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Introduction

This discussion paper supports a mutual learning event for Member States organised as part of the activities of
the European Platform on Combatting Homelessness. The paper complements earlier papers on homelessness
strategies (O’Sullivan, 2022) and prevention (Mackie, 2022). The paper looks at health, care and support needs
among people experiencing homelessness (PEH), at barriers to services and at evidence on effective health and
social services for PEH. The paper concludes with some key questions around the roles of health and social
services in combating homelessness in Europe.

Health, care and support needs among people
experiencing homelessness

Research published throughout the EU and comparable countries repeatedly describes people experiencing
homelessness (PEH) as having multiple and complex needs from both a health and social perspective.

For example, research identifies an extremely high prevalence among PEH of mental illness, limiting illness,
disability and high rates of bloodborne (Hepatitis, HIV) and respiratory (tuberculosis) infection which cause
them to die, on average, decades younger than general population (e.g. Aldridge et al. 2018 and 2018a; Beijer
et al. 2012; Wolf et al. 2016). Studies also highlight high rates of autism (Churchard et al. 2019) attention deficit
hyperactivity disorder, learning difficulties and other forms of cognitive impairment (Stone et al. 2019) and
brain injury (Gilchrist and Morrison, 2005).

Very high rates of problematic drug and alcohol use (addiction) are frequently reported, particularly illegal drug
use that is present alongside mental health problems and one or more physical health problems! (Greenwood et
al. 2020; Bowen et al. 2019; Fond et al. 2020). There is particularly strong evidence of a ‘mutually reinforcing’
relationship between long-term and repeated homelessness and addiction, mental illness and limiting illness
and disability (Kemp et al. 2006; 0’Sullivan, 2022).

At the same time, some research has been criticised as ‘medicalising’ homelessness at the individual level,
when there are many other factors involved in the causation and experience of homelessness, and in preventing
and reducing it (Craig and Timms, 1992; Lyon Callo, 2000; O’Sullivan et al, 2020). Some groups of EU citizens
with multiple and complex needs, including young people leaving child protection services, people leaving
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prison (particularly those experiencing repeated short-term prison sentences), long stay hospitals and other
institutions, appear to be at heightened risk of homelessness. People at heightened risk of homelessness in
Europe can also include those who identify as LGBTQI+, some cultural and ethnic minorities and other groups
experiencing stigmatisation and prejudice(Mackie, 2022). Women’s homelessness is often closely associated
with experiences of domestic abuse (Bretherton and Mayock, 2021).

However, in many EU Member States overall homelessness is more clearly associated with poverty than with
multiple and complex needs (0’Sullivan, 2022), a pattern also seen in comparable countries (Bramley and
Fitzpatrick, 2018; Colburn and Aldern, 2022; O’Flaherty, 2010; Johnson et al. 2019; Lohman, 2021; O’Sullivan,
2020). There is broad evidence that homelessness reflects the nature and extent of social protection systems.
Where social protection is extensive, as in Member States like Denmark and Finland, small groups of PEH with
multiple and complex needs are present, with little homelessness being triggered by poverty. Where social
protection systems are less extensive, homelessness is more commonly associated with poverty and people
with multiple and complex needs, whose homelessness tends to be sustained or recurrent are only a minority
of PEH (Fitzpatrick and Stephens, 2014; Allen et al. 2020; O’Sullivan, 2022).

Research on prevalence of disease among PEH has often tended to focus on people sleeping rough and living
in shelters and to be conducted over short periods of time. People with multiple and complex needs are also
the long-term and repeatedly homeless population, so whenever health research is conducted among people
living on the street or in emergency shelters, they are the people who are most likely to be there (Culhane and
Kuhn, 1998; O’Sullivan et al. 2020; O’Sullivan, 2022). In essence, a lot of European and other health research
has often oversampled PEH with multiple and complex needs.

This is important, as there are many other PEH in EU Member States who have different sorts of treatment and
support needs. Women, children, people who identify as LGBTQI+ and migrant populations who are homeless
are less likely to be present among people sleeping rough and in shelters and more likely to be experiencing
hidden homelessness. Hidden homelessness means that someone is living precariously with friends, relatives
or acquaintances because they have nowhere else to go, they have no housing rights, no control over their
own living space and can be in unsafe or abusive situations (Pleace and Hermans, 2020). There is evidence
that lone women in situations of hidden homelessness can have multiple and complex needs, often associated
with the trauma of domestic abuse and ongoing abuse, while other groups experiencing hidden homelessness,
like young people and LGBTQI+ can also be highly vulnerable (Bretherton 2017; Bretherton and Mayock, 2021,
Shelton and Bond, 2017; McCarthy and Parr, 2022). Children experiencing homelessness, often in various forms
of temporary accommodation across Europe, particularly in Member States like France and Ireland, can face
multiple barriers to health and social services (Grant et al. 2007; Rosenthal et al. 2020).
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The need for specialised health and social services

PEH often expect to be rejected by health and social services. Sometimes there is experience of negative,
judgemental behaviour by health and social services, but the expectation that this will be encountered means
PEH never get as far as opening the door to services (Pleace and Quilgars, 1996; Lester and Bradley, 2001;
Canavan et al. 2012; Ha et al. 2015; Cernadas and Fernandez, 2021). These attitudinal barriers, ‘I won'’t try to
get help, because | will be refused because | am homeless’, have been associated with late presentation, i.e.
someone only seeking help when pain or other symptoms become unbearable (Lewer et al. 2019), which may
mean that treatment might be less effective than if they had sought help earlier.

Health and social services often require a settled address within their administrative boundaries. People in
situations of hidden homelessness, or who are being moved between temporary accommodation lack the
‘settled’ address these systems expect, as of course, does anyone in a shelter or living rough (Baptista et
al. 2015). Migrants experiencing homelessness may struggle with dealing with bureaucratic systems using
different logic, different assumptions and a different language, or if they are undocumented, they will often be
prohibited from using some of these services (Mostowska, 2014).

Mainstream health and social services can refuse to engage with someone, on the basis they are seen as a
potential risk and sometimes popular images, associating PEH with addiction and severe mental illness, will
be enough to block access to services (Pleace and Bretherton, 2020). There is longstanding evidence of a need
for specialist combined mental health and addiction services for people experiencing long-term and recurrent
homelessness, as mainstream versions of these services can still sometimes operate separately from one
another (Pleace and Quilgars, 1996; Canavan et al. 2012).

It is important to note that PEH may be dealing with administrative staff who follow set protocols, who cannot
necessarily be flexible, and who may not have much training or information to work with. On the other hand,
there may be systems in place specifically to allow for PEH, or one worker will interpret service protocols more
liberally than another, meaning that being recognised as in need and getting treatment, care and support can
sometimes be a matter of luck (Bretherton et al. 2013).

Maintaining continuity of treatment and support can be challenging for PEH. The lack of stability is important here:

Unwanted moves while homeless may cause disruption in ongoing treatment cause it cease altogether,
e.g. diabetes may be neglected, or a treatment course for a tuberculosis or hepatitis infection may not
be completed, or it might be difficult to maintain access to prescription drugs and therapy for a mental
health problem.

Instability from lacking a settled home may disrupt routine contact with medical services, including
routine screening, making it more likely that warning signs of potentially serious conditions are missed.

Unmet treatment and support needs may be an issue in themselves, e.g. in making it less likely that
someone can reliably attend medical appointments, such as unmet needs for support with addiction or
severe mental illness.

Instability in accommodation, particularly when PEH are having to move around frequently (or are moved
around by homelessness and other services) may cut access to health and social services because even a move
of a few kilometres takes someone into another administrative area, or somewhere where they cannot afford
transport costs (Pleace and Bretherton, 2020). The original Housing First model developed in New York by Sam
Tsemberis. was in fact designed for PEH with severe mental illness who were not consistently able to access
treatment and support because of their residential instability (Tsemberis et al. 2004).

These issues are also a management concern for health and social services. To use British NHS terminology,
there is international evidence of a ‘frequent flyer’ population who are long-term and recurrently homeless, have
complex needs, and who make very frequent use of emergency health and social services (Pleace and Culhane,
2016; Pleace and Bretherton, 2020). In the US, this pattern is sometimes referred to as the ‘million dollar
Murray’ phenomenon (Gladwell, 2006), originally referring to long-term homeless individual, who eventually
died on the street, after making repeated use of emergency health, addiction, mental health services and high
frequency contact with criminal justice services, none of which resolved their homelessness. This is the key
point around experience of ‘frequent flyer’ and ‘million dollar Murray’ patterns in health and social service use:
homelessness associated with complex needs persists, despite frequent emergency service use, so both the
human and financial costs are high (Pleace and Culhane, 2016; Reilly et al. 2020; Lewer et al. 2019).
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The evidence on health and social services

Health services

There is no standard approach to meeting health, care and support needs among PEH. Some of the more
common models can be summarised as follows:

Information and help points, case management services and shared assessment and referral systems
that are designed to enhance access to mainstream health and social services for PEH (Cream et al.
2020).

Specialist addiction and mental health services for PEH. This includes services that can support and treat
people presenting with both severe mental illness and addiction. These services may be mobile, using an
outreach approach, be part of, or visit homelessness services, or have their own clinic and other facilities
at a fixed site. Services can also include supervised consumption interventions, i.e. safe injecting sites/
drug consumption rooms, but these are neither widespread in Europe nor necessarily culturally, ethically
and politically accepted (Pleace, 2008; Pleace and Lloyd, 2020; Pottie et al. 2020; Magwood et al. 2020).

Specialist homelessness medical services that offer can offer different mixes of primary care, e.g. general
practice (family) doctors, nurses and sometimes other services like dentistry, podiatry, occupational
therapy and social work. Again, these can be delivered in several ways: as fixed site services, within
existing homelessness services (particularly daycentres?) and/or, in various forms, as outreach services
including ‘street medicine’ models. These services include ‘hub’ and ‘one-stop’ services which offer
interdisciplinary teams from whom PEH can receive a single, multi-agency (health, social services and
other services) assessment and a coordinated response to their needs(Kertesz et al. 2021; Jego et al.
2019; Schiffler et al. 2023; Roche et al. 2018).

Hospital discharge services for PEH. These services are designed to produce better treatment outcomes
from hospital stays by PEH and to prevent unnecessary readmission. There are examples of specially
designed services such as the Pathway model (see below) and use of critical time intervention (CTI) and
also Housing First to support effective hospital discharge for PEH (Cornes et al. 2021; Luchenski et al.
2018; Blackburn et al. 2017; Tinland et al. 2020; Tomita and Herman, 2012; Buchanan et al. 2006).

Incorporation of medical treatment models into homelessness services. This includes use of psychologically
informed environment (PIE), trauma informed care (TIC) and reflective practice which are designed to
understand the emotional and psychological needs of PEH and the trauma they may have experienced
(Homeless Link, 2017a and 2017b). Harm reduction, which is used in some EU Member States more
than others, is an approach aims to reduce harm and work towards reducing use, rather than seeking to
compel detoxification and/or abstinence (Rosenheck, 2010). Harm reduction is at the core of the Housing
First, which in the highest fidelity forms has its own teams of mental health practitioners, social workers,
addiction specialists and clinicians (Tinland et al. 2020; Tsemberis et al. 2014).

Research on effective health services for PEH is most commonly focused on people with multiple and complex
needs. Studies have been conducted in many EU Member States, although it is notable that there are large
numbers of studies from North America and from the UK (O’Sullivan et al. 2020).

The evidence base is weaker on effective health services for women experiencing homelessness (Bretherton
and Mayock, 2021), with evidence gaps around effective responses to the trauma of domestic abuse, the high
incidence of separation from children among lone homeless women and reproductive health, including access
to contraception and experience of ‘period poverty’ (Poncet et al. 2019; Vora, 2020). Services for homeless
children and families have also received some attention (Rosenthal et al. 2020), although quite of lot the
evidence around homeless children’s access to healthcare appears to be older research (Lissauer et al. 1993)
and there are some evidence gaps.

Access to health services including dentistry (Paisi et al. 2019) and chiropody (podiatry) for PEH appears to
often be poor (To et al. 2016). It is important to note that studies looking at service needs in areas like dentistry
and chiropody tend to only look at barriers for people experiencing long-term and recurrent homelessness. The

2 Daycentres offer food, support, activities (sometimes including education, training and support with labour market activation) and other
services during daylight hours. They do not provide accommodation for PEH.
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field of effective palliative (end of life) care for PEH is still in development, although more work has started to
be done in this field, focusing on building better services (Armstrong et al. 2021).

There is a longstanding debate about how much specialist health service provision there should be for PEH.
This centres on the degree to which that specialist provision should operate as a conduit to mainstream health
services and the degree to which mainstream health services should be expected to modify themselves to
become more accessible to PEH (Pleace and Quilgars, 1996).

Specialist homelessness services need a critical mass, i.e. there have to be enough PEH to make expenditure
make sense, which means there is a marked tendency for specialist homelessness health services to be only be
present in urban areas in EU Member States and comparable countries (Cream et al. 2020). Arguments have
also been made that specialist services, if they do not quickly connect PEH with mainstream health services, risk
prolonging the stigma and possibly experience of homelessness, although there is no hard evidence to support
this assertion.

There are logistical limits in public health policy which means that building an entirely separate system of
healthcare for PEH is unlikely to be practical in any EU Member State. A key point here is that treatment needs
can - and will - exceed those that can be met by a specialist medical service, or a homelessness service with
extensive, integrated medical support® - can effectively treat and support (Aubry et al. 2020). At least some of
time, specialist medical services for PEH will still need to be able to coordinate with mainstream health services,
if they are going to provide effective treatment.

Street medicine and outreach, alongside other low threshold specialist medical services for PEH, can provide
a quick and accessible route to medical care, which might otherwise not be available. However, if someone’s
particular treatment needs cannot be effectively managed while living rough or in an emergency shelter, or
simply need treatments that a street medicine/outreach service cannot provide, ensuring that strong connection
to mainstream health and social services becomes vital (Enich et al. 2022). Equally, street medicine services can
function in ways that parallel outreach homelessness services (or form part of such outreach services) enabling
rapid, low-threshold, access to treatment and support through effective coordination with other health, social
and homelessness services that PEH need (Kopanitsa et al. 2023).

Conversely, there are also limits to what mainstream public health services can do for some PEH. Homelessness
constitutes only a tiny amount of overall patient need in EU Member States. The main pressures come from
a rapidly ageing European population. There are limits around how much public health money can be spent
on adapting mainstream health services to work as effectively as possible with PEH because of all the other
demands public health systems face.

As noted, there can also be considerable inconsistency in how specialist health services and systems for PEH
are designed and how they operate. There is no standard European model of health services for PEH and, just
as is the case for European homelessness services (Pleace et al. 2018), there can be a lot of variation both
across and within EU Member States. Services can range from extremely well resourced, highly connected
interdisciplinary teams, to someone volunteering their time to run an informal surgery out of the back of their
car. A recent European evidence review found all sorts of differences in the nature and extent of addiction
services for PEH (Pleace and Lloyd, 2020). This is also true across comparable countries. Another evidence
review on street medicine services found a lot of differences, both in terms of what sorts of treatment street
medicine services provided and in how they operated (Enich et al. 2022).

An overview of social services

For the purposes of this discussion paper, social services are being defined as social work, which provide case
management and the provision of social/personal care, e.g. help with eating, bathing or dressing, including in
nursing homes or residential settings, but as not including any form of medical treatment or as encompassing
welfare systems.

Social work concerns with homelessness centre on how social workers can most effectively support vulnerable
people who are homeless or at risk of becoming homeless. The intersectional nature of homelessness is
emphasised, i.e. social workers are told to recognise and respond to both individual needs, characteristics,
experiences and choices, while also being aware of how systemic disadvantage, such as experiencing

3 i.e. Assertive Community Treatment (ACT) models of Housing First and equivalents in other forms of homelessness service.
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stigmatisation or being socioeconomically marginalised, might be contributing to someone’s homelessness
(Zufferey, 2016; Sen et al. 2022).

Existing research and best practice tends to recommend that social workers use holistic case management
when seeking to prevent and to end homelessness. Case management does not exist in a single form across
or within EU Member States, but the approach involves practical assistance, emotional support and connecting
and facilitating use of other services and support. So for example, a social worker supporting someone with
mental health problems who is homeless, might work on their behalf to secure access to mental health services,
support their use of those services (perhaps coming with them to appointments, at least initially) and might
also work with private or social rented landlords to try to find them suitable housing. Effective practice in
social work is often centred on how social workers should react to homelessness, rather than being focused on
developing specialist social work services or systems that are exclusively for people experiencing homelessness
(Gerull, 2023 and 2021). There have been calls to enhance social work training in relation to homelessness
outside Europe (Watson et al. 2021).

Guidance for social workers and social services can be described as covering the following areas (Gerull, 2023;
Sen et al. 2022; OECD, 2015):

How social workers employed by social services and by other agencies can most effectively support
PEH, again with the emphasis on case management which tries to fully recognise all the dimensions
of homelessness.

The roles of social workers within specialist homelessness services using interdisciplinary teams, i.e. joint
teams that also involve health professionals.

The roles of social workers within homelessness service that employ qualified social workers.

In some EU Member States, mainstream social services are the main form of support available to PEH who
have support and treatment needs. For example, in Slovenia, PEH with treatment and support needs can get
assistance from publicly funded Centres for Social Work, which cover the whole population, as well as PEH
(Pleace et al. 2018). Guidance and research often assumes social workers are in this sort of position, i.e.
employed by mainstream social services to support and case manage vulnerable individuals and households,
some of whom may be homeless or at risk of homelessness.

Specialist health services, including street medicine services, fixed-site services and projects designed to
support PEH with addiction and mental illness, can have a mix of clinical and social work staff. Sometimes social
work staff on these teams might have had additional bespoke training, around understanding homelessness
itself and the kinds of need that PEH can have (Gerull, 2023).

Homelessness services that employ trained social workers, including some models of linear residential treatment/
staircase services and Housing First are sometimes identified as a form of specially targeted ‘social service’ for
PEH, essentially because they employ social workers (OECD, 2015). Germany is one example of an EU Member
State where some homelessness services routinely employ trained social workers (Pleace et al, 2018).

Evidence on effective social work practice with PEH is less extensive than is the case for health services
(Gerull, 2023). There are some unanswered questions around the wider role of social services in preventing and
reducing homelessness in Europe. One question surrounds the use of fixed-site social services, i.e. residential
care and nursing facilities, e.g. for people who become frail in later life, if they reach a point where they cannot
live independently or be effectively cared for in ordinary housing. There are a few examples of residential care
facilities for PEH, such as the Danish Skaeve Huse model, a form of small, sheltered congregate housing for
formerly homeless people with high support needs (Allen et al. 2020). While the evidence base is very limited,
some research suggests that frail older people with experience of homelessness face barriers to mainstream
residential and nursing care services (Crane and Warnes, 2007). Another question surrounds the role of
occupational therapy (which can be provided by health and by social services), which can enable people with
limiting illness or disability to undertake more activities and enhance quality of life. There is some evidence of
occupational therapy making positive changes in the lives of PEH, but more research is needed (Thomas et al.
2011; Marshall et al. 2021).

6
Social and healthcare services for homeless people: A Discussion Paper
European Platform on Combatting Homelessness



Effective practice

There is longstanding evidence that health and social services, operating in isolation, cannot always meet the
needs of PEH. Again, this is because as soon as homelessness means that treatment, care and support cannot
be effectively administered, or as soon as someone’s needs exceed what a specialist health team or integrated
health and social work team can provide, there will not be a good outcome. Alongside this, homelessness
presents a number of ongoing risks to health and wellbeing, from exposure to constant stress, trauma that led
to homelessness being ongoing (e.g. domestic abusers following a woman who has become homeless), poor diet,
poor living conditions and, if someone is living rough, exposure to the elements. Importantly, there is evidence
that addiction, mental illness, infection, limiting illness and disability increase among people who experience
long-term and repeated homelessness (Culhane et al. 2013) and evidence that some long-term homeless
populations are ageing rapidly, i.e. they are starting to — also - need the health care and social services needed
by people in later life (Culhane et al. 2019; Crane and Warnes, 2007).

The COVID-19 pandemic was an unfortunate illustration of these twin challenges. It was impossible to manage
the risks of mass infection among people living rough and in shared-air (communal) emergency shelters, unless
they were accommodated in hotels or shelters were rearranged. There was also an imperative to accommodate
many people experiencing these forms of homelessness in situations where they could self-isolate, because
they had many underlying/secondary health conditions that meant serious infection and death from COVID-19
was much more likely than among the general population (Parsell et al. 2022; Pleace et al. 2021; Neale et al.
2021). As one clinician working with PEH once put it, ‘you cannot effectively treat someone who is living in a
cardboard box’ (Pleace and Quilgars, 1996).

Health researchers and clinicians initially reacted to these challenges by suggesting the use of respite or
intermediate care centres, essentially a mixture of hospital ward and recuperation centre where PEH could stay
until treatment was complete, with experiments being conducted in the management of tuberculosis and short-
stay residential detoxification services. The effectiveness of some of these services, for example short-stay
residential detoxification, was very limited (Pleace, 2008).

Health services and social work practice have increasingly adopted holistic models of treatment and care, an
approach to health and social services care that is framed by the idea of treating ‘the causes of the causes’.
This stems from the strong evidence of a social gradient in health, which means the lower the socioeconomic
position of an individual, the worse their health is (Marmot, 2018). When this sort of clinical perspective is
adopted across medicine and health care more generally, addressing homelessness itself becomes a crucial
part of treatment and support for PEH (Clark et al. 2022; Luchenski et al. 2018; Blackburn et al. 2017).

In practical terms, this has meant health services creating interdisciplinary teams designed to address needs
for treatment, care, support and housing among PEH (Clark et al. 2022). These approaches have also become
increasingly characterised by patient involvement and patient centred care, i.e. treatment and support plans
are a collaboration between PEH and these services, as there is evidence that this sort of co-productive working
leads to better outcomes (Finlayson et al. 2016).*

An example of this sort of approach is the integrated care hospital discharge service called the Pathway
approach, which began in London and now operates more widely in the UK.> Pathway services are based in
hospitals and they are designed to provide an interdisciplinary package of support when PEH are admitted
to hospital, centred on ensuring that when they leave hospital, they will continue to have access to all the
treatment, support and housing that they need. The teams are led by specialist general practitioners (doctors)
and nursing staff, and work towards ensuring PEH who are hospital patients can access the accommodation,
care and support they need to recover and have a better life ‘pathway’ following their stay in hospital. Some
larger Pathway teams also include occupational therapists, social workers, mental health clinicians, ‘care
navigators’ who are case managers with their own lived experience of homelessness and housing specialists.
The evidence base for this relatively new model appears to be strong (Cornes et al. 2021) and, in the UK,
the National Institute for Health and Care Excellence (NICE), which makes recommendations to public health
services based on systematic evidence reviews, has issued guidance on Integrated health and social care for
people experiencing homelessness®.

4 See also: https://groundswell.org.uk/healthnow/
5 https://www.pathway.org.uk
6 https://www.nice.org.uk/guidance/ng214 Please note that the UK has developed a habit of referring to social services as ‘social care’.
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The wider global evidence base on these sorts of hospital-based integrated care for PEH has recently been
described as underdeveloped (Luchenski et al. 2022). However, other health research has also started to
explore these more holistic approaches, tracking the clinical effects of providing housing as well as treatment
and support to PEH and finding, perhaps rather unsurprisingly, that better treatment and support outcomes
occur (Onapa et al. 2022; Stone et al. 2019).

The very strong parallels between these sorts of health-led integrated care approaches and the operational
logic and the longstanding practices seen in Housing First and Critical Time Intervention (CTI) are obvious. Like
these services, very high-fidelity ACT/ICM Housing First services also employ multidisciplinary teams, including
clinicians and social workers, as seen in French Housing First (Tinland et al. 2020; Fond et al. 2020) or in Danish
Housing First, the Danes having also experimented with the time-limited, but similar CTI model (Allen et al.
2020). The same emphasis on working with PEH within a co-productive framework is also at the heart of case-
management only models of Housing First, which work through coordination with health and social services,
across many EU Member States.”

7 https://housingfirsteurope.eu
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Preventing and ending homelessness

Mainstream Public Health Services

Integrated care hospital discharge services
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Mainstream Social Services

The figure draws on the first two discussion papers in this series. O’Sullivan (2022) uses a conceptual
framework that argues that homelessness is a dynamic process, a ‘moving target’ through distinct stages,
which provide different opportunities and challenges in building effective integrated strategies to prevent and
end homelessness in Europe (see also Lee et al. 2021 and Fitzpatrick et al. 2021). O’Sullivan argues that the
goals of policy should be to prevent entries into homelessness and repeated experiences of homelessness and
to minimise the duration of homelessness when it occurs by enabling rapid exits (O’Sullivan, 2022). Mackie’s
discussion paper looks at effective homelessness prevention (Mackie, 2022). Building on his work with Fitzpatrick
et al. (2021) he identifies five levels of prevention: universal prevention (the general safety nets and systems
that protect EU citizens from homelessness), upstream prevention (stopping homelessness from occurring
among groups who are known to be at higher risk), crisis prevention (stopping evictions), emergency prevention
(stopping immediate risks, including of sleeping rough) and repeat prevention (breaking cycles of long-term and
repeated homelessness associated with multiple and complex needs) (Mackie, 2022).

Mainstream public health and social services, which, while they differ in their extent, are available to all EU
citizens, have roles in prevention, minimising duration and enabling exits. An important part of this role is
universal prevention and, within resource and other constraints, ensuring accessibility to people at risk of
homelessness. When PEH have a need for medical and social services, those needs will sometimes be beyond
what a specialist health/interdisciplinary team can provide, which means strong and reliable integration with
mainstream services will be necessary, i.e. specialist health and social services ultimately depend on mainstream
services to ensure their overall effectiveness. Both integrated care models developed within hospitals, such as
Pathway® and specialist homelessness services working with PEH, including those working with people with
multiple and complex needs like Housing First, are again heavily reliant on networking and integration with
mainstream health and social services in order to function well.

Outreach services have a potentially important role in homelessness prevention if they can be called upon when
someone is at risk of eviction because of unmet treatment and support needs. Street medicine/outreach can

8 https://www.pathway.org.uk
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also play a useful role when people living rough or in shelters are long-term or recurrently homeless in ways
that are associated with unmet treatment and support needs.

Specialist health, mental health/addiction and interdisciplinary health and social services teams can play
multiple roles in addressing homelessness across EU Member States. If these services can be integrated into
preventative strategy, they can help manage the heightened risks of some groups experiencing homelessness,
i.e. be used as part of upstream prevention. If a young person is leaving care, or an ex-offender with mental
health problems is leaving prison, these services could provide health and social care that will lessen their risk
of homelessness. Finland what is sometimes described as following a housing ‘social work’ approach as part of
its policies for preventing homelessness which adopts some of this logic (Allen et al. 2020). Equally, if PEH have
existing treatment and support needs, these sorts of services can be instrumental in minimising the duration of
their homelessness and, when someone has long-term or recurrent experience of homelessness associated with
multiple and complex needs seeks to successfully exit homelessness, these services may well play a vital role.

Finally, integrated care hospital discharge services, such as the Pathway model have roles across homelessness
prevention and reduction. The same service might act as part of emergency or crisis prevention, or as a means
of repeat homelessness prevention. These services also have the capacity to reduce the number and duration
of homelessness spells associated with unmet treatment, care and support needs.
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Key questions

There is no universally accepted and used service model for health and social services across EU Member
States, nor in economically comparable countries. Could a consensus be built around a more uniform
approach, bearing in mind differences in governance, social protection, social services and public health
systems both across and within Member States? What are the key, common cross-country features that
could be retained in such an approach across the Member States?

What are the key challenges in improving the integration and coordination between health and social
services for PEH? Is it helpful to have a common point of entry/ information centre for homeless people?
Which Member States and cities provide this type of coordinated information and offer to liaise with
mainstream services? Are these “info points” in physical locations or also online?

Specialist health and social services for PEH can have advantages because they reduce administrative,
attitudinal and other barriers to health and social services care and support. However, these services may
only operate where there is a critical mass of PEH, i.e. there are enough PEH to justify expenditure, which
means they tend to be mainly in urban areas.

- How much of this specialist service provision should there be?
- How should specialist services and mainstream services work together?

- Should more resource be going into making mainstream health and social services accessible
to PEH so that specialist services become less necessary?

Specialist health and social services for PEH have tended to focus on specific subsets of the population,
i.e. people sleeping rough and in shelters and within those groups, people experiencing long-term and
recurrent homelessness associated with multiple and complex needs. Is there scope and arguments to
develop targeted approaches to support other more specific groups of PEH? If so, which ones and why?
These might include lone women, lone women parents, young homeless people, elderly people, disabled
people, migrant homelessness and LGBTQI+ people experiencing homelessness?

What should the role of health and social services be in homelessness prevention? Many specialist
health and social services are reactive, i.e. they are primarily designed for dealing with the effects
of (often) long term and recurrent homelessness. Existing specialist services might well contribute to
preventing repeat homelessness, but how should health and social care supported crisis, emergency and
upstream prevention?

How can health and social services help ensure continuity of treatment, care and support to PEH who
have been recently (re)housed, including for example through joint working with Housing First schemes
and other homelessness services? What else can and should be done by health and social services to help
prevent repeated homelessness?

How can social and municipal housing providers and health/ social care services work better together in
preventing and reducing homelessness?
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