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Abstract
Purpose
Homelessness is a major public health concern associated with poor mental health outcomes and inequalities in access to healthcare. This dissertation aimed to critically explore the mental health challenges experienced by homeless adults in urban settings and examine the barriers limiting access to appropriate mental health services. The objectives were to investigate the prevalence of mental health conditions, explore the social and structural factors influencing mental health, evaluate current service provision, and recommend strategies to improve access, coordination and quality of care. This research is important because homeless individuals continue to experience significant health inequalities despite increasing policy attention.
Methods
A desk-based literature review using a secondary research approach was undertaken. Relevant literature was identified through systematic searches of PubMed and Google Scholar using predefined keywords, Boolean operators and inclusion and exclusion criteria. Selected sources were critically appraised using the CRAAP Test and analysed using thematic analysis to identify recurring patterns and develop key themes.
Findings
The review identified three overarching themes: the prevalence and complexity of mental health conditions among homeless adults; barriers to accessing mental health care, including stigma, fragmented services and structural inequalities; and the importance of integrated, trauma-informed and Housing First approaches in improving outcomes. The findings demonstrate that homelessness and mental health are closely interconnected and require coordinated, person-centred responses. Limitations identified within the literature included inconsistent implementation of interventions, variation in service provision and limited long-term evaluation of policy effectiveness, reducing the consistency of evidence available to inform practice.
Recommendations
The dissertation recommends strengthening integrated multi-agency working, expanding trauma-informed practice and increasing investment in preventative and Housing First services. Future research should evaluate the long-term effectiveness of these interventions while informing policy, professional education and health and social care practice. Implementing these recommendations could improve access to mental health services, reduce health inequalities and promote more equitable, person-centred care for people
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[bookmark: _Toc235456860]CHAPTER 1: Introduction 
[bookmark: _Toc235456861]1.1 Introduction 
Tackling homelessness is considered one of the greatest challenges facing public health and social care systems, particularly within urban areas where structural inequalities are often more pronounced (World Health Organization, 2018). Compared with the general population, people experiencing homelessness are disproportionately affected by mental health conditions, including anxiety, depression and substance use disorders (Fazel et al., 2008). In recent years, economic hardship, housing shortages and reductions in welfare support have contributed to increasing levels of homelessness and a growing demand for accessible mental health services. Although awareness of mental health inequalities has improved over the last decade, many homeless individuals continue to experience significant difficulties accessing appropriate support because of systemic barriers, fragmented healthcare services and stigma (Crisis UK, 2019).

Homelessness is closely linked to wider social factors such as poverty, trauma and social exclusion, all of which influence mental health outcomes (Marmot, 2010). These interconnected issues mean that mental health difficulties are rarely experienced in isolation. Research suggests that healthcare systems frequently struggle to address these complex and overlapping needs, resulting in fragmented care and unmet service requirements (NICE, 2014). This highlights the importance of examining both the experiences of homeless individuals and the effectiveness of the services designed to support them.

The primary aim of this dissertation is to explore the mental health challenges experienced by homeless adults living in urban settings and to critically examine the barriers preventing access to appropriate care. By reviewing existing literature, the study aims to develop a clearer understanding of current service limitations and identify opportunities to improve the accessibility and effectiveness of mental health support.

[bookmark: _Toc235456862]1.2 Definitions and Terminology 
Several key terms are central to this dissertation and provide the foundation for understanding the relationship between homelessness and mental health. Homelessness refers not only to individuals sleeping rough but also those living in temporary accommodation or insecure housing. This broader definition reflects the complexity of housing instability and ensures that individuals experiencing hidden forms of homelessness are included within the scope of this research.
Mental health is defined as a state of psychological, emotional and social wellbeing that influences how individuals think, feel and behave (World Health Organization, 2022). Within this dissertation, particular attention is given to common mental health conditions affecting homeless populations, including post-traumatic stress disorder (PTSD), anxiety, depression and substance misuse.
The term barriers to care refers to social, structural and environmental factors that prevent or restrict access to appropriate healthcare services, including stigma, lack of identification and inadequate service provision (Gulliver et al., 2010). This dissertation also focuses specifically on urban settings, referring to densely populated cities where higher levels of social inequality are associated with increased rates of homelessness and greater demand for health and social care services (Fitzpatrick et al., 2011).
Several abbreviations are used throughout the dissertation. NHS refers to the National Health Service within the United Kingdom. PTSD refers to Post-Traumatic Stress Disorder, while SMI refers to severe mental illness. These abbreviations are used to improve clarity and consistency throughout the study.
  
[bookmark: _Toc235456863]1.3 Rationale for Research 
Interest in exploring mental health challenges among homeless adults has grown alongside increasing recognition of homelessness as both a social injustice and a significant public health issue. Individuals experiencing homelessness often face multiple disadvantages, including poverty, trauma and substance misuse, all of which contribute to poorer mental health outcomes (Hwang et al., 2009). Despite increasing policy attention towards mental health, the needs of homeless populations continue to be inadequately addressed within existing health and social care systems (Fazel et al., 2014). Consequently, this topic remains highly relevant to current discussions surrounding health inequalities, integrated care and service effectiveness.

Although existing literature consistently demonstrates a strong association between homelessness and poor mental health, much of the research focuses on prevalence rather than critically examining the systemic barriers that restrict care access. There remains limited analysis of how fragmented service provision, restrictive eligibility criteria and wider structural inequalities influence the experiences of homeless individuals (Byrne et al., 2016). This gap contributes to a continuing disconnect between policy aspirations and the realities experienced by those accessing services (Parsell et al., 2014).

By adopting a critical perspective, this dissertation seeks to move beyond describing the prevalence of mental health conditions and instead evaluate the effectiveness of current service provision. The findings aim to contribute to ongoing discussions surrounding service improvement by identifying opportunities to develop more accessible, coordinated and equitable mental health support for homeless adults.
 
[bookmark: _Toc235456864]1.4 Aim and Objectives 
The overall aim is to examine the accessibility and effectiveness of mental health care for homeless adults living in urban settings. It seeks to explore how social, structural and service-related factors influence access to care and subsequent mental health outcomes. Through critically reviewing the existing literature, the study aims to identify limitations within current services and highlight opportunities to improve support for this vulnerable population.
To achieve this, the following objectives will guide the literature review and thematic analysis:
Objective 1: To investigate the prevalence and range of mental health conditions experienced by homeless adults.
Objective 2: To examine the social, economic and structural factors influencing mental health outcomes among homeless individuals.
Objective 3: To critically evaluate current mental health service provision and its effectiveness in supporting homeless adults.
Objective 4: To recommend strategies to improve the coordination, accessibility and quality of mental health services for homeless individuals.
[bookmark: _Toc235456865]1.5 Conclusion 

This chapter has introduced the focus of the dissertation by outlining the relationship between homelessness and mental health within urban settings. It has established the rationale, aims and objectives of the study while highlighting its significance within contemporary health and social care. Together, these sections provide the foundation for the background literature presented in Chapter 2
 


































[bookmark: _Toc235456866]CHAPTER 2 – Background Information and Analysis 

[bookmark: _Toc235456867]2.1 Introduction 
The significance of this chapter is to offer a detailed background around the barriers and challenges homeless individuals experience in receiving effective mental health support. It focuses on placing the research within a broader context through exploration of the historical background of mental health services and homelessness, whilst also examining the key theoretical perspectives that undermine our understanding of the topic area. Possessing this background information is crucial to critically navigating the complex nature of the research and in supporting discussions around the data analysis later.
The chapter will also analyse how mental health and homelessness are addressed within policy and practice both in the United Kingdom as well as elsewhere in the world. Dissecting these broader influences will highlight how social and political aspects impact the care experiences of homeless individuals. Overall, this chapter will ensure discussions are rooted in relevant historical, theoretical, and contextual knowledge.
[bookmark: _Toc235456868] 2.2 Historical Background 
Changes in policy, social perspectives and economic landscapes over time have led to the interplay between homelessness and mental health continually evolving. In the past, views around homelessness tended to place blame on the individual, with little acknowledgement of structural factors or mental health needs (Snow and Anderson, 1993). Nineteenth and early twentieth century responses to homelessness did not include psychological support but instead comprised charitable placements in workhouses or institutional admissions to asylums (Jones, 1993). The middle of the twentieth century saw deinstitutionalisation become prominent, leading to a major shift towards community-based care and the closure of large psychiatric institutions (Priebe et al., 2005). Despite this, significant shortcomings in funding towards community services meant that many individuals with mental health conditions received inadequate ongoing support, contributing to increased vulnerability to homelessness (Shinn, 2010). These historical developments help explain many of the current gaps in mental health service provision for homeless individuals, particularly the continuing fragmentation between housing and healthcare services.
Later in the twentieth century, structural economic changes, rising housing prices and reduced welfare support further exacerbated homelessness, especially within inner-city areas (Hulse and Stone, 2007). During this period, the relationship between homelessness and mental health became increasingly recognised, with studies identifying conditions such as schizophrenia as having greater prevalence among homeless populations (Fazel et al., 2008). Increases in literature supporting these findings led to a shift in perspective, viewing homelessness as a multifaceted social issue influenced by structural inequalities rather than solely individual factors (Bramley and Fitzpatrick, 2017). This shift remains highly relevant to the present study because it demonstrates that improving mental health outcomes requires interventions that address both individual needs and wider structural barriers to care.
At the end of the twentieth century there was also a policy shift towards managing risk and social control. Concern regarding visible homelessness in urban areas resulted in greater regulation through anti-social behaviour policies and street-level interventions (DeVerteuil et al., 2009). Although intended to maintain public order, these approaches often prioritised containment over support, further marginalising homeless individuals, particularly those experiencing mental illness (Johnsen et al., 2005). During the same period, however, multi-agency collaboration and outreach services became increasingly common. These proactive outreach teams specifically targeted people excluded from traditional services, highlighting growing recognition of the need for flexible, person-centred responses (Coldwell and Bender, 2007).
In terms of responding to mental health and homelessness, various initiatives and charitable organisations have played an instrumental role. Crisis and Shelter have increased awareness, advocated for policy change and encouraged improvements in service provision (Fitzpatrick et al., 2011). Government legislation such as the Homelessness Act 2002 also promoted a greater emphasis on prevention by strengthening support systems (Jones and Pleace, 2010). More recently, initiatives such as Housing First have received widespread recognition for addressing mental health and wider social needs by prioritising housing stability as the foundation of recovery (Tsemberis, 2010).
Despite these advancements, major problems remain. The long history of disconnected services, particularly insufficient integration between housing and mental health provision, continues to limit care quality and accessibility (Killaspy et al., 2014). Rather than representing isolated problems, these challenges reflect longstanding structural weaknesses that have evolved over time. Understanding this historical context is therefore essential when examining the barriers to mental health care explored within this dissertation.
  
[bookmark: _Toc235456869]2.3 Theoretical Background 
 To understand the multifaceted relationship between mental health and homelessness it is important to consider various theories underpinning structural influences and personal experiences. A significant theory is the Social Determinants of Health model, which highlights how factors such as housing, education and poverty influence health outcomes (Marmot, 2010). Within homelessness research, the model emphasises that mental illness is often rooted in wider socioeconomic circumstances rather than individual pathology (Solar and Irwin, 2010). Likewise, the biopsychosocial model (Engel, 1977) promotes an integrated understanding of health by recognising that biological, psychological and social factors interact to influence mental health. Together these models provide a holistic framework for understanding homelessness; however, they differ in how effectively they explain the complexity of individual experiences. While the Social Determinants of Health model successfully identifies broad structural influences, it is less able to explain why people experiencing similar social disadvantage often have different mental health outcomes.
Another important perspective is trauma-informed theory, which proposes that many homeless individuals have experienced abuse, conflict and other adverse life events (Hopper et al., 2010). This theory encourages professionals to understand behaviour as a response to trauma and promotes interventions based upon trust, empowerment and safety (Hopper et al., 2010). Similarly, structural inequality theory argues that unemployment, housing markets, welfare policy and other systemic factors contribute significantly to homelessness and poor mental health (Fitzpatrick et al., 2013). Together these theories shift attention away from individual responsibility towards broader social influences.
The aforementioned theories have been widely applied within existing research. The Social Determinants of Health model has been used to demonstrate clear links between housing instability and depression (Burgard et al., 2012). Trauma-informed theory has informed homelessness outreach and support programmes by strengthening engagement, empowerment and trust between service users and professionals (Miller and Najavits, 2012). Furthermore, the Housing First model applies structural and social justice principles to improve housing stability and mental health outcomes compared with traditional approaches (Padgett et al., 2016).
These theories do, however, have limitations. The Social Determinants of Health model has been criticised for being too broad and insufficiently specific to explain differences in individual experiences (Solar and Irwin, 2010) . Similarly, although the biopsychosocial model provides a comprehensive framework, its complexity can make it difficult to apply consistently in practice, particularly within under-resourced health and social care services where multidisciplinary working may be limited (Borrell-Carrió et al., 2004). Trauma-informed approaches have also been criticised for inconsistent implementation because organisations often struggle to translate theoretical principles into standardised practice (Sweeney et al., 2018). This inconsistency may reduce the effectiveness of interventions and contribute to variation in the quality of care experienced by homeless individuals. Finally, while structural theories successfully highlight wider inequalities, they may underemphasise personal resilience and coping strategies, meaning they cannot fully account for the diverse experiences of homeless adults accessing mental health services.
The discussion within the literature concerning mental health and homelessness focuses on balancing structural and individual explanations. Although some theories continue to emphasise personal responsibility, increasing evidence highlights the significant influence of structural inequalities. Collectively, these theoretical perspectives suggest that barriers to care cannot be understood through individual behaviour alone but require consideration of wider structural, psychological and social influences. This provides an appropriate theoretical framework for addressing the research aim of this dissertation.
 
[bookmark: _Toc235456870]2.4 International Context 
Internationally, homelessness and its relationship with mental health are recognised as growing public health concerns, with many high-income countries reporting significantly higher rates of mental illness among homeless populations (Fazel et al., 2014). There has been a global shift away from crisis responses towards preventative, housing-centred approaches (Pleace, 2016). The World Health Organization has promoted integrated models combining housing, healthcare and social support to address the social determinants of health (WHO, 2018). This reflects the international recognition that homelessness requires coordinated responses across health and social care systems (Padgett et al., 2016). These international developments reinforce the importance of integrated healthcare and housing which is directly relevant to this study's focus on barriers to mental health care for the homeless.
Different countries have adopted varying approaches depending upon their welfare systems and policy priorities. Finland is recognised as a leading example through nationwide implementation of Housing First, which provides permanent housing without requiring engagement in treatment beforehand, substantially reducing chronic homelessness and improving service access (Pleace et al., 2015). Randomised controlled trials in Canada similarly demonstrate that Housing First significantly improves housing stability compared with traditional approaches (Aubry et al., 2015).
The United States has implemented Housing First alongside Assertive Community Treatment (ACT) teams providing mental health care, substance misuse support and practical community assistance (Tsemberis, 2004). However, success has varied because of differences in funding, healthcare access and service fragmentation (Aubry et al., 2015). Canada's At Home/Chez Soi initiative combined permanent housing with mental health and social support, demonstrating improvements in quality of life and community functioning (Stergiopoulos et al., 2015). Although approaches differ internationally, successful models consistently emphasise coordinated service delivery and long-term housing stability These findings support the central argument of this dissertation that reducing barriers to care requires collaboration across multiple sectors rather than isolated interventions.
International collaborations such as the United Nations Sustainable Development Goals have further encouraged inclusive and preventative strategies (United Nations, 2015). Finland demonstrates the benefits of sustained investment in housing and support services, whereas cities such as Los Angeles continue to experience growing homelessness because of housing shortages and limited mental health service capacity (Wolch et al., 2013). Consequently, international evidence provides valuable insight into the types of integrated approaches that may help address the barriers to effective mental health care.
[bookmark: _Toc235456871]2.5 National/Local UK Context 
In the United Kingdom, the close relationship between mental health and homelessness has become increasingly recognised within government policy. National evidence consistently demonstrates poorer mental health outcomes among homeless populations, resulting in greater emphasis on early intervention, multi-agency working and health equity (Public Health England, 2020). The NHS has also introduced specialist outreach services aimed at improving healthcare access for marginalised populations (O'Carroll et al., 2017).
An important development was the Homelessness Reduction Act 2017, which introduced legal duties requiring local authorities to prevent homelessness at an earlier stage (Fitzpatrick et al., 2019). The legislation strengthened preventative approaches by encouraging support regardless of priority need (Pawson, 2007). Similarly, the Care Act 2014 requires local authorities to promote wellbeing through integrated services. However, effective coordination between housing, health and social care services remains challenging (Killaspy et al., 2014). These policy developments demonstrate increasing recognition of homelessness as both a housing and public health issue. However, the continuing gap between policy ambitions and service delivery remains central to this dissertation, as many homeless individuals continue to experience difficulties accessing appropriate mental health support.
National initiatives such as StreetLink encourage members of the public to notify outreach teams when rough sleepers are identified. These teams then connect individuals with accommodation, healthcare and mental health services (Johnsen and Fitzpatrick, 2010). Although StreetLink has improved early identification and service coordination, funding pressures, increasing demand and response times continue to limit its effectiveness (Pleace and Bretherton, 2013). Furthermore, access to mental health care remains restricted by lengthy waiting times, strict eligibility criteria and insufficient personalised support for individuals with complex needs (O'Carroll et al., 2017).
Locally, responses vary according to resources, service availability and population needs. Urban areas such as Liverpool experience higher levels of homelessness and therefore greater demand for mental health services (Bramley and Fitzpatrick, 2017). Local authorities frequently collaborate with third-sector organisations to provide emergency accommodation and outreach services (Pleace and Bretherton, 2013). Charities such as Crisis and Shelter continue to provide practical assistance while advocating for policy reform. Manchester has also implemented Housing First pilots and integrated care pathways, improving housing retention and engagement with support services for individuals with complex needs (Bretherton and Pleace, 2015).
Overall, variations in resource allocation, service availability and local implementation continue to create inconsistent access to mental health care across the UK. Rather than reflecting shortcomings of individual services alone, these differences highlight broader structural barriers that continue to affect homeless adults. This aligns closely with the overall aim of this dissertation, which seeks to examine why barriers to accessing effective mental health care persist despite ongoing policy development 

2.6 Conclusion 
 This chapter has explored the historical development of homelessness and mental health highlighting key policy shifts and service changes, alongside theoretical frameworks such as the social determinants of health, that underpin current understanding (Hopper et al., 2010).  International comparisons have demonstrated varying policy responses, while the UK context has outlined relevant legislation and highlighted ongoing challenges in service provision (Fitzpatrick et al., 2019). Together, this background informs the direction of the research and provides a foundation for the next chapter, which will outline the methodology used to systematically review and analyse the existing literature.
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[bookmark: _Toc235456872]CHAPTER 3 – Methods and Search Strategy  

[bookmark: _Toc235456873]3.1 – Introduction 
The following chapter describes the methodology employed to undertake this research project. It uses a desk-based, literature-based approach, where instead of collecting primary data, the dissertation focuses on analysing current academic literature through the systematic selection of academic research, reports, and policy documents relevant to mental health and homelessness. This approach was considered the most appropriate method for answering the research question as it enabled a broad exploration of existing evidence surrounding the relationship between homelessness and mental health, while allowing comparisons between different studies, populations, and service approaches. The chapter aims to build further on the various aspects of the methodology which are introduced with a visual overview as part of the academic poster. The methodology is crucial for ensuring the selection and examination of sources is logical and consistent, creating the foundation for the thematic analysis of findings which will be presented and discussed in Chapter 4.
[bookmark: _Toc235456874]3.2 – Search Strategy  
In order to extract relevant research around mental health issues and barriers to care for homeless adults in urban settings, a strategic search process was employed. Based on the research aims and objectives, keywords such as homelessness, mental health, depression, anxiety, substance misuse, barriers to care, healthcare access, and urban populations were used. Synonyms and alternative phrases including housing instability and psychological wellbeing were also included to maximise the number of relevant results identified. Boolean operators were incorporated to increase the accuracy and relevance of searches. Searches combined terms using AND (e.g., “homelessness AND mental health”), OR (e.g., “depression OR anxiety”), and NOT where necessary to exclude unrelated topics.
The use of a structured search strategy was appropriate as it helped to ensure that literature selection was systematic rather than based on convenience. By combining multiple search terms and alternative terminology, the approach increased the likelihood of identifying research that explored different aspects of homelessness and mental health, including healthcare barriers, psychological experiences, and wider social factors influencing wellbeing.


3.3 [bookmark: _Toc235456875]– Searching for Information 
Various academic databases alongside online government and healthcare organisation platforms were used to identify relevant literature. PubMed and Google Scholar were predominantly employed because of their extensive catalogue of peer-reviewed articles relating to health and social care. These databases were considered suitable for this research as they provided access to a wide range of evidence-based studies exploring mental health, homelessness, healthcare access, and public health issues. Both databases offered national and international research, enabling a deeper exploration of homelessness and mental health within different contexts.
To strengthen the quality and relevance of the literature, various filters were applied. Sources were limited to peer-reviewed publications and those published within the last 20 years. Both UK-based and international research were included to allow comparisons between different policy and service approaches. This approach was appropriate as homelessness and mental health are influenced by wider social, economic, and healthcare systems, meaning evidence from different contexts could contribute to a broader understanding of the research topic.
The search process was refined throughout the study. Initial searches generated a large volume of results; therefore, keywords and Boolean operators were altered to increase relevance and focus on literature specifically addressing homelessness, mental health challenges, and barriers to care. In instances where limited results were produced, alternative terminology and related concepts were explored.
To organise and critically evaluate selected literature, a source tracking table was produced. It recorded key information including study aims, methods, findings, keywords, and CRAAP test evaluations. The completed source tracking table can be found in Appendix 1. This supported a structured review process by allowing comparisons between sources and ensuring that decisions regarding inclusion and analysis were clearly documented.
3.4 [bookmark: _Toc235456876]– Research Validation  
After identifying various potential sources, a process of validation was used to determine whether they were suitable for study inclusion. All articles were initially skimmed by reviewing their abstracts, introductions, and conclusions. This allowed for a quick and accurate selection of literature that was relevant to the research area and objectives, whilst excluding those that were not useful.
A deeper critical evaluation of the quality and credibility of selected sources was then performed using the CRAAP test (Currency, Relevance, Authority, Accuracy, and Purpose). There was a particular focus on currency, relevance, and authority to ensure that the literature reflected up-to-date knowledge and was written by reliable authors, organisations, or peer-reviewed journals. Although not all sources met every criterion equally, those with the strongest overall quality were prioritised.
The CRAAP test was considered appropriate because it provided a consistent framework for assessing the reliability of secondary evidence. As this dissertation relied entirely on existing literature, evaluating the quality and credibility of sources was essential to ensure that the findings were based on accurate and trustworthy information.
For example, a peer-reviewed journal article examining mental health among homeless adults was included due to its direct relevance, thorough methodology, and publication in a recognised academic journal. Conversely, sources lacking academic credibility or evidence-based findings were excluded from the review.
3.5 [bookmark: _Toc235456877]- Inclusion and Exclusion Criteria 
Clear inclusion and exclusion criteria were incorporated to ensure that only the most relevant and appropriate research informed the study. Sources were included if they provided evidence relating to the mental health experiences of homeless individuals, barriers to accessing healthcare, service provision, or factors influencing mental health outcomes within homeless populations. Literature examining policy, public health, housing interventions, and health inequalities was also considered where it contributed to understanding the research area.
The use of inclusion and exclusion criteria was important as it ensured that the selected literature directly contributed towards answering the research question. By defining clear boundaries around relevant populations, topics, and evidence types, the review was able to remain focused and avoid including studies that did not provide meaningful insight into the relationship between homelessness and mental health.
Conversely, sources were excluded if their central focus was unrelated to homelessness or mental health, or if they concentrated solely on populations such as children, adolescents, or individuals with housing circumstances significantly different from homelessness. Papers lacking sufficient evidence, detail about methods, or relevance to the research objectives were also removed from consideration.
Applying these criteria strengthened the overall quality of the review by focusing analysis on evidence most capable of addressing the research question and supporting meaningful conclusions.
3.6 [bookmark: _Toc235456878]– Analysing Research 
A thematic analysis approach was used to examine the chosen sources. This method was selected as it was appropriate for identifying patterns and shared experiences across a range of qualitative and quantitative studies exploring homelessness and mental health. Following their identification, each article was reviewed thoroughly to identify repeated phrases, concepts, and ideas relevant to the research aim and objectives. Initial codes were produced and assigned to key findings within the literature, including mental health conditions, barriers to healthcare access, service provision, stigma, trauma, and structural inequalities.
Once this initial coding process was completed, similar codes were grouped together to form broader themes. Codes that appeared consistently across multiple studies were grouped into broader themes based on conceptual similarity and relevance to the research aim. This process ensured that the final themes represented recurring patterns within the selected evidence rather than isolated findings from individual studies.
The development of the themes was reviewed against the research objectives to ensure they provided an accurate representation of the evidence and supported a clear understanding of the relationship between homelessness and mental health. This thematic approach enabled patterns and trends across several sources to be highlighted and compared, offering a structured interpretation of the literature and providing the framework for presenting findings in Chapter 4.
For clear organisation and consistency in approach, crucial information from each source was recorded within a source tracking table and a thematic analysis spreadsheet. This helped monitor coding and theme decisions, compare findings across studies, and ensure a transparent analysis process.
3.7 [bookmark: _Toc235456879]– Ethical Considerations 
Formal ethical approval was not required as the dissertation focused completely on secondary research and had no collection of primary information from human participants. Despite this, ethical principles remained important, with academic integrity maintained by accurately referencing all sources and ensuring that the ideas and findings of other authors were appropriately acknowledged. Care was also taken to avoid plagiarism, misrepresentation, and selective reporting of evidence.
Additionally, to improve transparency and credibility, sources were chosen and evaluated using consistent criteria, with findings reported in a balanced and objective manner. Particular focus was given to representing the experiences of homeless individuals respectfully and avoiding language that could contribute to stigma or discrimination.
3.8 [bookmark: _Toc235456880]– Chapter Conclusion 
This chapter outlined the methodology used to identify, evaluate, and analyse the research informing this project. Importantly, These methods provided a logical, justified, and transparent framework for the study. The next chapter presents the findings from the literature review, structured into key themes that address the research objectives.


















[bookmark: _Toc235456881]CHAPTER 4 – Findings and Discussion 

[bookmark: _Toc235456882]4.1 – Introduction 
The findings from the literature review will be presented and critically analysed in relation to the research aims and objectives. A thematic analysis approach was used to examine the selected studies, enabling common trends, patterns, and issues to be identified across the literature. Three key themes were developed and will be explored through theoretical and policy perspectives alongside relevant research evidence to provide a comprehensive understanding of the factors influencing mental health and service access for homeless adults in urban settings.
[bookmark: _Toc235456883]4.2 – Thematic Analysis 
Thematic analysis is a qualitative method used to identify and examine recurring patterns or themes within sets of information (Braun and Clarke, 2006). For this dissertation, the strongest selected sources were placed into a results table found in Appendix 2 and were coded according to key findings relevant to the research aims.  Recurring findings and similar concepts were then grouped together to develop three final themes. These themes were subsequently compared with wider evidence, theoretical perspectives, and policy considerations to support a critical discussion of mental health challenges and barriers to care among homeless adults. 
The first theme emerging from the literature review centres on the prevalence and complex nature of mental illness among homeless adults. The second explores the social and structural determinants influencing mental health outcomes, whilst the final theme examines the barriers experienced when accessing mental health services. Together, these themes provide a framework for analysing the research area and directly address the research aim by bringing together current evidence on mental health challenges and barriers to care among homeless adults in urban settings.
[bookmark: _Toc235456884]4.3 – Theme 1: The Prevalence and Complexity of Mental Health Conditions Among Homeless Adults
Definition 
A core theme identified within the literature was the significantly high prevalence and complexity of mental health conditions experienced by homeless adults. Mental health usually refers to an individual’s psychological, emotional, and social wellbeing, influencing their thoughts, feelings, and behaviours (World Health Organization, 2022). Although mental illness occurs across all sections of society, research consistently demonstrates that diagnosed mental health conditions are more common, severe, and prolonged among homeless populations compared with the general population (Fazel et al., 2008). However, it is important to distinguish between mental illness, psychological distress, poor wellbeing, substance misuse, trauma, and physical ill health. Although these experiences frequently overlap, they represent different outcomes requiring different forms of assessment and support. Within homeless populations, the complexity of needs often arises from the interaction between diagnosed mental health conditions, substance misuse, and additional health challenges rather than from a single condition alone.
Background Information
Historically, homelessness was frequently attributed to individual failures or personal choices, resulting in responses that prioritised temporary accommodation or institutional care rather than psychological support (Snow and Anderson, 1993). However, increased research throughout the late twentieth century demonstrated a stronger relationship between homelessness and mental illness, contributing to a shift towards understanding homelessness as a complex public health issue influenced by multiple factors (Bramley and Fitzpatrick, 2017). This change in perspective has encouraged greater recognition of the relationship between homelessness and mental health, with evidence suggesting that mental illness may contribute to homelessness while homelessness itself can worsen existing conditions.
Prevalence and Complexity of Mental Health Conditions
The literature consistently identifies depression, anxiety disorders, schizophrenia, post-traumatic stress disorder (PTSD), and substance use disorders as common mental health conditions among homeless adults (Fazel et al., 2008; Gutwinski et al., 2021). Many homeless individuals experience multiple co-existing conditions, commonly referred to as dual diagnosis when mental illness occurs alongside substance misuse. This combination can create additional difficulties for treatment engagement and is associated with poorer long-term outcomes (Padgett et al., 2016). However, substance misuse should not be considered identical to mental illness, as it may represent a separate health issue, a coping response to distress, or a factor that increases vulnerability to developing further mental health difficulties.
Examples from the Articles
The strongest evidence within the selected literature demonstrates variation in how mental health conditions among homeless populations are measured and understood. Fazel et al. (2008) conducted a systematic review involving over 5000 homeless individuals across several countries. The study provided strong evidence of increased prevalence of severe mental illness, identifying psychotic disorders among 13% of homeless participants compared with approximately 1% of the wider population. A key strength of this study is its large sample size and ability to compare findings across multiple settings. However, its international approach means findings may not directly reflect the experiences of homeless adults within UK urban environments due to differences in healthcare systems, welfare structures, and definitions of homelessness.
Similarly, Gutwinski et al. (2021) examined mental health conditions among homeless populations across different healthcare contexts and found that mental illnesses remained consistently overrepresented despite variation between countries. This strengthens the evidence that homelessness is associated with increased mental health vulnerability. However, differences in how homelessness was defined and measured across studies create challenges when comparing populations, particularly as some research focuses on people accessing services while potentially excluding those who are not engaged with healthcare provision.
Within a UK context, O'Carroll et al. (2017) identified complex combinations of mental illness, physical illness, and substance misuse among homeless patients accessing healthcare services. Their review highlights the difficulty faced by services that are often structured around treating individual conditions separately rather than responding to interconnected needs. A strength of this study is its direct relevance to UK healthcare practice; however, similarly to Gutwinski, because it focuses on individuals presenting to healthcare services, it may not fully represent homeless adults who experience similar conditions but do not seek or maintain contact with services.
Together, these studies demonstrate agreement that mental illness is disproportionately experienced among homeless adults. However, differences exist regarding population groups, research settings, and measurement methods. Some studies rely on formal diagnostic assessments, while others include self-reported experiences of mental health difficulties. These methodological differences are important because service-based research may identify higher levels of illness among those already seeking support, whereas individuals disconnected from services may experience additional unmet needs.
Theoretical Frameworks
A theoretical framework such as the Social Determinants of Health model can help interpret these findings. Marmot (2010) argues that health outcomes are influenced by wider social conditions rather than solely individual behaviours. In relation to homelessness, this theory highlights how disadvantage can increase vulnerability to poor mental health. However, within this theme, the model is particularly useful in explaining how social circumstances interact with existing mental health conditions rather than focusing primarily on the wider causes of homelessness.
Similarly, Engel's (1977) biopsychosocial model provides further understanding of the complexity of mental health among homeless adults. The model suggests that biological, psychological, and social factors interact to influence health outcomes. Within homeless populations, biological vulnerability may exist alongside previous mental illness, trauma experiences, and substance misuse, increasing the likelihood of complex support needs. Unlike purely medical approaches that focus only on diagnosis, the biopsychosocial model highlights the importance of considering multiple influences when assessing and supporting individuals.
Trauma-informed theory further strengthens understanding of the complexity of mental health among homeless adults. Hopper et al. (2010) emphasise that many homeless individuals have experienced adverse life events, including childhood abuse, domestic violence, neglect, or military trauma. These experiences may contribute to conditions such as PTSD, depression, and anxiety, while also affecting trust and engagement with healthcare services. Trauma, however, should not be considered the same as mental illness, as not all individuals who experience trauma develop a diagnosable condition. Instead, trauma represents an important factor that may increase vulnerability and influence how individuals interact with support services.
Implications for Health and Social Care Practice
Padgett et al. (2016) further contribute to understanding the relationship between social circumstances and mental health through their evaluation of Housing First programmes. Their research demonstrates that providing stable housing can improve wellbeing and service engagement by reducing instability and allowing individuals to access support more effectively. However, improvements in housing retention or wellbeing should not automatically be interpreted as direct improvements in diagnosed mental illness. Housing may create more favourable conditions for recovery, but individuals may still require ongoing psychological or clinical treatment for existing mental health conditions.
Although there is broad agreement regarding the prevalence of mental illness among homeless adults, debate remains regarding the direction of the relationship between homelessness and mental health. Some studies suggest that pre-existing mental illnesses increase the likelihood of homelessness by affecting employment, finances, and relationships (Fazel et al., 2008). Conversely, homelessness may worsen psychological health through prolonged exposure to stress, insecurity, and victimisation (Hwang et al., 2009). The literature increasingly recognises this as a bidirectional relationship, where mental illness can contribute to homelessness while homelessness can intensify existing mental health difficulties (Padgett et al., 2016). This cyclical relationship demonstrates why interventions addressing only diagnosis or only homelessness are unlikely to achieve sustainable outcomes.
This theme has significant implications for health and social care practice. The high prevalence of complex mental health conditions demonstrates the need for services capable of identifying and responding to multiple needs through integrated and person-centred approaches. Although improvements such as trauma-informed care, multidisciplinary working, and housing-led approaches have developed, fragmentation between services continues to contribute to delayed treatment and repeated crises (O'Carroll et al., 2017). Therefore, effective support requires recognition of both diagnosed mental illness and the wider circumstances influencing an individual’s ability to recover.
Connections to Other Themes
While Theme 1 establishes the scale and complexity of mental health conditions experienced by homeless adults, it does not fully explain why these inequalities develop. Theme 2 therefore examines the wider structural and social determinants influencing mental health outcomes, including housing instability, poverty, employment, and social exclusion. Understanding the prevalence and complexity of mental illness also provides important context for Theme 3, which explores the barriers preventing many homeless individuals from accessing appropriate mental health care.
[bookmark: _Toc235456885]4.4 – Theme 2: Structural and Social Determinants Influencing Mental Health Among Homeless Adults
Definition and Overview
The second major theme identified throughout the literature concerns the structural and social determinants that influence mental health outcomes among homeless adults. While Theme 1 established the high prevalence and complexity of mental health conditions within homeless populations, this theme focuses on the wider social, economic, and environmental circumstances that shape these experiences. Structural determinants refer to the social, political, and economic conditions that influence health outcomes, including housing availability, education, income, employment opportunities, and healthcare access (World Health Organization, 2018).
Understanding these determinants is crucial to explaining the relationship between homelessness and mental health, as they demonstrate why inequalities continue despite increased awareness and development of mental health services. Rather than viewing homelessness as solely an individual experience, the literature highlights how disadvantage can accumulate throughout a person’s life, creating conditions that increase vulnerability to poor mental health outcomes.
Structural and Social Determinants of Mental Health
As discussed previously, the relationship between homelessness and mental health is increasingly recognised as cyclical. Poverty, unemployment, social exclusion, and insecure housing can increase the likelihood of homelessness, while homelessness can further worsen mental wellbeing through instability, uncertainty, and exposure to adverse living conditions (Fitzpatrick et al., 2013). This demonstrates that homelessness is not simply an isolated event but can reflect wider patterns of social and economic inequality.
Marmot (2010) applies the Social Determinants of Health model to explain how differences in access to resources and opportunities contribute to health inequalities. Within homeless populations, limited access to protective factors such as secure housing, education, employment, and supportive relationships can increase exposure to chronic stress and psychological distress. The strength of this framework is that it shifts attention away from individual responsibility and towards the wider conditions that influence health outcomes. Solar and Irwin (2010) similarly argue that reducing health inequalities requires action addressing underlying social conditions rather than focusing only on healthcare provision.
However, structural explanations must also recognise the role of individual experiences and agency. Structural theories have been criticised for giving limited attention to individual agency and resilience. However, explanations based mainly on personal responsibility may underestimate the powerful effects of poverty, housing insecurity, trauma, and social exclusion (Borrell-Carrió et al., 2004; Marmot, 2010). Therefore, contemporary understandings increasingly recognise that individual choices and behaviours occur within wider social and economic environments that may either create or restrict opportunities for recovery.
Housing Stability and Homelessness
One of the most significant determinants identified within the literature was housing stability. Unstable housing, including repeated displacement and exposure to unsafe environments, can contribute to uncertainty, stress, and increased vulnerability. In contrast, secure housing provides routine, safety, and opportunities for individuals to engage with healthcare, employment, and education (Padgett et al., 2016).
Evidence suggests that prolonged periods of homelessness can worsen psychological distress, whereas housing stability can support improved wellbeing, treatment engagement, and recovery (Pleace et al., 2015). The success of Housing First programmes internationally strengthens this argument by demonstrating that permanent accommodation can provide a foundation from which individuals can begin to address additional health and social needs (Tsemberis, 2010).
However, housing interventions should not be interpreted as directly resolving all mental health conditions. Stable housing may improve wellbeing and create more favourable conditions for recovery, but individuals may still require ongoing psychological or clinical support for existing mental health difficulties. This distinction is important as improvements in housing retention, service engagement, and wellbeing do not necessarily represent direct improvements in diagnosed mental illness.
Economic Insecurity, Welfare and Employment
Economic hardship was another important structural factor identified within the literature. Financial difficulties can restrict access to essential resources including nutrition, transport, communication, and healthcare, while also increasing long-term stress and insecurity (Marmot, 2010). Bramley and Fitzpatrick (2017) demonstrate that homeless adults frequently experience unstable employment or unemployment, increasing reliance on welfare support and contributing to poorer health outcomes.
Furthermore, welfare reforms and reductions in social security support have been associated with increasing homelessness rates within the United Kingdom, demonstrating how economic policy decisions can influence health inequalities (Fitzpatrick et al., 2019). These factors should not be considered isolated economic problems, as financial insecurity interacts with housing instability, social exclusion, and reduced access to opportunities.
Social Exclusion and Trauma
Social exclusion represents another significant determinant influencing mental health among homeless adults. Discrimination reduced social participation, and loneliness can weaken protective relationships that support psychological wellbeing (Hwang et al., 2009). Furthermore, stigma associated with both homelessness and mental illness can negatively influence relationships with friends, healthcare professionals, and employers, creating additional barriers to social inclusion (Corrigan et al., 2014).
Therefore, homeless adults experience not only material disadvantage but also social marginalisation, which can reinforce psychological distress. Improving mental health outcomes requires not only clinical intervention but also efforts to reduce discrimination and strengthen opportunities for meaningful social participation.
Trauma is also an important factor within this theme. Although trauma was introduced within the theoretical background, the reviewed literature demonstrates that adverse childhood experiences, domestic abuse, and family breakdown frequently occur before homelessness develops (Hopper et al., 2010). These experiences can affect relationships, education, and employment opportunities across the life course, demonstrating that poor mental health cannot solely be attributed to an individual’s current housing situation.
Trauma-informed approaches aim to recognise these experiences when planning care by promoting trust, safety, and empowerment rather than focusing only on symptoms (Sweeney et al., 2018). However, trauma should be understood as one factor contributing to disadvantage rather than being considered identical to mental illness, as individuals may respond to traumatic experiences in different ways.
Examples from the Articles
The selected literature provides evidence of how structural factors contribute to homelessness and mental health inequalities. Marmot (2010) provides a theoretical examination of health inequalities and demonstrates that outcomes are shaped by access to resources such as housing, education, and employment. Although the research does not focus exclusively on homelessness, it provides a useful framework for understanding the social inequalities experienced by homeless populations.
Fitzpatrick et al. (2019) provide UK-focused evidence regarding the relationship between welfare changes, housing shortages, and increasing homelessness. A strength of this research is its relevance to national policy and the UK context; however, its broader focus on homelessness means it does not specifically measure individual mental health outcomes.
Padgett et al. (2016) strengthen the evidence surrounding housing interventions through their evaluation of Housing First programmes. Their research demonstrates that immediate access to permanent housing can improve wellbeing and engagement with support services. The strength of this study is its focus on an intervention directly affecting homeless adults; however, improvements in wellbeing should not automatically be interpreted as complete resolution of mental health conditions.
Together, these studies demonstrate agreement that structural conditions significantly influence homelessness and mental health outcomes. However, they differ in their focus, with Marmot (2010) providing a broad theoretical explanation of inequality, Fitzpatrick et al. (2019) examining UK structural factors, and Padgett et al. (2016) focusing on intervention outcomes. This highlights the importance of considering evidence from different methodological approaches when understanding homelessness.
Theoretical Frameworks
The Social Determinants of Health model remains central to interpreting this theme, as it explains how unequal access to resources and opportunities contributes to health inequalities (Marmot, 2010). Rather than repeatedly focusing on individual behaviour, this framework allows homelessness to be understood through wider issues including housing availability, economic insecurity, employment opportunities, and social exclusion.
The biopsychosocial model also provides insight into the interaction between different influences on health outcomes (Engel, 1977). The strength of this model is that it recognises biological, psychological, and social factors as interconnected rather than separate. However, it can be limited because it does not fully explain how wider systems of power, policy decisions, and structural inequalities shape individual experiences of homelessness and health.
Policy and Legislation
Current UK policy increasingly reflects recognition that homelessness and mental health are influenced by wider social circumstances. The Care Act 2014 requires local authorities to promote wellbeing and provide integrated approaches to support individuals with care and support needs. This is relevant to homeless adults with mental health difficulties as it encourages collaboration between health and social care services.
Similarly, the Homelessness Reduction Act 2017 aims to encourage earlier intervention and prevention of homelessness before individuals reach crisis point (Fitzpatrick et al., 2019). This approach reflects the wider evidence that preventing homelessness may reduce the associated risks to mental health.
However, implementation remains inconsistent. Limited funding, workforce pressures, and fragmented service structures can restrict the effectiveness of these policies, resulting in continued inequalities despite positive intentions (Killaspy et al., 2014). Therefore, policy development alone is insufficient without adequate resources and coordinated service delivery.
Implications for Health and Social Care Practice
The implications of this theme extend beyond mental health services alone. The evidence suggests that multidisciplinary approaches involving accommodation providers, healthcare professionals, social workers, and voluntary organisations are better positioned to address the interconnected challenges associated with homelessness and mental ill health (O'Carroll et al., 2017).
Investment in affordable housing, employment support, education opportunities, and early intervention may provide sustainable benefits by reducing repeated crises and decreasing long-term pressure on healthcare services. Addressing structural inequalities alongside clinical needs is therefore essential for improving outcomes among homeless adults.
Connections to Other Themes
The structural determinants discussed within this theme help explain the high prevalence and complexity of mental health conditions identified in Theme 1. While Theme 1 explored the nature and extent of mental illness among homeless adults, Theme 2 demonstrates how wider social conditions contribute to these outcomes. These inequalities also provide important context for Theme 3, which examines how structural disadvantage contributes to barriers when accessing mental health services.

[bookmark: _Toc235456886]4.5 – Theme 3: Barriers to Accessing Mental Health Care for Homeless Adults in Urban Settings
Definition and Overview
The third and final theme identified through the thematic analysis focuses on the barriers that prevent homeless adults from accessing appropriate mental health care within urban settings. Although previous themes highlighted the high prevalence of mental illness and the influence of structural inequalities, the literature consistently demonstrates that access to effective support remains insufficient (O'Carroll et al., 2017; Gutwinski et al., 2021).
Healthcare access refers not only to whether services are available but also whether individuals are able to obtain appropriate, timely, and effective care that meets their needs (Levesque et al., 2013). For homeless adults, access is influenced by multiple interconnected barriers, including service design, practical difficulties, stigma, trauma, and fragmented healthcare systems. Consequently, treatment is frequently delayed until mental health conditions have significantly deteriorated, contributing to repeated crises and increased pressure on emergency healthcare services.
Importantly, poor engagement with healthcare should not automatically be interpreted as an individual failure. The evidence suggests that homeless adults are often expected to navigate services designed around stable housing, regular communication, and predictable attendance, despite being least able to meet these expectations. Therefore, barriers to care should be understood as a combination of individual circumstances and systems that are often not designed around the needs of people experiencing homelessness.
Healthcare Access and Service Design
A frequently identified barrier within the literature was the fragmented nature of healthcare systems. Homeless adults often have to navigate multiple referral pathways involving general practice, mental health services, substance misuse teams, and housing support organisations, which frequently operate independently (Killaspy et al., 2014). This fragmented approach can make accessing consistent support particularly challenging for individuals already experiencing instability.
O'Carroll et al. (2017) argue that healthcare systems are often designed around the needs of the wider population rather than those with complex and interconnected health and social care needs. As a result, support is frequently reactive rather than preventative, with emergency departments and crisis services becoming points of contact when conditions have already worsened.
This issue is particularly relevant within urban environments. Although cities often contain a greater concentration of specialist services, they also experience higher levels of homelessness, greater demand, and increased pressure on outreach teams. Therefore, the presence of more services does not necessarily guarantee accessible or timely support.
Practical and Organisational Barriers
Alongside fragmented services, the literature identifies several practical barriers preventing homeless adults from accessing mental health care. Research highlights difficulties associated with appointment-based systems, requirements for identification, and assumptions that individuals have stable contact details or addresses (Groundswell, 2022).
Although NHS guidance allows GP registration without proof of address, implementation remains inconsistent, meaning some individuals continue to experience difficulties accessing primary care (NHS England, 2023). Additionally, unstable living circumstances, limited access to communication methods, and uncertainty around basic needs such as food and shelter can make attending appointments challenging (Luchenski et al., 2018).
These barriers may appear minor when considered individually; however, their cumulative effect creates significant disadvantages. For individuals experiencing rough sleeping, temporary accommodation, or hostel living, maintaining regular appointments and communication with services may be unrealistic. Therefore, service expectations can unintentionally exclude the very individuals who require support most urgently.
Stigma and Double Stigma
Stigma was another significant barrier identified throughout the literature. Homeless individuals frequently reported feeling judged, dismissed, or discriminated against when interacting with healthcare professionals, reducing trust and willingness to seek future support (Corrigan et al., 2014).
The concept of double stigma is particularly important within this population, as individuals may experience negative attitudes associated with both homelessness and mental illness. Public stigma can reinforce social exclusion by creating assumptions about responsibility, substance misuse, or personal behaviour. Professional stigma may occur when healthcare workers hold negative perceptions that influence interactions, treatment decisions, or assumptions about compliance (Pleace, 2016).
Self-stigma may also develop when individuals internalise negative social messages about homelessness and mental illness, resulting in reduced confidence and delayed help-seeking. These experiences can create a cycle where previous negative encounters reduce trust in services, meaning individuals may only seek support when their condition becomes severe.
Therefore, stigma is not simply an individual emotional response but can become embedded within interactions between homeless adults and healthcare systems. Reducing stigma requires not only changing public attitudes but also ensuring services actively challenge discriminatory practices.
Trauma-Informed Care and Service Engagement
Trauma was also identified as an important factor influencing engagement with mental health services. As discussed previously, many homeless adults have experienced adverse childhood experiences, domestic violence, abuse, and other traumatic events before becoming homeless (Hopper et al., 2010). These experiences may affect relationships with authority figures and contribute to mistrust of statutory services (Sweeney et al., 2016).
Trauma-informed approaches aim to address these barriers by prioritising safety, collaboration, empowerment, and understanding rather than focusing solely on symptoms or diagnosis. However, evidence suggests that some organisations adopt trauma-informed language without fully embedding trauma-informed principles into everyday practice (Sweeney et al., 2016). Genuine trauma-informed care requires more than awareness of trauma. It requires staff training, appropriate supervision, flexible service design, continuity of relationships, safe environments, service-user involvement, and wider organisational culture change. Without these changes, trauma-informed approaches risk becoming a theoretical concept rather than a meaningful improvement in care experiences.
Complex Needs and Integrated Care
The reviewed literature also identified that co-existing mental illness and substance misuse creates additional barriers to accessing appropriate support. Traditional healthcare systems frequently separate addiction treatment and mental health services, requiring individuals to engage with multiple providers simultaneously (Padgett et al., 2016).
This approach does not always reflect the interconnected nature of mental health difficulties and substance misuse among homeless populations. As a result, individuals may experience repeated referrals between services without receiving comprehensive support. Integrated care models have demonstrated potential for improving engagement and recovery by addressing multiple needs within coordinated services. However, such approaches remain inconsistently available across different areas (O'Carroll et al., 2017). This variation contributes to differences in support depending on geographical location.
Examples from the Articles
O'Carroll et al. (2017) identified that homeless adults frequently experienced difficulties accessing healthcare due to fragmented services, rigid appointment systems, and limited continuity of care. A strength of this research is its relevance to UK healthcare services and its focus on individuals experiencing multiple health needs. However, because it focuses on healthcare interactions, it may not fully represent individuals who are completely disengaged from services.
Groundswell (2022) provides further insight into practical barriers by demonstrating that many homeless adults delayed seeking healthcare due to previous negative experiences and uncertainty regarding service access. This highlights that barriers are not only physical but also psychological and relational.
Padgett et al. (2016) provides evidence from Housing First programmes, demonstrating that stable accommodation can improve healthcare engagement by allowing individuals to attend appointments more consistently and develop trusting relationships with professionals. However, improvements in engagement should not automatically be considered equivalent to improvements in diagnosed mental illness, as continued clinical support may still be required.
Together, these studies agree that barriers to mental healthcare are created through interactions between individual circumstances and service structures. However, they differ in focus, with O'Carroll et al. (2017) emphasising healthcare organisation, Groundswell (2022) highlighting lived experiences, and Padgett et al. (2016) examining how structural interventions can improve engagement.



Policy, Urban Areas and Service Provision
Despite increased recognition of these challenges, implementation of supportive policies remains inconsistent. The Homelessness Reduction Act 2017 places greater responsibility on preventing homelessness through earlier intervention, while the NHS Long Term Plan promotes inclusion health approaches for socially excluded groups (NHS England, 2019).
StreetLink provides an example of an intervention designed to improve communication between members of the public, outreach teams, and homeless individuals, supporting earlier accommodation and healthcare intervention (StreetLink, 2023). Similarly, programmes such as Pathway aim to integrate housing and community support within hospital discharge planning to improve continuity of care (Pathway, 2022).
However, availability of these services varies between regions, and differences in funding, workforce capacity, and service coordination continue to influence access (Pleace and Bretherton, 2013). Urban areas often have greater availability of specialist services compared with rural settings, but high demand, increased rough sleeping, hostel populations, temporary accommodation pressures, and long waiting lists can limit effective access. Therefore, geographical location can influence the quality and timeliness of care received.
Implications for Health and Social Care Practice
The findings from this theme demonstrate that improving access to mental health care requires greater flexibility, integration, and responsiveness from services. Multidisciplinary teams, trauma-informed approaches, and outreach models provide potential solutions by recognising homelessness and mental health as interconnected issues rather than separate problems (Tsemberis, 2010; Padgett et al., 2016).
However, long-term improvements require sustained investment in collaboration between healthcare providers, housing organisations, social services, and voluntary sector organisations. Services must move beyond expecting individuals to adapt to existing systems and instead consider how systems can be redesigned to better meet the needs of homeless adults.
Importantly, several studies argue that success should not be measured only through clinical improvement but also through progress in housing stability, social integration, sustained healthcare engagement, and quality of life (Stergiopoulos et al., 2015). This reflects the complexity identified throughout the dissertation and supports person-centred approaches that recognise recovery as a long-term process rather than a single healthcare outcome.
Connections Between Themes
The barriers discussed within this theme are closely connected to Theme 1 which established the prevalence and complexity of mental health conditions among homeless adults, while Theme 2 demonstrated how structural inequalities contribute to these outcomes. Theme 3 highlights how these same inequalities can prevent individuals from accessing the support required for recovery.
Together, the three themes demonstrate that homelessness and mental health are influenced by interconnected clinical, social, and systemic factors. Effective responses therefore require approaches that address not only individual mental health needs but also the wider conditions affecting access, engagement, and recovery.
[bookmark: _Toc235456887]4.6 – Chapter Conclusion  
This chapter has critically discussed the findings from the thematic analysis, emphasising that mental health issues for homeless individuals cannot be viewed through a single perspective but through the complex interaction of individual, social and systemic factors. The literature consistently indicates that the high prevalence of mental health conditions within homeless populations is closely linked to wider structural inequalities, including poverty, housing insecurity, unemployment and social exclusion, which both contribute to and exacerbate psychological distress (Marmot, 2010; World Health Organization, 2018). These multi-faceted challenges are further intensified by barriers within health and social care systems, where fragmented services, stigma and limited accessibility often prevent individuals from receiving effective mental health support in a timely manner (O'Carroll et al., 2017; Gutwinski et al., 2021).
Rather than existing independently, these themes reinforce one another, creating a cycle in which mental illness increases the risk of homelessness while homelessness itself restricts opportunities for recovery (Padgett et al., 2016; Fazel et al., 2008). Together, the conclusions highlight the need for integrated, person-focused approaches that address both clinical needs and the wider social determinants of health. Chapter 5 draws together the overall conclusions, considers the limitations of the evidence and presents recommendations for policy, practice and future research
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[bookmark: _Toc235456889]5.1 – Overall Conclusion  
This dissertation set out to explore the mental health challenges experienced by homeless adults in urban locations and critically investigates the barriers affecting access to high-quality mental health care. Overall, the findings suggest that mental health difficulties among homeless adults are not explained by individual factors alone, but are shaped by the interaction between clinical needs, social circumstances, structural inequalities, and healthcare systems. The evidence indicates that homeless adults experience disproportionately high levels of mental health challenges, while wider factors such as housing insecurity, poverty, social exclusion, and barriers within service provision may contribute to poorer mental health outcomes and reduced access to support.
The research aim has therefore been achieved by providing a critical evaluation of the relationship between homelessness, mental health challenges, and access to care. However, the findings should be interpreted with consideration that the reviewed evidence was drawn from a range of study designs, populations, and geographical settings, including both UK and international research. Although the literature demonstrates strong associations between homelessness, mental health difficulties, and barriers to care, differences in research methods, definitions of homelessness, and healthcare contexts mean that direct causation cannot always be established (Fazel et al., 2008; Gutwinski et al., 2021).
The research objectives have also been addressed by examining the prevalence and complexity of mental health conditions among homeless adults, exploring the influence of structural determinants, evaluating barriers within existing services, and identifying evidence-based recommendations for improving support. The following sections will consider these recommendations alongside the limitations of the dissertation.
[bookmark: _Toc235456890]5.2 – Recommendations  

[bookmark: _Toc235456891]5.2.1 – Recommendation 1: Improve Integration Between Housing, Mental Health and Social Care Services

A significant finding from the literature was that fragmented service provision often requires homeless adults to navigate multiple organisations before receiving appropriate support. Delayed referrals, repeated assessments, inconsistent care and poor continuity frequently occur when mental health teams, primary care and housing services operate independently (O'Carroll et al., 2017). Therefore, improving integration between services should be a priority for future practice and policy development.
Implementation should involve collaboration between key organisations, including Integrated Care Boards, NHS mental-health trusts, local authorities, housing providers, primary care networks and voluntary and community organisations. Through integrated multidisciplinary teams involving social workers, mental health professionals, housing officers and addiction specialists, more coordinated and person-centred care could be provided. Shared care plans, joint assessments and regular multidisciplinary case reviews would reduce duplication and improve communication between services. Current programmes such as Housing First and Pathway provide evidence that integrated models can strengthen engagement and support more sustainable health outcomes (Pathway, 2022; Padgett et al., 2016).
Challenges to integration include funding limitations, organisational differences and competing priorities between healthcare, housing and social care services. Furthermore, inconsistent information-sharing practices and separate referral processes can restrict effective collaboration. Practical approaches such as joint commissioning, information-sharing agreements, shared referral pathways and clearly identified lead professionals could help overcome these barriers (NHS England, 2022). Although implementation would require initial investment, improved coordination has the potential to reduce crisis presentations, emergency admissions and repeated assessments, while improving continuity of care and long-term outcomes.
The effectiveness of integrated approaches should be evaluated through measurable outcomes, including reduced emergency healthcare use, improved referral completion rates, fewer repeated assessments, increased continuity of care, greater service-user satisfaction and improved housing stability. These measures would ensure that integration improves not only service efficiency but also the experiences and outcomes of homeless adults accessing support.
[bookmark: _Toc235456892]5.2.2 – Recommendation 2: Expand Trauma-Informed and Outreach Mental Health Services
The findings indicate that many homeless adults have experienced significant trauma before and during homelessness, contributing to poorer mental health outcomes and reduced engagement with services (Hopper et al., 2010). Additionally, traditional appointment-based services can be unsuitable for individuals experiencing unstable living circumstances, meaning support is often only accessed when difficulties have reached a critical stage (Groundswell, 2022).
Therefore, there should be greater availability of outreach and trauma-informed services designed specifically around the needs of homeless populations. These outreach teams should be multidisciplinary and provide mental health support, psychological assessments and practical assistance directly within community settings, including hostels and temporary accommodation (SAMHSA, 2014). Trauma-informed practice should also be embedded across healthcare, housing and social care services. While mandatory training can improve awareness of trauma and homelessness, effective trauma-informed care requires wider organisational change, including reflective supervision, consistent staff relationships, flexible appointment systems, supportive organisational policies, service-user involvement and regular monitoring of practice. These approaches would help reduce stigma, improve trust and develop stronger therapeutic relationships between professionals and homeless adults (Portman-Thompson, 2020).
A significant challenge to expanding outreach and trauma-informed services is limited funding alongside shortages of specialist workers. Recruiting and retaining experienced mental health practitioners within the NHS remains difficult, particularly in deprived urban settings. Furthermore, outreach work is often time-intensive and requires sustained investment rather than short-term interventions. These challenges could be addressed through tailored workforce development, phased implementation and closer collaboration with voluntary organisations that already provide effective support for homeless adults. Strengthening community-based services could improve early intervention and increase engagement with care (Faculty for Homeless and Inclusion Health, 2018).
The effectiveness of these approaches should be evaluated through outcomes such as earlier engagement with services, reduced missed appointments, improved trust between service users and professionals, and increased engagement with treatment. Monitoring these indicators would help determine whether trauma-informed and outreach models are producing meaningful improvements in both service experiences and mental health outcomes.
[bookmark: _Toc235456893]5.2.3 – Recommendation 3: Strengthen Housing Provision and Early Intervention
The findings demonstrate that housing insecurity is a fundamental factor influencing mental health outcomes among homeless adults. Therefore, greater investment in affordable housing, homelessness prevention strategies, Housing First approaches and earlier identification of individuals at risk of homelessness should be prioritised (Barry et al, 2024).
Responsibility for implementation should be shared across central government, local authorities, housing commissioners, social services, primary care and mental health services. Central government should support long-term investment and policy development, while local authorities and housing commissioners should improve access to suitable accommodation and preventative support. Social services, primary care and mental health services should work collaboratively to identify individuals experiencing early signs of housing instability and provide timely intervention (Baxter et al., 2019).
Housing First approaches provide an important model by offering stable accommodation alongside ongoing support. However, stable housing should not be viewed as directly resolving all mental health conditions. Instead, secure housing can improve safety, routine and engagement with services, creating stronger conditions for mental health recovery and enabling individuals to access appropriate treatment more consistently (National Housing Federation, 2020).
Challenges include limited availability of affordable housing, financial pressures and variation in local provision. Addressing these issues requires sustained commitment and collaboration between housing, health and social care sectors. Earlier intervention and improved housing stability have the potential to reduce repeated crises (OECD, 2020). Despite financial difficulties, the evidence shows that preventative approaches investment in prevention could also reduce strain on temporary accommodation and criminal justice services while most importantly improving quality of life for vulnerable individuals are more cost-effective in the long run compared to treating crises (OECD, 2020).
Concluding Statement
Overall, the literature indicates that improving mental health outcomes among homeless adults in urban areas requires a coordinated response involving housing services, healthcare providers, social care organisations, and wider policy systems. While the available evidence differs in terms of study design, publication date and geographical setting, there is consistent support for approaches that are flexible, integrated, and informed by an understanding of trauma.
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Appendix 1: Source Tracking Table 



	
	Author & Year
	Article Title
	Article Summary
	Keywords / Codes

	Article 1
	Fazel et al. (2008)
	The Prevalence of Mental Disorders Among the Homeless in Western Countries: Systematic Review and Meta-Regression Analysis
	The aim of this study was to investigate the prevalence of mental disorders among homeless populations across Western countries and to compare these rates with those found within the general population. The researchers employed a systematic review and meta-regression methodology, analysing data from 29 studies conducted across several countries. The findings revealed exceptionally high rates of psychotic disorders, major depression, personality disorders, alcohol dependence, and drug dependence among homeless individuals. The study concluded that homelessness is strongly associated with poor mental health outcomes and emphasised the need for integrated housing, healthcare, and social support services. This source is particularly valuable to the current dissertation as it provides evidence of the scale and severity of mental health challenges experienced by homeless populations.
	Mental illness; Homelessness; Depression; Substance misuse; Psychosis; Public health


	CRAAP Notes
	· Current: Published in 2008 but remains one of the most cited studies in homelessness and mental health research.
· Relevant: Directly relevant to understanding prevalence of mental health conditions among homeless populations.
· Authority: Published in a high-quality peer-reviewed medical journal.
· Accuracy: Based on systematic review methods and meta-analysis.
· Purpose: To provide evidence on prevalence rates and inform policy and practice.

	CRAAP Score
4/5

	Article 2
	Marmot (2010)
	Fair Society, Healthy Lives: The Marmot Review
	The aim of the Marmot Review was to examine health inequalities across England and identify the social factors that influence health outcomes. The report utilised a large-scale evidence review, drawing on national statistics, public health data, policy documents, and existing research literature. Findings demonstrated that individuals living in disadvantaged circumstances experience significantly poorer physical and mental health outcomes than more affluent groups. Housing insecurity, poverty, unemployment, and social exclusion were identified as major contributors to health inequalities. The report argues that effective public health interventions must address these wider determinants rather than focusing solely on individual behaviours. This source provides an important theoretical framework for understanding how homelessness contributes to mental health inequalities and supports the broader rationale underpinning this dissertation.
	Health inequalities; Social determinants; Housing; Poverty; Mental health


	CRAAP Notes
	· Current: Although published in 2010, remains highly influential in public health policy.
· Relevant: Provides a theoretical foundation for understanding homelessness and mental health.
· Authority: Commissioned by the UK Government and authored by a leading public health expert.
· Accuracy: Evidence-based review drawing on extensive research.
· Purpose: To inform policy and reduce health inequalities.

	CRAAP Score
4/5

	Article 3
	Hopper et al. (2010)
	Shelter from the Storm: Trauma-Informed Care in Homelessness Services Settings
	The purpose of this article was to explore how trauma-informed care can be applied within homelessness services to improve engagement and outcomes for service users. The authors conducted a conceptual and practice-based review of existing evidence surrounding trauma, homelessness, and service delivery. The article found that many individuals experiencing homelessness have experienced significant trauma throughout their lives, including abuse, neglect, violence, and adverse childhood experiences. The authors argue that traditional service models may unintentionally retraumatise individuals and therefore recommend approaches based on safety, trust, collaboration, empowerment, and choice. The study has been highly influential in informing homelessness services internationally and is relevant to this dissertation because it helps explain barriers to care and service engagement among homeless individuals with mental health difficulties.
	
Trauma; Trauma-informed care; Service provision; Homelessness; Mental health

	CRAAP Notes
	· Current: Published in 2010 but remains foundational within trauma-informed practice.
· Relevant: Directly relevant to service delivery for homeless populations.
· Authority: Written by recognised experts in trauma-informed care.
· Accuracy: Draws on extensive practice and research evidence.
· Purpose: To improve service provision and outcomes.

	CRAAP Score
4/5

	
Article 4

	Tsemberis (2010)
	Housing First: The Pathways Model to End Homelessness for People with Mental Illness and Addiction
	The aim of this source was to present and evaluate the Housing First model developed through the Pathways to Housing programme in New York. The author draws upon programme evaluations, longitudinal studies, and practical case examples involving homeless individuals with severe mental illness and substance misuse issues. The findings demonstrated that providing immediate access to permanent housing, without requiring treatment compliance or sobriety beforehand, resulted in improved housing retention, increased service engagement, and enhanced wellbeing. The book argues that stable housing should be viewed as a basic human right and as the foundation for recovery. This source is highly relevant to the dissertation as it provides evidence for one of the most influential interventions used internationally to address homelessness and mental health challenges.
	Housing First; Mental illness; Addiction; Housing stability; Recovery


	CRAAP Notes
	· Current: Widely cited and still influential in homelessness policy.
· Relevant: Directly linked to interventions discussed in the dissertation.
· Authority: Authored by the creator of the Housing First model.
· Accuracy: Based on programme evaluation and longitudinal evidence.
· Purpose: To promote evidence-based homelessness intervention

	CRAAP Score
4/5

	
Article 5

	Fitzpatrick et al. (2019)
	The Homelessness Monitor: England 2019
	The aim of this report was to examine the nature and extent of homelessness in England and to assess how policy, economic conditions, and welfare reforms have influenced homelessness trends. The authors employed a mixed-methods approach, drawing upon national homelessness statistics, government datasets, policy analysis, and interviews with key stakeholders including local authorities, housing providers, and homelessness organisations. The findings revealed continued increases in homelessness, particularly rough sleeping and the use of temporary accommodation, which were linked to factors such as housing affordability pressures, welfare reforms, and reductions in social housing availability. The report also highlighted concerns regarding the capacity of local services to respond effectively to growing demand. The authors concluded that homelessness is driven largely by structural and systemic factors rather than individual circumstances alone. This source is particularly valuable to the dissertation because it provides contemporary UK evidence on the causes of homelessness and demonstrates how wider social and economic policies can influence both housing instability and mental health outcomes.
	England; Housing policy; Welfare reform; Homelessness trends


	CRAAP Notes
	· Current:  Recent and highly relevant to current UK policy.
· Relevance: Provides contemporary evidence on homelessness in England.
· Authority: Produced by established homelessness researchers.
· Accuracy: Based on national datasets and policy analysis.
· Purpose: To inform policymakers and practitioners.
	CRAAP Score
5/5

	Article 6
	Public Health England (2020)
	Inclusion Health: Applying All Our Health
	The aim of this report was to improve healthcare provision for socially excluded groups, including homeless individuals, by providing evidence-based guidance for health professionals. The report draws upon public health research, government data, and policy analysis to identify common barriers to healthcare access. Key findings suggest that homeless individuals experience poorer physical and mental health outcomes, higher mortality rates, and greater difficulty accessing services compared to the general population. The report recommends integrated care pathways, early intervention strategies, and person-centred approaches to improve outcomes. This source is highly relevant as it directly addresses health inequalities and barriers to care, which are central themes within this dissertation.
	
Inclusion health; Health inequalities; Service access; Public health

	CRAAP Notes
	· Current: Published recently.
· Relevance: Focuses specifically on vulnerable populations including homeless individuals.
· Authority: Produced by a UK government public health body.
· Accuracy: Evidence-based guidance supported by research.
· Purpose: To improve professional practice.
	CRAAP Score
5/5

	Article 7
	O'Carroll et al. (2017)
	Health and Wellbeing Needs of Homeless People in the UK
	The aim of this study was to explore the health and wellbeing needs of homeless individuals in the United Kingdom and identify barriers preventing access to healthcare services. The researchers conducted a review of existing literature and evidence relating to homelessness and health inequalities. Findings indicated that homeless populations experience significantly higher levels of mental illness, chronic health conditions, substance misuse, and premature mortality. Common barriers to care included stigma, fragmented services, lack of continuity of care, and difficulties registering with healthcare providers. The study concludes that more flexible and integrated healthcare services are needed. This source is valuable because it directly supports the dissertation’s focus on barriers to mental health care among homeless adults.
	Healthcare access; Mental health; Barriers to care; Homelessness


	CRAAP Notes 
	· Current: Relatively recent and still applicable.
· Relevant: Directly examines barriers to healthcare access.
· Authority: Published within a peer-reviewed healthcare journal.
· Accuracy: Uses established research methods.
· Purpose: To improve understanding of service access issues.

	CRAAP Score
4/5

	Article 8
	Pleace et al. (2015)
	The Finnish Homelessness Strategy: An International Review
	The aim of this report was to evaluate Finland’s national homelessness strategy and examine the effectiveness of its Housing First approach. The authors used policy analysis, national homelessness data, and programme evaluations to assess outcomes over time. Findings demonstrated substantial reductions in long-term and chronic homelessness following the implementation of Housing First policies. The report attributes this success to sustained government investment, strong interagency collaboration, and a focus on permanent housing combined with ongoing support services. However, the authors note that implementation requires significant resources and political commitment. This source is particularly relevant to the dissertation’s international context section and provides evidence of successful policy interventions.
	Finland; Housing First; International policy; Housing stability

	CRAAP Notes 
	· Current: Relevant and widely cited in homelessness literature.
· Relevant: Supports international comparisons within the dissertation.
· Authority: Conducted by respected homelessness researchers.
· Accuracy: Based on policy evaluation and national data.
· Purpose: To assess effectiveness of homelessness interventions.
· 
	CRAAP Score
4/5

	Article 9 
	Stergiopoulos et al. (2015)
	Effectiveness of Housing First with Intensive Case Management in an Ethnically Diverse Sample of Homeless Adults
	The purpose of this study was to evaluate the effectiveness of the At Home/Chez Soi Housing First programme in Canada among homeless adults with mental health difficulties. The researchers employed a quantitative research design, collecting outcome data relating to housing stability, quality of life, mental health, and social functioning. The findings showed that participants receiving Housing First and intensive case management experienced significantly better housing outcomes and improvements in overall wellbeing compared to those receiving traditional services. The study concluded that housing-led interventions can effectively support individuals with complex needs. This source provides strong empirical evidence supporting integrated approaches to homelessness and mental health care.
	
Canada; Housing First; Case management; Mental health; Quality of life


	CRAAP Notes
	· Current: Recent enough for contemporary policy discussion.
· Relevance: Supports discussion of international interventions.
· Authority: Peer-reviewed academic research.
· Accuracy: Uses rigorous evaluation methods.
· Purpose: To evaluate programme effectiveness.

	CRAAP Score
4/5

	Article 10 
	World Health Organization (2018)
	Housing and Health Guidelines
	The aim of the World Health Organization’s Housing and Health Guidelines was to examine the relationship between housing conditions and health outcomes and provide evidence-based recommendations for policymakers. The report synthesised findings from international research studies, systematic reviews, and public health evidence. The findings demonstrated that inadequate housing and homelessness are associated with poorer physical health, increased psychological distress, and reduced quality of life. The report recommends improving access to safe, secure, and affordable housing as a key strategy for reducing health inequalities. This source is highly relevant because it provides an international public health perspective on the importance of housing as a determinant of mental health and wellbeing.
	WHO; Housing; Mental health; Public health; Health inequalities


	CRAAP Notes 
	· Current: Current and relevant
· Relevant: Provides international context and policy recommendations.
· Authority: Produced by the World Health Organization.
· Accuracy: Based on extensive global evidence reviews.
· Purpose: To guide health and housing policy development.

	CRAAP Score
5/5
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