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ABSTRACT 

 

Aims: With homelessness rates continuing to rise, the government have 

attempted to address this issue over recent years by turning to public authority 

employees to take preventative action to those faced with threat of 

homelessness. How clinical psychology can contribute to the reduction of 

homelessness in adult mental health services is yet to be explored. This study 

aimed to better understand the role of clinical psychologists working in adult 

mental health services to prevent homelessness. Secondly, this study aimed to 

understand the facilitators and barriers that may get in the way of the profession 

contributing to the prevention of homelessness. 

Method: Twelve clinical psychologists working within adult mental health 

services in the UK participated in individual semi-structured interviews. Thematic 

analysis was used to identify the participants’ ideas on the role of clinical 

psychology in the prevention of homelessness within adult mental health 

services. 

Results: Three themes were identified through thematic analysis; (1) 

‘Understanding Homelessness’ describing how clinical psychologists define and 

understand homelessness in addition to what influences their understanding. (2) 

‘System Structures’ describing NHS structures which may create barriers to 

prevention, how clinical psychologists have learnt from other organisations and 

professions and the role of professional bodies, and (3) ‘Clinical Psychologists’ 

Skills and Relevance’ describing the skills clinical psychologists have to prevent 

homelessness in the profession before considering reasons why it may not be 

appropriate for clinical psychologists to intervene in this social issue. 

Conclusion: This study reviewed the role of clinical psychology in the prevention 

of homelessness from the perspective of clinical psychologists working in adult 

mental health services. Clinical psychologists can intervene at an individual, 

service and political level to prevent homelessness. The profession is 

encouraged to work at all levels to address the distress caused by social issues 

that perpetuate homelessness.   
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CHAPTER ONE: INTRODUCTION 
 
 
Homelessness in the United Kingdom (UK) has exponentially increased since 

2010 (The Ministry of Housing, Communities and Local Government [MHCLG], 

2020). In recent years, the government has attempted to address this issue with 

the introduction of The Homelessness Reduction Act (2017) and The Rough 

Sleeping Strategy (MHCLG, 2018). Research has identified there are individual 

and systemic risk factors which can make an individual more vulnerable to 

homelessness which include but are not limited to; poverty (Bramley & 

Fitzpatrick, 2018), brain injury (Norman, 2016; Oddy et al., 2012), care leavers 

(Gill & Daw, 2017), cognitive impairment including learning disabilities (Oakes & 

Davies, 2008; Van Straaten et al., 2017) and those from the Lesbian, Gay, 

Bisexual, Transgender (LGBT) community (MHCLG, 2018). These individuals 

may come into contact with mental health services and the clinical psychology 

profession throughout their lifetime, placing the profession in a favourable 

position to intervene prior to an individual becoming homeless. There is very little 

research exploring the role of clinical psychologists (CP) in the prevention of 

homelessness; what is currently being practiced and what more can be done by 

the profession. If the issue of homelessness is to be addressed, the role of 

clinical psychology in the prevention of homelessness must be better understood. 

This chapter provides a narrative literature review, presenting a broad 

introduction into the general topic of homelessness, offering a summary of the 

history of housing policy, outlining definitions, what contributes to homelessness 

and the implications of homelessness. This chapter will then narrow the focus to 

understand homelessness prevention and share relevant policies and 

frameworks. To conclude, the rationale and the aims of this research will be 

presented, and the research questions clarified. 

 

1.1. Literature Search 
 
A literature search was conducted utilising electronic databases including Google 

Scholar, EBSCO and PsycINFO. Key words used in these searches included 

‘Clinical Psychology’, ‘CP’, ‘homelessness prevention’, ‘mental health’, 
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‘Psychology’. The abstracts of the retrieved papers were then reviewed to identify 

papers that were relevant to the role of CPs in the prevention of homelessness. 

Reference lists were also used to identify further literature that could be helpful 

for this research. Publications posted on the British Psychological Society (BPS) 

website were also screened along with searches across third-sector organisation 

websites and government websites for relevant articles, policies and procedures 

related to both homelessness and homelessness prevention within the UK. This 

literature search has been rooted in this chapter.  

 

1.2. A Brief History of Housing Policy in the UK From the Late Twentieth 
Century to the Early Twenty First Century 
 

Following the First World War, there was a housing shortage due to the pause in 

residential building during the war, a growing birth rate and the return of soldiers 

(Keohane and Broughton, 2013). A house-building programme was seen as a 

way to help increase employment whilst also meeting the demand for housing 

(Malpass, 2003). Due to the economy, private developers were not able to meet 

the housing demand. In response to this, the government introduced the “homes 

fit for heroes” Addison Act which gave local authorities responsibility and 

subsides to build homes (Keohane & Broughton, 2013). This was the beginning 

of a programme of building that spanned to the late 20th century (Shelter, 2021).  

After the Second World War, demand for social housing increased again as a 

result of rented slums, the damage of war and the return of soldiers, in addition to 

the role housing programmes played to provide employment (Keohane & 

Broughton, 2013). In 1943, a target of 1.25 million building jobs over three years 

and a commitment to building 3-4 million homes was agreed (Malpass, 2003). 

The development of social housing provided long-term tenancy stability and low 

rent to millions (Shelter, 2021). For 35 years after the Second World War, 4.4 

million social homes were built by local authorities and housing associations 

(Shelter, 2021).  

 

Under Thatcher’s government in 1980, the Right to Buy policy was introduced 

which drastically shifted social housing policy. This meant tenants were offered 
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the opportunity to buy social homes for at least 33% less than the market value 

(Lund, 2006). At the same time, mortgage tax relief provided a subsidy to those 

who took out secured loans to buy property (Keohane & Broughton, 2013). New 

restrictions were placed on Local authorities to build and manage social housing 

and the number of social builds had halved within three years. The deregulation 

of financial services increased competition and choice in mortgage provision, 

further facilitating home ownership and boosting house prices (Watson, 2008). 

The 1980s also saw the deregulation of rent in the private rented sector and the 

social rented sector, allowing costs to increase. This was to move rental prices 

closer to that which would be seen in a healthy economic market, and therefore 

to encourage supply to respond to higher levels of demand. It was expected that 

those who could not afford market rent would receive benefits to subsidise costs 

(Keohane & Broughton, 2013). The Housing Act 1988 was then introduced to try 

to return to social housing (Shelter, 2021). This was led by housing associations 

rather than councils and received private finance support.  

 

Following the increase in house prices in 1997 – 2003, there were growing 

concerns around affordability and lack of housing supply (Keohane & Broughton, 

2013). Inflexibility in wage policy may have motivated policy makers to use 

housing policy to offset the difficulties created by regulated wages. National 

public sector pay settlements have meant less flexibility for wages to rise in 

response to higher housing costs for workers. In the 2000s, affordability of 

housing for public sector workers began to be a concern. The government 

introduced the Starter Home Initiative in 2001 which was designed to support key 

workers to buy homes in areas they were usually priced out of. This was replaced 

by the Key Worker Living Scheme in 2004. It is likely there was a political driver 

for this scheme too, wanting to appeal to certain members of the public sector 

workforce who were facing affordability problems due to the mismatch between 

wages and housing costs. This was another example of where housing has been 

used as a tool to boost the macro-economy. 

 

The potential impact of house building on employment and growth has been 

recognised by governments at different points in more recent times as already 

mentioned. The most recent example was the period that followed the 2007 - 
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2008 financial crisis and subsequent recession. Again, the boost of the 

construction industry was expected to improve the economy in the short-term.  

 

In the early 2000s, the Labour government intended to increase housing supply 

towards the middle and end of their term in office. The “Sustainable 

Communities: Homes for all” introduced in 2004 included targets for an extra 

200,000 homes in London and the South East to be built by 2016 on top of those 

previously planned in 2001 (Office for the Deputy Prime Minister, 2005). In 2007, 

“Homes for the Future: More Affordable, More Sustainable” was introduced and 

further increased the target to 240,000 homes per year by 2016 and 70,000 

affordable homes a year by 2010 - 2011 (Lund, 2006). However, there was a loss 

of 30,000 private sector completions between 2007 and 2008 during the UK 

financial crash. In response, the government brought forward planned social 

housing construction and by 2009, public sector completions had grown by 25% 

compared to 2007 (Lund, 2006). By the time Labour left office in 2010, building 

completions were at the lowest levels since the end of the Second World War. 

 

In 2010, the coalition government came into office and capital spending on social 

housing was cut. This was accompanied with an “affordable rent model” which 

required housing associations to offer tenancies at rates closer to market rent 

levels. This enabled money to be raised and reinvested into new social housing 

development. As affordability continued to be an on-going problem, the 

government introduced schemes such as Help to Buy whereby the government 

loaned money to homebuyers and was another way to increase new supply and 

contribute to economic growth (HM Treasury, 2013). Since the introduction of the 

Housing Act (1988), housing associations have been mostly responsible for the 

provision of new social housing builds, although in the these are currently at a 

very low rate. Due to limited resources, this supply has fallen short of the demand 

and currently, there are approximately one and a half million fewer social homes 

available than there were in 1980 (Shelter, 2021).  

 

Since 2010 the government have focussed on reducing the UK’s budget deficit, 

reducing welfare dependency and incentivising paid employment. This has 

contributed to political, policy and social debates which have stigmatised those 
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who receive benefits, blaming individuals for their circumstances and ignoring the 

structural factors which have contributed to their situation. Since the Conservative 

government came into office in 2015, a number of reforms have been introduced 

impacting upon the benefits system. These include changes to the remit of 

housing benefit, the introduction of the ‘bedroom tax’ whereby money has to be 

paid by social housing tenants for additional bedrooms, a new cap on the total 

payments received per household, 10% reduction on council tax support, the 

replacement of Disability Living Allowance to Personal Independence Payment 

which includes more regular medical tests, the removal of Employment and 

Support Allowance, reductions in both Child and Working Tax Credit payments 

including the required number of work hours increasing. The working-age 

benefits system has undergone a further reform which has resulted in benefits 

and tax credits currently being replaced by Universal Credit. This transition 

should be completed by 2024 (Office for Budget Responsibility, 2019). Those 

who fall within the lowest 10% income of the UK population will on average lose 

the most from the transition to Universal Credit with a 1.9% fall in their income, 

equivalent to £150 per year per adult. 77% of those who are most financially 

affected by University Credit fall under one of the following groups: those with 

financial assets; the low-earning self-employed; couples where one member is 

above state pension age and the other below; and some claimants of disability 

benefits. Due to unregulated rent prices, government funding has had to be 

allocated to provide housing benefit to help families cover the cost of 

unaffordable private rentals instead of investing in new low rental social housing 

builds (Shelter, 2021). 

 

1.3. Understanding Homelessness 
 
1.3.1. Defining Homelessness 

Section 175 of the Housing Act (1996) outlines a range of circumstances which 

would deem someone homeless. These circumstances include: an individual or a 

household who do not occupy accommodation or who do not have the legal right 

to occupy the accommodation they are staying in, an individual or household who 

have access to accommodation however there is no secure access to it or if the 
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accommodation is moveable and there is no place the individual or household 

has been allowed to settle and reside in it, an individual or household has 

accommodation however it is unreasonable to continue to reside in it, for 

example due to risk of domestic violence, or an individual or household is 

threatened with homelessness and likely to become homeless within 56 days. 

 

This definition encompasses those who are ‘street homeless’, those who have 

sought refuge from domestic violence, those referred to as ‘hidden homeless’ 

who rely on friends and family for accommodation and people who live in hostels 

or shelters (Housing Act 1996). Despite the legal definition, there are 

discrepancies about who else is considered homeless. This can be centred 

around those who are refugees, asylum seekers, those in transitional 

accommodation such as care leavers and people in hospitals with no other 

accommodation. Tenants who are faced with no-fault eviction notices are also not 

encapsulated within this definition. This disparity in who is considered to be 

homeless could lead to further barriers which perpetuate homelessness 

(MHCLG, 2018). 

 

1.3.2. Scale of the Issue 

The government’s austerity initiative has seen a 141 percent increase in the 

number of people who slept rough on a typical night in Autumn 2019 compared to 

2010, despite this including a ten percent reduction on the average number of 

people sleeping rough since a peak in 2017 (MHCLG, 2020). The National 

Housing Federation (2019) summarise there are currently approximately 250,000 

households and 400,000 people either homeless or at risk of homelessness in 

England. The Rough Sleeping Strategy (MHCLG, 2018) reports the largest 

increase in rough sleeping since 2010 can be observed in urban areas although 

numbers have also increased in rural areas. In autumn 2017, for every 10,000 

households the rate of people sleeping rough was 3.1 for London and 1.8 for the 

rest of England, averaging 2.0 across England overall. It is important to hold in 

mind this shows a snapshot of this issue but does not capture the context, with 

some people being first time street homeless, others who are street homeless all 

year round and others who are intermittently street homeless which affects the 

accuracy of these rates.  
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There is a higher migrant street homeless population in London than the rest of 

England with people originating from EU countries accounting for 30 percent of 

the people sleeping rough in London compared to 12 percent in the rest of 

England (MHCLG, 2018). The migrant homeless population is generally 

understood to have less support needs such as substance abuse and mental 

health difficulties but face accommodation, employment, language difficulties and 

lack of knowledge of UK systems instead (Spencer et al., 2007).  

 

It is also important to consider the ‘hidden homeless’ who do not have a place of 

their own, are not receiving support and are hidden from official statistics (London 

Assembly Housing Committee [LAHC], 2017). The LAHC (2017) estimate there 

are thirteen times more homeless people in London that are hidden homeless, 

suggesting homelessness is an even greater issue than statistics reflect. 

 

Insecurity of housing is of concern for many who rent contributing to both physical 

and mental health difficulties (Marmot et al., 2020). The MHCLG (2018) noted the 

least reliable form of housing is private rentals as landlords can evict and refuse 

rentals, affecting the mental health and wellbeing of tenants. Marmot et al. (2020) 

identified rates of people renting from the private sector made homeless has 

quadrupled between 2010 and 2017 (Fitzpatrick et al., 2018) and one of the 

biggest contributors to homelessness is the loss of private tenancy. 

 

As alluded to in the above reports, the number of homeless people is difficult to 

quantify due to the varying methods used to monitor the scale of this issue. This 

leads to discrepancies within reporting. Another consideration is that many who 

are homeless are not reflected in any of these statistics unless they come into 

contact with certain government agencies or services, particularly those who are 

hidden homeless or living in poor conditioned homes. 

 

Sanders and Albanese (2016) highlight the frequency of violence and theft that 

people sleeping rough are subject to. They established from a survey of 458 

homeless people who were street homeless in the past 12 months, one in three 

people reported that they had been intentionally hit, kicked or violently harmed 
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and experiences of personal belongings being stolen was reported by more than 

half of the people surveyed. These experiences can contribute to poor physical 

wellbeing due to injury and poor mental wellbeing due to trauma and feelings of 

vulnerability. 

 

1.3.2.1. The Impact of the Coronavirus Pandemic on Homelessness. At the start 

of 2020 the UK became more affected by the global coronavirus pandemic. It was 

recognised that those who were street homeless were vulnerable to coronavirus 

as they are more likely to have underlying health conditions than the wider 

population and were more likely to face difficulties to follow advice on self-

isolation, social distancing and hygiene and to access public health information 

and healthcare (Cromarty, 2021). Cromarty (2021) also recognised facilities such 

as day centres, hostels and night shelters increased the risk of transmitting 

coronavirus.  

 

Since the global COVID-19 pandemic, Pennington and Rich (2020) identified 

over 250,000 people were living in temporary accommodation during the initial 

period of the national lockdown. This is the highest number of people in 

temporary accommodation in 14 years and almost double a decade ago. It is 

estimated 17 percent of homeless households are in emergency bed and 

breakfasts (B&Bs) and hostels which are often in poor condition and overcrowded 

(Pennington & Rich, 2020).  

 

In March 2020, the Government introduced the ‘Everyone In’ initiative where they 

asked local authorities in England to ensure that people sleeping rough and in 

accommodation such as shelters or assessment centres where it was difficult to 

self-isolate were safely accommodated to protect them, and the rest of the 

general public, from coronavirus. In order to meet this request, local authorities 

booked hotel rooms and other en-suite accommodation such as B&Bs, student 

accommodation and holiday rentals. They also worked with other organisations to 

arrange food, medical care and support to those accommodated (Cromarty, 

2021). By November, this initiative had supported approximately 33,000 people 

who were either sleeping rough or at risk of sleeping rough (MHCLG, 2021).  
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The use of emergency B&Bs alone has increased by 371 percent over the last 

ten years. It is important to also acknowledge that this number does not account 

for the people who are sleeping rough, sofa surfing and those helped by councils 

through the government’s ‘Everyone In’ initiative (Pennington & Rich, 2020). This 

would suggest that the ‘Everyone In’ initiative has been successful to reduce 

street homelessness, however other forms of homelessness including temporary 

accommodation has increased. 

 

1.3.3. Risk Factors 

Research has identified there can be a number of risk factors that may 

predispose people to homelessness. These risk factors can be categorised into 

individual and structural risk factors.  

 

1.3.3.1. Individual risk factors. Individual risk factors encompass the personal 

circumstances which influence vulnerability to homelessness. These include 

those with experiences of trauma (Seager, 2011), particularly childhood trauma 

(Fitzpatrick et al., 2013), learning disabilities (Oakes & Davies, 2008; Van 

Straaten et al., 2017), brain injury (Norman, 2016; Oddy et al., 2012) and those 

transitioning from care or prison (Gill & Daw, 2017, Hewson, 2016). People who 

have been involved in institutional systems such as prison, the care system or the 

armed forces are more likely to sleep rough (Hewson, 2016). Data indicates that 

of people sleeping rough in London, 11 percent were within the care system 

during childhood, 36 percent had served custodial sentences and three percent 

had previously been in the UK armed forces (CHAIN, 2020). 

 

1.3.3.2. Structural risk factors. Structural factors are societal, systemic and 

economic issues which impact someone’s opportunities, environments and 

outcomes (Gaetz & Dej, 2017), locating the reasons for homelessness within 

external factors to the individual. Examples of these factors include poverty 

(Fitzpatrick & Bradley, 2018), benefit changes (Marmot et al., 2020; McNeil et al., 

2019), affordable housing (McGuiness, 2019), housing conditions, (Gibson et al., 

2011; Krieger, 2002; Thomson et al., 2013) and social inequality (Gulliver, 2016; 

Homeless Link, 2018; MHCLG, 2018; MHCLG, 2020; Strategic Review of Health 
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Inequalities in England post-2010 [SRHIE], 2010) which will be outlined within 

this section. 

 

Fitzpatrick and Bradley (2018) highlight poverty, particularly childhood poverty, as 

one of the greatest influential predictors of homelessness of all forms. Murali and 

Oyebode (2004) outline poverty as the inability for an individual to satisfy basic 

needs, have a lack of control over resources, receive a lack of education and 

poor health. Townsend (1979) argues that it is important to differentiate between 

absolute and relative poverty, stating there are countries where people generally 

have sufficient resources, yet many are in disadvantageous situations with poor 

housing, diet and amenities that do not meet the standards of the wider society 

they live in, experiencing relative poverty. It is relative poverty many will 

experience in the UK.  

 
Ali and Lees (2013) pose the need for CPs to acknowledge social factors, 

particularly poverty, to create positive change within psychological interventions. 

Ali and Lees (2013) emphasise the importance of attending to the emotional 

needs of those affected by poverty to engage in social justice. This includes 

acknowledging the link between someone’s immediate setting, community, and 

psychological wellbeing. To support this, there is a vast range of research which 

concludes people in poverty face negative implications to both their physical and 

mental health (Astbury, 2010; Belle & Doucet, 2003; Lorant et al., 2003). Poverty 

can be isolating and distressing with direct and indirect effects on emotional, 

behavioural and psychiatric problems (Murali & Oyebode, 2004). However, 

Bullock (2004) suggests clinicians often do not feel skilled to work therapeutically 

with clients experiencing poverty because they don’t understand the economic 

constraints people in poverty experience. These clinicians can feel frustrated with 

the unpredictable nature of these service users’ (SU)s’ immediate environments.  

Fahmy et al. (2016) propose an interrelationship between poverty and domestic 

violence. As aforementioned, domestic violence falls within the Housing Act’s 

(1996, Section 175) definition of homelessness. Research has also identified 

important social relationships such as family can be a vital protective factor 

against homelessness (Johnson et al., 2015; Lemos, 2000; Tabner, 2010), 
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however these relationships can also be strained by the adversities associated 

with poverty (Johnsen & Watts, 2014; Pinderhughes et al., 2007). 

 
Research has acknowledged the impact of changes to the benefits system made 

in 2010. These changes included the introduction of Universal Credit, a freeze in 

benefits and tax credit changes, affecting low- and middle-income households, 

penalising the poorest the most (Marmot et al., 2020; McNeil et al., 2019). 

Consequently, this has increased poverty, debt, stress and anxiety for many 

households (Marmot et al., 2020) placing those affected at higher risk of 

homelessness. Between 2008 and 2016, social renting costs increased by 40 

percent in England (Office for National Statistics (ONS), 2017), forcing many into 

poverty, or further poverty and 35 percent of privately renting households living in 

poverty due to housing costs in 2017/18 (McGuinness, 2019) further deteriorating 

mental and physical health (Marmot et al., 2020). The European Typology on 

Homelessness and Housing Exclusion (ETHOS), considers problems paying rent 

or mortgage bills risking threat of eviction is the main form of housing insecurity.  

 

As mentioned within A Brief History of Housing Policy in the UK in the Late 

Twentieth and Early Twenty First Century, there is currently a small supply of 

social housing due to the lack of public investment, low support through the 

planning system and the increased costs of land and development. 

Consequently, families are living in overcrowded, temporary accommodation or 

unsuitable private rentals yet many are fearful to raise concerns about the 

conditions of their accommodation in case they are faced with eviction. Whilst 

those who have received social housing may have been moved out of area from 

social support or felt they had to accept properties which do not meet their needs 

(Shelter, 2021).  

 

1.3.4.1. Social inequality. Social inequality is the unequal access and distribution 

of societal resources, services and positions (Kerbo, 2003). This inequality 

consequently influences opportunities for education, employment and overall 

quality of life (Warwick-Booth, 2019). Social stratification across age, gender, 

‘class’, religion, ‘race’, ethnicity, sexual orientation and physical and mental 

health have developed socially constructed hierarchies which lead to 
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disproportionate access to resources (McLeod, 2013). It is also vital to 

acknowledge the social oppression and inequalities that result from the 

intersection of multiple facets of an individual’s identity in relation to these socially 

constructed ‘categories’ (Hopkins, 2017). Within this section, research will outline 

the impact that social inequalities including ‘race’, ethnicity, sexual orientation, 

gender, age and health will have on housing and risk of homelessness.  

 

The Marmot Review (SRHIE, 2010) identified the people most at risk of eviction 

threat among disadvantaged groups are those who are perceived to be less 

educated, unemployed, receiving lower incomes or from a minoritised ethnic 

background (Alley et al., 2011; Burgard et al., 2012; Cannuscio et al., 2012; 

Pollack and Lynch, 2009; Rojas and Stenberg, 2015).  

 

Four in ten private landlords reported they excluded people in receipt of housing 

benefit from renting during a survey in 2017, with another 18 percent stating they 

would choose not to rent to those receiving housing benefit but would if they had 

to (Shelter and Federal Housing Association, 2017). Shelter (2018) report women 

and people with disability are disproportionately affected by the discrimination 

against those who receive housing benefit as they are more likely to be in receipt 

of housing benefit in the privately rented accommodation than men and people 

that do not have a disability. This evidence demonstrates how social inequalities 

are central to the process of eviction, contributing to health inequalities within the 

population (SRHIE, 2010) with housing being a mediating factor to ill health 

(Marmot et al., 2008; Navarro and Benach, 1996; Rose and Marmot, 1981).  

 

A number of pieces of research recognise the association between 

homelessness and a range of disabilities including cognitive and neurological 

impairments (Backer and Howard, 2007 and MacReady, 2009) which may 

encapsulate people with experiences related to (ASD), Attention Deficit 

Hyperactivity Disorder (ADHD), traumatic brain injury and learning disabilities. 

Such impairments may lead to a person experiencing communication, emotional 

and adaptive functioning difficulties (Headway, 2018) leading to a person being 

misunderstood, undersupported and experience prejudice at an individual and 

policy level (Aiden and McCarthy, 2014). This can have an impact upon a 
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person’s ability to secure or maintain suitable accommodation and once 

homeless, identification and support for an individual’s needs becomes difficult 

(Stone et al., 2018).  

 

Anecdotal evidence suggests people who have ASD are more at risk of 

homelessness, however there is very limited empirical evidence to support this 

(Churchard et al., 2018). Churchard et al (2018) provide initial evidence that 

illustrates people with traits of ASD are overrepresented within the homelessness 

population. They acknowledge further research needs to be undertaken to 

develop these findings in order to understand the needs of this population.   

 

O’Regan et al. (2017) highlight those who have a diagnosis or symptoms of 

ADHD are more likely to become homeless. This may be because those with 

ADHD are more likely to experience circumstances which can exasperate the risk 

of homelessness. For example, children and young people with ADHD are 

reported to have more behavioural problems including fighting and consumption 

of alcohol in excess (Caci et al., 2014) which may impact upon education. 

Additionally, in adulthood those living with symptoms of ADHD are nine times 

more likely to receive a prison sentence (Mannuzza et al.,1989), to be dismissed 

from work and experience interpersonal difficulties in the workplace (Barkley, 

1998) and to experience relationship difficulties (Pitts et al., 2015).  It is also 

important to consider, people experiencing symptoms of ADHD are more likely to 

find transitional periods particularly stressful and these periods may be when 

some use substances (O’Regan et al., 2017). Failing to realise a person may 

need additional support during transitions is likely to lead to long lasting 

consequences on a person’s development (Young et al. 2016) and it is believed 

the needs of children with symptoms of ADHD during transitions are poor (Singh, 

2009). These difficulties may be something to consider for those with symptoms 

of ADHD leaving institutional systems such as the care system or prison.  

 

Oddy et al. (2012) identified that out of a sample of 100 homeless individuals, 

58% had experienced a brain injury. Of those with brain injury, 90% reported 

acquiring a brain injury prior to becoming homeless, suggesting a brain injury is a 

predetermining factor for homelessness. Research recognises the impact of 
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cognitive and behavioural impairments upon engagement. They highlight these 

can negatively impact the level of support an individual will receive, which places 

them at increased risk of homelessness (Mason et al., 2017; McMillan et al., 

2015). Additional research identified the further potential impact of brain injury 

upon psychosocial issues. These include unemployment, isolation, relationship 

breakdown, substance misuse and homelessness which can be a result of their 

struggle to manage and accept the impact their injuries have had on their 

functionality (Juminsko et al., 2005; Velikonja et al., 2009; Hesdorffer et al., 2009; 

Oddy et al., 2012). Silver et al. (2004) recognised the impact of brain injury can 

include impairments to physical, mental, cognitive, emotional, and social 

functioning in the individual. They suggest these impairments are often subtle 

and can go undetected. It could be hypothesised that the needs of these 

individuals are not recognised or provided for and can contribute to the 

psychosocial consequences placing them at risk of homelessness. Norman 

(2016) highlights those with brain injury who experience poor social integration 

and executive impairments may struggle to maintain accommodation and risk 

facing homelessness. St. Mungos (2014) illustrated 51% of homeless people did 

not have the basic English skills needed for everyday life. Additionally, 

Thamesreach (2010) recognised that dyslexia and other mild learning difficulties 

were common with ten percent of their clients being unable to read or write. The 

London Housing Foundation (2016) highlight it is common for the homeless 

population to have undiagnosed learning difficulties which has impacted upon 

education, mental health and substance misuse. 

Research reflects that marginalised households are overrepresented in 

homelessness services and statistics (Gulliver, 2016; Homeless Link, 2018). 

Garvie (2017) highlighted that between 2012 – 2017, statutory homelessness 

increased by 22 percent. Nine percent of this increase was attributed to White 

households whilst homelessness among marginalised households rose by 48 

percent. When looking into this discrepancy further, Garvie (2017) reported 

homelessness among Black households increased by 42 percent, Chinese 

households increased by 35 percent and mixed-race households by 33 percent 

and finally Asian households saw an increase of 71 percent, clearly signalling the 

discrepancy in homelessness rates across ethnicity. Garvie (2017) proposes this 
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may be due to the lack of social housing meaning people must rent privately. 

People who identify as Black, Asian or from other minority ethnic households on 

average receive lower incomes (Shelter, 2016) which can influence the 

affordability of suitable private rentals. Additionally, individuals within 

communities that are marginalised are more likely to experience benefit sanctions 

(De Vries et al., 2017), and are less likely to have excess finances to rely on 

during delays in payment (Sandhu, 2017). This overrepresentation can also be 

explained by structural factors. For example, communities that are marginalised 

are more probable to be living in poverty (Garvie, 2017), to live in low quality or 

overcrowded housing and to be hidden homeless (Gulliver, 2016). The English 

Housing Survey 2019- 2020 found that overcrowding is more common for 

marginalised households compared to White British households (MHCLG, 2020). 

This survey identified overcrowding was at the highest rates within Bangladeshi 

(24%), Pakistani (18%), Black African (16%), Arab (15%) and Mixed White and 

Black African (14%) households whilst two percent of White British households 

were overcrowded. It is important to consider overcrowding as this can contribute 

to poor quality housing and research has illustrated overcrowding has adverse 

consequences on physical and mental health (Ferguson et al., 2013; Joseph 

Rowntree Foundation, 2018). Additionally, the government introduced Right to 

Rent checks in 2016, which legally requires landlords to assess the immigration 

status of all prospective adult tenants before the start of a tenancy. A survey 

carried out by Shelter (2016) found 44 percent of landlords said that Right to Rent 

checks would deter them from letting to people who ‘look’ or they perceive to be 

immigrants, with a similar proportion of feedback saying they are hesitant to Let 

to people who do not have British passports. 

 

The Rough Sleeping Strategy (MHCLG, 2018) report that people from the LGBT 

community are more at risk of homelessness. Reports suggest they may have 

experienced family relationship breakdown, abuse and violence. It is important to 

acknowledge the report concedes the evidence base is insufficient to draw 

conclusions on how these experiences may influence homelessness and 

acknowledges a need to further understand the causes and needs of LGBT 

people experiencing homelessness.  
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The Rough Sleeping Strategy (MHCLG, 2018) summarised that in 2017, of those 

sleeping rough, an estimated 83 percent of people were men, 14 percent were 

women and the last three percent were unknown. Although it is understood that 

men and women are equally likely to be hidden homelessness, these figures 

recognise there are higher numbers of men rough sleeping. This may be 

understood that when women sleep rough, to protect themselves they will 

endeavour to make themselves less visible and therefore are not captured in the 

statistics. Consequently, there is less awareness about these individuals and 

their needs. The Strategy also acknowledged that typically, more women will 

have particular support needs when sleeping rough and will have endured difficult 

life events which include domestic abuse, mental health difficulties and substance 

misuse. As mentioned within The Scale of the Issue there is extensive 

international evidence collated which indicates the connection between poverty 

and domestic violence (Fahmy et al., 2016). This can mean women and children 

are more vulnerable to this contributing factor for homelessness (Hutchinson et 

al., 2015), as women are statistically more likely to be a victim domestic violence 

than men in England and Wales (ONS, 2020). This illustrates how poverty and 

gender can intersect.  

 

The austerity policies which have been introduced by the government since 2010 

have negatively impacted under 25s the most (Lupton et al., 2015). According to 

the Equality and Human Rights Committee (2015), there is an age inequality gap 

in the UK with young people facing the worst economic prospects for several 

generations. This is likely attributed to the decrease in employment and in 

incomes young people face compared to older generations. MacInnes et al. 

(2015) supports this, reporting young people are now the most probable 

generation to be living in poverty. The Rough Sleeping Strategy (MHCLG, 2018) 

shared most people who sleep rough often first become homeless in their 

twenties. This emphasises the need for early, targeted intervention to reduce 

homelessness. The LAHC (2017) estimate a further 225,000 hidden homeless 

young people are in London, arranging their own temporary accommodation with 

family and friends. 
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MHCLG (2018) estimate approximately 31 percent of homeless people have 

‘complex needs’, which means someone has two or more physical or mental 

health support needs. There is also evidence that the level of support needs 

increases with someone’s age and the longer they stay on the streets. MHCLG 

(2018) report those who are homeless may have difficulties with finances or 

interpersonal skills and would benefit from support to allow them to engage better 

with society, gain employment or to maintain a home. Harker (2006) summarised 

bad housing conditions, which include street homelessness, temporary 

accommodation, insecurity, overcrowding and housing that is in poor condition 

contribute to risks to health. Harker (2006) conducted research which suggested 

children are more likely to have mental health problems when living in bad 

housing conditions, in addition to have physical health difficulties such as 

meningitis, respiratory problems, long-term ill health and disability, impaired 

growth or delayed cognitive development. The Marmot Review (SRHIE, 2010) 

argues reducing health inequalities is a matter of social justice. Due to health 

inequalities, people in the UK are dying prematurely each year who would 

otherwise have a cumulative 1.3-1.5 million extra years of life to live (SRHIE, 

2010). Thomas (2011) quantified the average age of a homeless person to die in 

England is 47 years old compared to 77 years old for the general population. In 

this report, it was estimated that alcohol or drugs accounted for approximately 35 

percent of people who die whilst sleeping rough or living in homeless 

accommodation compared to two percent in the general population. It is 

important to recognise there is an overlap in definition and so some deaths 

classified as drug-related or alcohol specific may be death by suicide (ONS, 

2020). 

 

Public Health England (PHE) (2019) have offered new guidance with ‘All our 

Health’ (PHE, 2015) to call upon all healthcare professionals to utilise their skills 

and relationships to positively influence avoidable illness, protect health and 

encourage wellbeing. Within this guidance there are particular directions outlined 

for healthcare professionals to take action on homelessness within their 

professional practice and highlights the importance of improving integrated health 

and social care and to help people access physical health, mental health and 

substance misuse services in order to maintain accommodation. Furthermore, 
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the BPS have developed a ‘Public Health and Prevention Sub-Committee’ which 

encourages awareness, innovation and practice in preventative work within the 

clinical psychology profession and across the wider mental health community. 

These developments further position clinical psychology as a profession who 

should contribute to the prevention of homelessness within mental health 

services. 

 

1.4. The Impact of Homelessness on Mental Health 
 

There is a moral argument for CPs to address and prevent homelessness as it 

greatly impacts upon peoples’ mental health. This section will highlight the 

consequences of homelessness on mental health before considering the role of 

CPs within a social justice framework. It is important to note that although 

diagnostic terminology can and should be challenged as valid constructs, for the 

purposes of this review they will be used here as a reflection of the literature. 

 

Research by Krieger (2002) and Thomson et al. (2013) recognise the negative 

impact poor-quality housing such as housing with damp, mould or noise has on 

both physical and mental health. The amount of time someone is exposed to poor 

conditions, the greater the effect on their mental and physical health (Daly & 

Allen, 2017). Additionally, Gibson et al. (2011) state living in poor conditioned, 

cold or overcrowded housing as well as unaffordable housing is associated with 

elevated stress levels, a loss of sense of control over one’s own life and 

‘depression’ and ‘anxiety’. Shelter (2017) supports such claims, highlighting 21 

percent of adults in England reported a housing issue impacted their mental 

health negatively, with housing affordability being most commonly identified as 

the cause. Singh et al. (2019) rationalise that individuals and families spend a 

considerable amount of time at home throughout their lives and that housing 

therefore has a vital influence on their health. These findings reinforce the 

argument that housing is a central social determinant to mental health, therefore 

policy interventions which are directed at reducing housing disadvantage may 

also result in substantial mental health improvement to those this directly impacts 

(Braubach, 2011). There is research supporting the argument that housing 

stability, appropriate mental health intervention and improved income can lead to 
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better quality of life for an individual (Buhrich & Teesson, 1996; Rosenheck et al., 

2003), clearly illustrating a role for psychological intervention. 

 

The impact that the threat of eviction has on someone’s health includes negative 

mental and physical health. There could be a number of explanations for this 

relationship such as a sense of lack of control, isolation, stigma, embarrassment 

and the use of maladaptive coping strategies which are also risk factors 

(Vasquez-Vera et al., 2017). Nelson et al. (2001) critique the traditional medical 

model for mental health and promote the role of empowerment to address mental 

health needs. In their study, Nelson et al. (2001) identified an empowerment-

focused approach positively influences three aspects of mental health: choice 

and control, community integration and access to valued resources. Nelson et al. 

(2001) argued that these three aspects are imperative to move beyond the 

medical model goal which only focuses on the absence of illness. The authors 

concluded that to develop an all-inclusive understanding of mental health, 

clinicians need to consider what positive and adaptive qualities the individual 

holds. This may address a sense of lack of control over their lives as identified in 

the previous study by Vasquez-Vera et al. (2017). This also amplifies the 

importance of eliminating negative structural influences of homelessness as 

stated within Structural Risk Factors in this chapter.  

 

It can also be useful to consider Maslow’s Hierarchy of Needs (1943). This 

identifies the most basic needs individuals have are their physiological needs 

which encompasses food, water, shelter, clothing, and sleep. The next need is 

safety and security, embracing health, employment, property, family and social 

stability. These two needs are relevant to the topic of homelessness. According 

to this model, if someone cannot get these two needs met, they will be unable to 

progress to the needs of love and belonging, self-esteem and self-actualisation. 

This provides the rationale that CPs should prioritise physiological and safety and 

security needs over traditional psychological therapy. However, it is widely 

believed that until these two more basic needs are met, effectiveness of 

psychological therapy will be limited although research conducted by Henwood et 

al. (2015) contradicts these claims. Henwood et al. (2015) aimed to explore how 

housing circumstances and unmet physiological needs could impact upon the 
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achievement of self-actualisation. Within their study, participants who 

experienced homelessness and mental health difficulties were enrolled into one 

of two housing programmes: a treatment-first programme or a housing-first 

programme. The results established self-actualisation was still able to be 

achieved irrespective of if physiological needs were not met. Additionally, the St. 

Mungo’s LifeWorks project (St. Mungo's, 2011) illustrates the positive impact 

offering individual therapy sessions can have on individuals who are homeless or 

at risk of homelessness. The evaluation of this project reflected high engagement 

rates with regular attendance of sessions. The evaluation also highlighted 75 

percent of SUs reported improvement to their wellbeing and reduced use of 

emergency and crisis services. Results from this project and Henwood et al.’s 

study (2015) challenge the utilisation of Maslow’s Hierarchy of needs to justify 

withholding psychological intervention from someone.  

 

1.4.1. Social Justice Framework 

There is persuasive data which argues that mental health is so enmeshed to 

social and economic circumstances, that psychologists cannot support improved 

mental health within the community without trying to tackle the mental health risks 

linked with poverty (Goodman et al., 2010; Lorant et al., 2003). A social justice 

framework places emphasis on the interaction between structural circumstances 

in a person’s life and the personal experiences they have due to the impact of 

such circumstances (Ali & Lees, 2013). 

 

1.4.1.1. Advocacy. Social justice advocacy is the deliberate and persistent action 

which plans to effect public policy outcomes, with or on behalf of an individual, 

community or the general public (Marshall-Lee et al., 2020). 

Toporek and Williams (2006) define advocacy as actions a mental health 

practitioner takes which aids the achievement of an individual’s therapy goals by 

participating in the individual’s environment. Marshall-Lee et al. (2020) argue that 

psychologists have a moral responsibility to advocate for individuals and the 

public across health, service accessibility and overall wellbeing. By advocating for 

individuals, a psychologist can amplify or give a voice to those who are less able 
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to protect themselves and CPs have the power or resources to improve public 

services and hold organisations or systems accountable.  

Bronfenbrenner’s Ecological Systems Theory (1979) can be used to illustrate 

how advocacy can be relevant in clinical practice when working with an 

individual. The Ecological Systems Theory (Bronfenbrenner, 1979) demonstrates 

mental health challenges and the interventions provided are best conceptualised 

by a model that considers both individuals and their wider context also known as 

systems. Each system has a bidirectional influence on the development of the 

individual. This effect can influence the individual’s understanding, access and 

use of mental health services (Pickover et al., 2018 and Pinder-Amaker & Bell, 

2012). 

Holding Bronfenbrenner’s ecological theory in mind, advocacy can be initiated at 

the point where CPs are directly engaging with people with mental health 

concerns at the micro level. At this level, the individual’s beliefs, knowledge and 

perceptions will influence their perceived ability to advocate for themselves. 

Furthermore, CPs can advocate at policy level to challenge the systems that 

uphold social inequalities and poverty and ensure equal access to mental health 

services. 

 

1.5. The Cost of Rough Sleeping 
 

In addition to homelessness negatively impacting individuals, there is also an 

economic argument for addressing and preventing homelessness. The Rough 

Sleeping Strategy (MHCLG, 2018) maintains prevention of homelessness will 

reduce costs to the wider public sector due to the range of public bodies required 

to address the multiple needs of people who sleep rough. The multiple needs 

often relate to health needs of individuals. When looking at the needs of the 

street homeless people in London during 2017/18, half of this affected group had 

mental health needs, 46 percent had physical health difficulties, 43 percent had 

alcohol misuse difficulties and 40 percent misused drugs. Costs can include 

services to provide health care, substance misuse treatment, use of emergency 

services and the criminal justice system. Bramley et al. (2015) estimated the cost 

of rough sleeping falls between £14,300 and £21,200 per person, per year with 



30 
 

the higher estimates encompassing substance misuse and offending costs. This 

valuation is approximately three to four times more than the average cost to 

public services for an average adult. However, it is important to be aware that 

estimates of the costs of street homelessness vary depending on the 

methodology and data used. Referring to Social Inequality and The Impact of 

Homelessness on Mental Health there can also be an assumption that reducing 

all forms of homelessness can further reduce mental and physical health costs. 

 

1.6. Relevant Policies and Framework 
 

1.6.1. Homelessness Reduction Act 2017 

This Act was introduced to promote early intervention for people at risk of 

homelessness. It was intended to increase the number of successful long-term 

housing solutions and ensure local housing authorities work proactively. The Act 

doubles the period of time a person is classed as “threatened with 

homelessness” from 28 to 56 days, thus ensures people are supported earlier. All 

staff who are employed by public authorities now have a legal duty to identify the 

housing status of everyone they work with and refer people who are homeless or 

at risk of becoming homeless to the relevant agencies if they consent, 

irrespective of intentionality or priority need. These public authorities include 

prisons, youth offender institutions, social services, in-patient wards, emergency 

services, probation services and Jobcentre plus (Homeless Link, 2018). It is 

important to note that mainstream mental health services have not been included 

as responsible authorities. Homeless Link (2018) propose that whilst this is the 

case, these professionals are instrumental in the development of local 

homelessness strategies and can play an influential role in this culture change. 

The statutory guidance has been made stronger to clarify at what point an 

applicant should be regarded as at risk of homelessness due to unreasonable 

accommodation, capturing those who are facing no-fault eviction previously not 

covered by the definition of homeless.  

 

1.6.2. NHS Long Term Plan 

As previously stated, particularly within The Impact of Homelessness on Mental 

Health, many people who are homeless experience poor mental health. This is 
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supported by the NHS Long Term Plan (NHS, 2019) which reports 50 percent of 

those who are street homeless have mental health needs, however in many 

areas of the country there is no specialist mental health support available and 

gaining access to mainstream services can be challenging perhaps due to the 

perceived level of complexity of their needs. The NHS Long Term Plan confirms 

there will be an additional investment of up to £30 million aimed to meet the 

needs of those who are street homeless. This will be achieved by ensuring the 

areas in England identified as the most affected by street homelessness will have 

improved access to specialist homelessness mental health support within the 

NHS and to integrate care with existing outreach services.  

The Plan also encourages innovative ideas to address health inequalities within 

the homeless population identifying 100,000 social enterprises in the UK, with 31 

percent positioned in the top 20 percent of the most deprived communities. The 

consequence of this innovation is the introduction of jobs, improving support 

provision and addressing wider predisposing factors of health and wellbeing such 

as debt, housing and other support often provided in mainstream services which 

people from the homeless population may struggle to access. 

 

1.6.3. The Rough Sleeping Strategy 

The Rough Sleeping Strategy (MHCLG, 2018) states that the insufficient number 

of available homes has resulted in a broken housing market. It testifies the 

government is dedicated to rectifying this, and since 2010 more than a million 

homes including affordable homes and rental homes have been built. In 2017, 

there was the largest increase in overall housing supply for England in almost a 

decade. However, despite the increase in available housing, homelessness has 

continued to increase illustrating homelessness is not just a housing issue. 

Therefore, alternative methods to address homelessness including maintenance 

of accommodation and mental health should be explored. 

 

Local Authorities have a legal obligation to house particular homeless people due 

to their needs, for example, those with children or those with health needs which 

make them more vulnerable. This strategy focuses on people who are street 

homeless and those who are at risk of street homelessness. There is an 
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expectation enforced by the government that local authorities and their delivery 

partners will develop new strategies to record and assess street homelessness to 

allow there to be an improved and more accurate understanding of who is street 

homeless and what their needs are. By increasing this knowledge new solutions 

can be developed to end street homelessness. The Rough Sleeping Initiative 

(2018) was anticipated to support this work in local areas to improve the 

recording of street homelessness by autumn 2018. Upon evaluation of the Rough 

Sleeping Initiative, the MHCLG (2019) report an overall reduction in rough 

sleeping levels by 32 percent in the areas involved in the initiative. Interestingly, 

since Autumn 2017 rates of rough sleeping continued to increase by 13 percent 

in London compared to other areas, which will require further in-depth qualitative 

research to understand this discrepancy (MHCLG, 2019). It is also important to 

acknowledge this does not address other forms of homelessness. 

 

1.6.4. Rough Sleeping Initiative: 2020 to 2021 funding allocations 

The government announced funding allocations of £112 million to the Rough 

Sleeping Initiative to deliver local support for street homelessness. This funding 

has been distributed amongst Councils across England and has been used by 

Local Authorities, charities and other organisations in around 270 areas. Funding 

allocated for 2020-2021 is a combination of the Rough Sleeping Initiative and the 

Rapid Rehousing Pathway into one funding programme. 

The new package included a Rough Sleeping Team comprised of homelessness 

experts with specialist knowledge across a wide range of areas from housing to 

mental health who were sourced and funded by government departments and 

agencies. This team works with local authorities with the highest numbers of 

street homelessness to support the development of localised interventions to 

reduce their street homelessness rates. Further funding was also provided to 

support frontline Rough Sleeping workers to ensure they had the relevant skills to 

work with this vulnerable population. Furthermore, the government is also 

working with the National Housing Federation to provide more, coordinated 

accommodation for rough sleepers across England. This builds upon the existing 

3,750 ‘clearing house’ homes already provided in London, however it’s important 

to acknowledge this would still not be providing secure housing. 
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1.6.5. ‘A New Deal for Social Housing’ (2018) 

The paper (MHCLG, 2018) aims to balance the relationship between tenants and 

landlords, challenge stigma and guarantee social housing can be both secure for 

when people need it whilst still encouraging social mobility. 

The Paper sets out five core themes: firstly, tackling stigma and enjoying 

prosperous communities. This paper aims to tackle inequalities in social housing 

and ensure tenants feel part of their community instead of feeling it is just a place 

to live. Secondly, by expanding supply and supporting home ownership with 

plans to build more social housing in addition to the use of affordable home 

ownership schemes such as shared ownership opportunities. Thirdly, effective 

complaints resolution aiming for tenants to influence decisions and challenge 

landlords to improve living standards. The next theme entails empowering 

tenants and reinforcing the regulator. The final theme focuses on ensuring homes 

are safe and appropriate for tenancy by reviewing the current regulations to 

provide safe, good quality social homes with relevant services from landlords.  

 

Cromarty (2021) has summarised concerns with these proposed measures, 

highlighting overall the proposals lack detail.  More specific concerns include the 

slow rate of the social housing reform, how the paper has failed to address the 

supply of social rental homes and who and what these homes are for, that the 

paper has failed to address stigma of social housing and the absence of a 

representative body to represent tenants. Due to the lack of detail given to the 

measures, further consultation and engagement with social landlords and tenants 

will be required as the proposals are developed, and this will mean it may take a 

number of years for proposals to be actioned. There is no timeframe or deadline 

to deliver the measures set out in ‘The Charter for Social Housing Residents’ 

(MHCLG, 2020) White Paper which followed the Green Paper. An example of this 

can be seen when looking at the Regulator of Social Housing which plans to 

engage with stakeholders and consult on the new tenant satisfaction measures 

throughout 2021 – 2022, with plans to roll these out in 2023. It is also important to 

recognise the availability of social rented homes have fallen since affordable 

rented housing and other alternative affordable products have become more 

common. Barton and Wilson (2021) report approximately 93% of social housing 

providers’ stock were let at social rent in 2018 to 2019, compared with 98% in 
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2012 to 2013. More recently, there has been a significant decline in the new 

supply of homes for social rent. In 2019 to 2020 there were approximately 6,600 

new homes for social rent, accounting for 11% of all new affordable housing 

supply. Some of this reduction may be understood by the stock lost by the social 

housing sector through Right to Buy sales and demolitions. As previously 

identified the Green Paper aimed to tackle social housing stigma, however, there 

has been concern over the lack of reference to this within ‘The Charter for Social 

Housing Residents’ (MHCLG, 2020) White Paper. Moreover, there is a chapter 

within the White Paper which emphasises the goal for people to become 

homeowners, reinforcing the idea that social housing is undesirable and further 

contributing to stigma (Prestwich, 2020). During the Green Paper consultation 

31% of respondents advised there should be less emphasis on home ownership 

as the tenure of choice (MHCLG, 2020). 

 

1.7. Understanding Prevention 
 
As illustrated within this chapter, homelessness has been vastly growing in the 

UK since 2010. Most efforts have been made to reduce street homelessness 

(The Rough Sleeping Strategy, 2018; The Rough Sleeping Initiative, 2020) or 

support this affected population (NHS Long Term Plan). The introduction of the 

Homelessness Reduction Act (2017) and ‘A New Deal for Social Housing’ (2018) 

have broadened efforts to prevent homelessness altogether. This section will 

outline the meaning of homelessness prevention along with a homelessness 

prevention framework. 

 

The government have defined homelessness prevention as a means to provide 

people with the resources to resolve housing issues or support other needs 

(MHCLG, 2013) and have recognised that homelessness can be avoided at 

various stages (MHCLG, 2013). Firstly, they propose early identification whereby 

people who are at risk of homelessness are identified. This will then ensure 

accommodation and any relevant support is arranged for them. The second stage 

is categorised as the pre-crisis intervention. This refers to advice and mediation 

for example, supporting landlord negotiations to permit people to keep their 

tenancies; and targeted services at known risk points, such as transitional 
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periods out of care, prison or the armed forces. The final stage is preventing 

recurring homelessness. This refers to ensuring the maintenance of a tenancy to 

prevent repeated homelessness and includes providing ongoing support to 

someone to allow them to keep their home. These government stages appear to 

map onto the new Homelessness Reduction Act (2017) which enforces a legal 

duty for public authority staff to identify when someone is in any of these stages 

and with consent from the individual, to refer to the relevant local authority. 

Opportunities to undertake homelessness prevention within the clinical 

psychology profession including at assessment and during interventions would 

also map onto these stages. 

 

The Homeless Link (2018) acknowledge there is a lack of research to explore the 

effectiveness of interventions to prevent homelessness. They suggest this is 

mostly due to homelessness prevention outcomes being unobservable and 

unmeasurable. They conclude specific evaluation of individual prevention 

services will be needed for conclusions about which prevention intervention 

approaches achieve better outcomes to be drawn. 

 

1.7.1. Homelessness Prevention Framework 

Fitzpatrick et al. (2019) have proposed a homeless prevention framework to 

conceptualise five different levels to disrupt homelessness and encourage 

prevention. The first level is “universal prevention” where homelessness risks can 

be minimised across the larger population. Unfortunately, due to housing 

insecurity, unaffordable housing and cuts in housing allowances, England’s 

recent outcomes for homelessness prevention at a universal level is poor 

(Fitzpatrick et al., 2019). The second level is “targeted prevention” focusing on 

groups of people who are particularly at risk of homelessness. These include 

vulnerable young people, and those at transitions points such as leaving local 

authority care, prison, or mental health inpatient treatment. Despite this 

awareness, Fitzpatrick et al. (2019) argue there needs to be improvements in 

many parts of the UK for care leavers, whilst there have been improvements 

recognised for some populations including the implementation of new standards 

for prison leavers in Scotland (Fitzpatrick et al., 2019). Thirdly, the “crisis 

prevention” level focuses on avoiding impending homelessness expected within 
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56 days, complementary to the Homelessness Reduction Act’s legislation of 

‘threatened with homelessness’. Fitzpatrick et al. (2019) state this intervention 

level has been the main focus most recently, which can be seen with the 

introduction of this new legislation. The fourth level is “emergency prevention” 

whereby support for those at immediate risk of homelessness is provided, for 

example street homeless people. In England, initiatives such as the Rough 

Sleepers Initiative and No Second Night Out have targeted getting new street 

homeless people back into accommodation as quickly as possible (Fitzpatrick et 

al., 2019). These initiatives have been considered effective to reduce rough 

sleeping in the short term, however the numbers of rough sleeping rise again 

when political priorities change (Mackie et al., 2017). It is also important to 

consider councils do not have a legal obligation to provide emergency 

accommodation to single people in England, Wales and Northern Ireland 

(Fitzpatrick et al., 2019). The final level is “recovery prevention” which focuses on 

the prevention of repeated homelessness. Housing First aims to rehouse 

homeless people with complex needs into mainstream housing, whilst providing 

intensive support needed to sustain this accommodation (Fitzpatrick et al., 2019). 

However, these individuals need access to mainstream mental health, substance 

misuse and social services in order for Housing First to be successful (Fitzpatrick 

et al., 2019). Moreover, funding for programmes such as Supporting People has 

been drastically cut since 2010 (Homeless Link, 2013), reducing funds that can 

be used towards services that support the homeless community. 

 

1.8. Rationale for this Research 
 
Sanabria (2006) argues that the role of a CP includes encouraging health and 

empowerment within individuals, working towards preventing problems within 

communities, groups and individuals and promoting distributive justice. 

Distributive justice is the right for everyone to have access to a fair share of all 

social resources (Prilleltensky & Nelson, 2002). 

 
As a CP, you can expect to encounter a number of people who will endure one or 

more factors which can exasperate their vulnerability to homelessness. It would 

be within the CP’s remit to explore and support the individual to problem solve 
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and receive support from relevant agencies to protect them from this devastating 

consequence. 

 

Statutory policies including the NHS Long Term Plan (2019) and Rough Sleeping 

Strategy (MHCLG, 2018) focus on the importance of the prevention and reduction 

of homelessness, looking to mental health services to improve access to 

services. The Rough Sleeping Strategy (MHCLG, 2018) outlines the Rough 

Sleeping Initiative; a plan formulated by the government which clarifies the 

government’s current plans and progress of endeavours that aim to reduce rough 

sleeping in the UK by half by 2022 and end rough sleeping entirely by 2027. This 

strategy is grounded on three proposed core pillars: prevention, intervention and 

recovery. The initiative emphasises the role of prevention which is at the core of 

the plan. It highlights the importance of adequate support prior to someone 

becoming homeless and that to end rough sleeping there must first be secure 

and affordable housing. This strategy acknowledges the importance of accessible 

support systems to provide the necessary help to the people affected. As 

discussed within Risk Factors, there are factors which may predispose someone 

to homelessness. These factors may bring people into contact with CPs, however 

barriers such as clinicians not feeling skilled to support someone who is in 

poverty (Bullock, 2004) and psychological concepts such as The Hierarchy of 

Needs (Maslow, 1943) can prevent the profession from providing helpful 

interventions to this affected population. Additionally, this chapter has highlighted 

the mental health needs of this population which can be supported by this 

profession. Although government initiatives aim to end street homelessness by 

2027 (MHCLG, 2018), a more inclusive view of what we define as homeless 

should be embraced for this to be achieved.  

As discussed, recent policy developments within the UK have begun 

emphasising the need to reduce levels of homelessness (Homelessness 

Reduction Act, 2017; Rough Sleeping Strategy 2018). It is critical for CPs to 

engage in prevention, working with people and their housing needs before the 

point of homelessness. This may avoid a decline in mental and physical health, 

whilst also alleviating social and housing pressures. However, there is no 

research that look into the preventative action within the clinical psychology 
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profession. Consequently, this research will consider what preventive work is 

currently being undertaken and the opportunities there may be to further develop 

these interventions within the profession.  

 

1.9. Research Aims 
 
The overall question the researcher will be exploring is "What can CPs do to 

contribute to the prevention of homelessness within adult services?" 

The researcher hopes to understand this more by asking the following research 

questions: 

1. What can CPs working in adult mental health services do to prevent 

homelessness?  

2. What are CPs' perceptions of the facilitators and barriers to preventing 

homelessness? 
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CHAPTER TWO: METHODOLOGY 
 
 

2.1. Overview 
 
This section will discuss the use of thematic analysis to explore the role of CPs in 

the prevention of homelessness within the UK using responses given by CPs 

working within adult mental health services. Firstly, the researcher will outline 

their ontological and epistemological position. Following this, the recruitment 

process, the sample and the development of semi-structured interviews used to 

collect data will be discussed before outlining the ethical considerations related to 

this study. Finally, the data analysis process will be described. 

 

2.2. Ontology and Epistemology 
 
Ontology is concerned with what there is to know in the world and questions the 

nature of reality, whilst epistemology is concerned with what it is possible to know 

(Willig, 2019) and the theory of knowledge about the world; how it is acquired and 

accepted (Bisman, 2010). Epistemological positions relate to both epistemology 

and ontology and are observed on a spectrum which spans between realism and 

constructivism (Willig, 2012). The need to specify the theoretical underpinnings 

for the research is widely recognised (Holloway & Todres, 2003; Braun & Clark, 

2006). This is because the ontological position taken will influence the 

researcher’s views of the world and what is considered to be ‘real’ (Bisman, 

2010), whilst the epistemological position will influence the study (Anfara & Mertz, 

2006) and underpin knowledge claims (Harper, 2011).  

 

This research will be conducted using the lens of critical realism and will be 

ontologically realist. This means the data collected attempts to understand 

people’s experiences and the world better, however this may not be a direct 

mirroring of the reality (Harper, 2011). Consequently, there are multiple 

perspectives to people’s ‘reality’ regarding one single objective reality (Healy & 

Perry, 2000). Judgemental rationality allows the researcher to consider and 

evaluate these different perspectives to decide which perspective most reflects 
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‘reality’, and which are constructed given the level of knowledge (Hu, 2018). 

Critical realist research aims to identify and confirm the fundamental mechanisms 

or structures which lead to actions and events that can then be experienced in 

reality (Fitzpatrick, 2005). This position differentiates between the observable 

reality for example the social practices and witnessing homelessness, and the 

unobservable reality for example, the underlying social and psychological 

structures which form the observable phenomena, in this case, homelessness. It 

is then the researcher’s task to examine the relationship between these two 

realities (Willig, 2019). Consequently, the conclusions following critical realist 

research is accepted as probabilistic truth rather than an absolute truth (Bisman, 

2010). This approach reflects external issues of power which include social 

inequality, legislative and policy contexts, all of which can influence a person’s 

interpretation of reality. Therefore, the researcher believes that these respective 

experiences of politics, social inequality and legislation may mediate and 

underpin someone’s vulnerability to homelessness, and the actions taken or not 

taken by a CP. Subsequently, the researcher is interested in the complex factors 

that influence the decisions and actions taken by CPs to prevent homelessness 

within adult mental health services.  

 

Within the critical realist position, although there may be a reality, the participant’s 

own beliefs, experiences and assumptions will impact upon how they view the 

world and therefore their responses (Clarke & Braun, 2013). By rooting this 

research in a critical realist epistemology, the researcher considers 

homelessness to exist as a recognised entity beyond the data provided by 

participants. Participants will provide an interpretation of this phenomenon which 

the researcher will not have direct access to, but will interpret (Bisman, 2010). 

Furthermore, the researcher will interpret the data from these interviews through 

a lens which is influenced by their own beliefs, experiences and assumptions and 

therefore the participant responses cannot be accessed objectively (Harper, 

2011).  
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2.3. Thematic Analysis 
 
The researcher used thematic analysis to analyse the data. Thematic analysis is 

a qualitative method that identifies and analyses patterns of meaning within a 

data set. Qualitative research is usually concerned with accessing the subjective 

aspect of the human experience to better understand people’s motivation and 

behaviours (Willig, 2019). The researcher set out to understand the subjective 

experiences of the CPs and to understand the meaning behind the responses. 

Qualitative research would achieve this to a greater extent than what could be 

apprehended through a quantitative method.  

 

Patterns or other meaningful data identified during thematic analysis can be 

organised into themes which capture their importance and can then be described 

in further detail (Braun & Clarke, 2006). Researchers can often go beyond 

descriptions of the themes to provide interpretations on various features of the 

research (Boyatzis, 1998). For this study’s analysis process, the researcher 

intended to generate themes across the data set which could develop an 

understanding of what the CP’s role is in preventing homelessness. 

Thematic analysis was selected for this research as it can provide the opportunity 

to collect a detailed, yet complex account of data (Braun & Clarke, 2006), which 

can be particularly useful in this under explored research area (Willig, 2012).  

 

Thematic analysis was selected as it can be used flexibly with a range of 

epistemological positions and can be independent of theory (Braun & Clarke, 

2006), complementing the critical realist position this research has taken (Harper, 

2011). Thematic analysis encourages researchers to consider how their role, 

including their personal beliefs, may impact on the research process by utilising 

reflexivity, and these processes should be outlined (Terry et al., 2017). Within the 

critical realist position, this acknowledges that although there may be a reality, 

this cannot be accessed objectively by the researcher (Harper, 2011) as our own 

personal beliefs and assumptions will impact upon how we view the world (Clarke 

& Braun, 2013).  
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Thematic analysis can also be a contextualist method, whereby the research 

position can sit in between essentialism and constructionism, and categorised 

within critical realism (Willig, 2013). This recognises the way individuals make 

meaning of their experience whilst considering the ways the wider social context 

impacts these meanings. Consequently, thematic analysis can both reflect and 

look beyond the reality (Braun & Clarke, 2006). 

 

Thematic analysis can use either a deductive or inductive method of analysis. 

Deductive analysis identifies themes that are driven by previous theory and pre-

existing thematic categories (Braun & Clarke, 2006) whilst inductive analysis 

identifies themes which come directly from the data set (Patton, 2001). For this 

research, an inductive analysis was used to identify themes which derived from 

the data set independently from any previous theory or pre-existing thematic 

categories. 

 

Specifically, ‘reflexive’ thematic analysis was employed as this method embraces 

the subjective skills brought by the researcher and a research team is not 

required to maintain quality. An inductive analysis is a reflexive process as coding 

is an open and organic process and themes are the final ‘outcome’ of data coding 

(Braun and Clarke, 2021). 

 
2.4. Design 
 

2.4.1. Participants 

Twelve CPs participated in this study. Three male and nine females took part 

who worked in a variety of adult mental health settings within the UK, using a 

variety of therapeutic frameworks in their clinical work. The numbers of years 

since qualification varied across the participants. Table 1 provides a summary of 

the participants’ demographic information.  
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Table 1 
 

Summary of Participant Demographics 

Participant Gender Service Job Title Years Since 

Qualifying 

1 F Community 

Mental Health 

Team (CMHT) 

 

CP 25 Years 

2 F Psychology in 

Hostels 

 

CP Under a year 

3 M CMHT Consultant 

CP 

 

28 Years 

4 M Mental Health 

and Homeless 

Team 

 

Clinical 

Lead 

 

Six Years 

5 F Early 

Interventions 

Service 

 

CP Two Years 

6 F Older Adults 

Mental Health 

Service 

 

CP Four Years 

7 M Older People’s 

Mental Health 

Team 

 

CP Under a year 

8 F Psychology in 

Hostels 

CP Two Years 
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9 F Mental Health 

and Homeless 

Team 

 

CP Three Years 

10 F Specialist 

Therapies Team 

 

CP Under a year 

11 F CMHT 

 

CP Under a year 

12 F CMHT and 

Homelessness 

Project 

Principal 

CP 

12 Years 

 

2.4.2. Recruitment 

Recruitment posters were published on various social media platforms including 

Twitter and LinkedIn, in addition to the specific Facebook page; ‘UK based 

Clinical Psychology Facebook Group’ and during specific monthly Twitter 

conversation events (#HomelessPsychology) to advertise the research. 

Participants were also recruited via snowball sampling to recruit CPs within 

networks already known to the researcher or other participants. Five CPs were 

recruited through snowball sampling, of which two were already known to the 

researcher and three heard about the research through other participants. The 

remaining seven participants were recruited through social media advertising.  

 

CPs who expressed an interest to take part in the research were provided with 

the Participant Invitation Letter by the researcher (Appendix A). Following this, if 

the CP was happy to take part in the study, a time to conduct the interview was 

agreed and the researcher sent the participant a Consent Form (Appendix B) to 

be completed and returned to the researcher ahead of the interview. 
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2.4.3. Recruitment Criteria 

The following inclusion criteria were set to ensure that the participants in the 

research were appropriate to take part in the interviews (Willig, 2013):  

• Individuals could only take part in the study if they were a qualified 

CP. 

• Individuals needed to be practicing clinical psychology within an 

adult mental health service in the UK at the time of the research.  

 

2.4.4. Developing the Interview Schedule 

The researcher used semi-structured interviews to collect detailed and 

ideographic data (Oppenheim, 2000; Smith et al., 2009).  

As recommended by Clarke and Braun (2013), the researcher aimed to develop 

questions which were jargon-free, succinct and open-ended to allow participants 

to engage fully and to avoid leading questions that could lead to response bias. 

The researcher designed a schedule that could be used flexibly, accommodating 

spontaneous prompts to allow responses to be built upon and gain in-depth, rich 

data. A pilot interview was carried out and the schedule was revised, amending 

the wording of some of the questions and adding further prompts, which was then 

re-discussed with the Director of Studies before finalising the schedule for the 

interviews (Appendix C). 

 
2.4.5. The Interview Process 

Interviews took place remotely on the online platform ‘Microsoft Teams’ to allow 

participants to be involved safely in response to the COVID-19 pandemic. The 

interviews lasted for an average of forty-eight minutes with interview duration 

ranging from twenty-seven minutes to seventy minutes. 

2.4.6. Resources  

Interviews were recorded using an encrypted recording device. These recordings 

were then saved with all related documentation on a password-protected 

computer.  
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2.5. Ethical Considerations 
 

2.5.1. Ethical Approval 

Ethical approval to conduct this research was received through the University of 

East London Ethics Committee (Appendix D), which was sufficient for participants 

to be recruited from a non-clinical population, outside of any healthcare systems. 

This included all the appropriate considerations and solutions (Appendix D).  

 

2.5.2. Informed Consent 

An invitation letter was provided to all individuals who showed an interest in 

taking part in the research. This letter described the research and included 

information on participants’ rights such as the right to withdraw at any time, to 

take breaks or to reschedule (Appendix A). Participants were encouraged to ask 

questions or voice concerns they had. Participants were then required to read 

and sign a consent form before the interviews (Appendix B). Participants 

consented for interviews to be recorded and for quotes to be used in the research 

write up. The researcher verbally reiterated the information sheet at the start of 

the interview to ensure the participants understood all aspects of consent. 

 

2.5.3. Confidentiality and Anonymity 

Participant names were converted into unique unidentifiable codes and all 

identifying information were anonymised or removed in the transcripts and in any 

extracts included in the write up to maintain the anonymity of those involved in 

the research.  

 

Consent forms and transcripts were kept in a locked environment including a 

password-protected computer and the researcher was the sole transcriber of the 

interviews. Only the researcher, research supervisors and examiners have 

access to these transcripts and only access these when necessary.  

 

Data was collected and stored in line with UEL and NHS data protection 

guidelines and regulations. Personal data including audio-files will be destroyed 

within six months following completion of the research project. Research data will 
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be stored for five years after research completion in line with UEL policy. 

 

2.5.4. Debriefing 

Participants were provided with a debrief letter (Appendix E) which included 

information about what will happen to the data they have provided and their right 

to withdraw their contribution within three weeks of the data collection. This 

document also provided signposting for further information on the topic of 

homelessness and related organisations. Additionally, this document provided 

the contact details for the researcher should they have had questions or concerns 

following the interview. 

 
2.6. Data Analysis 
 
Data were transcribed verbatim by the researcher from the audio recordings, an 

example of a transcript extract can be found in Appendix F. Filler words, for 

example ‘you know’, and non-linguistic features were removed from the 

transcripts to improve clarity during analysis based on Banister et al.’s (1994) 

conventions (Appendix G). To ensure transcriptions were accurate, they were 

repeatedly checked against the original recordings. As a critical realist 

epistemological stance informed the data analysis, latent codes and themes were 

generated (Braun and Clarke, 2006). The analysis was inductive, therefore codes 

and themes were rooted in the data gained in the research instead of being 

driven by previous theory (Braun and Clarke, 2006). Data was analysed following 

Braun & Clarke’s (2006) six phases of analysis which the researcher will outline 

below. The analytical process required the researcher to move through the 

phases bidirectionally throughout the process as appropriate. 

 

1. Familiarising self with the data 

It was important for the researcher to immerse themselves in the dataset 

to ensure they were familiar with the breadth and depth of the content. The 

researcher found that the process of manually transcribing recordings into 

written format began the process to familiarise themselves with the context 

of the interviews. After transcribing, the researcher continued to familiarise 

themselves with the content by repeatedly reading through each transcript. 
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This offered the opportunity to begin the search for patterns which were 

noted down as recommended by Braun and Clarke (2006). 

 

2. Generating codes 

Once the researcher was familiar with the data, initial codes were 

produced to identify any meaningful features. To code the data, the 

researcher recorded notes throughout the transcript documents. The 

researcher followed guidance as outlined by Braun and Clarke (2006) to 

code the content of the entire data set and recognise all potential patterns. 

As the researcher employed an inductive approach to analysis, generating 

codes came from the data itself rather than being driven from theory. 

Extracts from the data set were then matched to the codes. It was 

important to include some of the surrounding data around the code to 

provide context. 

 

3. Searching for themes 

Once all data had been initially coded across the data set, the researcher 

was able to begin categorising different codes into potential overarching 

themes and sub-themes. The researcher used a spreadsheet to organise 

codes.  

 

4. Reviewing themes 

Once initial themes and subthemes had been proposed, these were 

refined. This refinement included merging some themes together, whilst 

other themes were broken down. Braun and Clarke (2006) propose this 

stage is split into two substages.  

Firstly, it was important to consider that data within each theme should be 

closely connected whilst themes remained distinct from each other. It was 

also important to review the coded data extracts to ensure they formed a 

clear pattern that fit within the theme. The researcher continued to amend 

and adjust themes and subthemes until they were confident the themes 

accurately captured the coded data and a provisional thematic map was 

produced (Appendix H).  

The second stage of this phase involved ensuring the proposed themes 
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were valid by reviewing the entire data. Reviewing the entire data set also 

allowed the researcher to capture any additional data relevant to the 

themes that had been missed in the earlier coding stages. The researcher 

ensured the thematic map was coherent before moving onto the next 

phase. The researcher continued to revise the coding until they were 

satisfied with the thematic map. 

 

5. Defining themes 

The researcher defined the themes to reflect the content of the data within 

them. Braun and Clarke (2006) recommend organising data sets into a 

consistent account. Each theme needed to undergo a detailed analysis 

which considered how the theme relates to the research questions and 

how they relate to other themes. The researcher was able to identify a 

number of subthemes within the themes. Subthemes were particularly 

helpful to provide structure and organisation within large themes. 

 

6. Producing the report 

Once the themes and subthemes were finalised, the researcher completed 

the final analysis of the data by writing up the thematic analysis. This was 

produced to share themes and provide sufficient data extracts to evidence 

the researcher’s analytic narrative. Themes were identified at a latent 

level, meaning the analysis aimed to go beyond the semantic content of 

the data and the researcher shared the ideas, assumptions and 

conceptualisations which shaped the content of the data (Braun and 

Clarke, 2006). The researcher endeavored to share the theme’s meaning 

and implications, in addition to analysing what the themes reveal about the 

role of clinical psychology to prevent homelessness in adult mental health 

services. 

 

2.6.1. Reviewing the Quality of the Study  

Throughout this research, the researcher continued to practice reflexivity, which 

involved considering their role in the research and the factors which may affect 

the study (Barrett et al. 2020).  
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Elliott et al. (1999) offer publishability guidelines for researchers to consider 

which are specifically relevant to qualitative research. These include (1) owning 

one’s perspective, (2) situating the sample, (3) grounding in examples, (4) 

providing credibility checks, (5) coherence, (6) accomplishing general versus 

specific research tasks, (7) resonating with readers. Considering the fourth 

guideline, Elliott et al. (1999) summarised methods that can be used to review the 

credibility of themes. These include reviewing understandings with the 

participants; using a number of qualitative analysts to review the data for 

inconsistencies or errors; comparing two or more varied qualitative perspectives; 

or where suitable, ‘triangulation’ with external factors or quantitative data. The 

current research will be considered against these guidelines will be discussed 

further within the Discussion– Quality of the Research.  

 

Braun and Clarke (2021) outline a number of questions specifically intended to 

guide the assessment of thematic analysis research quality and these were used 

to reflect on this project. These generally aim to ensure the researcher has 

provided an adequate explanation of the methods and methodology and a well-

developed and justified analysis. The current research will be considered against 

these criteria will be discussed further within the Discussion – Quality of the 

Research.  

 

2.7. Relationship to the Research 
 
As previously stated within this chapter, it is important the researcher shares their 

relationship to the research as this will be influenced by the ontological position 

(Bisman, 2010) and have a direct influence on the interpretation of the data 

(Harper, 2011). I am approaching this topic as someone who was first drawn to 

work with the homelessness sector through personal experience volunteering in a 

soup kitchen. It was during these times I was able to get to know some of the 

attendees, learn their stories and increase my awareness of the extent of the 

problem with homelessness.  
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As I began my career in psychology and working clinically with individuals, I 

found myself at times feeling helpless when I would work with people with 

housing difficulties with no clear pathway in how to support them. At other times I 

grew frustrated that people were declined psychological support because “until 

their housing was addressed, therapy would be ineffective”.  

 

I have been inspired by specialised services, organisations and trusts who work 

flexibly to support the needs of SUs. I draw upon frameworks such as the Power 

Threat Meaning Framework (Johnstone & Boyle, 2018) to understand the impact 

of wider social factors on an individual’s threat response, often viewed instead as 

symptoms of a mental health difficulty. I believe that as CPs, we have a 

responsibility to engage in social justice which can contribute to the prevention of 

homelessness and consequently reduce psychological distress. I believe this can 

be achieved through direct work with individuals to support their needs and work 

with systems that perpetuate and maintain injustices which contribute to 

homelessness. I was drawn to conduct this research with the hope to learn from 

clinicians who are already working in this way and to formulate new ways of 

working to reduce homelessness within the UK. 

 

Despite the position I hold, throughout this research I have endeavoured to 

remain neutral when conducting the interviews and during analysis process. It is 

important to acknowledge that despite my effort to remain impartial during this 

research, implicit expectations could have influenced the analysis process.  
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CHAPTER THREE: RESULTS 
 
 
In this chapter, the results of the thematic analysis will be presented. The 

analysis of the interviews identified three main themes: understanding 

homelessness, system structures and CPs’ skills and relevance. Within these 

three themes, a further 13 sub-themes were constructed. Table 2 below provides 

a summary of these. These themes and sub-themes will be discussed in depth 

and will be illustrated with quotes taken from the interviews. 

Table 2 
 

A Summary of Themes and Sub-themes Identified from the Analysis. 

Theme Sub-themes 

 

 

1. Understanding 

Homelessness 

 

1. Varied Definitions of Homelessness 

2. Influence of Societal Narratives on 

Individual Responsibility 

3. Structural Causes of Homelessness 

4. Personal and Professional Influences 

on Understandings of Homelessness 

 

 

2. Systemic Barriers and 

Facilitators on 

Homelessness Prevention 

 

1. Barriers within NHS Services 

2. Good Practice in the Third Sector 

3. The Need for Professional Bodies to 

Advocate 

4. Clinical Psychology Training 

 

 

3. Clinical Psychologists’ 

Skills and Relevance 

 

 

1. Considering Homelessness at 

Assessment and Individual Advocacy 
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2. The Power and Status of Clinical 

Psychology Within Services 

3. Developing and Sharing Formulations 

4. The Need for Clinical Psychologists to 

Become Politically Active 

5. The Need for Clinical Psychologists to 

Work with Commissioners and 

Stakeholders 

6. Not the Role or Responsibility of 

Clinical Psychology 
 

3.1. Theme One: Understanding Homelessness 
 
Participants reflected on their understanding of homelessness; how it comes to 

be and what impacts this understanding. Many spoke about the systemic and 

political factors that contribute to the risk of homelessness. Others spoke of 

societal narratives that suggest homelessness is a ‘choice’ or an individual 

responsibility.  

 

3.1.1. Sub-theme One: Varied Definitions of Homelessness 

One participant reflected on the importance of having a shared understanding of 

what is considered to make someone homeless. Four of the participants inferred 

homelessness was street homelessness whilst two of the participants 

acknowledged other forms of homelessness such as people living in temporary 

accommodation or in poor housing conditions: 

Anyone of us can become homeless, any one of us are at risk of 

homelessness if enough circumstances were to coalesce but for most of 

us it might be a period of sofa surfing, a gap between tenancy, something 

like that rather than the chronic revolving door. 

Participant 8 

The impact of different definitions of homelessness on statistics and the 

implications this might have on funding and support was also reflected upon: 
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I think the starting point of that for me is how we define homelessness 

because I know there are some ridiculous things like for councils when 

they do surveys of homelessness. They only count people on the streets, 

and I think it’s something ridiculous like people have to be lying down to be 

counted when they do the council headcounts. So, what that means is we 

have huge proportions of the homeless community that aren’t included in 

the stats. We’ve got people that sofa surf, rely on good will from family and 

friends in really unsafe living situations but they wouldn’t necessarily be 

counted as homeless. And I think that’s what we see a lot of in services is 

people living in quite risky situations but probably a lot of statutory services 

aren’t necessarily aware of. 

Participant 6 

 

3.1.2. Sub-theme Two: Influence of Societal Narratives on Individual 

Responsibility 

Whilst discussing their understanding of homelessness, four participants spoke of 

the wider societal narratives around individual responsibility and meritocracy. 

This can deflect the responsibility from the government and other systems to 

make structural changes that will reduce the risk of homelessness or provide 

support to people at risk of homelessness: 

It's a neoliberal ideology and I think that contributes a lot actually, 

because that's not achievable for everybody and people 

aren't supported. It's kind of like people are left to fend for themselves, and 

if you succeed, it's seen as you being individually successful. And if you 

fail it’s seen as your individual failure when there's all these systemic 

issues.  

Participant 11 

Others challenged the societal narratives around individual responsibility by 

outlining the complexity around homelessness. For example, it is not as simple 

as an individual making the ‘wrong’ choices that lead to homelessness, as an 

individual’s environment and psychological needs will influence the options that 
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are available to them and this can exacerbate the risk of homelessness. In order 

for someone to make positive choices, a person’s psychological needs need to 

be met and to be adequately supported. This must be done whilst acknowledging 

the role of a person’s environment in limiting how much a person can avoid the 

risk of homelessness:  

There can be a narrative around people making choices, like a choice to 

be homeless or a choice to be in an abusive relationship or a choice to use 

substances and I think that if peoples’ psychological needs are met […] 

people can be supported to take some responsibility for their individual 

role in that. But that people can’t do that if they are not in an environment 

where it is possible to make a choice. I guess I would see it as, I hope, 

people would be able to make choices that would be more helpful for them 

but often people aren’t in a position where they can make that choice, I 

don’t think society sees that. 

Participant 2 

 

3.1.3. Sub-theme Three: Structural Causes of Homelessness 

Eight participants discussed the broad range of systemic factors including 

housing, employment and austerity that may contribute to an adult’s risk of 

homelessness: 

I think from a structural, societal point of view… you’re looking at the 

increasing instability of employment. Also, the privatisation of housing and 

rent being decided against so called market valuations and the 

deconstruction of social housing over the last 30 years as part of the 

neoliberal capitalist agenda which disadvantages the vast majority of 

individuals, certainly that are working class or lower end of the 

socioeconomic scale. […] I think within that there’s racism that plays a role 

and many other structural factors, but I think those are the main ones.  

           Participant 4 

Factors in our country, especially in the last decade or so, things like the 

economic policies, government decisions and choices around funding 



56 
 

allocation. I think austerity measures have decimated the services that are 

around to support people and I don't think we're in a culture in the UK that 

supports society very well. 

        Participant 6 

Two participants also challenged understandings of homelessness which convey 

system failures as individual risk factors. When considering risk factors of 

homelessness such as Attention Deficit Hyperactivity Disorder (ADHD) and 

learning disabilities, participants critiqued systems for not meeting the individual’s 

needs leading to increased risk of homelessness. They also recognised factors 

such as alcohol misuse as a coping strategy for systemic oppression and trauma: 

The people who are commonly refused are those with drug and alcohol or 

addiction issues which are really issues around oppression and 

exploitation of the individual and the individual reacting to that by using 

drugs and alcohol and then falling into another vicious cycle. So, the 

research suggests ADHD, one piece of research suggests you are about 

five times more likely to be homeless. Acquired brain injury often happens 

before the person is homeless, learning disabilities have higher prevalence 

rates, around 12% some of the research suggests and autism as well and 

then these commonly being construed as lifestyle choices of the individual. 

And the homeless housing system not fully acknowledging the lack of 

skills or competencies a person will have in order to maintain their home.  

         Participant 4 

This participant went on to discuss other circumstances which can be considered 

individual factors that contribute to homelessness but can be recognised as 

systemic failings: 

On a local systemic level, and family level what we see is trauma all the 

time. I mean, trauma is a sanitised word, when we think about trauma, we 

are actually thinking about childhood violence, children witnessing 

violence, being victims of violence and torture that we commonly describe 

as trauma or adverse childhood experiences. Intergenerational trauma as 

well, and the attachments are then affected by that trauma and then that 
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trauma then being compounded by a lack of a safety net in society so 

whether it be schools, NHS mental health, physical health systems or 

social systems that are there to support an individual just not being there. 

And certainly, over the past 10 years that’s been exacerbated by austerity 

and cutbacks. 

Participant 4 

Similarly, four participants discussed relationship or placement breakdown. They 

gave a common example when an individual has increasing mental health or 

cognitive impairment needs which services fail to support. This is often seen as 

due to an individual’s challenging behaviour rather than due to inadequate 

support, which contributes to a residential placement breakdown: 

In my older adults’ group what we see a lot of is placements 

breaking down. This might be people living with family and then the 

family situation becomes unobtainable, it might be older adults who 

get divorced, or their relationships break down and then for the first 

time they are trying to look after themselves. It might be that they’re 

in residential placements and for a myriad of different reasons the 

residential placement breaks down and that can be financial but 

that could be related to using substances, increasing mental or 

cognitive needs…not so much increasing physical needs I think it’s 

more the kind of mental health and cognitive impairment that 

services find quite challenging to manage. 

        Participant 6 

Lastly, one participant considered the emotional impact of systemic protocols 

during abrupt transitional periods such as leaving the care system, on 

psychological concepts such as attachment, which increase the risk of 

homelessness: 

I have thought about it quite a lot from an attachment-based perspective 

and the conversations I’ve had with people have reinforced that. That they 

had something that felt like a secure-ish base and they had some 

relationships with people who might be social workers or other support 
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workers that they have known for quite a long period of time, and then in 

the absence of that, even though they may […] actually have the practical 

skills required for running a house, they just couldn’t maintain the 

emotional stability that was required. It’s just, I think very very lonely and 

very isolating for people and generally just very difficult for people to feel 

that cut off and not have any continuity of care. It often wasn’t tapered off, 

it ends quite abruptly I think, arbitrarily when they reach a certain age. 

        Participant 7 

 

3.1.4. Sub-theme Four: Personal and Professional Influences on Understandings 

of Homelessness 

During the interviews, participants spoke of the range of influences on their 

understanding of homelessness. Six participants identified their professional 

experiences such as clinical or research experiences and interactions with 

colleagues as influential in their understanding of homelessness:  

I think my career in mental health, initially I started out in secure hospitals 

and then prison. And I think about when I worked in a women's prison then 

it was a remand prison which meant you had people coming in and out. 

[…] And often they didn't have a sentence yet because they were awaiting 

court and things that you just didn't know when people would be in or out 

and that made it really hard to plan for release. But I know what happened 

for most of the women I worked with […] was that they were just released 

homeless… So that I think that was my first thinking of “this is a bit shit, 

like what? How can they not house?” And we would see the exact same 

people back again two weeks later. I was there for 18 months and some 

people I’d see four or five times, so that really got me thinking like “what's 

the system all about?” and thinking this clearly isn't working. 

        Participant 11 

Actually, I think a lot of the general population are aware of homelessness 

but perhaps they don’t have the face to face of it every day. That actually it 

has always been something that I have been very aware of and have been 
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wanting to support but really you don’t see the reality of it until you start to 

actually work in services like mental health services or hospital settings or 

something, so I would definitely say it’s changed since working in mental 

health services. 

         Participant 10 

Whilst two participants reflected on personal experiences such as volunteering 

and their faith community as influential on their understanding and attitudes 

towards homelessness: 

I do some volunteering on a Sunday evening in a local soup kitchen and 

so as part of that I would just go and speak with people about what had led 

them to become homeless. 

           Participant 7 

I have friends who work in homeless services but also by being connected 

to a church, there is a lot of attempted work to try and help people in the 

community that are homeless, so I guess it is informed by lots of different 

parts of my life really.  

Participant 5 

 

3.2. Theme Two: Systemic Barriers and Facilitators on Homelessness 
Prevention 
 
The second theme encompassed system structures that may prevent CPs from 

being more active in homelessness prevention whilst participants also suggested 

solutions to these barriers. Solutions were often recognised as good practice 

within other organisations, particularly third sector organisations. Furthermore, 

other disciplines such as nursing and social care, hold attributes participants 

valued to prevent homelessness.  

 

3.2.1. Sub-theme One: Barriers within NHS Services 

Participants reflected on aspects of NHS systems which may act as a barrier to 

the profession preventing homelessness. These included high caseloads, lack of 
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resources and long waiting lists identified by six participants, which prevent 

system change and do not allow time to reflect or evaluate current services: 

I think logistical pressure; time, high caseloads, fewer resources, long 

waiting lists all of those considerations that mean that people are really…I 

think the prospects of taking on something new is daunting and unrealistic.  

          Participant 8 

Five participants also spoke of how these pressures impacted on additional 

support such as support letters, particularly as these are often not recognised in 

job plans: 

The letters can be very lengthy, and it can be hard to find time for the 

report writing and I think seeing that as valid as an hour spent in a therapy 

session would be useful. 

          Participant 2 

Nine participants described services as inaccessible to many of the SUs. One 

way in which services were considered inaccessible was due to their rigid Did Not 

Attend (DNA) policies which often stipulate if an individual misses a number of 

appointments, they are discharged from the service: 

The barriers in other services is a big part of it; you don’t attend a number 

of sessions and then you’re excluded for however long or there’s a waitlist 

management system that doesn’t have any alternative provision of support 

or people have comorbid difficulties or drug and alcohol difficulties or there 

is something about the referral pathway that is complicated and in a lot of 

the health services, not just specific to mental health there’s a real need 

for people to advocate for themselves and that can be really difficult when 

one can’t. 

       Participant 8 

Whilst considering the limitations of DNA policies, five participants acknowledged 

some SUs will need time to engage with services. By implementing a DNA policy, 

this engagement stage cannot be accounted for: 
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Unfortunately, because services are so stretched you know 

understandably they don’t offer flexibility for people to DNA when they 

don’t feel able to come in there’s not the space to take the time to do the 

work for the engagement to improve. Because obviously you can’t help 

somebody if you aren’t seeing them but there’s not really any time allowed 

for that engagement […]. And I don’t think that necessarily has to be 

psychology led but I think it needs to be psychology informed in 

recognising maybe some of the psychological formulation that may be why 

it’s happening. 

              Participant 2 

Two participants highlighted some individuals will be unable to access services 

due to diagnoses and the influence of the medical model which may be used as 

criteria for exclusion from a service: 

The system is very rigid and structured and difficult to access and you 

know some of that is, to some level structure and those systems are 

necessary but I think particularly the extremely diagnostic and medical 

views we have within primary care and inpatients is unhelpful because it 

definitely creates barriers for people to gain entry. There is a huge amount 

of assessment that is required before people are deemed to have 

particular diagnoses and reach thresholds before they can get access to 

services. And for people who have a lot of complexity that is very difficult 

to tolerate. Those repeated assessments are very difficult and also 

because they aren’t neatly fitting into any box, their ability to actually 

access services is reduced.  

       Participant 9 

One participant honestly explained the role of rigid exclusion criteria in the 

management of waiting lists within their NHS service: 

With one hundred people on our waiting list which is what it is now since 

COVID which is unprecedented, you are kind of almost looking for ways to 

keep the waiting list down, which is awful but it’s the reality. 

Participant 1 
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During conversations about the role of NHS systems in the prevention of 

homelessness, three participants spoke of the impact of cuts and lack of 

resources on job roles: 

One of the first things that comes to mind is just austerity and our cuts and 

actually our capacity as CPs becoming more and more limited and that 

means how our roles are changing, how we work with services is 

changing; all the time we have so many competing demands to think about 

that there is a big risk isn’t there that homelessness just doesn’t 

sometimes come into our heads. And it’s not by fault of the clinician 

perhaps of not caring or thinking about that but actually the amount of 

caseloads we hold, the work we have to do, I think that puts it at risk of 

being able to do what you want to do. 

Participant 10 

Six participants identified services are separated into specialties which often work 

independently from one another. This prevents inter-disciplinary learning, limiting 

the opportunity for service development and employment of good practice:  

Referrals to social care often won’t end up in ongoing liaison we kind of 

flag it up and it has to be left to them to some extent but often we don’t 

necessarily see the practice that is happening behind the scenes there, 

and that’s really hard especially because we don’t share the same 

electronic systems, we don’t share any of that stuff so we can’t actually 

see what’s happening always.  

Participant 10 

This also means that some people never reach services to receive support due to 

overlapping exclusionary criteria across the services: 

The way services are set up to be very much in silos, separate from each 

other and to have exclusion criteria that mean there is just a subset of 

people you would never work with in a lot of services. 

Participant 8 
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This division of services impacts on the quality of communication between 

services and can also contribute to individual’s needs not being met: 

Whilst they might have support workers from different organisations 

involved, I still think there is a lack of co-ordination of all of this so the 

services aren’t necessarily joined up and then they aren’t communicating 

and that leads to somebody perhaps being housed temporarily away from 

their support network and that doesn’t make things better for them at all, 

actually it makes things worse and isolated and so then they might end up 

rejecting that placement and then end up sofa surfing. 

         Participant 12 

The division of services can also contribute to some individuals ‘slipping through 

the net’ as they don’t meet the criteria for any of the services. The example of an 

individual with mental health needs who misuses substances will often be 

excluded by mental health services due to substance misuse but will not be able 

to access substance misuse services due to mental health difficulties was 

discussed by three participants: 

It’s a bit of a tricky one […], and I found this on the homeless placement as 

well because often people get ping ponged around an awful lot. Drug and 

alcohol services won’t see them if they have what they consider to be a 

mental health problem and mental health services won’t see them if they 

have a drug and alcohol or substance addiction problem and weirdly the 

two things are totally separate; the drug and alcohol and mental health 

services. 

 Participant 7 

Within this context, two participants spoke of the lack of psychology in substance 

misuse services and the impact this may have on working collaboratively with 

other mental health services in addition to providing opportunities to prevent 

homelessness: 

When we were talking at the beginning about risk factors for 

homelessness and we were talking about substance misuse, it makes me 

think about some of the links between those services and homelessness 
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and I guess CP jobs are in addiction services, but they are more hard to 

come by now. 

Participant 10  

When considering how services may need to work differently to support 

individuals more broadly, one participant considered the need to reconsider how 

interventions are measured: 

I think it’s all about how you set your outcomes. So, I have some people 

where we have what look like very, very small therapeutic gains but 

actually for them, I am delighted that I’ve got them through the door. So, 

they are small gains but for that person they are very significant gains.  

Participant 6 

 

3.2.2. Sub-theme Two: Good Practice in the Third Sector 

During the interviews, participants were asked for any good practice they have 

witnessed within other disciplines clinical psychology could learn from, and seven 

participants spoke of third sector organisations: 

To be honest the people I have been most impressed with in my 

homelessness work have been people who are outside of the NHS. So, 

the best work that I have witnessed has been from the charity sector, from 

the third sector. Often those organisations are staffed by people who have 

a grounding in social work, or they will be doing it from the basis of 

religious or moral stance rather than a medical or health perspective. 

Participant 9 

Five participants identified organisations and disciplines such as social care and 

nursing who work flexibly to allow an individual to access their service. The 

interventions provided varies, allowing for engagement and advocacy: 

I have worked alongside some charity sector organisations and I think 

sometimes not even with people who have a titled profession but just 

amazing at advocating for people and really seeing people. And seeing 

people in their day to day lives and drawing a conclusion and 
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understanding on that rather than I think sadly in mental health services, 

the first contact is a referral usually and I think often people develop a 

conclusion about somebody based on the fact that they are homeless. So 

that maybe limits the opportunity to be seen. And charity sector 

organisations tend to […] think about such a holistic range of needs that 

sadly staff in mental health services just don’t have the capacity for. 

Participant 2 

They just have a very solid ethos that runs through the heart of it, you 

know you hear a lot of tripe about psychologically informed environments 

which I heard a lot in the hostels, about the importance of psychologically 

informed environments […] but you walk in and the place is filthy and 

there’s boxes everywhere and you kind of think “well you can have all the 

training you want on psychologically informed environments but if you 

don’t have a place that’s clean that you’d be happy to live in then no-one’s 

going to show up there”. I think that runs through the heart a bit more at 

[X]. 

Participant 7 

 

3.2.3. Sub-theme Three: The Need for Professional Bodies to Advocate 

During the interviews, four participants spoke about the role of professional and 

regulatory bodies such as the British Psychological Society (BPS), the BPS 

Division of Clinical Psychology (DCP), Association of CPs UK (ACP-UK) and the 

Health and Care Professions Council (HCPC) and how they could be used to 

support CPs to think more about homelessness:  

I was just thinking a bit about our professional bodies. So not necessarily 

HCPC but more like BPS and DCP and ACP more recently, in terms of 

them supporting in this aspect. So, as I mentioned like the power threat 

meaning framework, those organisations have supported them to be rolled 

out and I wonder if homelessness was brought more to the agenda […] we 

have special interest groups don’t we but there isn’t one for homelessness. 

So, actually how those organisations can support with that. 
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Participant 10 

Three participants also reflected on the need for such bodies to be more 

politically active and outspoken on social inequalities and homelessness. No 

participants reflected on the current BPS policy campaign ‘From Poverty to 

Flourishing’ or previous coverage BPS have had on homelessness in the past: 

I think the BPS is awful. I don't think they really take a stance. I think they 

should be as an organisation, so much more outspoken about what's OK 

and what’s not OK and be using that power and the membership and the 

platform to promote social justice issues and social inequality, you know, 

social justice stuff. And I just don't think that happens.  

Participant 11 

Homelessness in a country with the fifth or sixth biggest economy in the 

world and a very rich country with enough money to solve these issues, 

and it doesn’t do, then we can say these are political decisions that lead to 

homelessness. Therefore, in my view, homelessness is a form of political 

murder. And I think psychologists, certainly with the BPS for whatever 

reason do not wish to get involved in these wider discussions. So, I think 

as a profession we are let down by the BPS and more recently the ACP 

UK, who are there to represent and be a bit more politically active, I’m yet 

to see any specific communications around the psychological aspects of 

homelessness. 

Participant 4 

3.2.4. Clinical Psychology Training 

During the interviews, the role of clinical psychology training was considered. 

One participant reflected on the experience of placement rotations during 

professional training and the skills developed which could be harnessed when 

advocating for individuals’ needs. Interestingly, they provide a contrasting idea 

about the use of CPs’ voices to the previous quote, relaying a confidence to 

share opinions: 

I think the fact that we get 3 years of training in the NHS makes us 

excellent system navigators. I think we are professionally raised to believe 
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that our opinion is worth something and that we should be sharing it as 

broadly as possible makes us very effective advocates. And usually, we 

are well resourced as individuals and professionals; usually if we need 

knowledge, we can get it somehow and if we need to make links, we 

usually can make them.    

        Participant 6 

Whilst six participants explained teaching during clinical training had not 

considered homelessness or the role clinical psychology could play in prevention. 

As a result, this was not an issue they held in mind during clinical practice or 

recognised fell within their responsibilities: 

I don’t think we pay enough attention because you get trained in mental 

health […] we don't get much training in the other bits. 

Participant 3 

I don’t think we ever really had housing or homelessness mentioned 

particularly, not as a focus, maybe as a tangent. And similar to drug and 

alcohol use and benefits […], I just don’t think social needs are necessarily 

at the forefront of training and if it’s not in training then I guess people 

don’t think about it as much. 

         Participant 11 

One participant explained they only began considering homelessness as part of 

their responsibility once they started a new specialised clinical role: 

In my main role which is going to work in the community mental health 

team, I think it is something that we are quite removed from unfortunately 

because of the way that systems are set up. People have to almost jump 

through a lot of hoops to get through to CMHT and when we have had 

people come through to the CMHT who were sofa surfing or in temporary 

accommodation or hostels for instance, they may then sit on our waiting 

list for two years and we wouldn’t have direct work with them. So, I think, 

prior to doing the project, I didn’t see it necessarily as my responsibility. 
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         Participant 12 

Contrary to other participants’ experiences, one participant received teaching 

from the homelessness sector during training and shared how this supported 

them to be more interested in homelessness within clinical psychology: 

I think also during training I was really lucky in that we would have 

somebody from my current service come and give a talk about this sector 

during training and that really piqued my interest in it. 

        Participant 8 

 

3.3. Theme Three: Clinical Psychologists’ Skills and Relevance 
 
The third theme identifies the skills and roles of CPs that can contribute to 

preventing homelessness in adults. Opportunities included during direct clinical 

work, the utilisation of our position within the NHS and the power that may afford 

us and utilising the skills we gain during training which include neuropsychology 

understanding and formulation skills. The majority of this theme suggests 

prevention of homelessness is a relevant aspect of a CP’s role however the final 

sub-theme explores reasons why CPs may not be a relevant profession in this 

social issue. 

 

3.3.1. Sub-theme One: Considering Homelessness at Assessment and Individual 

Advocacy 

When looking at the opportunities within direct work, two participants proposed 

we consider risk of homeless during risk assessments: 

I was quite struck by what you were saying […] what would show me that 

someone was at risk of homelessness and I think it would be really great if 

that was thought about more as part of a risk assessment.  

Participant 2 
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When reflecting upon current practice to assess the risk of homelessness, three 

participants recognised they may assume the individual will inform a clinician if 

this was a concern. Contrary to this, four participants were curious about the role 

shame may play in preventing an individual from disclosing such concerns: 

Unless a person explicitly said, we were never explicitly asking “do you 

feel at risk of homelessness?”. Perhaps under the assumption that it would 

just come out as an issue, but that’s not always the case because there’s 

a lot of shame about it. I think it would be worth it being explicitly asked or 

incorporated, particularly in the community mental health team type 

organisations. 

        Participant 7 

Two participants went on to think how these conversations could be more 

explicitly welcomed. One participant proposed naming such social factors within 

assessments or interventions to be considered with SUs: 

Maybe it’s about as CPs, being clear with people that thinking and the stuff 

that goes on internally in our minds is only one aspect that affects our 

general wellbeing, and all of those social factors are really important as 

well. And maybe naming that with people so that they feel comfortable to 

bring it up and so that the conversation can be broadened to other things 

rather than maybe intra-psychic factors.  

Participant 9 

Three participants considered how we work directly with these risk factors of 

homelessness during individual work. An example may be for the intervention to 

focus on substance misuse or trauma focussed work. By supporting someone to 

reduce these factors, we may reduce their risks of being homeless either in the 

immediate or long-term future: 

Well, it might be that if you know that they are engaging in a behaviour 

which is causing them to have arguments with their landlord or in a difficult 

situation with their family […] might be looking at prioritising teaching them 

more skills to control angry outbursts or look more directly at their 

addictive behaviour that maybe adding to some of that. 
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        Participant 1 

Thinking about on an individual level what predicts and maintains 

homelessness, the opportunity to work around people’s individual trauma, 

to establish more trauma informed care in services, working either directly 

on substance misuse or closely with those who are working directly with 

substance misuse. And often one of the clinical interventions are also 

targeting the reasons why people might be continually homeless as well.  

        Participant 8 

During interviews, four participants spoke about the power of writing supporting 

letters to organisations such as housing to prevent tenancy breakdown or other 

risks of homelessness. This was often viewed as the minimal amount of input a 

psychologist could have in the prevention of homelessness: 

I think systemically that’s probably the kind of work we do to perhaps 

advocate on behalf of them for housing, work with other agencies that 

might be involved… writing letters of support, you could think about writing 

letters of support for benefits. 

        Participant 9 

I wrote a couple of letters where the person’s current accommodation 

wasn’t meeting their psychological needs where there was antisocial 

behaviour and that triggering PTSD symptoms for example. And my focus 

was that was damaging their mental health and possibly reducing the 

likelihood of the treatment being effective. […] But it is possible that if that 

wasn’t thought about and that was influencing a person’s mental health 

then that tenancy could have fallen through. 

        Participant 2 

Three participants spoke of the value of the neuropsychological understanding 

CPs have and the important role this can play to support the needs of SUs and 

prevent homelessness or repeated homelessness: 

Neuropsychological testing is something that is not always linked with 

homelessness, but […] it’s a huge skill that we have to actually use that 
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evidence to support people. So, bringing that into a formulation because I 

think that’s really powerful data.  

  Participant 6 

With another going on to say: 

So, something like 80% of people who are street homeless have been 

assaulted and present with a head injury and that is a whole additional 

complexifying factor that we don’t necessarily think about and a lot of the 

specific memory clinics and those sorts of services, people will find really 

difficult to engage with.  

    Participant 9 

 

One participant noted the current lack of best practice guidelines when working 

with someone who is at a risk of homelessness. They go on to suggest CPs need 

to adapt their psychological understanding and current frameworks so that these 

can be employed in these circumstances: 

That tolerance of uncertainty is what is needed because there are no NICE 

guidelines as yet. There are no best practice guidelines, we are working 

off chaos, but we have the skills as a profession to build a sense making 

framework, whether it be psychologically informed environments or trauma 

informed care […] that take into account the context of the individual and 

their support network in the homeless sector to support all levels of it.  

        Participant 4 

3.3.2. Sub-theme Two: The Power and Status of Clinical Psychology Within 

Services 

During the interviews, seven participants reflected upon the power and status 

CPs often hold within NHS services and considered this position to facilitate their 

ability to shape their job roles and the service policies and procedures. 

Interestingly three participants reflected that the job role can often be determined 

by the individual CP. Therefore, the amount of support someone receives may be 
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dependent on the individual attitude of the clinician. In theory this can allow for 

more preventative work to take place if a CP recognises this is part of their work:  

I think in terms of that authority and what we do with our responsibility, it is 

often left to us to decide what we do with it. And whilst that’s great 

because in my role I can be like “I’m going off to do a consultation” but 

equally I can also be like “I’m not going to go and do a consultation and I 

am still doing my job”. 

        Participant 5 

Five participants spoke of the power CPs hold within an NHS team through the 

‘Doctor’ title, often holding roles of a higher banding than the majority of the team. 

Through reflections, participants felt we could be using this afforded power more 

effectively to engage in more advocacy and with commissioners: 

I have also been quite influenced by [X] in terms of their discussions about 

clinical psychology’s need to be more proactive in [...] the support that we 

offer people around the benefits system and social services and that 

article they wrote about asylums […] have given me confidence to push 

forward and use the legitimacy and status of being a CP within the NHS 

and yielding that because it does make a difference. 

        Participant 9 

I think CPs often have quite a bit more power than they’re comfortable 

with, partly because of having the doctor title, and I think people are 

hesitant to […] embrace that power. And that could mean they miss out on 

opportunities to do things like speaking with commissioners or meeting 

with commissioners or, putting a voice across at a local commissioning 

level and advocating for the role of psychological factors in things like 

homelessness and things like drug addiction. But I think that actually 

psychologists should be quite powerful in that, like a powerful advocate 

against the... not against the medical model but in addition to the medical 

model or understanding.  

        Participant 7 
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One participant shared their own experiences of increasing accessibility to the 

NHS service they work in. This required converting the service into a more open 

access service which allows for engagement: 

I took over clinical leadership of it just over two years ago and we 

completely redeveloped it from a care co-ordination model which excluded 

about 80% of our referrals to a more open access service with more of an 

engagement and assessment model which has increased the acceptance 

of referral rates to last year, it was about 75%. 

Participant 4 

 

3.3.3. Sub-theme Three: Developing and Sharing Formulations 

Six participants considered formulation as a valuable skill we have that could be 

used in homelessness prevention. Four participants spoke of the importance of 

sharing formulations with wider systems to enable a broader understanding about 

an individual: 

A psychologist’s role that would be really helpful is formulating the 

person’s multiple needs rather than just seeing it as a housing need and if 

we fix that we will all be ok and recognising that […] to fulfil a housing 

need you also need to think about with a person their psychological and 

emotional needs in order to maintain the tenancy. 

        Participant 2 

It’s not about ‘not having a house’, it’s about not having the capacity to live 

independently because of emotional strain a lot of the time. Just the 

difficulties of living alone, that huge emotional strain is a much bigger 

barrier than some of the practical housing problems. 

Participant 7 

Another participant concurred and suggested formulations can increase empathy: 

Clinical Psychologists could try and instil a sense of psychological thinking 

in teams and the understanding that homelessness isn’t fundamentally 

about a lack of practical resources. So, it can be working with people 
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themselves or it can be the systemic working around them, with teams, 

families, services. You usually are trying to bring in some empathy and not 

get people written off too quickly. I think that’s a huge thing we do. 

Participant 6  

Two participants reported the value of providing formal consultations to teams for 

particular individuals to support their understanding and ensure an individual’s 

needs are met: 

Just for the psychological understanding of why people may behave the 

way they behave or why they may struggle to maintain things in the way 

that they expect. […] my clinical work where I have done some of those 

consultations, people don’t really know that much about this person in 

terms of their mental health which I find really shocking when they’re there 

helping them.  

Participant 5 

Participants recognised the benefits of joint working across services to meet the 

needs of SUs holistically. An aspect of the role of a CP was understood to be 

liaising and bringing together various relevant services for a SU, in addition to 

providing regular formulation sessions to teams. This would support a better 

understanding of the individuals and their needs that the teams work with. This 

can avoid outcomes such as accommodation placement breakdown: 

There is also something about joining up […] I’d say a proportion of the 

people I work with are in supported accommodation or hostel situations 

and I actually think we try, […] but it’s often hard to get going, to have links 

to a regular like formulation slot or whatever it is, something we can offer 

to them because people are obviously at risk of being evicted from 

supported accommodation. […] how can you prevent the system from 

creating the problem for the people that we work with. 

Participant 5 

Furthermore, two participants spoke about the role of formulation within reflective 

practice: 
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Things like reflective practice is a big part of our work and really 

encouraging the system to understand some of the more formulation 

driven understandings of the client group. And to other services who 

maybe are in mental health but don’t have an understanding of the sector. 

It could be doing joint trainings with groups like substance misuse services 

or other mental health services and inviting them too.  

Participant 8 

 

3.3.4. Sub-theme Four: The Need for Clinical Psychologists to Become Politically 

Active 

Six participants spoke about the political role clinical psychology must play in 

order to contribute to the prevention of homelessness: 

I was thinking at a political level and this is definitely something I believe in 

but not sure how that works in practice but […] sharing the psychologically 

informed perspective of the rights of people who are homeless and trying 

to change the narratives around people who are facing homelessness and 

use that to use a political platform to inform policy by doing research. 

         Participant 2 

I think we need to get political, it is abhorrent that we’re not. I think often, 

individual psychologists can be quite political, but I think in a public sense 

we often sit on the fence and keep quiet… I just think as a profession we 

should be doing a lot more and being much more outspoken and put 

ourselves out there.  

Participant 11 

Participant 12 reflected on the difficulty to be politically active if this is not 

supported within the service you work within: 

There has been a lot of unrest and I think that all helps to make you 

question your own practice and make you question your values; why are 

you in this job? What are you standing for? And I think if you don’t have 
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that supported within your psychology department then it is very hard to be 

political, it’s very hard to be outspoken if it’s not welcomed.  

Participant 12 

 

3.3.5. Sub-theme Five: The Need for Clinical Psychologists to Work with 

Commissioners and Stakeholders 

During the interviews, six participants identified the opportunity to work with 

commissioners and stakeholders to change the systems which continue to 

contribute to homelessness. They further reflected on how this may look; through 

reflective practice provision to these audiences and adapting communication 

style when sharing information: 

I would offer reflective practice to the team, advice, consultation across the 

homeless network and in depth psychologically informed environments 

training […] to anyone who has got interest in working with people who are 

homeless and also managers of organisations and local authority, 

combined authority and NHS commissioners to develop their knowledge 

as well. 

Participant 4 

It’s more around having those conversations with stakeholders, having 

those conversations with management, having those conversations with 

directorate boards about where our priorities lie and how we can, because 

essentially, the powers that be are concerned about money. They are 

concerned about referral rates, waiting list targets etc so unfortunately it’s 

a corporate world and we need to be strategic about our thinking which is 

selling to the powers that be how something will offset waiting lists, how it 

will save them money in the long run, we need to sell it so that it becomes 

an idea that will make their lives easier. 

Participant 12 

One participant spoke of their experiences working closely with commissioners 

and the positive impact this may have on meeting the needs of SUs. They also 

reflected on the role of reflective practice, if this facilitated closer working 
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relationships between clinical psychology and commissioners or if closer working 

relationships facilitated reflective practice: 

Commissioners have often been quite separate to clinicians whereas we 

have a very direct line with commissions so we would often potentially 

approach them directly if there was a client we were concerned about who, 

for whatever reason it was really difficult to place them on the pathway and 

we needed input […] then we might reach commissioners to have their 

input or involvement. So, it’s a much closer working relationship and it 

does feel that closer working relationship potentially introduces a need for 

reflective practice but also that it emerges from these reflective practices 

as well. 

Participant 8 

 

3.3.6. Sub-theme Six: Not the Role or Responsibility of Clinical Psychology 

Whilst many shared ideas and experiences of how CPs could contribute to the 

prevention of homelessness, some contending factors were identified which 

suggested homelessness prevention was not the responsibility of the profession.  

Two participants discussed the concept of therapeutic relationships, boundaries 

and other disciplines who would be better suited to intervene in the prevention of 

homelessness: 

I don't try to prevent, I don't think it's my role to prevent homelessness. I 

think if I were a social worker I may have been brought up on a different 

diet of what I need to do. 

        Participant 3 

I think that people get referred through for individual therapy and then 

there's all this stuff about boundaries and therapeutic relationship and 

what's OK, what's not OK and all these rules. […] it doesn't feel like it falls 

to the psychologists to get involved say in helping with housing 

applications or talking with somebody about their different options 

because there's this assumption often that there's other people in the team 

that will do it if there is a support worker or someone else. […] I feel like 
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we get quite limited sometimes in scope and what's allowed or not 

allowed, and I think the money thing comes into it again and we’re 

expensive and cost a lot and they want us doing these specialist things 

which are seen as therapy and other bits as well.  

Participant 7 

 

Moreover, five participants spoke of the psychological concept; The Hierarchy of 

Needs (Maslow, 1943). Two participants interpreted this theory to confirm 

psychological interventions would be unsuitable where basic needs of housing 

were not met. Therefore, SUs would need to resolve housing difficulties and 

rerefer to psychology services afterwards: 

It’s hierarchy of needs. I say that it's very difficult to consider… what you 

might call reflective higher order stuff when your basic needs aren't met, 

and it's not really the home that's in question it’s the safety that it brings 

with it. So, if you don't have safety looking at compassion focussed work, 

all other bets are off.  

         Participant 3 

We are not very good at giving people access to our service, I don’t think. 

Or if housing is an issue, we might say they need to sort that out before 

they can really engage in our work, but I think that’s because of the nature 

of our work. Maybe IAPT or shorter-term services could play a vital role in 

managing behaviours that might leave people to be at risk of 

homelessness. I do think there is a lot that psychology could do but it’s 

finding the service. 

         Participant 1 

One participant shared they had learnt how to consider and support individuals’ 

basic needs from other professions, and this has led them to adapt their own 

practice: 

I hope I’ve taken a lot from my nursing colleagues in terms of not just 

sticking on what I consider to be psychology topics, you know thoughts, 

feelings, behaviour. I think I am much more comfortable now talking about 



79 
 

things like finances, stuff that is the key things, the real sort of hierarchy of 

needs. There’s no point working on anything higher until we get you sorted 

with the basics. 

Participant 6 
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CHAPTER FOUR: DISCUSSION 
 

 

This research aimed to explore the role of clinical psychology in the prevention of 

homelessness within adult mental health services.  

Within this chapter the key findings of this study will be summarised and 

considered in relation to the current theoretical and empirical literature. Using the 

findings, the research questions set within the Introduction will be addressed. The 

researcher will reflect upon the quality of the research, considering the study’s 

strengths and limitations. Finally, the wider implications of the research upon all 

levels of the Ecological System’s Theory (Bronfenbrenner, 1979) and future 

research will be discussed.  

 

4.1. Research Questions: The Findings in the Context of the Literature 
 

4.1.1. What Can Clinical Psychologists Working in Adult Mental Health Services 

do to Prevent Homelessness?  

Participants spoke of a range of opportunities the profession can utilise to prevent 

homelessness. This spanned across advocacy and increasing awareness of the 

social issue, influencing the system structures the profession operate within and 

direct clinical work. These will be discussed in more detail throughout this 

section. Within the first theme ‘Understanding Homelessness’, participants spoke 

of the individual and systemic risk factors that make someone more vulnerable to 

homelessness and indicated ways CPs could reduce these risks. For example, 

some participants spoke of the profession’s role to support teams to understand 

the SUs’ needs through formulation to prevent avoidable placement breakdown 

or to challenge narratives which may suggest homelessness is a choice made by 

individuals. Within the second theme ‘Systemic Barriers and Facilitators of 

Homelessness Prevention’, participants reflected upon how service policies such 

as exclusion criteria and DNA policies can make services inaccessible or 

unsuitable to meet the needs of people at risk of homelessness. Opportunities for 

the profession to prevent homelessness were identified throughout the 

interviews, particularly within the third theme ‘Clinical Psychologists’ Skills and 

Relevance’. These opportunities will be discussed using the prevention 
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framework (Fitzpatrick et al., 2019) as outlined in Introduction - Understanding 

Prevention. As this research focussed on the prevention of homelessness, 

responses addressed the first three levels of the framework; universal, targeted 

and crisis prevention. 

 

4.1.1.1. Universal prevention. It was clear during this research that many were 

eager for the profession to be more politically active to challenge structural 

causes of homelessness to reduce future risks of homelessness. This supports 

previous work conducted by Rahim et al. (2020) who argue that individuals within 

the profession should be encouraged to recognise work as political. It can be 

invaluable to appreciate the power and position the profession holds within NHS 

services and the influence this may have on positively challenging social 

inequalities upheld within the current political climate. Psychology groups such as 

‘Psychologists for Social Change’ (http://www.psychchange.org/) were identified 

as proactive political groups that CPs have benefitted from engaging with, 

enabling them to take more political action outside of their employment. 
 

4.1.1.2. Targeted prevention. Within this study, the opportunity to identify risks of 

homelessness during the assessment process and throughout interventions by 

reviewing SUs’ housing circumstances and considering vulnerability factors 

during formulations were recognised. The role of advocacy to prevent 

homelessness was also highlighted throughout the study. Many spoke of the 

influential impact the profession can have in supporting teams to understand a 

person’s needs through reflective practice and consultation. Participants spoke of 

offering training to other local services such as supported accommodation to 

increase awareness of the risk of homelessness, in addition to providing 

reflective practice. It was hypothesised that increasing the awareness of the risk 

of homelessness and encouraging reflective practice increased empathy towards 

SUs. Consequently, this can reduce an individual’s risk of homelessness due to 

placement breakdown and by earlier intervention due to increased awareness by 

staff. 
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During conversations, we heard of the benefits that come with working closely 

with service commissioners and stakeholders. Participants shared the direct 

impact this can have on improving relationships. By increasing commissioner and 

stakeholder awareness of the issues SUs may face, including risk and causes of 

homelessness, these influential bodies can review budget allocation to target 

these issues, directly impacting on service provision and service policy which 

benefits those who are more vulnerable to homelessness. The BPS (2012) 

provided CPs guidance on how to work within the NHS commissioning structure. 

 

Participants acknowledged the importance of providing some SUs with more time 

to engage with services and with their psychologist. This felt particularly important 

for people who may have more predisposing factors which place them at higher 

risk of homelessness, for example, previous trauma, substance misuse, and 

insecure attachments (Seager, 2011). During this study, participants spoke of 

how important it was to allow time for SUs to engage. Enabling SUs to build trust 

with their clinicians and services was a particular focus when considering the 

impact previous experiences may have had on attachment. This had been 

witnessed within third sector organisations which were regarded as invaluable for 

the success of interventions. Participants who practice within specialist 

homelessness or hostel services reported engagement time was a necessity 

within the interventions for their client group. Attachment is particularly important 

to consider within this context. For example, previous research concludes there is 

a higher prevalence of insecure or weak attachment relationships for children 

who enter the care system after the age of eleven (The Care Inquiry, 2013; 

Hannon et al., 2010). 
 

This study has brought attention to the role of formulation skills CPs hold to 

prevent homelessness. For example, participants acknowledged some 

individuals who experience drug and/or alcohol difficulties are often excluded 

from mental health services. Often these are coping strategies for other mental 

health difficulties such as trauma (Brady, et al., 2004; Ouimette & Brown, 2003). 

It is estimated that an individual is two to five times more likely to have either 

mood/anxiety difficulties or a substance misuse difficulty when the other condition 
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is present (Sareen et al., 2001; Sareen et al., 2006). Khantzian (1985, 1997) 

proposed the self‐medication hypothesis to explain this comorbidity, suggesting 

substances are used as a coping mechanism to manage difficult experiences 

connected to mood/anxiety difficulties. Subsequently, substance dependency can 

develop as this coping strategy is relied upon more over time (Turner et al., 

2018). CPs can consider substance misuse as a maladaptive coping strategy for 

other mental health difficulties within formulations to broaden service inclusionary 

criteria. CPs could work collaboratively with these individuals to reduce the 

impact of their mental health difficulties and in turn, reduce substance misuse 

which could consequently reduce the risk of homelessness.  

 

Participants and the following research identify people with brain injury are more 

at risk of homelessness, in addition to those who are homeless being at higher 

risk of acquiring a brain injury. Participants explained this awareness can support 

the formulation of SU needs and behaviours to avoid placement breakdown or 

allow for adaptations to be made during psychological interventions.  

It is also important to consider the role of clinical psychology in the comorbidity of 

substance misuse and brain injury. According to Hwang et al. (2013), a history of 

brain injury is strongly related to poor health conditions among the homeless 

population. These include seizures, mental health and substance misuse 

problems. The researchers suggest these conditions are bidirectional; mental 

health and substance misuse can increase the risk of brain injury and therefore 

homelessness could be both a cause and consequence of brain injury. Adshead 

et al. (2019) concede that substance abuse presented with a brain injury can 

present challenges to recovery and social interactions. Hayes et al. (2001) 

propose substances are frequently used as a coping mechanism for individuals, 

to allow individuals to avoid facing the changes that have been made to their 

functioning and avoid emotional distress. CPs can use this knowledge to develop 

pathways which provide support for substance misuse and brain injury. It would 

also be relevant to consider the impact of substance misuse within cognitive 

assessments to make appropriate adjustments for these individuals, as 

mentioned by one participant. 

  

https://onlinelibrary.wiley.com/doi/full/10.1002/da.22771#da22771-bib-0047
https://onlinelibrary.wiley.com/doi/full/10.1002/da.22771#da22771-bib-0048
https://onlinelibrary.wiley.com/doi/full/10.1002/da.22771#da22771-bib-0024
https://onlinelibrary.wiley.com/doi/full/10.1002/da.22771#da22771-bib-0025
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Some participants spoke of the risk of homelessness during service transitions 

such as leaving the care system or prison. Often people leaving these systems 

can experience a sudden withdrawal of support. Statistics illustrate in the first two 

years after leaving the care system, a third become homeless and a quarter of 

homeless people have been in care in their childhood at some point (National 

Audit Office, 2015). In the UK, the preparation to enter independence begins 

when young people in the care system are sixteen years old. This is an ambitious 

task and there is an expectation to achieve this transition into adulthood and 

carry out the associated activities at a much younger age than their peers who 

are not within the care system (Hannon et al., 2010). Stein and Morris (2010) 

highlight the preparation stage provides an opportunity for young people to 

explore, reflect, take risks and search for their identity however the impact of 

making mistakes holds higher risks for looked after children. Whalen’s (2015) 

report for the Public Policy Institute for Wales draws attention to the fact that at 

the age of 18, many young people are moving out of care into a form of 

independent living. In addition to physical accommodation, the quality of support 

offered will determine the success of these transitions. Whalen (2015) reiterates 

the successful transition for care leavers is heavily influenced by the relationships 

these individuals have with trusted adults and the continuity of support they 

receive after their transition. Without suitable accommodation and support, there 

are a range of negative outcomes including poor employment, physical and 

mental health, offending and homelessness. CPs can build stronger connections 

with care systems and advocate for more comprehensive support throughout the 

young person’s transition outside of the care system. Many of the participants 

within this research suggested more flexible support which extends past their 

move into independent living. This can avoid relationship ruptures for the young 

person, nurturing secure attachments and offer opportunity to provide support 

prior to crisis. 

 

Within the interviews, some participants spoke of their experiences working within 

the judiciary system, witnessing those released with no housing often become 

repeat offenders. Multiple reports suggest a third of offenders did not have a fixed 

abode prior to imprisonment (Social Exclusion Unit, 2002; Gojkovic et al., 2012). 

Furthermore, there is a similar proportion of prison leavers that report being 
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homeless, which amount to around 30,000 people a year in the UK. It could be 

hypothesised this may be due to ruptures in relationships, poverty and 

discrimination. The All-Party Parliamentary Group (APPG) (2017) presented 

recommendations to prevent homelessness during transitions from institutions of 

care or prison. As these are recommendations, there is no legal responsibility to 

fulfil these and so continue to vary throughout the nation. The APPG (2017) 

acknowledged there is a lack of understanding for the needs of prison leavers or 

the extent of the problem and there is an uncertainty of who is responsible to 

meet their housing needs. CPs can conduct research to provide further evidence 

and advocate for the improvement of transitions from services to reduce the risk 

of homelessness. 

 

4.1.1.3. Crisis prevention. The researcher heard of the influence CPs can have 

on housing decisions. Many participants recognised the impact of providing 

supporting letters which can provide psychological understanding to other 

organisations such as housing.   

 

4.1.2. What Are Clinical Psychologists' Perceptions of the 

facilitators and Barriers to Preventing Homelessness? 

Participants spoke of the facilitators and barriers that influence the profession’s 

ability to prevent homelessness within adult mental health services.  

 

4.1.2.1. Facilitators. Clinical training has provided CPs with a broad range of skills 

they can utilise in a range of settings which lend themselves well to this cause. 

For example, this study emphasised clinical skills such as neuropsychological 

assessments, formulation and reflective practice and the use these have in 

preventing homelessness. Participants valued the experiences CPs gained 

navigating various NHS and third sector organisations during placement 

rotations, allowing CPs to share and learn ideas with a broad range of people. As 

stated within the sub-theme The Power and Status of Clinical Psychology Within 

Services, participants recognised the privileged position the profession holds 

within NHS services, which affords power that could be used to influence service 

policy and structures. Some participants recognised the reluctance some 
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clinicians may have to harness this power, perhaps from being ‘conscientious’, 

however this can create a barrier to positive change.  

 

Psychological distress can be understood as developing within social, cultural, 

historical and political contexts within community psychology (Levine et al., 1997; 

Orford, 2008). CPs have become increasingly interested in this position as the 

current economic context impacts the health of the SUs they support (Barr et al., 

2015; Harris, 2014; Harper, 2015) as reflected within the results of this study. 

There is an increase in discussions about how macro-level change and 

community psychology principles can be used to respond to the psychological 

distress created by the economic crisis (Carr & Sloan 2003; Psychologists 

Against Austerity, 2015; Stuckler et al., 2009).  

4.1.2.2. Barriers. Despite eleven out of twelve participants considered CPs have 

a role to prevent homelessness and could suggest a multitude of ways in which 

this could be done, there was a discrepancy between what could be done, and 

what participants were currently doing. Many of the participants explained they 

had not received teaching on the issues of homelessness during clinical training. 

As a consequence, many reflected the risk of homelessness was not typically 

considered and therefore they did not have many experiences of providing 

interventions. The only participant who spoke of receiving teaching on 

homelessness shared the positive impact this had on their practice, enabling 

them to consider risks during assessments and intervention. This is supported by 

previous research by Lucock et al. (2006), who reviewed the strongest influences 

of clinical practice on psychotherapists and CPs. They surveyed 95 qualified 

psychotherapists and 69 clinical psychology trainees across four areas of the UK 

to consider the main influences on their clinical practice. From the results, Lucock 

et al. (2006), concluded one of the most highly rated factors was professional 

training for both qualified psychotherapists and trainee CPs in addition to post‐

qualification training for qualified psychotherapist participants. During the 

interviews for this current research, participants spoke of homelessness in 

various ways, for example some spoke of sofa surfing, unstable or unsuitable 

housing and those seeking asylum, whilst others referred only to street 

homelessness. This variation of homelessness definition could reflect the lack of 
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teaching within training and overall awareness of the topic. One participant also 

reflected CPs could be expected to decide the parameters of their job role, 

meaning they could decide to offer certain interventions, for example, reflective 

practice or not. If CPs have received little training about homelessness and 

prevention, they may be less likely to include preventative interventions in their 

work. Within this research, many participants expressed the lack of training 

impacted upon their confidence to support those affected by homelessness. 

Some participants noted that at the time of the interviews there are no NICE 

guidelines for working therapeutically with people who are or at risk of 

homelessness, maintaining CPs low confidence to work with this affected 

population. Consequently, this can prevent CPs from supporting people at risk of 

homelessness or may lead to identifying a need for support too late. 

  

As previously stated within the theme Understanding Homelessness, CPs within 

this research identified individual and systemic factors which can increase the 

risk of homelessness. CPs’ understanding of homelessness and their role within 

the social issue can influence the interventions offered. This may mean some 

members of the profession see homelessness as a social issue, not a 

psychological issue. Therefore, do not believe psychology is a relevant resource 

within the solution of this issue and do not offer interventions. Attribution Theory 

(Weiner, 1985) proposes the provision of support to disadvantaged groups can 

be impacted by what factors clinicians consider contribute to the issue and the 

level of control people have to change this. Research has summarised the Global 

North hold two dominating explanations for homelessness (Benjaminsen & 

Bastholm Andrade, 2015; Johnson et al., 2015). The first are ‘individualistic’ 

explanations, which emphasises the influence of vulnerabilities and behaviours of 

an individual such as poor mental health and substance misuse on risk of 

homelessness. Secondly, there are ‘structural’ factors, which focus on broader 

influences of homelessness such as a broken housing market (MHCLG, 2018), 

poverty and unemployment. Bramley and Fitzpatrick (2018) critique these 

explanations challenging the idea there are two dichotomous positions and in 

holding two separate positions there is a risk of conflating individual explanations 

with personal agency. This is particularly relevant when there are many individual 

https://www.tandfonline.com/doi/full/10.1080/02673037.2017.1344957
https://www.tandfonline.com/doi/full/10.1080/02673037.2017.1344957
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circumstances an individual has no control over that may leave them vulnerable 

to homelessness. The narrative of homelessness being a choice was reflected 

upon during this study’s interviews. The participants highlighted the importance to 

challenge such beliefs as this contributes to stigma in addition to affecting the 

resources and interventions offered for homelessness. Participants reflected both 

individual and structural risk factors can contribute to risk of homelessness, 

complimenting Bramley and Fitzpatrick’s critiques. During the interviews, some 

CPs criticised narratives which place individual responsibility on homelessness, 

acknowledging these factors are often actually systemic failings. In particular, 

some participants addressed factors which place individuals at higher risk of 

homelessness such as ADHD and learning disabilities. It was their view that 

these are mistakenly categorised as individual factors but only increase risk of 

homelessness due to systemic failures. For example, the inadequate support for 

those with learning disabilities or lack of support during service transitions is what 

contributes to the risk of homelessness. It could be hypothesised that how CPs 

understand the causes of homelessness may influence the level of support they 

offer. If risk of homelessness is seen as a social issue, CPs may view social 

action as the most effective way to address the difficulties or signpost individuals 

for more practical support, for example to the housing association. On the 

contrary, if they view the risk of homelessness as an individual difficulty, CPs may 

be more likely to offer individual psychological interventions but may overlook the 

systemic structures which maintain their difficulties.  

 

During the interviews many spoke of the barriers to prevent homelessness 

upheld by the NHS systems in which they work within. For example, many 

explained there are high demands placed upon services which impact on waiting 

times. With limited resources resulting in high caseloads, CPs often do not have 

the remit for ‘additional’ duties omitted in their job description such as support 

letters. Due to the increasing demands on services, there is often a limit on the 

number of sessions an individual will receive, often not accounting for time to 

engage. However, as mentioned in Targeted Prevention, when considering those 

affected by risk of homelessness, it can be appreciated that many would benefit 

from time for engagement. To manage long waiting times, services will often 

employ a DNA policy that discharge SUs if they do not attend a certain number of 



89 
 

sessions. Participants within this study challenged the appropriateness of such 

policies for those who may be at risk of homelessness. They argue maintaining 

regular appointments can be a challenge due to housing, financial and relational 

instability. 

 

Participants reflected upon the barriers encountered due to services working 

independently of each other, describing services as ‘silos’. CPs can use their 

experiences of consultation and leadership to work alongside other local services 

to negotiate SU populations to avoid individuals from ‘slipping through the net’. 

Stringfellow et al. (2015) found this is particularly prevalent for those with multiple 

social needs such as housing in addition to mental, physical, and substance 

misuse needs. In this research, many participants spoke of the gap across 

mental health services and substance misuse services, CPs can bring these 

services together to work collaboratively to ensure SUs access the most suitable 

support. As outlined within the theme Developing and Sharing Formulations, one 

participant suggested CPs can connect with other services by providing regular 

formulation sessions to other local service teams. Another example of how this 

can be achieved is taken from Public Health England’s (2017) guidance which 

includes allocating each SU with co-occurring mental health needs and 

substance misuse to a key worker who liaises across services. Alternatively, CPs 

can offer shared training sessions across substance misuse services and mental 

health services or develop cross-service policies to facilitate joint working.  

Participants consistently reported substance misuse typically fell within the 

exclusionary criteria for mental health services. This is despite the previous 

research described above, which evidences the comorbidity of substance misuse 

and mental health difficulties and/or brain injuries. Allsopp and Kindermann 

(2019) conducted research exploring the influence of diagnoses in accessibility to 

services. The authors recognised diagnoses were typically used as exclusion 

criteria instead of inclusionary criteria. The diagnoses most commonly named 

within exclusion criteria were substance misuse, degenerative conditions, such 

as dementia and learning disability diagnoses. These are closely followed by 

‘severe and enduring mental illness’ for example ‘personality disorder’, 

‘schizophrenia’ and ‘bipolar disorder’ diagnoses. It was noted that the differences 

across service provisions were determined by team competencies instead of by 
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diagnosis. This reflects the accounts made by participants within this research 

that they may not feel skilled to support people at risk of homelessness due to 

limited training. Allsopp and Kindermann (2019) contend variation across 

services can encourage innovation, providing an opportunity for teams to learn 

from each other. As a result, services can be better equipped to meet SUs needs 

and more accurately identify client populations. The researchers noticed support 

for other psychosocial factors, such as social, financial and trauma-related 

difficulties were deficient within the services they analysed and suggest services 

should aspire to improve this support. By addressing these issues, it could 

positively impact SUs who have clear risk factors of homelessness, such as the 

psychosocial factors identified above, but who would not meet a psychiatric 

diagnosis. Allsopp and Kindermann (2019) explain these pathways will need to 

be non-diagnostic to prevent the progression of an individual’s distress into 

psychiatric disorders. This evidence strongly suggests a change in inclusionary 

criteria and how service pathways are set up is needed. 

 

This current study also highlighted the role of psychological concepts for 

example, Maslow’s Hierarchy of Needs (1943) and therapeutic boundaries in 

limiting the role of CPs in the prevention of homelessness. Maslow’s Hierarchy of 

Needs (1943) conceptualises the five hierarchical levels of human needs. This 

model identifies these levels as physiological needs (e.g. food, water, warmth) 

and safety needs (e.g. security and safety), psychological needs such as 

belongingness and love needs (e.g. relationships) and esteem needs (e.g. feeling 

accomplished) and finally self-fulfilment needs such as self-actualisation (e.g. 

achieving full potential) (McLeod, 2018). This model posits people need to 

achieve physiological needs first before moving onto psychological needs and 

finally reaching self-actualisation. Participants in this study reported a shared 

clinical experience that many psychological services will exclude SUs with 

housing difficulties from psychological interventions. The rationalisation is that 

they will be unable to engage in psychological interventions when their basic 

needs have not been met. Conversely, some participants used this psychological 

concept to justify psychological input, proposing CPs can support an individual to 

achieve physiological needs as part of the psychological intervention. They 

recognise the physiological instability that may be contributing to the 
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psychological distress, or to view behaviours such as substance misuse as 

maladaptive coping strategies for distress. The St. Mungo’s LifeWorks project (St. 

Mungo’s, 2011) also challenged this idea that people whose physiological needs 

aren’t met cannot engage with psychological interventions. Within this project 

SUs were offered psychotherapy sessions, of which 75% experienced 

improvements in their wellbeing. Similarly, the Crisis Skylight mental health 

project (Pleace and Bretherton, 2013) offered SUs interventions including 

counselling sessions. These projects illustrate the ability SUs hold to engage in 

psychological support, irrespective of their physiological circumstances. This 

provides evidence to challenge the current rationale for exclusion currently 

embraced by services. It is also important to consider the broader critiques of 

Maslow’s Hierarchy of Needs (1943). Hanley and Abell (2002) argue this theory 

is heavily grounded in Western ideals. They propose these ideals are 

individualistic and under-emphasise the use of relationships in personal growth, 

viewing these relationships as only helpful to meet love and belonging 

deficiencies. Neher (1991) highlights this theory undermines the role of an 

individual’s cultural environment in their psychological development, that it is only 

required for very basic support and nurturance whilst over-emphasising the role 

of the individual, innate influences on our psychological growth. The Hierarchy of 

Needs (Maslow, 1943) suggest basic needs cannot be met without others and 

relationships are a tool to facilitate the journey to self-actualisation. Once 

someone reaches self-actualisation, relationships become obsolete and the need 

for connection is no longer sought for. Instead, Hanley and Abell (2002) propose 

an alternative version of the model which accentuates relationships beyond 

meeting a deficiency. Hanley and Abell (2002) further critique this model as 

gendered. Gilligan (1982) argues women may view relationships as an end goal 

rather than a vehicle to achieve a goal, contrary to Maslow’s model. 

Consequently, Maslow’s Hierarchy of Needs inadvertently suggests men are 

more equipped to reach self-actualisation due to the gender differences on the 

perception of relationships.  

 

Interestingly, despite a vast range of evidence which identifies a number of 

factors which make someone more vulnerable to homelessness as outlined 

within the Introduction - Social Inequality, many were not discussed by 
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participants during the interviews. For example, participants did not discuss the 

role of disability in exasperating homelessness. This may be a reflection on the 

sample, as all participants practiced within mainstream adult mental health 

services rather than physical or learning disability services. As previously 

discussed, due to services being separated into silo’s, those with learning 

disabilities will often be excluded from adult mental health services and so this 

sample of CPs may not typically work with this client group, explaining why this 

client group is not considered in their responses. Lastly, as previous research 

detailed within the Introduction - Social Inequality also highlight, those with 

disabilities may access mainstream mental health services however disabilities or 

learning needs may go undetected and therefore needs are unmet.  

 

Despite the identified role of CPs with policy development, only one participant 

was noted to have practiced in this way. Hosticka et al. (1983) proposed the term 

‘policy-knowledge gap’ which describes the lack of knowledge about policy within 

psychology. Furthermore, Burton et al. (2007) recognise the lack of career 

structure to support those who do work at a macro-level. Despite professional 

training emphasising leadership competences and placements entailing policy 

level work, Peacock-Brennan et al. (2018) state professional training has not 

attended to developing the skills required to influence policy enough. Browne et 

al. (2020) also recommended skills to strategise policy change during training to 

fill this ‘policy-knowledge gap’ (Hosticka et al., 1983).  

 

Throughout the interviews, participants spoke about the role of professional 

bodies to support and encourage CPs to take a more political stance on social 

inequalities. These comments were made despite the progress the BPS have 

been making to take a more active role in politics. For example, there has been 

an expansion of the BPS policy team to encompass the ‘Psychological 

Workforce’, ‘Psychological Government’ and ‘From Poverty to Flourishing’. 

Additionally, they have taken an active role to respond to the Department of 

Health and Social Care Advancing our health: preventions in the 2020s (British 

Psychological Society, 2019). None of the participants of this study spoke of 

these progressions, which leads to considerations of how CPs become aware of 

BPS action. It can be hypothesised that if more CPs were aware of these actions, 
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they may feel more able to take individual action too. Browne et al. (2020) also 

suggest moving from individual to macro-level working may require CPs to 

become more engaged with professional bodies.  

 

4.2. Critical Review and Reflections 
 

4.2.1. Quality of the Research 
 

As mentioned within the Methodology - Reviewing the Quality of the Study, Elliott 

et al. (1999) offer publishability guidelines which are particularly relevant to 

qualitative research. These include (1) owning one’s perspective, (2) situating the 

sample, (3) grounding in examples, (4) providing credibility checks, (5) 

coherence, (6) accomplishing general versus specific research tasks, (7) 

resonating with readers. Braun and Clarke (2021) also emphasise the importance 

of owning one’s perspective. The researcher created various opportunities within 

Methodology - Relationship to the Research and Discussion - Reflexivity to state 

and explain their perspective. As discussed within Methodology - Date Analysis, 

Braun & Clarke’s (2006) six phases of analysis were used by the researcher to 

develop themes from the data gained. Initially, transcripts were individually 

coded, and latent codes were generated (Braun and Clarke, 2006). Themes were 

developed through a thorough coding process. The researcher then used 

spreadsheet software to cluster related codes together and following this, clusters 

were used to differentiate potential themes. The analysis was inductive; therefore 

codes and themes were rooted in the data gained in the research instead of 

being driven by previous theory (Braun and Clarke, 2006). Elliott et al. (1999) 

also offer methods to review the credibility of themes. These include reviewing 

understanding with the participants; using a number of qualitative analysts to 

review the data for inconsistencies or errors; comparing two or more varied 

qualitative perspectives; or where suitable, ‘triangulation’ with external factors or 

quantitative data. For this research, emerging themes were shared and 

discussed with peers and the research supervisor reviewed the generated 

themes and provided feedback and suggestions for improvements. This allowed 

the researcher to avoid mistakes such as confusing codes and themes and 

confusing themes and topics as warned by Braun and Clarke (2021). The 
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researcher also considered the way themes were presented within Results, 

paying attention to the number of quotes presented by each participant. 

Additionally, the researcher compared the different perspectives which arose in 

the interviews.  

 

Braun and Clarke (2021) encourage researchers to specify the type of thematic 

analysis they are undertaking. In this research, reflexive thematic analysis has 

been employed and specified within Thematic Analysis. The use of this approach 

means multiple analysts are not desirable for the quality of the research (Braun 

and Clarke, 2021). Within Methods, the researcher aimed to provide details and 

rationale for the analytical process. Additionally, Williams and Morrow (2009) 

suggest researchers should provide evidence illustrating the quality and quantity 

of data gathered is sufficient. This goes beyond sample size (Yeh and Inman, 

2007) and should reflect a wide range of perspectives which are likely to provide 

rich data and sample diversity can facilitate the range of perspectives. By 

advertising the research on national social platforms with minimal exclusionary 

criteria, the researcher aimed to interview a range of CPs. The final sample was 

made up of participants with a diversity of experience, service setting, number of 

years practicing and level of authority. To address the final principle, within the 

Results Chapter, the researcher identified a range of themes which were believed 

to be comprehensive reflections of the interviews taken place. Evidence of how 

the interpretations fit the data were presented, for example through use of quotes 

to illustrate the interpretations made by the researcher. Throughout the Results 

Chapter the researcher endeavoured to provide a broad range of quotes to 

inform the interpretations made. Additionally, to support the claims made, the 

findings have been offered within the context of existing theoretical literature to 

build upon the current understanding of homelessness prevention which can be 

found within Research Questions: The findings in the Context of the Literature.  

Lincoln and Guba (1985) also recommend ‘member checking’ whereby the 

researcher seeks the participant’s feedback at various points during the research 

process to ensure the researcher’s interpretations honour the meanings held by 

the participants. During this piece of research, the researcher checked for mutual 

understanding throughout the interviews, however, due to the nature of the thesis 
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did not have the opportunity to conduct further checks as the research 

progressed. 

 

Braun and Clarke (2006; 2021) outline a number of questions to guide the 

assessment of thematic analysis research quality which were used to reflect on 

this project. Within Methods - Thematic Analysis, the researcher clearly outlined 

the epistemological assumptions and recognised the different approaches to use 

in thematic analysis. The researcher provided a rationale for the approach 

chosen and ensured this approach was used consistently with a critical realist 

position. Braun and Clarke (2021) also argue data does not need to be limited to 

descriptive analysis as thematic analysis has the potential to provide 

interpretative analysis. Throughout the analysis process, the researcher has 

provided interpretations which can be found in the Results and explored within 

the Discussion.  

 

4.2.2. Reflexivity 

Williams and Morrow (2009) discuss the balance between participant meaning 

and the researcher’s interpretation, emphasising this balance is strongly related 

to subjectivity. Barrett et al. (2020) posit reflexivity as a constant process of 

reviewing the researcher’s position within the context of the research and 

requires acknowledging and challenging the social and cultural influences that 

may affect this context. Verdonk (2015) emphasises the role of questioning, 

examining, accepting, and articulating our attitudes, assumptions, perspectives 

and roles in the process of reflexivity. These processes were imperative to 

undertake in this research as qualitative researcher views and beliefs contribute 

to the analytic process (Braun et al., 2006). 

  

4.2.2.1. Personal reflexivity: Throughout the research process, the researcher 

used reflective logs and conversations with their supervisor to remain conscious 

of their biases and assumptions, allowing these experiences to remain separate 

from the participants’ narratives (Barrett et al., 2020). Within these opportunities 

for reflection, the researcher held in mind their beliefs on the role of CPs, their 

political alignment, epistemological perspective and personal experiences as 

outlined in Methodology– Relationship to the Research. It was also important to 
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recognise the dynamics the researcher faced as a trainee whilst completing this 

study. For example, during the write up of this study it was important to reflect the 

findings without being drawn to take the position of neutrality, in order for the 

findings to be more accepted or ‘softened’ or fear of damaging professional 

relationships. Although neutrality may support the researcher gain professional 

status, this would have little to no impact on homelessness. Thompson (2007) 

discussed the discomfort which arises from many trainee CPs when considering 

a socio-political approach within the profession. Thompson (2007) highlighted 

that when socio-political aspects are not attended to, this is not because the 

clinicians view them as irrelevant but rather, they did not know how the 

profession could participate at this level. This was a particular hesitation within 

the NHS system and they summarised some may view the socio-political 

approach as too idealistic, or that these were personal values which may be 

difficult to apply within a professional context. Thompson (2007) was also able to 

distinguish three attitudes towards the profession’s political involvement: pro, anti 

or unsure. Those who were against professional political involvement generally 

considered this to risk damaging the integrity of the profession and the neutral 

stance currently taken. It was important for the researcher to consider these 

positions, particularly resisting the pull to remain neutral to fit the science-

practitioner model previous research may endorse (Kennedy & Lleweyen, 2001) 

which ignores the culture, context and history (Cox and Kelly, 2000). 

  

4.2.2.2. Epistemological reflexivity: Willig (2013) explained epistemological 

reflexivity entails the factors that initially influence the development of the 

research questions and how these may guide the outcomes of the research. 

Epistemological reflexivity also recognises the impact the methodology has on 

the findings of a study. As outlined in Ontology and Epistemology, the researcher 

adopted a critical realist position which assumes there can be multiple 

perspectives despite an ‘objective reality’ (Healy et al., 2000). Therefore, the data 

gained from the interviews require the researcher’s reality and the participants’ 

realities to come together to develop an understanding of the results. In order to 

truly evaluate the trustworthiness in qualitative research the researcher needs to 

acknowledge and understand the world views and premises (Williams and 

Morrow, 2009). Ponterotto (2005) described these world views and premises as 
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‘paradigms’ which encapsulate the researcher’s views of reality, the researcher-

participant relationship, the researcher’s position on subjectivity or objectivity, the 

researcher’s values, the process and procedures of the research and how the 

research is communicated.  

 

4.2.3. Limitations of the Research 

When reviewing this research, there have been a number of limitations including 

the limitations within the sample, social desirability of responses and thematic 

analysis methodology.  

 

Firstly, it is important to consider the CPs who volunteered to participate in this 

research. The researcher was mindful that by using a snowball sampling 

strategy, there was a risk of driving a biased sample. By recruiting two CPs 

already known to the researcher and three others who heard about the research 

through other participants, there was the possibility of recruiting a sample of 

participants with similar mind-sets who do not reflect the broader views of CPs 

working across the UK. This could also be the case for individuals who were 

recruited through social media platforms who may have a particular interest in 

homelessness. Consequently, the results should be considered tentatively.  

 

It is also important to consider the influence of the one-to-one interviews. The 

researcher acknowledged that some responses may have been impacted by 

participants trying to provide more desirable response to the interviewer or may 

have felt their personal role in the prevention of homelessness under the spotlight 

(Edwards, 1953). The researcher attempted to manage this with a clear 

introduction to the interview which emphasised there were no right or wrong 

responses. 

 

When using thematic analysis, it is recommended for coding to be undertaken by 

two coders (Terry et al., 2017). Unfortunately, this was not possible for this 

research. Codes and themes were discussed with the researcher’s supervisor to 

provide the opportunity to reflect on the analytic process. It was also not possible 

to review themes with the participants due to the nature of the thesis which would 
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have given an additional opportunity to validate the findings (Lincoln and Guba, 

1985). 

 

4.2.4. Strengths of the Research 

To the researcher’s knowledge, this is the first study to explore the role of CPs in 

the prevention of homelessness within adult mental health services. This allows 

for initial conclusions to be drawn about the profession’s role within adult mental 

health services in the prevention of homelessness and to begin understanding 

what supports and hinders the profession in this task. 

 

The sample of participants consisted of a range of professionals with a breadth of 

professional and personal experience spanning from newly qualified to 28 years 

of service. Participants came from various areas across the UK, working in a 

range of adult mental health services. Consequently, the sample cumulatively 

held a broad range of knowledge which was reflected in the interviews and the 

results of this research.  

 

4.3. Implications of the Research 
 
The Ecological System’s Theory (Bronfenbrenner, 1979) has become 

increasingly used as a conceptual tool for guiding public mental health 

interventions (Eriksson et al., 2018). This section explores how this model can be 

used to generate and map developments within the wider systems to positively 

improve the profession’s practice to prevent the risk of homelessness within the 

UK.  

 

This model can highlight where developments can be made at each system level 

to utilise the role of clinical psychology in the prevention of homelessness within 

adult mental health services. This framework recognises that each level is 

influenced by all others, therefore only addressing an intervention identified within 

one system is unlikely to bear great impact. In order for substantial changes to be 

made, the profession must embrace a holistic approach, implementing change at 

each system level to positively impact this social need. As this research focussed 
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on the role of CPs in the prevention of homelessness within adult mental health 

services, they have been placed centrally within the formulation (Figure 1). 

The homelessness prevention framework proposed by Fitzpatrick et al. (2019) 

outlined in the Introduction of this research complements this system’s theory 

well and will be referred to throughout the reference of this model. It is important 

to ensure each level of the prevention framework is addressed as we consider 

the implications of this research to maximise the impact of this work, contributing 

to the universal prevention of homelessness. 

 

Figure 1.  

 

 

The Application of Bronfenbrenner’s (1979) Ecological System’s Theory to 

Conceptualise the Wider Implications of the Research on the Role of Clinical 

Psychology in the Prevention of Homelessness.  
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4.3.1. The Microsystem 

The microsystem is the first level which has direct contact with the CPs working 

within adult mental health services. These can include the service management 

and service policies which outline the boundaries of clinical practice. The 

relationship within this level is bidirectional and so the microsystem can influence 

the CP, however the CP can influence the microsystem. For example during this 

research, it has been said that service policies such as exclusion criteria, allowing 

for engagement within clinical interventions or asking about housing 

circumstances as standard practice during assessments influence how much a 

CP can prevent homelessness within adult services. The results of this research 

show CPs should involve themselves in service policy development to positively 

influence protocols to improve access to services for this population. Despite this 

majority perspective, only two participants spoke of their personal experiences of 

influencing service policy. This may reflect a clinician’s level of responsibility and 

banding within a service, whereby those in leadership positions are more able to 

address service policy issues.  

 

All services should prioritise improving access to their services. Hewett and 

Halligan (2010) posited due to systems’ limited inclusion criteria, homeless 

peoples’ needs are being discriminated against as they struggle to access the 

appropriate services. This study heard participants speak of the barriers people 

at risk of homelessness face when attempting to access services. These included 

the rigid exclusionary criteria and the division of services into specialties. In order 

to address this, CPs could work collaboratively with experts by experience to 

understand the barriers that prevent access to services to those at risk of 

homelessness. A main aspect of social justice work is advocating together with 

marginalised and disempowered communities rather than for these communities. 

Therefore, it is important for CPs to seek representatives from these communities 

to provide an insight into needs which can assist and inform clinicians in the 

development of interventions (Marshall-Lee et. al., 2020). Another example could 

be for CPs to present supporting evidence to change service policies to increase 

access for disadvantaged populations such as those at risk of homelessness. 

These changes can take the form of changing existing service policies which 

exclude certain individuals from services and extending interventions to allow 
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SUs time to engage with the service. This would enable affected individuals to 

access and engage with services and therefore increase the opportunities for the 

profession to intervene prior to a person becoming homeless. CPs can utilise 

their skills in audit to evaluate the impact of changes to ensure these changes 

have contributed to an increase in access to services. This can stimulate further 

work to remove these barriers.  

 

During the interviews, CPs voiced a range of experiences in how services 

address issues revolving around the risk of homelessness suggesting it is often 

service-dependent, potentially to manage the consequences of service cuts on 

service demand with reduced resources. However, many reflected the rationale 

that someone may be excluded from psychological interventions due to risk of 

homelessness and how this is rationalised by the psychological concept, the 

Hierarchy of Needs (Maslow, 1948).  Within this context, psychological teams 

and services argue a SU will not benefit from a psychological intervention if their 

basic needs of secure housing are not met. This rationale can shape individual 

service policies and protocols. CPs should use research skills to explore this 

further whilst drawing upon current research or examples that contradict this. 

They can then use their position to influence service policies to ensure people 

aren’t excluded unnecessarily. 

Additionally, Lucock et al. (2006) identified current supervision and psychological 

formulation were some of the highest influencing factors on practice. CPs are 

often expected to provide supervision to clinicians pre-training, trainee CPs and 

less senior CPs within their services. The use of supervision was not discussed 

by the participants of this research, perhaps indicating homelessness is often not 

a consideration within services. CPs should bring conversations about 

homelessness prevention into supervision and formulation to encourage other 

clinicians within the profession to also consider this risk with those they work with.  

 

CPs can utilise their experiences and positions to exhibit leadership roles, 

seeking opportunities to work collaboratively with commissioners and other 

stakeholders. This was discussed by multiple participants, however only two 

participants had personal experience of working in this way. This study heard of 

the unique relationships CPs may have with commissioners for example, 
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providing reflective practice. There are also opportunities for CPs to sit within 

commissioning structures as ‘experts’ within a certain area. CPs can foster 

positive relationships, provide evidence and broaden the commissioner’s 

understanding of homelessness risk and the financial implications of this social 

need. Consequently, this can lead to budget reviews which can positively impact 

this population for example, by broadening inclusion criteria, allowing for 

advocacy, or allowing time to engage with services. 

Overall, these changes can contribute to the targeted and crisis levels of 

prevention (Fitzpatrick et al., 2019) as we will come into more contact with those 

who are at higher risk of homelessness or those in imminent risk of 

homelessness. 

4.3.2. The Mesosystem  

The Mesosystem encompasses the agencies CPs may work with or have worked 

alongside. The effectiveness of these relationships will have an impact upon the 

work CPs can do to prevent homelessness. During the interviews, participants 

reflected that despite some having experience of social inequality teaching, 

homelessness was not generally discussed or considered during their core 

professional training. As a result, many suspected this shaped their 

understanding of what is considered to fall within the clinical psychology role. The 

BPS (2019) advise clinical training should prepare trainee CPs to work holistically 

and integratively, holding in mind all factors which may influence an individual’s 

circumstances, using psychological knowledge to guide practice and 

interventions. Therefore, a focus on social factors which can contribute to the risk 

of homelessness and the role of clinical psychology should be considered 

explicitly throughout training.  

 

In addition to providing space during teaching to consider such factors, training 

should provide more placement opportunities that encourage SU advocacy and 

policy development. Many participants looked at experiences working within third 

sector and charity organisations to learn best practice. By seeking more 

placements in charity sectors, training programmes will provide further 

opportunity for trainees to practice in a wide range of settings, providing a 
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broader range of interventions within services not necessarily bound to the same 

structural limitations of the NHS. Consequently, trainees can carry new ways of 

working into future job roles, positively impacting the SUs they work with. It is 

important to acknowledge there are already opportunities for third sector 

organisation placements during training, however opportunities are not consistent 

and available to all trainees. During clinical training, CPs are required to become 

adept in cognitive assessments and could use these skills to provide 

neuropsychological assessments for those with suspected brain injury. This 

would allow SUs and services to understand their cognitive strengths and 

limitations. By doing this, an appropriate care package of support can be put in 

place for the individual and provide context for behaviours which can reduce the 

risk of homelessness or repeated homelessness.  

 

By making these changes, the profession will be contributing to targeted 

prevention (e.g. those who are usually excluded across services due to ‘dual 

diagnosis’) and crisis prevention (e.g. being more aware of factors which indicate 

someone may be at risk within the next 56 days) according to the homelessness 

prevention framework (Fitzpatrick et al., 2019). 

 

4.3.3. The Exosystem 

The exosystem is understood as the ways in which the relationships between the 

mesosystem and microsystem affect the CPs work within adult mental health 

services. 

 

Rahim et al. (2020) posit psychological work is political and CPs should be 

encouraged to engage at this level. As stated in the previous section addressing 

the research question ‘What can CPs do to prevent homelessness?’, the power 

and position they hold should be utilised to promote social justice and address 

inequalities maintained by wider systems. Furthermore, this can also include the 

promotion and provision of proactive preventative interventions (Harper, 2016). 

By undergoing such work, the psychological distress experienced by the affected 

populations will reduce.  
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Additionally, CPs can work collaboratively with professional bodies such as the 

BPS to amplify the development of professional body structures to engage the 

profession more in social issues such as homelessness prevention. The BPS 

houses a range of special interest groups, however there is not a homelessness 

special interest group. It would be valuable for such a group to be created to 

allow opportunities for individual CPs to engage in this work. 

 

As a government policy, the Homelessness Reduction Act (2017) falls within the 

exosystem of this system’s model. This Act has set out new duties which require 

certain clinicians that are employed by public authorities to identify when a 

peoples’ housing situation is at risk within the next 56 days and, if consent is 

given, refer the individual or family to their local housing authorities for 

preventative support. These public authorities include prisons, youth offender 

institutions, social services, hospital in-patient, emergency departments and 

urgent treatment centres, probation services and Jobcentre plus (Homeless Link, 

2018). Unfortunately, this list does not include many of the settings in which CPs’ 

practice, such as primary and secondary care which may contribute to the 

dominant narrative that CP’s do not have a role in homelessness prevention. 

Despite this, this study has highlighted the multitude of opportunities CPs can 

intervene in an individual’s experience of homelessness. This evidences the 

relevance and appropriateness of CPs contribution and that the profession 

should employ the standards set by the Homelessness Reduction Act. It would 

be beneficial for these oversights to be considered during any review of the Act 

so that it applies to all health services. With government attending to the rising 

need to reduce homelessness, and the introduction of policies such as the 

Homelessness Reduction Act (2017) and Rough Sleeping Strategy (MHCLG, 

2018), it is a time where CPs may have an audience to contribute to further policy 

developments. 

 

CPs can hold an active role in policy development to provide a psychological 

perspective of social issues. They can use their knowledge in systemic processes 

which perpetuate social inequality and negatively impact people who have been 

marginalised and ensure these are considered during policy development. CPs 

can continue to undertake research and service audits to build up evidence which 
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can be presented to commissioners and stakeholders who can bring about 

change in policy and advocate for social inclusion. As a result, this can allow 

people who are at risk of homelessness access to psychological services and 

provide more opportunities to intervene before someone reaches a ‘crisis’ point. 

Browne et al. (2020) emphasise CPs will need to be supported to be involved in 

this work by the organisations and services in which they work. Due to service 

cuts, CPs may not feel able to contribute to policy development due to the lack of 

time and resources they have. 

 

Furthermore, experts by experience should be present within teams and positions 

of leadership to advise what support should be offered to those affected by risk of 

homelessness. Having team members who have lived experience provides more 

potential for services to challenge the macro level factors that influence SU’s 

mental health problems (Chu et al., 2012). Working with SUs in this way is often 

included in professional training and a skill CPs should feel experienced in. 

Overall, these changes can contribute to the universal and targeted levels of 

prevention (Fitzpatrick et al., 2019) as policies reduce the risk of homelessness to 

the overall population as well as reducing social inequalities which make people 

more vulnerable to homelessness. 

 

4.3.4. The Macrosystem  

The macrosystem surrounding CPs who work within adult mental health services 

include more distant influences such as austerity, the national law, and societal 

attitudes. These may have an indirect influence on the abilities the profession has 

to contribute to the prevention of homelessness. Nelson and Prillethensky (2005) 

identify two key strategies for macro-level intervention, ameliorative interventions 

and transformative interventions. Ameliorative interventions aspire to transform 

policies related to the treatment of individual SUs, whilst transformative 

interventions aim to transform policies related to wider social determinants which 

contribute to psychological distress (Nelson, 2013). Both of which CPs can 

intervene. 

 

Societal attitudes towards homelessness need to change by challenging the 

narratives of homelessness being an individual’s responsibility. This can increase 
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community empathy with the affected population and can have an impact on 

funding allocation and research interest.  

 

The cuts to funding which were implemented under the UK government’s 

austerity agenda have an ongoing impact upon the ability for the profession to 

provide high quality interventions to SUs who may be at risk of homelessness. 

Due to ongoing increased demand leading to higher caseloads with limited 

resources, CPs may continue to report reduced capacity to offer individual 

interventions, opportunity for engagement or advocacy amongst the affected 

population. It is imperative that law and policies recognise the impact these cuts 

have made, often providing short-term solutions but requiring SUs to repeatedly 

use services in the long-term. CPs can contribute to policy development and 

political activism to bring about these changes. CPs can be involved at a policy 

level by uniting relevant expertise from across the discipline to develop policy 

reports and position papers, responding to a consultation or holding events in 

Parliament to disseminate psychological evidence directly to those who are in 

positions to make change (BPS, 2019). Bullock (2019) emphasised the influence 

of psychological research on policy by allowing us to understand factors that 

contribute to poverty, in addition to understanding and challenging societal 

attitudes towards those in poverty. Crowley et al. (2019) summarised poverty-

related bills were 65.6% more likely to be enacted when they directly cited 

psychology. Citing psychology could be used to support policy, define an 

investment such as a new training program or training funding, to protect the well-

being of individuals or to reflect upon a psychologist’s expertise in the area 

(Crowley et al., 2019). Foscarinis (1991) calls for action to apply public pressure 

onto elected officials to stimulate legislative action. Examples of how CPs can do 

this include educating others with up-to-date legislative proposals to enable the 

public to apply effective pressure on political leaders, to contact representatives 

in governments (e.g., Members of Parliament) to raise concerns and for groups to 

take part in lobbying for change to apply organisational pressure. This could 

include individual CPs becoming more involved within the BPS or their local 

Psychologists for Social Change (http://www.psychchange.org/) group.  
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As discussed within the Introduction and Results chapters, the current market 

and lack of social housing has made housing unaffordable to many, contributing 

to elevated stress (Gibson et al., 2011) and placing them at risk of homelessness 

(McGuiness, 2019). Within the Introduction one of the themes outlined within ‘A 

New Deal for Social Housing’ (MHCLG, 2018) aimed to increase social housing. 

CPs could be involved in the evaluation of this initiative and be involved in any 

consequential policy developments. By CPs advocating for both more social 

housing and affordable housing, this risk of homelessness and source of 

psychological distress which impacts disadvantaged families the most can be 

eliminated. 

 

Macro-level interventions intend to make social and political change. There will 

be a positive impact across all levels within the homelessness prevention 

framework by making changes within the macrosystem (Fitzpatrick et al., 2019). 

Not only will policy and societal attitude change contribute to reducing the risk of 

homelessness by addressing austerity (universal prevention), but it will also have 

a positive impact on those who are at risk of repeat homelessness (recovery 

prevention), those at higher risk of homelessness (targeted prevention), those 

who may be at risk of homelessness within the next 56 days (crisis prevention) 

and those who are in immediate risk of homelessness (emergency prevention).  

 

4.3.5. Implications for Future Research 

Throughout the interviews there was a discourse around the role of 

commissioners, it would be highly valuable to conduct further research to gain an 

understanding of commissioner perspectives on homelessness prevention within 

psychological services and the potential roles of CPs in preventing 

homelessness. 

 

Participants reflected on the role of their clinical training on their awareness of the 

social issue of homelessness and to what extent preventative work resonates 

with their job roles. Further research could explore the influence of homelessness 

teaching during core professional training on practice. 
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Throughout the interviews, Maslow’s Hierarchy of Needs (1943) was often the 

foundation for services to withhold psychological interventions from people at risk 

of homelessness. Future research could attempt to gain insight into the 

experience of psychological intervention from the perspective of SUs who may be 

at risk of homelessness. This could gain an understanding into the subjective 

experiences people have and if psychological intervention is experienced as 

inappropriate or helpful by the people we work with. 

 

As outlined within Social Inequalities, the Rough Sleeping Strategy (MHCLG, 

2018) identified there is limited research which explore the particular risks of 

homelessness to the LGBT community and what their needs are when they are 

homeless. It would be helpful to undertake research to understand the risks and 

needs of homelessness faced by this community. These findings could better 

inform particular homelessness preventative measures for this community. 

 

Finally, this study explored the role of clinical psychology within adult mental 

health services. To expand such research across the broad range of the 

professional roles in different settings to encapsulate clinical psychology within 

other services such as physical health, children’s services and forensic services 

would be valuable. Subsequently, a vast amount of evidence supporting the role 

of clinical psychology in the prevention of homelessness can be collected, which 

can be applied in any setting, amplifying the overall positive impact this 

profession can have on this social crisis. 
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4.4. Conclusion  
 
This is the first study to provide an initial overview of the role of clinical 

psychology in the prevention of homelessness from the perspective of CPs 

working in adult mental health services. Results found clinical psychologists can 

contribute to the prevention of homelessness at a clinical, policy and political 

level. Clinical interventions included: reviewing housing circumstances during 

assessments and interventions, conducting cognitive assessments where 

appropriate, providing consultation and reflective practice for clinicians and 

advocating for SU needs to be considered (e.g. providing support letters). It was 

also identified the profession can contribute to improving this social issue within 

policy development, utilising leadership and research knowledge to advocate for 

change in processes. Participants also highlighted the importance for CPs to be 

politically active to challenge the wider contexts which perpetuate homelessness. 

Following the analysis of data gathered from the interviews, there was often a 

discrepancy between what CPs reported could be actioned by the profession and 

what CPs do in practice. A number of facilitating factors were noted to support 

CPs to engage in this work, including the skills gained during professional training 

and the position the profession holds within NHS structures. Barriers to engage in 

this work were also identified which included the lack of training in homelessness 

and skills to influence policy within professional training. Barriers within NHS 

structures were also recognised including; how rigid NHS structures can be, 

policies that may limit CPs remits and access to services, and that services are 

divided into specialities, encouraging silo working. Lastly, how CPs understand 

homelessness and psychological concepts such as Maslow’s hierarchy of needs 

(1943) were recognised as potential barriers to the profession engaging in this 

preventative work. 

 

This study identified the opportunities the profession, or individual CPs, have to 

intervene at all levels of the ecological system and how to address the perceived 

barriers. CPs are encouraged to build relationships with commissioners and other 

local services and to change service policies to prevent homelessness at a 

broader level. Institutions of professional training need to incorporate discussions 

around homelessness and develop trainee CPs’ knowledge on how to influence 
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policy. This should be incorporated into teaching to provide CPs with skills to 

provide interventions for the affected population. 

 

Future research to understand the experience of psychological intervention from 

the perspective of SUs who may be at risk of homelessness would also 

strengthen the proposal for the profession to take a more active role addressing 

this social issue. Furthermore, exploring commissioner perspectives on 

homelessness prevention within psychological services should be addressed. 

These can provide an idea of any other barriers that prevent the profession 

engaging in this work. 
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APPENDIX A: Participant Invitation Letter 
 

 

PARTICIPANT INVITATION LETTER  

  

You are being invited to participate in a research study. Before you agree it is 

important that you understand what your participation would involve. Please take 

time to read the following information carefully.    

  

Who am I?  

  

I am a Doctoral student in the School of Psychology at the University of East 

London and am studying for a Doctorate in Clinical Psychology. As part of my 

studies I am conducting the research you are being invited to participate in.  

  

What is the research?  

  

I am conducting research into what Clinical Psychologists can do to contribute to 

the prevention of homelessness when working in adult mental health services.   

  

My research has been approved by the School of Psychology Research Ethics 

Committee. This means that my research follows the standard of research ethics 

set by the British Psychological Society.   

  

Why have you been asked to participate?   

  

I am looking to involve qualified Clinical Psychologists who are currently 

practicing within adult mental health services.  
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I emphasise that I am not looking for ‘experts’ on the topic I am studying. You will 

not be judged or personally analysed in any way and you will be treated with 

respect.   

  

You are quite free to decide whether to participate and should not feel coerced.  

 

What will your participation involve?  

  

If you agree to participate you will be asked to meet with the researcher on an 

online video platform to complete a one-hour interview about potential roles for 

Clinical Psychology in homelessness prevention within adult mental health 

services.  These interviews will be conducted online via the Microsoft Teams 

Platform. The discussions had within the interviews will be recorded using the 

Microsoft Teams recording facility to allow the researcher to transcribe 

discussions for analysis purposes.  

  

I will not be able to pay you for participating in my research, but your participation 

would be very valuable in helping to develop knowledge and understanding of my 

research topic  

  

Your taking part will be safe and confidential   

  

Your privacy and safety will always be respected, this will be achieved by the 

following: 

  

• You will not be identified by the data collected, on any written material 

resulting from the data collected, or in any write-up of the research.   
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• You do not have to answer all questions I ask you and you can stop 

participating in the interview at any time.  

• Interviews will be recorded through the Microsoft Teams platform. 

• The interview will then only be transcribed by the researcher (Hanna 

Yousefzadeh) and these transcripts will remove all identifiable information 

and will be stored on a password-protected computer. 

  

What will happen to the information that you provide?   

• Only the researcher, researcher's supervisor and the examiners will be able to 

view your anonymised transcript, only where necessary. 

• The audio recording of our interview will only be kept until it has been 

transcribed. 

• The transcript of our interview will be destroyed after 5 years. 

• You have the right to withdraw the data you provide up to 3 weeks after data 

collection. To do this, please see below for details. After 3 weeks it will not be 

possible to withdraw it, as data analysis will likely to have begun. 

  

What if you want to withdraw?  

  

You are free to withdraw from the research study at any time without explanation, 

disadvantage or consequence. You may also request to withdraw your data after 

you have participated, provided that this request is made within 3 weeks of the 

data being collected (after which point the data analysis will begin, and 

withdrawal will not be possible).   

  

Contact Details  

  

If you would like further information about my research or have any questions or 

concerns, please do not hesitate to contact me. 
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Hanna Yousefzadeh, u1826660@uel.ac.uk   

  

If you have any questions or concerns about how the research has 

been conducted please contact the research supervisor, Dr. Lorna Farquharson. 

School of Psychology, University of East London, Water Lane, London E15 4LZ,   

Email: L.Farquharson@uel.ac.uk 

  

or   

  

Chair of the School of Psychology Research Ethics Sub-committee: Dr Tim 

Lomas, School of Psychology, University of East London, Water Lane, London 

E15 4LZ.  

(Email: t.lomas@uel.ac.uk)  
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APPENDIX B: Consent Form 
 

 

UNIVERSITY OF EAST LONDON 

  

Consent to participate in a research study   

  

Exploring Clinical Psychologists' roles in the prevention of homelessness within 

adult mental health services. 

 

I have the read the information sheet relating to the above research study and 

have been given a copy to keep. The nature and purposes of the research have 

been explained to me, and I have had the opportunity to discuss the details and 

ask questions about this information. I understand what is being proposed and 

the procedures in which I will be involved have been explained to me.  

  

I understand that my involvement in this study, and data from this research, will 

remain strictly confidential. Only the researcher involved in the study will have 

access to identifying data. It has been explained to me what will happen once the 

research study has been completed.  

  

I hereby freely and fully consent to participate in the study, which has been fully 

explained to me. Having given this consent I understand that I have the right to 

withdraw from the study at any time without disadvantage to myself and without 

being obliged to give any reason. I also understand that should I withdraw; the 

researcher reserves the right to use my anonymous data after analysis of the 

data has begun.  

  

Participant’s Name (BLOCK CAPITALS)   
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……………………………………………………………………………………….  

  

Participant’s Signature   

  

………………………………………………………………………………………..  

  

 

Researcher’s Name (BLOCK CAPITALS)   

  

………………………………………………………………………………………..  

  

Researcher’s Signature   

  

…………………………………………………………………………………………  

  

  

Date: ……………………..…….  
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APPENDIX C: Interview Schedule 
 

 

INTERVIEW SCHEDULE 

 

As part of this interview we will discuss your views and experiences as a clinical 
psychologist working in adult mental health services in the UK. There are no right 
or wrong answers; your honest views and experiences are highly valued, and it is 
hoped that they will contribute to developing better knowledge and practices to 
prevent homelessness. I appreciate some of your responses may be directly 
influenced by this current pandemic and I’d be interested to hear about this in 
addition to thinking about your previous practice. 

 

1. What do you consider to be factors that may increase risk of homelessness for 

adults? 

a. What influences your views? 

2.What if at all, do you see as your role in preventing homelessness for adults? 

a. What influences your views on the role of Clinical Psychologists in 

preventing homelessness for adults? 

3. How would you know if homelessness was an issue? What would you be 

looking for? 

4. Thinking about your work in adult mental health services, are there things that 

you are currently doing/have done to prevent homelessness for adults? 

a. What enables you to do that/What prevents you? 
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b. You have mentioned ‘x/y/z’, are there any other things you currently do 

outside of this, perhaps within Supervision, Training, Consultation or 

outside of clinical work that you do? 

5. As a profession, what can clinical psychologists do to help prevent 

homelessness for adults within the UK? 

6.  What do you perceive to be getting in the way of clinical psychologist’s 

preventing homelessness?  

7. What do you think might enable clinical psychologists to support adults at risk 

of homelessness? 

8. Are there any other things that you expected me to ask that I have not asked 

about? or are there other things that you feel important to mention that I have not 

asked about? 

Prompts: Please, tell me more. What do you mean? What was that like for you? 
How does that make you feel? How do you think about that? Can you give me an 
example? 
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APPENDIX D: Ethics Approval Letters 
 

 

School of Psychology Research Ethics Committee 

 

NOTICE OF ETHICS REVIEW DECISION 

 

For research involving human participants 

BSc/MSc/MA/Professional Doctorates in Clinical, 

Counselling and Educational Psychology 

 

REVIEWER: Mary Spiller 

 

SUPERVISOR: Lorna Farquharson     

 

STUDENT: Hanna Yousefzadeh      

 

Course: Doctorate in Clinical Psychology 

 

Title of proposed study: Exploring Clinical Psychologists’ roles in the prevention of 
homelessness within adult mental health services  

 

DECISION OPTIONS:  

 

1. APPROVED: Ethics approval for the above named research study has been 
granted from the date of approval (see end of this notice) to the date it is submitted 
for assessment/examination. 

 

2. APPROVED, BUT MINOR AMENDMENTS ARE REQUIRED BEFORE THE 
RESEARCH COMMENCES (see Minor Amendments box below): In this 
circumstance, re-submission of an ethics application is not required but the student 
must confirm with their supervisor that all minor amendments have been made 
before the research commences. Students are to do this by filling in the 
confirmation box below when all amendments have been attended to and emailing 
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a copy of this decision notice to her/his supervisor for their records. The supervisor 
will then forward the student’s confirmation to the School for its records.  

 

3. NOT APPROVED, MAJOR AMENDMENTS AND RE-SUBMISSION REQUIRED 
(see Major Amendments box below): In this circumstance, a revised ethics 
application must be submitted and approved before any research takes place. The 
revised application will be reviewed by the same reviewer. If in doubt, students 
should ask their supervisor for support in revising their ethics application.  

 

DECISION ON THE ABOVE-NAMED PROPOSED RESEARCH STUDY 

(Please indicate the decision according to one of the 3 options above) 

 

 

1 

 

 

Minor amendments required (for reviewer): 

 

 

 

 

 

 

 

Major amendments required (for reviewer): 
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Confirmation of making the above minor amendments (for students): 

 

I have noted and made all the required minor amendments, as stated above, before 
starting my research and collecting data. 

 

Student’s name (Typed name to act as signature):  

Student number:    

 

Date:  

 

(Please submit a copy of this decision letter to your supervisor with this box completed, if 
minor amendments to your ethics application are required) 

 

 

        

ASSESSMENT OF RISK TO RESEACHER (for reviewer) 

 

Has an adequate risk assessment been offered in the application form? 

 

YES  

 

Please request resubmission with an adequate risk assessment 

 

If the proposed research could expose the researcher to any of kind of emotional, 
physical or health and safety hazard? Please rate the degree of risk: 

 

 

HIGH 

 

Please do not approve a high risk application and refer to the Chair of Ethics. Travel to 
countries/provinces/areas deemed to be high risk should not be permitted and an 
application not approved on this basis. If unsure please refer to the Chair of Ethics. 
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MEDIUM (Please approve but with appropriate recommendations) 

 

LOW 

 

 

 

 

Reviewer comments in relation to researcher risk (if any).  

 

 

 

 

 

 

 

 

 

 

Reviewer (Typed name to act as signature):    Mary Spiller 

 

Date:  15/07/20 

 

This reviewer has assessed the ethics application for the named research study on 
behalf of the School of Psychology Research Ethics Committee 

 

RESEARCHER PLEASE NOTE: 

 

For the researcher and participants involved in the above named study to be covered by 
UEL’s Insurance, prior ethics approval from the School of Psychology (acting on behalf 
of the UEL Research Ethics Committee), and confirmation from students where minor 
amendments were required, must be obtained before any research takes place.  

 

x 
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For a copy of UELs Personal Accident & Travel Insurance Policy, please see the 
Ethics Folder in the Psychology Noticeboard 

 

UNIVERSITY OF EAST LONDON 

School of Psychology 

 

 

REQUEST FOR AMENDMENT TO AN ETHICS APPLICATION 
 

 

FOR BSc, MSc/MA & TAUGHT PROFESSIONAL DOCTORATE STUDENTS 

 

 

 

Please complete this form if you are requesting approval for proposed 
amendment(s) to an ethics application that has been approved by the 

School of Psychology. 

 

Note that approval must be given for significant change to research procedure 
that impacts on ethical protocol. If you are not sure about whether your proposed 
amendment warrants approval consult your supervisor or contact Dr Tim Lomas 

(Chair of the School Research Ethics Committee. t.lomas@uel.ac.uk). 

 

 

HOW TO COMPLETE & SUBMIT THE REQUEST 

 

1. Complete the request form electronically and accurately. 
2. Type your name in the ‘student’s signature’ section (page 2). 
3. When submitting this request form, ensure that all necessary documents 

are attached (see below).  
4. Using your UEL email address, email the completed request form along 

with associated documents to: Dr Tim Lomas at t.lomas@uel.ac.uk 

mailto:m.finn@uel.ac.uk
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5. Your request form will be returned to you via your UEL email address with 
reviewer’s response box completed. This will normally be within five days. 
Keep a copy of the approval to submit with your project/dissertation/thesis. 

6. Recruitment and data collection are not to commence until your proposed 
amendment has been approved. 

 

REQUIRED DOCUMENTS 

 

1. A copy of your previously approved ethics application with proposed 
amendments(s) added as tracked changes.  

2. Copies of updated documents that may relate to your proposed 
amendment(s). For example an updated recruitment notice, updated 
participant information letter, updated consent form etc.  

3. A copy of the approval of your initial ethics application. 
 

Name of applicant:   Hanna Yousefzadeh   

Programme of study:  Professional Doctorate In Clinical Psychology 

Title of research: Exploring Clinical Psychologists’ roles in the prevention of 

homelessness within adult mental health services. 

Name of supervisor: Dr. Lorna Farquharson 

 

 

Briefly outline the nature of your proposed amendment(s) and associated rationale(s) in 

the boxes below 

 

Proposed amendment Rationale 

I would like to use a poster for participant 
recruitment (poster attached to this 
corresponding email and included in the 
amended ethics application). There is no 
new information included in this poster 
but provides key information taken from 
the information sheet.  

 

This will allow me to advertise my 
research in an alternative format which 
may be easier for people to access all 
relevant information and potentially 
improve the recruitment process. 

 

 

Please tick YES NO 
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Is your supervisor aware of your proposed amendment(s) and 

agree to them? 

X  

 

Student’s signature (please type your name): Hanna Yousefzadeh 

 

Date: 02/10/2020  

 

 

 

TO BE COMPLETED BY REVIEWER 

 

 

Amendment(s) 
approved 

 

 

Yes 

 

 

 

Comments 

 

 

 

 

 

 

 

Reviewer: Tim Lomas 

 

Date:  2.10.20 
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REQUEST FOR TITLE CHANGE TO AN ETHICS APPLICATION 

 

 

FOR BSc, MSc/MA & TAUGHT PROFESSIONAL DOCTORATE STUDENTS 

 

 

Please complete this form if you are requesting approval for proposed title 
change to an ethics application that has been approved by the School of 

Psychology. 

 

By applying for a change of title request you confirm that in doing so the process 
by which you have collected your data/conducted your research has not changed 

or deviated from your original ethics approval. If either of these have changed 
then you are required to complete an Ethics Amendments Form. 

 

HOW TO COMPLETE & SUBMIT THE REQUEST 

 

1. Complete the request form electronically and accurately. 
2. Type your name in the ‘student’s signature’ section (page 2). 
3. Using your UEL email address, email the completed request form along 

with associated documents to: Psychology.Ethics@uel.ac.uk  
4. Your request form will be returned to you via your UEL email address with 

reviewer’s response box completed. This will normally be within five days. 
Keep a copy of the approval to submit with your project/dissertation/thesis. 

REQUIRED DOCUMENTS 

 

A copy of the approval of your initial ethics application. 

University of East London 

Psychology 

mailto:Psychology.Ethics@uel.ac.uk
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Name of applicant:   Hanna Yousefzadeh   

Programme of study:   DClinPsy – Prof Doc 

Name of supervisor:  Dr. Lorna Farquharson 

 

 

Briefly outline the nature of your proposed title change in the boxes below 

Proposed amendment Rationale 

Old Title:  

Exploring Clinical Psychologists’ Role 
in the Prevention of Homelessness 
within Adult Services 

 

To give more clarity of the project. 

New Title:  

Preventing Homelessness: Exploring the 

Role of Clinical Psychology in Adult 

Mental Health Services 

 

 

 

Please tick YES NO 

Is your supervisor aware of your proposed amendment(s) 
and agree to them? 

    X  

Does your change of title impact the process of how you 
collected your data/conducted your research? 

     X 

 

 

Student’s signature (please type your name):  Hanna Yousefzadeh 

 

Date: 24/03/2021    
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TO BE COMPLETED BY REVIEWER 

 

 

Title changes 
approved 

 

 

YES 

 

 

 

Comments 

 

 

 

Reviewer: Glen Rooney 

 

Date:  26/03/2021 
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APPENDIX E: Debrief Letter 
 
 

PARTICIPANT DEBRIEF LETTER 

  

  

Thank you for participating in my research study exploring Clinical Psychologists' 

roles in the prevention of homelessness within adult mental health services. This 

letter offers information that may be relevant following your involvement in this 

research project.    

  

What will happen to the information that you have provided?  

  

The following steps will be taken to ensure the confidentiality and integrity of the 

data you have provided.  

•  You will not be identified by the data collected, on any written material 

resulting from the data collected, or in any write-up of the research.   

• The interview has been recorded through the Microsoft Teams platform. 

• This recording will now be transcribed solely by the researcher (Hanna 

Yousefzadeh) and the researcher will remove all identifiable information. 

The recording will be deleted after it has been transcribed. 

• This transcript will then be stored on a password-protected computer. 

• Only the researcher, researcher's supervisor and the examiners will be 

able to view your anonymised transcript, only where necessary and 

appropriate. 

• The transcript of our interview will be destroyed after 5 years. 

• You have the right to withdraw the data you provide up to 3 weeks after 

data collection. To do this, please see below for details. After 3 weeks it 

will not be possible to withdraw it, as data analysis will likely to have 

begun. 
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To find out more information on homelessness, and organisations who are 
working towards improving healthcare provision for this group you could 
visit:   

https://www.pathway.org.uk/faculty/   

https://www.mungos.org/ 

https://www.crisis.org.uk/  

https://www.homeless.org.uk/  

 

Additionally, if you would like to learn more about the obligations of NHS 
staff under the Homelessness Reduction Act please visit: 
https://www.gov.uk/government/publications/homelessnessduty-to-refer-for-nhs-

staff  

  

Contact Details  

  

If you would like further information about my research or have any questions or 

concerns, please do not hesitate to contact me.   

  

Hanna Yousefzadeh, U1826660@uel.ac.uk 

  

If you have any questions or concerns about how the research has 

been conducted, please contact the research supervisor Dr Lorna Farquharson. 

School of Psychology, University of East London, Water Lane, London E15 4LZ,   

Email: L.Farquharson@uel.ac.uk   

  

or   
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Chair of the School of Psychology Research Ethics Sub-committee: Dr Tim 

Lomas, School of Psychology, University of East London, Water Lane, London 

E15 4LZ.  

(Email: t.lomas@uel.ac.uk)  
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APPENDIX F: Transcription Extract 
 

 

 INITIAL CODES 
Interviewer: So, I wondered, what do you 
consider to be factors that might increase the 
risk of homelessness for adults? 
 

 

Participant: I think from a structure, societal point 
of view… you’re looking at the increasing 
instability of employment. Also the privatisation 
of housing and rent being, I guess rent being 
decided against so called market valuations and 
the deconstruction of social housing over that 
last 30 years as part of the neoliberal capitalist 
agenda which disadvantages the vast majority of 
individuals, certainly that are kind of working 
class or lower end of the socioeconomic scale. 
So, I think those two, housing and employment 
from a structural point of view. I think within that 
there’s racism that plays a role and many many 
other structural factors, but I think those are the 
main ones. On a local level? A Local systemic 
level, and family level what we see is trauma all 
the time. I mean, trauma is a sanitised word, 
when we think about trauma, we are actually 
thinking about childhood violence, children 
witnessing violence, being victims of violence 
and torture that we commonly describe as 
trauma or adverse childhood experiences. 
Intergenerational trauma as well, and the 
attachments are then affected by that trauma 
and then that trauma then being compounded by 
a lack of a safety net in society so whether it be 
schools, NHS mental health, physical health 
systems or social systems that are there to 
support an individual just not being there. And 
certainly, over the past 10 years that’s been 
exasperated by austerity and cutbacks. The 
person what’s commonly refused is drug and 
alcohol or addiction issues which are really 
issues around oppression and exploitation of the 
individuals and the individual reacting to that by 
using drugs and alcohol and then falling into 
another viscous cycle. Although the research 
suggests ADHD, one piece of research suggests 
you are about 5 times more likely to be 
homeless. Acquired brain injury often happen 
before the person is homeless, learning 

Systemic 
 
 
 
 
 
 
 
 
 
 
 
 
 
Trauma 
 
 
 
 
 
 
 
Lack of support systems 
Attachment 
 
 
 
Substance Misuse 
 
Austerity 
 
ADHD/Brain Injury/Learning 
Disability 
 
 
 
System Failings 
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disabilities have higher prevalence rates, around 
12% some of the research suggests and autism 
as well and then these commonly being 
construed as lifestyle choices of the individual 
and that system, homeless housing system not 
fully acknowledging the lack of skills or 
competencies a person will have in order to 
maintain their home. That’ll be some of the 
factors. 
 
Interviewer: Thank you. One thing I wondered, 
you mentioned it’s sometimes viewed as lifestyle 
choices by councils and things like that. I 
wondered if you could tell me a little more about 
that in terms of what that looks like or what is 
that narrative that may be going around about it 
being a choice? 
 

 

Participant: That what is offered to individuals by 
society, yes councils but also NHS services and 
Drug and Alcohol services what’s being offered 
is considered good and therefore if it’s declined 
the person has made a free and fair choice and 
therefore those organisations don’t take into 
account those psychological factors which affect 
that person’s choice. So from a psychodynamic 
point of view the suggestion that the homeless 
individual’s experiences, claustrophobia and 
agoraphobia nowhere is safe, is not known to 
lack of psychological awareness of attachment 
of complex trauma and the effects of that, all 
point to an individualised self-blaming model or 
blaming on their understanding or their 
judgement and understanding of individuals 
reason and rationale. 
 

Individualising 
 
Individual responsibility 

Interviewer: Thank you. And you referred to 
some research that might show certain people 
might be more vulnerable to being homeless or 
might be at higher risk of being homeless, I 
wondered what else might influence your views 
on what you have just commented on ways that 
you may understand increase risk of 
homelessness? 
 

 

Participant: Not to get into the party politics but if 
you look at the trends of certainly rough sleeping 
up until around 2008, 2009, 2010, they were 
going down, the trends were lowering and it was 
only then 2010 and since then through austerity 

Political 
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that it’s actually exploded. At that time I was 
working in [X], [X] homeless psychology service. 
Or a place in the [X] that offer homeless mental 
health support to protect confidentiality. And at 
that time, that was 2012 and services, councils 
were being cut back, hostels were being closed 
and key working staff were being…the type of 
working moved from a more relational basis to 
transactional. So the councils were decimated at 
a time where homelessness was then increasing 
because of the effects of the economy of the 
austerity agenda and we’re seeing the 
repercussions of that, certainly where I’m at now, 
in the [X] or [X] of England we are still suffering 
the consequences of that and it contains a 
certain level of uncertainty  now with COVID we 
are experiencing masses of increase in 
homelessness. The economy, which is not 
sustainable with the resources, we are at 
capacity with what we do have so we are 
expecting things to get a lot worse, particularly 
over the winter time. The government, this 
government over the last 10 years and again 
and again despite them knowing and being 
informed that homelessness isn’t a housing 
issue, or isn’t just a housing issue or isn’t just a 
medical issue, they still put out these very small, 
short term contracts for a year or two years or 
three years…or even at the minute, 3 months to 
deal with the most entrenched rough sleepers, 
the most difficult to engage and to expect 
services to do something different when a lot 
that’s needed is a long term approach. Working 
with the person and where they are at and their 
motivation, so basically the whole system sets 
up the homeless sector and other services to fail 
because the only option with short term 
contracts is that transactional, so called, 
transactional engagement; “you do X, I’ll give 
you Y”. When the person is living day to day and 
just wants to survive, who doesn’t trust services 
because they’ve been let down again and again 
and again and it’s just another person or people 
who are coming saying the same things that 
they’ve heard before and the trust isn’t there. 
The shame and the guilt and other emotional 
impacts of trauma all affect that engagement 
with frontline homeless staff. As brilliant as they 
are, not all have that understanding or not all are 
allowed to have that understanding or time or 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Short term contracts 
 
 
 
 
Working where people are 
at 
 
 
 
 
 
Engagement 
 
 
Shame/guilt 
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flexibility to work in a relational for a long term 
view of the needs and values of the homeless 
individual. 
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APPENDIX G: Transcription Conventions  
 

 

Minor changes were made to the transcripts to enable the quotes used in the 

analysis to be read easily.  

Repetitive or filler words (e.g. ‘I guess’, ‘you know’, ‘kind of’) were removed.  

 

Conventions informed by Banister et al. (1994) were added within the transcripts: 

… omitted words or sections  

[text] addition of content for clarity 

[X] to replace identifying names or locations to preserve anonymity  
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APPENDIX H: Thematic Map 
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