providing support 

 
While the overall aim of the ‘Everyone In’ initiative was viewed positively, many people across 
the country highlighted aspects of the initiative that did not work well in providing wrap around 
support. Mental health and substance use were reported to be affected when people were 
provided accommodation through ‘Everyone In’. Some service providers reported that mental 
health services were often missing from the partnerships, with one study participant reporting 
that mental health services were not commissioned in their location.  
 
“We had a mental health worker work for us and rather than that role being flexed to do in 
reach into these hotels and be there and checking on everyone’s mental health, at a time 
when the entire populations mental health was struggling because of social isolation and 
everything, it was a very scary time and they were taken out of the homeless sector and they 
were remobilised into, redeployed into a different job because homeless people aren’t 
important.” (Female worker from NHS, London) 
 
This was echoed by those who were accommodated:  
“She was as helpful as she could be within her remit, you know, but even she, when I was 
explaining to her earlier on last year, that my mental health was suffering. She wanted me to 
go to council offices, but I didn’t want to go to the council office to explain why my mental 
health was going down. I wanted her to come to me, but she wouldn’t. No one came.” (Person 
accommodated, Male, London) 
 
During the pandemic, pharmacies continued to be open and dispense scripts to people with 
issues with substance use. People living in accommodation provided through Everyone In were 
reported to travel to the pharmacies to get their scripts. While some study participants reported 
that the pharmacies were sometimes at a distance from the accommodations in which case, 
people with lived experiences and physical limitations had trouble reaching them. In other 
instances, some service providers also reported arranging for some mode of transportation to 
take people to the pharmacies. However, since travelling regularly to the pharmacies was not 
possible or advised at the time of the pandemic, study participants said people accommodated 
by the Everyone In initiative would collect methadone for an entire week in one go. This was an 
issue as it was not easy to monitor when and how much was the scripts were used.  
 
“That was quite hard as well, when I first got out, they were having to give people fourteen 
days to take away with them. Obviously, if people are normally going once a day to pick it up, 
getting fourteen days’ worth of methadone to take away with them people were lapsing and 
that, it was just making things worse.” (Person accommodated, Male, North East) 
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Strengthening of relationships within and across services 
Case study 3 shows just how important relationships were for people providing support and 
those who were accommodated.  

Relationships between service providers and people experiencing homelessness 
Relationships between people was often seen as a key element of either helping or hindering 
service delivery. Good relationships were key for people who were provided accommodation 
through ‘Everyone In’, as it allowed them to feel comfortable enough to get the support 
needed. Service providers were reported to act as a point of support for service users to 
engage with the health services. 

“I think there were certain things that happened that worked well, the way that the 
commissioned services staff were with people and the relationships that they had in 
helping them to do things through those relationships and helping them to understand 
things through those relationships, helping them to isolate or get what they needed” 
(Female from Local Authority, South West) 
 

Speaking about support workers, a study participant said, “Yes, well, he gave me new 
confidence in myself. Assertive. Built up my confidence. From there, every day it was a little 
bit. Now, what I am now, I feel much better, good, better in myself, very good.” (Person 
accommodated, Male, London) 

Partnerships between organizations 
Many services reported that one of the things that worked well during ‘Everyone In’ was the 
joined-up working. Different sectors were often located together and were supporting each 
other, which made implementing health services easier than before.  
 

“I think there was a lot of just coming together and firefighting and brainstorming and 
thinking on your feet very quickly. But as the time progressed, I think there was more 
and more services came in, again, mental health, substance misuse services, physical 
health services, nursing, and stuff like that.” (Male worker from NHS, London) 

 
Many organizations also reported that while most of the partnerships were pre-existing, 
‘Everyone In’ gave a chance for these partnerships to be strengthened due to the experience 
of working on similar issues together.  
 

“So that became a thing, and increased connectivity with housing and homelessness 
providers… I’ve had far more conversations with Public Health since then, you know, 
we weren’t very involved with them before.” (Female worker from NHS, South West 
England) 

 

  
Case study 3: Wrap around support for people provided with accommodation 

 
When the government initially announced a lockdown across the nation, many who were rough 
sleeping remained unaware. This meant they were often confused when they were asked to 
move into accommodation. During this time, in an urban locality in South West England, several 
organizations came together to come alongside and help people sleeping rough to move into 
an accommodation. They helped match accommodation with people’s needs as well as provide 
assurance during a time of high anxiety. This was followed by a coordinated effort to provide 
health and adult social care support to people who were provided accommodation. One key 
frontline worker from a voluntary sector organization explained: 
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“When we first got there… it was a kind of reactionary situation to this pandemic and the panic 
around that and people were just put in there with no real thought about what was needed…we 
went and looked at the hotel, at the point where we moved in there, there were no clients. So 
very quickly had to set up some processes. We were working with the city council identifying 
people, we would then be doing a sort of triage of whether we felt that they in the hotel would 
be a good match and that we would be able to work with them, based on their needs, safety, 
location of the hotel and other things. We were working alongside the hotel staff, and some 
security staff that the hotel had employed or that the council had contracted. We were really 
setting up from scratch, it was something that had not been done before.” (Male from voluntary 
sector, South West) 
 
Once a person was successfully ‘triaged’ and provided a suitable accommodation, they were 
then allotted a key worker who was the first point of contact for them and linked them with the 
right resources for their health and wellbeing needs:  
 
“Everybody that came into the hotel was allocated a key worker. The number of people that any 
individual case worker was working with wasn’t too high, so people were able to kind of spend 
time with the individuals, get to know them, understand what their wishes were, what their 
interests were, what their strengths were as well as trying to think about their needs. So, there 
was a real focus on mental health but also on the ability to manage, so we worked closely with 
adult social care, physical health services, drug, and alcohol services. So, we were really looking 
at a holistic approach… and what we could work with them on in the time they were with us.” 
(Male from voluntary sector, South West) 
 
The ‘Everyone In’ initiative helped these organizations overcome a lot of the challenges around 
access and engagement that were usually experienced prior to the pandemic. Being in the same 
location, having dedicated space within hotels, and ample coordination with health and care 
providers – all of which helped provide ‘wrap-around’ care to people with lived experience of 
homelessness. A common example provided during conversations with key frontline workers in 
South West England was about organizing pre-recorded informative videos for those struggling 
with mental health:  
 
“…It was led by a consultant psychologist within drug and alcohol services, but it was a complex 
side of that, so working across mental health and drug and alcohol... Obviously people couldn’t 
attend groups in the pandemic, so they created a series of video modules that were about 30-
40 minutes, each one. Initially, it was created to prepare people for detox, but it was a good 
psycho-education tool for people who were struggling with their mental health based on 
traumatic experience. We were able to use that with people and sit with clients in the hotel and 
watch a video, talk through it, so it was a really, really good resource that we utilised.” (Male 
from voluntary sector, South West) 
 
In addition to working with a range of partners to provide health and care support to the people 
accommodated, they also worked together to create a safe and non-stigmatising environment 
for the people with lived experience of homelessness by training hotel staff and security teams:  
 
“We found early on that working with security and working with hotel staff who had never come 
across this client group before, had their own prejudices, judgements about this client group, 
was going to be tricky. We found quite early on, there was strong differences of opinion between 
the support team and security and the hotel teams around behaviour and how to respond to 
behaviour. So, we did some training for the three teams together around safer spaces and 
psychologically informed spaces which was interesting. It was a good opportunity for people to 
talk openly and it also helped the teams come together a little bit as well. We had a clinical 
psychologist as part of the team and we were able to utilise her resource to come and provide 
regular reflective practice for, not only the support staff, but it was offered to the hotel and 
security staff as well, which is obviously something they had never experienced before. So that 
was a really, positive thing that came out of it.” (Male from voluntary sector, South West) 
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These positive efforts were also felt by people who were housed. One person who was rough 
sleeping explained how staying at the accommodation provided helped him get positive support 
and reinforcement for quitting alcohol. He went on to explain that having so many people around 
him go through similar experiences and wanting to quit alcohol encouraged him follow similar a 
path.  
 
“Being an alcoholic, it really messes up your life. So, they offered a group consultation, so then 
it was hard for me to converse, so just to listen to people talk about their problems, it was hard 
for me…When I was drunk, I was judgemental, everybody was an enemy, nobody cared about 
me. But after just being able to talk with them, just being there, they encouraged us to 
communicate with each other. And every evening, just sit around and talk about ourselves. And 
that made me talking. It felt like the world was just dawning on me, and I’m grateful.” (Person 
accommodated, Male, 35 years). 
 

 

Legacy of ‘Everyone In’ 

Resources 
Service providers across different local authorities reported getting various streams of support 
after ‘Everyone In’ to continue strategies informed by the pandemic to end homelessness.  
 

“We have got money and we’ve used that money to create 125 dedicated move in flats 
that we call Ready to Live and that has helped to so far, I think it might change soon, 
we’ve managed to avoid putting people into bed and breakfasts and accommodation 
that isn’t designed to live.” (Male from Local Authority, North East) 

 
Some regions also reported extending some of the provisions for people with no recourse to 
public funding to continue providing them support. However, some service providers also 
reported that some of the funding cycles and way services were commissioned has gone back 
to the pre-pandemic times with some of the funding being short term.  

“In some ways, I think we’ve just gone back to the old way of competitive short-cycle 
tendering. If you’re doing that stuff, you’re setting people up against each other. So, 
everyone’s competitive in the same sectors as before. And also, it feels like we’ve 
gone back.” (Male from Local Authority, South West) 

“There’s been a variety of other short-term funding streams that have come from 
central government on the back of Everyone In. Positive in one sense, that we’re 
getting that funding, and we’re able to do those other things. Negative in the point 
that it’s always short-term. So, from a planning point of view, you’re only ever 
planning for the next year, two years. That’s what’s really hard.” (Female from Local 
Authority, North East) 

Partnerships 
In terms of partnerships, experiences of service providers differed regionally. While some 
service providers reported thinking that the way organizations work together has now changed 
because of the experiences of ‘Everyone In’, others think that while the partners remain on 
the horizon, the partnerships have not been the same. Nonetheless, the appreciation and 
significance of partnership working across the system was something that remained beyond 
the ‘Everyone In’ initiative. 

“I think definitely a whole bunch of people came together in a new way, but it’s fizzled 
out a bit, really.” (Female from NHS, South West) 
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Innovations in working 
The ‘Everyone In’ initiative has encouraged different sectors to introduce changes in the way 
housing or health services are being provided to people experiencing homelessness. Some 
service providers reported that now, in strategies or programmes for homelessness, an 
inclusive health support is often considered and that they are moving away from shared 
accommodation to single occupancy rooms to provide more ‘dignity’ to the people receiving 
accommodation.  
 

“I think it had an impact that moving forward about what would be delivered further 
down the line around what would accommodation look like in the future rather than 
having lots of shared spaces. Not just for the health reasons for the mental health 
reason and for being dignified reason. And some organisations went away from 
delivering a night shelter to delivering activities programmes instead and then they 
would be reaching out to us or other organisations about how, what does a good 
activities programme look like. How do you think we can put this together? And it gave 
a really good opportunity for co-production as well in making these new services and 
making these new kind of projects that are coming out.”  (Female from voluntary sector, 
North West) 

  
Learnings from ‘Everyone In’ around outreach support have also been introduced to offer more 
support for issues related to substance use.   
 

“…It prompted more outreach, which has been ongoing. And I think offering rapid 
access to opiate substitutes helps people engage. So, the fact that they got 
normalised, I think has helped ongoing engagement.” (Female worker from NHS, 
South West) 

  
Case study 4: Local authorities with pre-existing homelessness strategies in place  

 
North East of England reported having a strong homeless strategy already in place before the 
pandemic had begun. For such local authorities, when the guidance for ‘Everyone In’ came in, it 
meant that they reoriented their existing programmes to align themselves with the guidelines of the 
initiative. A service provider working in the housing sector reported that while they had pre-existing 
pathways for accommodation and services for people experiencing homelessness, they were able 
to use the additional ‘Covid Outbreak Management Fund’ to make sure people with no recourse to 
public funds in North East also received housing and wrap around support. 
 
“…We’ve got good pathways in terms of accommodation and good services to access, but of 
course with no recourse to public funds comes an additional issue and so obviously we used, I 
think it was bed and breakfast hotels for the placing of those individuals.” (Female from local 
authority, North East) 
 
Organisations with previous experience accommodating people experiencing homelessness 
reported that they were able to set-up guidelines and ‘early intervention pathways’ for working with 
vulnerable groups very early on in the pandemic. This included “a summary document of the 
guidance and advice around Covid, managing Covid, but also linked to the relevant advice for that 
particular setting…we had them for care homes, schools, universities, workplaces, etc. and we also 
had them for support in accommodation and crisis response setting.” 
 
Service providers from the North East also reported that because they had a lot of personnel 
working in the homelessness and housing sector, it was easy to conduct the COVID vaccination 
drive.  
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“There was a lot of emphasis on encouraging testing because, and one of the advantages that 
[our region] has is that we’ve got probably five or six hundred people who work in our 
commissioned housing sector.  We’ve got a lot of people who are there to build relationships and 
support people to access those things and then we did meet quite a few times with whoever it 
was within the hospital trust who is delivering the vaccines about connecting them to the places 
where people are.” (Female from local authority, North East) 
 
Furthermore, stakeholders in the North East have also reported having strong partnerships before 
the pandemic, which continued during the ‘Everyone In’ initiative. Pre-existing partnerships 
encouraged more joint-up working during the pandemic, which reported lesser burden of COVID-
related negative health outcomes in people experiencing homelessness.  
 
“One of the things that we do have in [our region] is a real strength of partnership working so that 
some of the partnerships were already there anyway and working anyway… why in [our region] 
we had lower excess deaths linked to Covid, because of all of the early intervention prevention 
work, the wrap around cells and because of all of the work that was happening to try and prevent, 
try and make sure people were updated, aware etc. so obviously we did have less deaths for our 
population during the pandemic.”  (Female from local authority, North East) 
 
 

Discussion 
This research project assessed what worked well and not so well from the ‘Everyone In’ policy 
initiative in England, which was undertaken during the COVID-19 pandemic. Launched during 
the very early phase of the pandemic, the purpose of the initiative was to protect those sleeping 
rough or at risk of rough sleeping, from the rapid spread of the COVID-19 infection.  

This was the first national policy attempt in England at a coordinated offer of access to 
accommodation and the delivery of health and social care. The scale and nature of this 
response was unprecedented. As such, it provides a unique opportunity to learn from the 
delivery of integrating housing, health and care for people experiencing homelessness. The 
focus of learning in our research is on the health-related aspects of people experiencing 
homelessness. 

Our research findings are based on a combination of a study with people experiencing 
homelessness during the COVID-19 pandemic, a review of evidence and a case study 
approach assessing learnings from the rollout of ‘Everyone In’ in different geographical regions 
of the country. Our research and findings have been informed by insights from people with 
lived experience of homelessness.  

Our study with people experiencing homelessness during the COVID-19 pandemic highlighted 
the exacerbation of issues of mental health and substance use, isolation and lack of clarity on 
information during that time. These were pre-existing challenges which were accentuated 
during the pandemic. A particular challenge was the move to online/remote access to support 
and services, which was problematic due to poor digital access as well as facing issues (such 
as mental health problems) which were harder to manage with remote support. The need for 
psychological and emotional support was heightened, particularly at a time when they were 
facing isolation. Although there was a general consensus on difficulty navigating information, 
some people found the ‘Everyone In’ initiative was when they finally were housed. 

Our global evidence review found that policy-level initiatives that aimed at integrating housing, 
health, including mental health, physical health, substance use, and social care did show some 
evidence of resulting in improvements in health outcomes for people experiencing 
homelessness. The evidence on such initiatives in response to policy or system-level change 
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was entirely from North America. Most of the evidence was based on mental health and 
substance use outcomes, which in most studies showed an improvement or beneficial effect 
on these health outcomes. 

The substantial part of our findings come from the national case study evaluation of ‘the 
‘Everyone In’ initiative. This was based on responses from key stakeholders, including people 
with lived experience of homelessness, and representation from Local Authorities, healthcare 
(NHS), policy at local and regional level, housing, public health, social care and 
commissioning. There are a number of valuable lessons that can be learned from ‘Everyone 
In’ related to improving the health and care needs of people experiencing homelessness.  

One of the main elements of positive learnings is that of the flexibility and responsiveness that 
services from across the system (including housing, health, voluntary sector, NHS) could apply 
in a combined vision to provide housing as well as care of people sleeping rough and at risk 
of sleeping rough. Tangible examples of this included, re-thinking how and where services/ 
support were delivered, ease of sharing of data about at-risk populations, taking services out 
to people, bringing in trusted individuals (such as case/key workers, peer workers).  

Another significant learning was the importance of partnerships and joined-up working 
between organisations and different sectors within health, housing and voluntary sector. Some 
of this was helped by pre-existing strong relationships across these sectors, while in other 
places it led to breaking down of barriers and led to new relationships. This partnership 
working also led to innovation in how services/support was provided and at-speed. For 
example, new venues that co-located information and support for mental health, vaccination 
and substance use. This way of working was seen as a positive both by service users, who 
were more readily able to engage with support, as well as by different service providers in 
terms of having a mutually supportive environment. While many partnerships were pre-
existing, ‘Everyone In’ provided them with an opportunity to strengthen these partnerships.  

These partnerships and new ways of working led to not just re-thinking the way services were 
delivered at the time of pandemic, but also allowed local authorities and other organisations 
to take forward this learning beyond the pandemic. These learnings were visible and continued 
even two to three years after the implementation of ‘Everyone In’. The learnings have been 
applied to provision of services for example to flu vaccinations, and substance use treatment 
and care. The ‘Everyone In’ initiative that has left a legacy of commitment to end 
homelessness and provide better holistic and integrated health and social care support. 

Some of the challenges were also related to the longer-term sustainability of the partnership 
working. Another challenge was to continue in this joined up way of working after the financial 
support for ‘Everyone In’ had come to an end.  

Strengths and limitations 
This research comprised a range of data and evidence including a qualitative study describing 
the burden and challenges of health for people experiencing homelessness, review of 
evidence on policy-level initiatives that integrate housing, health and wider care systems, and 
a qualitative case study evaluation of the ‘Everyone In’ initiative. The research is enriched by 
embedding insights from people with lived experience of homelessness. This meant that the 
scope of the research, the relevance of research questions, interpretation of findings, were all 
aspects that were informed by lived experience.  
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The case study evaluation of the ‘Everyone In’ initiative provides insights from four different 
areas, which represent the major geographical regions in England, as well as representing 
different types of homelessness, including, urban, rural and coastal areas.  

Another strength of the research is the breadth of perspectives form key stakeholders, 
including policy, healthcare providers, Local Authorities, voluntary sector, peer workers, 
commissioning, and people with lived experience.  

A limitation of our research is that the case study evaluation was undertaken about two years 
after ‘Everyone In’ was rolled out. In terms of gathering information from services and 
commissioners, this sometimes meant that relevant people have moved on from the roles they 
had during the pandemic. The research team took time and followed connections to try and 
identify the right people to gather information from. In some cases, people found it difficult to 
recall information. However, in most cases, it gave people a chance to reflect on the longer-
term learnings from and legacy of ‘Everyone In’. The issue of timing was more of a challenge 
in terms of identifying service users, who were experiencing homelessness and had been 
accommodated during ‘Everyone In’. Often people who took part in ‘Everyone In’ had moved 
on. But also, people did not really know of ‘Everyone In’ as such even though they may have 
been housed as part of the rollout. Nonetheless, Groundswell, who led on the data gathering 
from service users, were able to reach out to peer workers and wider networks to reach out to 
and engage with people who were part of the ‘Everyone In’ initiative. The interviews with 
participants provided in-depth and vital information on how that initiative had impacted on the 
lives of people and in managing their health issues.  

Implications for policy and practice 
The learnings from ‘Everyone In’ offer important insights for policy and practice. The key 
aspects include the significance of being adaptable and responsive to addressing the multiple 
needs of people experiencing homelessness, including their housing, mental health, access 
to primary care, substance use, and physical health problems. This also closely related to the 
importance of partnerships between organisations and sectors in delivering care for people 
experiencing homelessness, in a way that helps overcome the challenges of difficulty of 
access, finding relevant information, and navigating services. These partnerships are 
particularly pertinent in the context of Integrated Care Systems, which bring together health, 
care, voluntary sector and Local Authorities.  

Implications for further research 
This research highlights some gaps which merit further investigation. There remains a need 
for high-quality evidence from the UK on the role of policy or system-level integrated care that 
brings together housing, health and care together. This would be beneficial in terms of 
assessing longer-term outcomes of health as well as related outcomes, such as housing, 
employment and social networks, which are important wider determinants of health. Identifying 
the costs or resource allocations needed for making such solutions sustainable also merits 
further research.  

Recommendations 
Using findings from our primary qualitative case studies on what aspects of ‘Everyone In’ 
worked well and less well for improving physical and mental health outcomes, including 
substance misuse, we have developed five recommendations for policy and practice.  
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Recommendation #1: Enable a flexible approach to responsive interventions to meet 
health and social care needs of people experiencing homelessness 
Our study found that flexibility in delivery of interventions offered during ‘Everyone In’ helped 
improve engagement of services by people with lived experiences of homelessness. Key 
issues highlighted in engagement with people experiencing homelessness included: flexibility 
in how and where the services were delivered to meet the needs of people; building trust and 
relationships with service users; and ease of data sharing. These aspects of ‘Everyone In’ 
helped overcome barriers in accessing support for physical and mental health.   

Recommendation #2: Support joined-up or partnership working to meet health and 
social care needs of people experiencing homelessness.  
Inter-sectoral partnerships, between local authorities, voluntary sector and health and care 
providers, were reported to support the provision of wrap-around care for people experiencing 
homelessness. Partnership working allowed for easy communication between services, 
sharing of resources and information, which helped in implementation of health interventions 
during the pandemic. Joined-up partnerships enabled easy data sharing, which was reported 
to reduce barriers in delivering support to people experiencing homelessness.   

Recommendation #3: Provide supported housing for people experiencing 
homelessness. 
Co-existing mental health and substance use issues, alongside other health and social care 
needs, means that often people experiencing homelessness will access health support 
multiple times and across various services. This can lead to barriers around transport, 
resources or physical ability. Housing with integrated health and social care support may 
reduce the barriers in access to care and help minimize challenges with relapses in substance 
use and issues with mental health. Furthermore, provision of single occupancy rooms may 
provide dignified housing solutions to people experiencing homelessness, as evidenced by 
the ‘Everyone In’ initiative.  

Recommendation #4: Invest in outreach interventions to meet health, care and housing 
needs in people experiencing homelessness. 
Outreach interventions aim to address barriers to accessing health support for people 
experiencing homelessness. Our study found evidence of success in engagement with 
outreach interventions. Bringing services closer to people experiencing homelessness such 
as provision of dental care through mobile vans, availability of physical, mental health and 
substance use services within temporary shelters, hostels, emergency housing can help 
overcome issues with access to health services.  

Recommendation #5: Commission research on health outcomes in people 
experiencing homelessness. 
There is a gap in our understanding on the effectiveness of UK based policy interventions for 
integrated housing, health and social care for people experiencing homelessness. Our study 
found recent challenges in mental health and substance use of people experiencing 
homelessness during the pandemic. Further research is needed to understand how the health 
outcomes have changed in the vulnerable population due to the pandemic. While our study 
fills some of the gap by evaluating the ‘Everyone In’ initiative, further research could benefit 
the understanding of changes in health outcomes in people experiencing homelessness.  
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