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ABSTRACT

Aims: People who are homeless disproportionally experience mental health problems
compared to the general population, however struggle to get the support they need.
There is growing recognition of the gendered nature of homelessness and the need for
more research exploring women’s experiences. This study sought to explore what helps
and hinders women experiencing homelessness when accessing NHS mental health

services, and how COVID-19 has impacted service access.

Method: Fifteen semi-structured interviews were conducted with employees working
with women in third sector organisations offering a diverse range of services to women
experiencing homelessness. Interviews were transcribed and analysed using Thematic

Analysis to identify common barriers and facilitators to mental health service access.

Findings: Four themes were identified: 1. Double Impact of Gendered Abuse and
Trauma, which outlines how gendered trauma can increase the risk of mental health
problems but also reduce the likelihood women seek mental health support. 2. NHS
Mental Health Services seen as Stretched Gatekeepers relates to the NHS being under-
resourced, with complex and exclusionary referral pathways and support only available
in a crisis. 3. Generic Mental Health Services are Unforgiving and Retraumatising
outlines how services can be inflexible and punitive, lack awareness of gendered
trauma and be discriminatory and coercive. 4. Ambivalent Interface between Third
Sector and NHS Mental Health Services indicates how service providers offer significant
mental health support to women but can feel unsupported by NHS mental health
services in doing so. This theme outlines the value of specialist homelessness mental

health services.

Conclusion: Mental health services are difficult to access for women experiencing
homelessness. Women experience gendered barriers to mental healthcare which
services need to consider. Specialist homelessness mental health services can facilitate
access to mental healthcare by focusing on outreach, offering more flexible services,

and building longer-term trusting relationships with women.
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1. CHAPTER ONE: INTRODUCTION

This chapter will provide an overview of the context of women’s homelessness in the
UK including causes and prevalence. Recent relevant legislative and policy
developments will be summarised as well as the current homelessness support services
available for women. The nature of women’s homelessness will be considered more
specifically, as well as women’s experiences of mental health. The mental health
services available and barriers to mental healthcare will be discussed. The results of a
scoping review exploring women’s homelessness and barriers to mental healthcare will

be presented. The research rationale for the current study will then be outlined.
1.1. Definition of Homelessness

Homelessness is defined differently internationally across research, legislation, and
policy. The European Typology of Homelessness and Housing Exclusion (ETHOS),
developed in 2005 by FEANTSA, differentiates between four forms of homelessness:
“‘Rooflessness” describes people without shelter of any kind, for example those sleeping
rough; “Houselessness” describes those with a temporary place to sleep, such as in
shelters; “Living in Insecure Housing” describes the situations of those threatened with
severe exclusion for example due to insecure tenancies, eviction, domestic violence;
“Living in Inadequate Housing” describes those in unfit housing, for example, those in

extreme overcrowding or staying in caravans (FEANSTA, 2005).

The definition of homelessness is contested by stakeholders in the UK (Fitzpatrick et al.,
2019; Government Statistical Service, 2019). Homelessness is defined differently by the
four UK nations, reflecting changes to homelessness legislation following devolution
(Government Statistical Service, 2019). In England, the Housing Act 1996 adopts a
broad definition of homelessness: a person is homeless if they do not have the legal
right to occupy accommodation which is accessible, physically available to them (and
their household), and reasonable for them to continue to live in. The Housing Act (1996)
also specifies it is not reasonable for a person to continue to occupy accommodation if it

is probable this will lead to domestic abuse (Section 177, 1).
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As with the FEANTSA definition, under the Housing Act (1996), people do not have to
be “Roofless” to be considered homeless (Shelter, 2012) but can be in “Houselessness”
situations” such as staying in hostels, hotels, “sofa-surfing” with friends or family, or
using other forms of temporary accommodation. The Act’s definition of homelessness
also includes people, often women, remaining in an abusive relationship to maintain a
home (Groundswell, 2020a).

1.2. Feminist Approaches to Homelessness

Given the circumstances of many women experiencing homelessness, current research
and conceptualisations of homelessness have been critiqued by feminist writers.
Feminism is founded on the belief that women are oppressed or disadvantaged within
society in comparison with men, and patriarchal systems operate in society to confer
privilege to men while systematically oppressing women (Hill & Allen, 2021; James,
1998; Tong, 2002). The concept of the patriarchy can be understood as a “system of
relationships, beliefs, and values embedded in political, social, and economic systems
that structure gender inequality between men and women,” favouring men (Nash, 2020
p 43). Women’s homelessness, when viewed from a feminist perspective, can therefore
be defined as a social problem created due to wider structural, cultural and patriarchal
forces (Bretherton, 2017).

Feminism highlights structural factors which contribute to gender inequality in the home,
and to women and children overwhelmingly being the victims of domestic abuse within
this private sphere, which often results in homelessness (Wardhaugh, 2012). From this
perspective, experiences of domestic abuse are not seen as part of women’s individual
history, but understood within the context of structures which normalise male
dominance and female subordination through the physical, sexual, economic, and
psychological abuse of power (McPhail et al., 2007). The experiences of women while
homeless — including higher rates of sexual abuse — can also be understood within this
framework (Christensen et al., 2005; Kushel et al., 2003).

Feminist theory has also been used to understand women’s experiences of the shadow
market including sex working while homeless and how women are objectified sexually

(Wardhaugh, 2012). There is an extensive feminist discussion on sex work. More
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Radical and Marxist forms of feminist theory argue sex work is a form of oppression for
women, which depends on structural inequalities between men and women based on
male domination (Gerassi, 2015). More liberal forms of feminism argue such views are
paternalistic and neglect women’s autonomy to choose sex work (Gerassi, 2015).
Feminism can be used as a framework to understand the narratives around women

experiencing homelessness and its association with sex work and domestic abuse.

Building on early work from feminist theorists in homelessness such as Watson (1988)
and Austerberry (1986), scholars such as Reeve and colleagues (2006) and Bretherton
and Mayock (2021) have argued the definition and type of homelessness research
conducted obscures women’s homelessness. They argue that research is focused on
male experiences of homelessness due to focussing on streets and emergency
shelters. Furthermore, the definitions of homelessness often exclude domestic abuse
victims by not including women living in refuges in homelessness research, data, and
policy (Bretherton & Maycock, 2021). Such theorists have therefore compared men and
women’s homelessness and argue that it is important to consider women’s
homelessness specifically to understand the gender inequality within homelessness and
ensure women'’s experiences are not overlooked in gender neutral research and policy.
There is some success in this regard, as research in women’s homelessness and the
adoption of broader definitions of homelessness have greatly expanded in recent years
(Bretherton & Mayock, 2021; Groundswell, 2020a; St Mungo’s 2018).

However, feminist approaches to homelessness have also been criticised by some
intersectional feminist scholars. Bullock and colleagues (2020), have argued privileging
gender inequality as the framework for understanding women’s homelessness, means
that white, cisgender, heterosexual, middle class women are centred and considered to
be normative. Focusing on gender inequality as a single approach to understanding
women’s homelessness can thus exclude women from different backgrounds and
identities and promote reductionist and decontextualised understandings of
homelessness (Bullock et al., 2020). For example, the gender binary can exclude those

who do not identify within it and see gender as more of a spectrum (Cameron, 2019).
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Such thinking draws on the concept of intersectionality (Crenshaw, 1991) which
acknowledges the intragroup differences between women and how structural
oppression such as racism, sexism, heterosexism, and poverty interact and reinforce
one another to contribute to different experiences of marginalisation between women.
This research will aim to balance using gender inequality as a lens of analysis, focusing
on women and at times comparing women to men, whilst also acknowledging that many
people do not identify within this binary and that women may experience other forms of

oppression.
1.3. Causes and Prevalence of Homelessness

The causes of homelessness arise from a complex interplay of structural and individual
factors (Bramley & Fitzpatrick, 2017; Ministry for Housing Community and Local
Government, 2019). Experiences of domestic, interpersonal, and sexual violence are
important in the causes of women’s homelessness (Baptista, 2010; May et al., 2007;
Ministry of Housing, Communities and Local Government, 2019; Vijayaraghavan et al.,
2012).

1.3.1. Structural Causes for Homelessness

Common narratives around homelessness which focus on individual irresponsibility to
blame people for their circumstances have been criticised by researchers in the field
(e.g. Gowan, 2009; Pleace et al., 2018). In the UK, homelessness is often outside the
control of the individual and mostly driven by structural factors (Bramley & Fitzpatrick,
2017). Structural factors are societal and economic trends creating a social environment
which increases the likelihood of homelessness (Ministry for Housing Community and
Local Government, 2019), such as low wage growth and insecure work (Fitzpatrick et
al., 2017).

Key factors also include the absence or reduction of low-cost and social housing
(Fitzpatrick et al., 2017; Wilson & Barton, 2021), alongside an increase in private sector
renting (Watts et al., 2022). Losing a private tenancy is one of the biggest causes of
homelessness: the number of people made homeless from the private sector
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quadrupled between 2009/10 and 2016/2017 (Fitzpatrick et al., 2018; Marmot et al.,
2020).

The reduction in spending on social welfare policies by local and central government
also contributes to homelessness (Loopstra et al., 2016; Watts et al., 2022; Wilson &
Barton, 2021). For example, the benefit cap reduces the amount of housing benefit and
universal credit families can receive, increasing the risk of families becoming homeless
(Pennington & Kleynhans, 2020). Such policies introduced under “austerity” since 2010

have disproportionally impacted women (Bennett, 2015).

Immigration policies can also contribute to homelessness. Migrant women are often in
vulnerable financial positions and at increased risk of homelessness as they may have
no recourse to public funds (NRPF) (Barbu et al., 2020). Alongside this, migrant women
experiencing domestic abuse may be reliant on their partner for a spousal visa. Fear
around the uncertainty of their legal status may prevent them from accessing housing
support (Barbu et al., 2020; Boobis et al., 2019a).

The causes of homelessness also differ and intersect across different groups of people
with the most marginalised experiencing increased risk of homelessness. Many of the
structural factors including immigration status, poverty, insecure work and low wage
growth, disproportionally impact people from minoritised backgrounds including people
who are racially minoritised, people experiencing disability and people identifying as
LGBTQ+ (JRF, 2022; Palmer & Kenyway, 2007; Uhrig, 2014).

As well as experiencing increased structural causes, people from LGBTQ+ communities
are also more likely to experience direct discrimination resulting in homelessness.
Stonewall (2018) report that one in five LGBT+ people have experienced homelessness
at some point in their lives. Research conducted by the Albert Kennedy Trust (2014)
indicates a large maijority, 77%, describe familial estrangement after coming out as

LGBT+ as the primary cause of their homelessness.

People from minoritised ethnic groups are also more likely to experience homelessness.
Black people are more than three times as likely to experience homelessness (Shelter,

2020). Alongside social exclusion and unemployment (Shelter, 2020), racial harassment
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has been identified as a likely cause of homelessness and unsuitable housing with
people from racially minoritised groups four times more likely than white people to see
racist harassment as a serious problem in their area (Homelessness and Housing
Directorate, 2005).

People with a physical disability, learning disability or mental health diagnosis are also
more likely to experience homelessness; 40% of people owed a prevention or relief duty
in 2021 were diagnosed with one of these conditions (Department of Levelling Up,
2022c). The report of the UN Special Rapporteur on the Right to Adequate Housing
identified a vicious circle within homelessness with disability leading to homelessness
which “exacerbates impairments and additional barriers linked to stigma and isolation”

(United Nations General Assembly, p.8).

Together, these economic structural factors, as well as societal and cultural factors

operate to marginalise groups of people, including women with these identities.

1.3.2. Individual Causes of Homelessness

Individual causes of homelessness are specific to the person and may include health,
addictions, personal finances, or sudden life circumstances (Ministry for Housing
Community and Local Government, 2019). Childhood experiences can contribute to the
risk of homelessness, such as experiences of physical, sexual, or domestic abuse;
neglect; trauma; or being exposed to parents’ substance misuse and mental health

problems (Fitzpatrick et al., 2013).

For both single women and mothers heading families, fleeing domestic abuse is central
to experiences of homelessness (Duke & Searby, 2019; Tischler et al., 2007;
Vijayaraghavan et al., 2012). Domestic abuse is the second most common reason for
households needing housing assistance from local authorities (Department for Levelling
Up: Housing and Communities, 2022a). Many women cannot find suitable
accommodation when leaving a perpetrator. Women can be turned away from refuges
multiple times or denied housing by local authorities by being declared intentionally
homeless (Bimpson et al., 2021; Solace, 2019). Women can move between sofa-

surfing, staying with friends or rough sleeping while seeking housing, with some women
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remaining in or returning to abusive relationships (Austin, 2021; Mayock et al., 2015;
Tutty et al., 2015).

Poverty during childhood and adulthood has been identified as a cause of
homelessness for men and women (Fitzpatrick et al., 2013). Women experiencing
homelessness tend to experience high levels of poverty, low levels of education and
have few employment skills (Bassuk, 1993; Styron et al., 2000) which may make it
harder to prevent and exit homelessness. WWomen are more likely to be involved in
temporary, short-term, and part-time work, which may increase their vulnerability to
homelessness, particularly in the context of relationship breakdowns or sudden life
events (Bretherton & Mayock, 2021). Life events such as family bereavements, leaving
prison, and losing employment (Ministry for Housing, Communities and Local

Government, 2019) have been identified as reasons for homelessness.

Health problems are also recognised as important contributor, with physical or mental
health and substance misuse problems seen to contribute to difficulties maintaining
accommodation (Homeless Link, 2021c). People sleeping rough often cite substance
misuse as a reason for becoming homeless (Pleace & Bretherton, 2017). For some
people substance misuse and mental health problems can also arise or be exacerbated

following long-term or repeated exposure to homelessness (Pleace, 2019).

1.3.3. Prevalence of Women’s Homelessness

It can be difficult to capture the prevalence of women’s homelessness and it is widely
considered to be underreported (Bretherton & Pleace, 2018). This is partly due to how
such data are understood and recorded (Bretherton & Mayock, 2021). For example,
women fleeing their home from domestic abuse are often characterised as victims of
abuse rather than experiencing homelessness. Lone mothers with children experiencing
homelessness are likely to be supported by social services under child protection
teams. In both instances, their homelessness status may not be captured (Bretherton &
Mayock 2021).

Furthermore, contrary to the legal definition, homelessness is often narrowly defined as

rough sleeping or rooflessness in policy and statistics, which can skew the perception of
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homelessness towards men (Bretherton & Mayock, 2012; Groundswell, 2020a). In
England in 2021, the annual rough sleeper count indicates a marked rise of rough
sleeping with 2,440 people estimated to be sleeping rough, a 38% increase since 2010
(Department for Levelling Up, 2022b). Limited demographic information is collected in
the count, for example ethnicity is not recorded. Of available data, 86% were aged 26
years or over. Most people sleeping rough are UK nationals (67%), 20 % EU nationals
and 5 % of the total were from outside the EU and the UK (Department for Levelling Up,
2022b).

Of these visibly homeless people, only 13% were women (Department for Levelling Up,
Housing and Communities, 2022b). This may be as the count focuses on visible rough
sleeping (Homeless Link, 2018), whereas women hide themselves in disused buildings,
hospitals, airports, buses or in other less visible places (Reeve et al., 2006). Women
also disguise themselves as men for fear of their safety (Bachrach, 1992; Bretherton &
Pleace, 2010; Spicer, 2017). The figures on women rough sleeping are therefore likely
to be an underestimate (Bretherton & Mayock, 2021; Pleace, 2006; Reeve et al., 2006).

Most people who meet the UK legal definition of homelessness are not rough sleeping
but are houseless; accommodated in emergency or temporary accommodation. The
total number of households in temporary accommodation has increased by 74 percent
between 2010 and 2018 (Marmot et al., 2020). On 30 September 2021, 96,060
households were in temporary accommodation (Department for Levelling Up, 2022a). A
greater proportion of these people are believed to be women. Estimates in London,
indicate 65% of adult occupants in temporary accommodation are women, with many of

these households headed by single mothers (London Councils, 2022).

Local councils do not disaggregate the statutory homelessness data, which records
those owed a prevention or relief duty, based on gender. However, other demographic
information indicates those owed a prevention or relief duty by local authorities are
disproportionately young with 55% under the age of 34 and only 9% over the age of 55.
Data disaggregated based on ethnicity indicates white and Asian groups are
underrepresented and black ethnic groups are overrepresented in the homelessness

figures: 70% are white, 10% are black, 6% are Asian and 3% are from mixed ethnic
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groups (Department for Levelling Up, 2022c; ONS, 2019). For sexuality, a large
proportion of people (23%) preferred not to say, with 69% identifying as “heterosexual’,
2.1% “homosexual”, 3% as “Other”. Such a high proportion of people declining to share
their sexuality may indicate those with marginalised sexualities are over-represented in
the data. People out of work due to unemployment or disability are also more likely to
be owed a prevention or relief duty with 39% unemployed and 14% not working due to
long term iliness or disability. Many of these people are likely to be women experiencing
intersecting needs, however as the data is not disaggregated in the statutory
homelessness figures, the prevalence and nature of women’s homelessness is difficult

to understand.

It can also be difficult to estimate the prevalence of women’s homelessness, as many
women are part of the “hidden homeless” who may be sofa-surfing, staying with friends
or family or remaining in abusive relationships to maintain housing. In England in 2017,
3.34 million adults were estimated to reside in these “concealed” households
(Fitzpatrick et al., 2017; London Assembly Housing, 2017). Women will often exhaust all
these informal housing options before seeking help from homelessness services or local
authorities (Bretherton & Mayock, 2021; Homeless Link, 2021b; Pleace & Hermans,
2020; Reeve, 2018; Reeve et al., 2006). Women are therefore often not captured in
local authority homelessness data (Shelter, 2012). Migrant women and families with
NRPF are also likely to seek these informal housing arrangements due to limited

housing options (Project 17, 2019).

These more invisible forms of homelessness became more visible during the COVID-19
pandemic. Following the introduction of COVID-19 lockdown measures in March 2020,
local authorities saw an increase in people requesting housing support due to
relationship breakdown or no longer being able to sofa-surf (Boobis & Albanese, 2021;
Homeless Link, 2021a). Homelessness services also reported an increase in women
fleeing domestic abuse and requiring housing support; however, many women also
reported having nowhere to go during the pandemic and so remaining with the

perpetrator (Davidge, 2020).
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1.4. Homelessness UK Policy Development

Parties across the political divide have committed to reducing the prevalence of
homelessness and improving support and care for those experiencing homelessness
(Conservative and Unionist Party, 2019; The Labour Party, 2019). Relevant legislation

and policies for the context of women’s homelessness are outlined.

1.4.1. Homelessness Reduction Act, 2017

The current Conservative government has pledged to end rough sleeping within 5 years
by enforcing the Homelessness Reduction Act 2017; considered to be the largest
change in homelessness legislation since 1977 (Homeless Link, 2018). The Act came
into effect in April 2018 and created two additional statutory rehousing duties for local
authorities: the duty to prevent and duty to relieve homelessness. Public bodies,
including NHS settings, have a statutory duty to identify those at risk of homelessness
and, with consent, refer them for support. A recent review of the Act indicates some
success at meeting its aims (Ministry of Housing, Communities and Local Government,
2020).

1.4.2. Rough Sleepers Initiative, 2018

The government has committed to expanding the Rough Sleepers Initiative (RSI). The

RSI, first announced in March 2018, provides funds to local councils to reduce rising
levels of rough sleeping. In 2021, £203 million was allocated under the initiative to fund
projects in housing, mental health, addiction support and domestic abuse (Ministry of
Housing Communities and Local Government, 2021). However, the RSI has been
criticised for providing short term funding which makes it difficult for local authorities to
offer meaningful services (Homeless Link, 2021e). More recent grants have been
allocated for three years with the government encouraging local authorities to bid to use

the funding for Housing First initiatives (Homeless Link, 2022).

1.4.3. Policies introduced during the COVID-19 Pandemic, 2020
During the initial months of the pandemic from March 2020, the government suspended

evictions from private and social rented sectors which resulted in a drastic drop in the

number of people presenting as homeless to local authorities (UK Collaborative Centre
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for Housing Evidence, 2021).The realignment of the local housing allowance rates to
cover the bottom third of private rents and the implementation of the £20 a week
universal credit uplift also reduced the number of people presenting as homeless
(Homeless Link, 2021d).

The government launched the “Everyone In” initiative on the 26™ of March 2020. The
programme offered emergency and hotel accommodation to people at risk of rough
sleeping or in accommodation unsuitable for self-isolation. Legal barriers for support,
such as local connection or immigration status requirements, were removed. The
scheme was set up to support an estimated 5,000 people, however, initial research
suggests between 33,000- 37,000 people were housed (National Audit Office, 2021;
Watts et al., 2022; Whitehead & Rotolo, 2021). Such figures highlight the extent of the

“hidden homeless” population.

Third sector organisations have criticised the temporary nature of the COVID-19
measures and the increasing rough sleeping following their discontinuation, arguing the
success of these policies indicate it is possible to end homelessness with political

impetus (Homeless Link, 2021d).

1.4.4. Domestic Abuse Act, 2021

The recent Domestic Abuse Act 2021 has also shaped the political context for women

experiencing homelessness. Following the implementation of the act, all eligible
homeless victims of domestic abuse should automatically have priority need for
homelessness assistance by local authorities (Home Office, 2022). Crisis (2020b)
campaigned for this provision with the aim of reducing the number of women declared
“‘intentionally homeless” and denied housing for leaving their perpetrator (Bimpson et
al., 2021). The act also placed duties on local authorities to offer secure lifetime
tenancies to women fleeing domestic abuse when offering social housing (Home Office,
2022). The act will be implemented across 2022 and its impact is yet to be evaluated.

1.4.5. The UK Government Drug Strateqy, 2021

In December 2021, the government released its new drug strategy which outlines a 10-

year plan to reduce illegal drug use (HM Government, 2021a). The government has
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committed an additional £780 million over three years to rebuild drug services with a
focus on integration between substance misuse and mental health services. There is
also recognition that trauma and mental health problems can underpin drug addiction,
with an aim to make sure “trauma informed care becomes the norm” (p, 37). The
strategy has been welcomed by homelessness charities, particularly recognising
homelessness can be both a cause and a consequence of substance misuse (St

Mungo’s 2021) and the emphasis on treatment over criminalisation (St Mungo’s 2021).

1.4.6. Immigration Policies

Immigration and Asylum Act 1999 states that a person subject to immigration control will
have NRPF while subject to immigration control, which removes the entitlement to most
welfare benefits — including housing and forms of free healthcare (London Councils,
2018). More recently, policies introduced as part of the “hostile environment” (Griffiths &
Yeo, 2021; Worthing et al., 2021), such as the Immigration Acts of 2014 and 2016, have
been critiqued for increasing homelessness and discriminating against people based on
their race and nationality (Butler, 2018). Such policies have been associated with a
reduction in trust in public services including racially minoritised groups accessing
healthcare (JCWI, 2021; Worthing et al., 2021). Women experiencing homelessness of

different nationalities are likely to be subject to such legislation.

1.4.7. Homelessness Health Policies

Health policy has also moved to address the needs of the homelessness population.
The Five Year Forward View (NHS England, 2016) had no mention of homelessness
and a cursory mention of the importance of affordable housing for health. In contrast,
The NHS Long Term Plan (NHS, 2019a) seeks to address health inequalities and
includes a commitment to spend up to £30 million on health services for people sleeping
rough, with a particular focus on specialist outreach mental health services. In October
2019, the government announced the first wave of funding worth £12 million (NHS,
2019b) used to create new NHS mental health outreach teams to coordinate with
existing outreach, drug and alcohol and other NHS services.

In addition, NICE (2022) have recently released guidance for integrated health and

social care for people experiencing homelessness. The guidelines seek to address
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several barriers to healthcare experienced by the homeless. Recommendations include
more flexibility with appointment times and discharge policies as well as using outreach
services to ensure healthcare access in convenient locations such as on the street, in
hostels or in day centres. These guidelines build on recommendations promoted by
third sector organisations, including the Pathways Inclusion Health Standards (2018)
which promote good practice standards for health services to support people

experiencing homelessness.
1.5. Support Services for Women Experiencing Homelessness

Within the UK, homelessness services are often run by the third sector, although
commissioned by local authorities or central government, and offer a range of housing

and non-housing-based support (Pleace et al., 2018).

1.5.1. Housing First

Housing First Services give people their own home and intensive, unconditional support
to maintain it (Housing First Europe, 2022). Housing First is focused on principles such
as service-user choice and control and offering flexible support for as long as people
need it, irrespective of behaviour (Housing First Europe, 2022). In the UK, Housing First
provision is expanding, although remains regionally inconsistent and predominantly
offered by the third sector, with just six female-only services in the UK (Pleace et al.,
2018; Housing First England, 2020). Initial research in the US and UK suggest positive
outcomes for Housing First for women, with reports of high rates of sustained housing
and improvements in mental wellbeing (Bimpson, 2018; Sullivan et al., 2018; Quilgars &
Pleace, 2017).

1.5.2. Temporary Homelessness Accommodation

In the UK, most homelessness services operate according to a “stair-case model”
(Pleace et al.,2018; Tainio & Fredriksson, 2009). People are offered temporary
accommodation, often in third sector hostels, and support to prove they are “housing
ready” before being offered their own accommodation (Pleace et al., 2018). Women can
be wary of accessing such support when it is mixed sex, particularly those with

experiences of sexual violence (Bimpson et al., 2021; Bretherton & Mayock, 2021;
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Mayock et al., 2015; Tutty et al., 2013). There is little research on the availability of
women’s homelessness services (Bretherton & Mayock, 2021); however initial research
indicates around 7% of single person temporary homelessness accommodation
services are for women only (Homeless Link, 2020), with large regional differences
(Agenda & AVA, 2017a).

Domestic Abuse Refuges, often run by the third sector, provide significant temporary
accommodation for women (McCarthy et al., 2022). This separation of homelessness
and domestic abuse services means women with more complex needs such as mental
health problems, substance misuse and domestic abuse, can struggle to access
accommodation meeting their needs (Agenda & AVA, 2017a; Baker et al., 2010;
Bretherton & Mayock, 2021).

1.5.3. Psychologically Informed Environments and Trauma Informed Care

Recently, homelessness services in the UK have focused on 'Psychologically Informed
Environments' (PIEs) (Breedvelt, 2016; Johnson & Haigh, 2011; Pleace et al., 2018) or
Trauma Informed Care (TIC) (Bimpson et al., 2021; Homeless Link, 2017). These
approaches arise from the homelessness sector’s increasing awareness of the impact
of complex trauma. Many people experiencing homelessness have experienced
violence and abuse across their lives as well as the trauma of losing their home and
living in insecure and threatening situations (Goodman et al., 1991) Experiencing
multiple traumatic events across childhood and adulthood can impact a person’s ability
to develop trusting relationships, to self-regulate their emotions, to control impulses, to
think and to learn (Gerhardt, 2015; Herman, 2015; Van der Kolk, 2014). Research
indicates people can recover from trauma and build the capacity to trust and develop
self-regulation, within in the context of safe relationships (Herman, 2015; Van der Kolk,
2014).

Accommodation, often provided by the third sector, adopting PIE approaches focus on
relationships and meeting the emotional, relational and psychological needs of people
experiencing homelessness while trying to understand and work flexibly with behaviour
(Johnson & Haigh, 2011; Keats et al.,2012). PIE approaches also support staff
members through reflective practice to prevent burnout (Breedvelt, 2016; Keats et al.,
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2012), particularly important as hostel workers often report feeling low in confidence in
supporting people with trauma and mental health problems (Burke, 2005; Devine &
Bergin, 2020). Initial research in refuges settings indicate PIE approaches improve staff

wellbeing and women feel more supported (Ava & Solace Women'’s Aid, 2018).

Services adopting TIC aim to recognise trauma to promote recovery and avoid
retraumatisation (Bimpson et al., 2021; SAMHSA, 2014; Sullivan et al., 2018). Services
emphasise person-centred care over predefined protocols or procedures (Wilton &
Williams, 2019). More recently, there is a recognition that women experience a different
form of trauma to men, often more interpersonal in nature, and so may need services
designed to consider the gendered trauma they have experienced rather than gender-
neutral services (Agenda & AVA, 2017; Bimpson et al., 2021; Milaney et al., 2020).

1.6. Understanding the Nature of Women’s Homelessness

1.6.1. Experiences of Abuse and Trauma among Women

The nature of women’s homelessness has been widely reported to differ to men’s
(Milaney et al., 2020). Women experiencing homelessness report high levels of abuse
and victimisation leading up to and during their time as homeless (Huey et al., 2014;
Lewinson et al., 2014). The role of domestic abuse in the cause of homelessness has
already been elucidated; however, for many women interpersonal violence and coercive
controlling relationships remain prevalent during their experiences of homelessness.
Women sleeping rough may enter abusive intimate relationships for protection, despite
the controlling or exploitative nature of such relationships (Simon on the Street, 2018;
Watson, 2011).

Women experiencing homelessness are also more likely than men to experience
significant sexual violence. This includes experiences of childhood sexual violence
including childhood rape (Weinrich et al., 2016; Duke & Searby, 2019) with it being
more likely this abuse was perpetrated by someone they know (Upshur et al., 2017).
Sexual violence is also a feature of women’s time while homeless. Women sleeping
rough can experience high levels of rape, sexual violence, and physical abuse

(Christensen et al., 2005; Kushel et al., 2003). Women experiencing sofa-surfing or
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other forms of houselessness may remain off the streets by engaging in intimate or
sexual relationships with men; often described as “survival sex” (Bhui et al., 2006;
Watson, 2011). Low or free rent or accommodation in exchange for sex is a growing

problem for vulnerable women across the UK (Jones, 2018; Safe Lives, 2018).

1.6.2. Experiences with the Criminal Justice System

Many women who are roofless or accessing homelessness hostel accommodation have
experiences of the criminal justice system. Nearly half of the women St Mungo’s (2014)
support have an offending history and over a third have been in prison. Many women do
not have access to accommodation before prison and over half of women have no
permanent home on release (Prison Reform Trust, 2018). Most women are released
into temporary accommodation, with over a tenth released to no fixed abode (HM
Inspectorate of Probation and HM Inspectorate of Prisons, 2016). As people from
racially minoritised backgrounds are overrepresented in prison populations (Ministry of
Justice, 2021; Sturge, 2021), release from prison to no fixed abode is likely to

disproportionately affect racially minoritised women.

1.6.3. Experiences with the Child Protection Services

Women experiencing homelessness are also more likely to have had contact with social
care, or child protection services, both as children and as adults. Young women with
experiences of being looked after by social care are at a heightened risk of becoming
homeless as a young person (Schwan et al., 2018). A high proportion of women
experiencing homelessness are also likely to experience their own children being

removed (Bimpson et al., 2021).

While many women are single and homeless, a large proportion of women accessing
single homelessness services are mothers who have been forcibly removed from their
children; either by the state or due to women placing children with relatives to remain
housed (Groundswell, 2020a; Pleace et al., 2016; Safe Lives, 2018). Amongst St
Mungo’s female clients, 46% are mothers, 79% of whom have had their children taken

into care or adopted (St Mungo’s, 2017b).
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Intervention rates among ethnicity form a complex picture in the UK with ‘White British’
children more than ten times more likely and ‘Black Caribbean’ children 20 times more
likely to be in care than ‘Asian Indian’ children (Bywaters et al, 2018). The reasons for
these different rates of intervention are unclear and exist even when controlling for
poverty and social deprivation which are important factors in homelessness and child
removal by social care. Women experiencing homelessness from different ethnicities

are therefore likely to experience intervention from child protection services differently.

Many women experience significant distress when their children are taken into care and
can struggle to be reunited (Groundswell, 2020a, St Mungo’s, 2017b). Women can be
expected to cope with this loss with little emotional support and services often do not
understand the trauma that develops from separation from children (St Mungo’s 2017).
Many women in prison are mothers, and unstable housing conditions can make it more
difficult for women to have access to their children, with many children remaining in

foster care following their mother’s release (St Mungo’s, 2014).

1.6.4. Experiences of Physical Health Problems

Many women experiencing homelessness can also experience health problems. Speirs
and colleagues (2013) review of the literature highlighted health challenges women
face, such as poor nutrition, exposure to the elements and low immunity, alongside
increased risk of sexually transmitted diseases, respiratory illnesses, gynaecological
infections, hypertension, and diabetes. Groundswell’s (2020a) research with women
accessing day centres, hostels and drop-in centres in London found over 70%
experienced physical health problems including joint and muscle problems, blood
conditions and problems with feet. Women described their health being impacted by

their living situations, which exacerbated existing conditions.

1.6.5. Experiences of Mental Health Problems

Studies indicate mental health problems are common among women experiencing
homelessness and they are disproportionally affected compared to women who are not
homeless (Duke & Searby, 2019; Welch-Lazortitz et al., 2015). In Bassuk and
colleagues (1998) study, homeless women were 2.5 times more likely than the general

female population to meet criteria for major depressive episode and three times more
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likely to meet criteria for PTSD. Women are also more likely to experience mental health
problems compared to men experiencing homelessness (Chondraki et al., 2014;
Jainchill et al., 2000; Lee et al., 2010). In Chondraki and colleagues (2014) study,
55.8% of homeless males and 59.1% of females were identified as suffering from DSM-
IV conditions. Women experience a range of mental health problems, including suicidal
ideation and suicide attempts resulting in hospitalisations (Bassuk et al., 1996; Spicer,
2017). Research suggests women experiencing homelessness are more likely to be
diagnosed with mood, affective and personality disorders, whereas men are more likely
to be diagnosed with schizophrenia or psychosis (Hamid et al., 2000; Lauber et al.,
2006). A study conducted in the US with self-reported measures found high rates of
women experiencing homelessness meeting screening criteria for depression (69%),
PTSD (45%), bipolar disorder (32%), and psychosis (23%) (Upshur et al., 2017).

Mental health problems are also often experienced alongside substance misuse among
women experiencing homelessness (Chambers et al., 2014; Duke & Searby, 2019;
Strehlau et al., 2012), often referred to as “dual diagnosis” (NICE, 2016). In Chambers
and colleagues’ (2014) sample of women recruited from homelessness shelters, 18%
were considered to have concurrent mental health and substance misuse problems.
However, research with men and women experiencing homelessness indicates alcohol
and drug use is viewed ambivalently, with many seeing it as a coping mechanism to
manage mental health problems and the stress of homelessness (Christiani et al., 2008;
Patterson et al., 2015). In a Groundswell study (2020a) women reported using drugs

and alcohol to cope with children being removed.

Studies have started to connect higher rates of mental health problems and substance
misuse in women, to the greater degree of abuse, violence, and trauma women
experience (Bimpson et al., 2021; Rayburn et al., 2005; McCarthy et al., 2022).
Depression among women experiencing homelessness has been associated with rape
within the last year (Arangua et al., 2006), interpersonal violence (Vijayaraghavan et al.,
2012), childhood sexual abuse, living in a shelter, experiencing physical violence,
childhood physical abuse and the death or injury of a close one (Rayburn et al., 2005).
Duke and Searby (2019) in their review of the literature, also highlighted the high
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prevalence of domestic abuse and subsequent psychological distress women
experience. There appears to be a strong relationship between homelessness, trauma,

and mental health problems.

1.7. Current Provision of Mental Healthcare for Women Experiencing

Homelessness

Mental health provision for women experiencing homelessness is often provided by
generic health services, including primary care services such as GPs and secondary
mental healthcare services such as CMHTSs. There are limited numbers of specialist
homelessness GP and primary healthcare services: one mapping exercise noted 123

services, however these are inconsistently spread across England (Crane et al., 2018).

1.7.1. Specialist Homelessness Mental Health Services

The provision of specialist NHS homelessness mental health services is also regionally
inconsistent, and teams experience inconsistent budgets (Campbell, 2018). These
services often comprise of nurses and social workers rather than psychiatrists or
psychologists and are less likely to offer psychotherapy compared to generic mental
health teams; although, the services are more likely to offer street outreach or hostel “in
reach” (Canavan et al., 2011). Stakeholders have argued these outreach mental health
services focus on single people rather than homeless families, often headed by single
women; despite research indicating services developed for families can be helpful for
parental and child wellbeing (Tischler et al., 2002). Services have also been criticised
for offering uniform care to men and women (Agenda & AVA, 2017). The NHS Long
Term Plan (NHS, 2019a) places a focus on developing such specialist services.
However, services for women experiencing homelessness are not targeted explicitly

within the plan and. the impact remains to be evaluated.

1.7.2. Psychology in Hostels

Another form of mental health support available is psychology or counselling services
offered within third sector hostels. Some of these services are funded by third sector
organisations or the third sector hostels themselves, such as the Lifeworks

psychotherapy project offered by St Mungo’s (2011). An increasing number of NHS
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services are also working with third sector partners on “Psychology in Hostels”
programmes, following a successful pilot in Lambeth funded by Guys and St Thomas’
Charity in partnership with South London and Maudsley NHS Trust (Rhodes, 2016). In
these projects, psychologists are based in hostels offering clinical interventions,

reflective practice as well facilitating the development of PIEs.
1.8. Barriers to Mental Healthcare

Despite the need for mental healthcare, people experiencing homelessness have
difficulty accessing the mental health support they need (Hodgson et al., 2014;
Homelessness Link, 2014; St Mungo’s, 2016a; Strehlau et al.,2012). In Hodgson and
colleagues’ (2014) UK Study, 90 young people experiencing homelessness were
interviewed, with nearly 90% meeting the criteria for a mental health diagnosis, while
just over 30% had accessed any form of mental health services. Much of the
international research exploring barriers and facilitators to mental healthcare among the
homeless population has been done with mixed-gender populations which will be

discussed below.

1.8.1. Service-Related Barriers and Facilitators

Service-related barriers speak to the structure or design of mental healthcare services.
The waiting lists to access mental health support are often cited as a reason it can be
difficult to access services quickly when needed (Bhui et al., 2006; Brown et al., 2016;
Youn et al., 2019; St Mungo’s, 2016). Devin and Bergin (2020) and St Mungo’s (2016),
in their research capturing frontline worker perspectives, suggest people experiencing
homelessness often use A&E or emergency services when experiencing mental health

problems, rather than accessing preventative support.

The reliance on GPs for accessing services has also been considered a barrier to
access for people experiencing homelessness in research in the UK. GPs are often
needed to refer to secondary mental health teams, however studies conducted with
people experiencing homelessness or frontline service providers, indicate many people
are not registered with their GP, so consequently struggle to access mental health

support (Bhui et al., 2006; Canavan, 2011; Gunner et al., 2019). Many services request
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a fixed address or ID which some people experiencing homelessness cannot provide,
and are thus excluded from the services (Groundswell, 2020a; St Mungo’s, 2016).
People experiencing homelessness can feel GPs are too busy, do not have the time to
talk to them about their needs, do not understand health needs of people experiencing
homelessness or can gatekeep access to secondary mental healthcare by refusing to
refer onwards (Bhui et al., 2006; Gunner et al., 2019). Specialist homelessness GPs are
valued (Bhui et al., 2006; Gunner et al., 2019) particularly if offering integrated mental
healthcare (Bhui et al., 2006).

In research in countries across the Anglosphere, many people experiencing
homelessness are unaware of available mental healthcare or how to go about
accessing support (Brown et al., 2016; Hamilton et al, 2012; Martin & Howe, 2016).
However, when professionals, for example GPs and homelessness services are aware
of such services, they can facilitate access (Gunner et al., 2019; Kerman et al., 2019). It
can also enhance access when services are well advertised and assertive in promoting

themselves among the homeless population and services (Dixon & Lloyd, 2005).

A further service-related mental healthcare barrier is services excluding people who are
homeless. Mental health services can be seen to have very inflexible entry criteria for
who is seen within the service, which often excludes people with multiple complex
needs (Youn et al., 2019). Studies in the UK conducted with service providers or people
experiencing homelessness, indicate mental health services can often exclude those
experiencing homelessness due to the complexity of their circumstances, particularly
around housing, or when people present with high rates of self-harm or drug use
(Canavan et al., 2011; Groundswell., 2020a; Gunner et al., 2019; St Mungo’s 2016; St
Mungo’s, 2020). People are often informed they cannot receive support for their mental
health until they have a house or are no longer using substances creating a “catch-22"
(Groundswell, 2020a; Gunner et al., 2019; St Mungo’s, 2020).

Studies across Europe (including the UK) capturing front line service provider
perspectives, also indicate treatment provision is insufficient for this population. People
experiencing homelessness often have more limited treatment options from mental

health services which often focus on medication use, rather than other forms of
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preferable support such as psychotherapy (Devine & Bergin, 2020; St Mungo’s 2016b).
This is further supported by evidence suggesting specialist mental health services do
not provide psychotherapy as often as generic mental health services (Canavan et al.,
2011).

The location and times of available support also appear to be unsuitable for people
experiencing homelessness. Research in the US and Europe, capturing people
experiencing homelessness’ or frontline service provider’s perspectives, indicate
services are often hospital or clinic based and operating during working hours which
likely excludes people experiencing homelessness who may need more flexible opening
times (Canavan et al., 2011; Commander et al., 1997; Hauff et al., 2014; Omerov et al.,
2020). People can also have difficulty paying for transport to access mental health
services for appointments held in hospitals or clinics (Gunner et al., 2019; Martin &
Howe, 2016). Offering transport assistance can facilitate engagement with services
(Brown et al., 206; Youn et al., 2019). On the available evidence, flexible services which
offer drop-in options rather than appointment times are helpful for facilitating access to
mental health support (Brown et al., 2016) as well as outreach services operating in

hostels or in community locations (Brown et al., 2016; Canavan et al., 2011).

Previous studies also suggest people experiencing homelessness have a complexity of
needs, particularly around trauma, substance misuse, mental health and housing which
require specialist teams, of which there are not enough in the UK (Bhui et al., 2006;
Reid & Klee, 1999). Alongside this, some studies in Australia and the US respectively
have recommended that even within homelessness services, there should be specialist
provision for certain demographics such as younger people, and specifically women
who may not feel comfortable attending mixed sex spaces (Brown et al., 2016; Hamilton
et al., 2012).

Current research in the UK and US, capturing people experiencing homelessness’ or
service-provider perspectives, also indicate mental health services do not coordinate or
communicate sufficiently with other services to meet the varied needs of the clients
(Brown et al., 2016; Gunner et al., 2019; Youn et al., 2019; St Mungo’s 2016). Canavan

and colleagues (2011) study interviewed experts in the homelessness sector in cities
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across Europe and their research indicated a particular lack of coordination among
homelessness mental health and social welfare services. In Ireland, Devine and Bergin
(2020) also interviewed frontline homelessness service-providers. Participants in this
study felt there was a lack of inter-agency work in supporting people experiencing
homelessness with their mental health, often characterised by staff not having the
contact details for mental health teams and struggling to contact them to share
important information (Devine & Bergin, 2020). Devine and Bergin’s (2020) study also
indicated the service-providers felt they could not support people adequately with
mental health and wanted more communication, training, and support from mental

health teams to do so.

Supporting these findings, in studies in Ireland and the US, capturing service-provider or
people experiencing homelessness’ perspectives, mental health services with good
connections to other services involved in a person’s care can be useful at facilitating
access and providing integrated mental health support (Devine et al., 2020; Hamilton et
al., 2012). Third sector providers have advocated for a specialist homelessness case
management model among mental health services, with someone to communicate and
coordinate different services (Devine & Bergin., 2020). In European research,
multidisciplinary specialist homelessness mental health teams have also been promoted

to collaborate with other homelessness services (Canavan et al., 2011).

1.8.2. Practical, Personal and Psychosocial Barriers

There are also several practical barriers preventing people experiencing homelessness
from accessing mental health services, including poverty. One of the most frequent
barriers identified in UK and international research is people prioritising meeting basic
needs of food and shelter over mental health services (Bhui et al., 2006; Martin &
Howe., 2016; Youn et al., 2019). The focus on other needs can mean people struggle to
arrange and stick to appointments (Brown et al., 2016). There can also be difficulties
accessing phones to communicate with services (Bhui et a., 2006; Omerov et al., 2020).

People who are homeless also cite personal and psychosocial factors making it difficult
to engage with mental health services. In international research, including in the UK,
people report high levels of stigma around having mental health problems (Bhui et al.,
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2006; Brown et al., 2016; Chaturvedi, 2016; Youn et al., 2019; Canavan et al., 2011)
which contributes to people finding it difficult to ask for help and feeling ashamed of
doing so (Collins & Barker., 2009; Martin & Howe., 2016). Consequently, people
experiencing homelessness can deny needing support for mental health problems and
can be resistant to opening up about their difficulties (Chaturvedi et a., 2016; Collins &
Barker, 2009; Martin & Howe., 2016; Reid & Klee, 1999). People experiencing
homelessness have also reported they do not value mental health services, or do not
understand what benefit they would provide them (Bhui et al., 2006; Brown et al., 2016;
Youn et al., 2019; Martin &Howe, 2016). People experiencing homelessness may

instead choose to rely on informal support among those they know (Brown et al., 2016).

A large range of studies, across countries and capturing service provider or people
experiencing homelessness perspectives, suggest there are high levels of distrust
among people experiencing homeless and mental health professionals (Bhui et al.,
2006; Brown et al., 2006; Canavan et al., 2011; Collins & Barker, 2009). This may be in
part due to the fear of additional trauma by engaging with mental health services and
speaking about difficult experiences (Ponce et al., 2014). It may also be due to people
previously having negative past experiences with mental health services and so being
unwilling to trust mental health professionals not to harm them in the future (Brown et
al., 2016; Chaturvedi., 2016; St Mungo’s 2016). In Devine and Begin’s study (2020),
service-providers spoke about people experiencing homelessness often being
discharged rapidly from mental health services and feeling abandoned, contributing to

feelings of distrust.

In contrast, relationship-building with service-users by demonstrating respect,
consistency, and patience (Canavan et al., 2011; Chaturvedi., 2016) as well as
normalising the use of psychological therapy (Chaturvedi, 2016) have been highlighted
as facilitators for accessing mental health support.

1.8.3. Impact of COVID on barriers

The COVID-19 pandemic resulted in a dramatic shift in mental healthcare service

provision. Many mental health services moved to offering online support; however,
people experiencing homelessness can have difficulties accessing digital healthcare
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due to poor literacy skills, privacy problems and limited access to technology (Dorney-
Smith & Gill, 2021; FEANTSA, 2021; Groundswell, 2020b).

Initial research in the UK indicates the COVID-19 pandemic resulted in increased
difficulties for people experiencing homelessness in accessing mental health support
(Groundswell, 2020c; Lenhard et al., 2021). Digital provision may have reduced
engagement with services as mental health professionals have struggled to connect
with people experiencing homelessness over phone or video calls (Lenhard et al.,
2021). Virtual groupwork has also been viewed negatively by people experiencing

homelessness (Lenhard et al., 2021).

Adams and colleagues (2022) explored the experiences of access to community based
mental health and substance use support for people experiencing homelessness during
the COVID-19 pandemic Qualitative telephone interviews were conducted with 10
women and 16 men (ages 25 to 71) who self-identified as experiencing homelessness
in North East England between February and May 2021. Findings indicated COVID was
a barrier to access due to increasing digital exclusion, increasing feelings of uncertainty,
and reducing choice. Facilitators recommended by the research included peer support,

opportunities for choice and empowerment and trauma informed care.

Other UK studies suggest the pandemic has resulted in cancelled appointments and
even longer waiting lists (Groundswell, 2020c). However, further research is needed to
consider how the pandemic has impacted mental healthcare access for people

experiencing homelessness.
1.9. Scoping Review

The previous research identified has focused on people experiencing homelessness
more generally rather than women specifically. However, as has been discussed, the
causes and experience of homelessness differs for women and men (Bretherton &
Mayock, 2021). Women experience more “invisible” forms of homelessness, more
interpersonal violence and different forms of mental health problems compared to men
experiencing homelessness (Bretherton & Mayock, 2021; Chondraki et al., 2014;

Jainchill et al., 2000; Lee et al., 2010). Given the increasing interest in women’s
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homelessness and arguments women’s homelessness should be studied in its own
right (Bretherton & Mayock, 2021), a scoping review of the literature (Arksey &
O’Malley, 2007) was conducted to understand the barriers and facilitators women
experiencing homelessness face when accessing mental health services (Appendix A).
A scoping review aims to offer a methodological approach to reviewing the literature to
identify types of evidence within a field and to identify gaps in knowledge (Munn et al.,
2018).

International databases SCOPUS, PsyclInfo, Academic Search Complete and CINAHL
were searched with the terms “mental health” AND “homelessness” AND “women” AND
“barriers” OR “facilitators.” A total of 178 articles were identified across the databases.
The titles were reviewed and excluded if they were not relevant to identifying the
barriers or facilitators to mental healthcare access among the homeless population, not
in English, not focused on an adult population, not published within the last 15 years,
not focused on mental healthcare and not a published research study. Key third sector
websites were reviewed such as Crisis, St Mungo’s, Shelter, Homeless Link,
Groundswell and Women'’s Aid and a further study was identified. Twenty articles were
reviewed, and five articles were identified as relevant for the scoping review. Three
were conducted in the US, one in Sweden and one in the UK. The studies have been

presented in publication date order.

1.9.1. Huey, Broll, Hryniewicz and Fthenos (2014)

As part of a wider US-based study exploring the barriers criminally victimised women

experiencing homelessness face in accessing services post-victimisation, the study’s
focus was to understand whether being asked about violence facilitates access to
services, including counselling services, and whether not being asked hinders access to
services and how this impacts homeless women. The study explored wider barriers and

facilitators to service access.

Huey and colleagues conducted 42 exploratory interviews with women experiencing
homelessness in Chicago and Detroit. Of the 42 women most were African American
(n=37), followed by white (n = 3). The most frequently occurring age group were those
in the 18-30 years category (n =17). Most frequently, women in the sample had been
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homeless for a period of 1 month to 1 year (n=18). Data were analysed using Braun &

Clarke’s (2006) thematic analysis.

Findings indicated women experienced significant interpersonal violence including most
women reporting physical assault by partner, physical assaults in childhood and
childhood sexual abuse. A large proportion of the sample also experienced sexual

assault in adulthood.

The study also indicated many barriers to services for women including a lack of
financial means such as not having health insurance or being able to access
transportation. Some shelters did provide women with transport to access services, but
not all. Women also described not having the flexibility to schedule appointments and
having work demands to prioritise. A further barrier identified was the lack of knowledge
about available services, particularly around the counselling services available to
women. Some women also described childcare was an issue and many described the
US department of Child and Family Services involvement meant that they were unable
to attend other appointments due to needing to prioritise the children’s service
appointments. Women also described it as a barrier having male workers, as they
wanted to have people they could speak to about traumas and emotional problems
which they felt they could not do with men. The study also identified it as a barrier that
shelter staff did not ask about women’s experiences of victimisation so could not refer

them on to appropriate mental and physical healthcare.

Huey and colleagues study explored women who have experienced victimisation and
focused on mental and physical healthcare needed because of this. It therefore may
exclude wider mental health care needs of women experiencing homelessness beyond
victimisation. The study also explored access to physical and mental healthcare, so

barriers specific to mental healthcare may be overlooked.

Huey’s and colleagues research is also based in the US which has a different
healthcare system funded by private insurance, compared to the publicly funded NHS in
the UK. Barriers identified, particularly around funding and geography, are therefore
likely to be different. Furthermore, this study was conducted in 2014, before the COVID-

19 pandemic, which has resulted in significant changes in service-provision.

36



1.9.2. David, Rowe, Staeheli and Ponce (2015)

In this US based study, David and colleagues reviewed a five year federally funded

project, The Community Living Room, to determine how to facilitate mental health
service delivery for women who are homelessness with mental health problems. The
project employed eight peer mentors at several drop-in centres to provide outreach,
engagement, and interpersonal support. Over 300 adult women who were homeless or
at risk of homelessness and were diagnosed with substance use or comorbid substance
use, and mental iliness were supported. The project used mixed methods to evaluate
the programme with clients, staff and peer mentors including collecting quantitative

outcome data and qualitative interview and focus group data.

Findings indicated four principles which facilitated access to mental health care for
women: 1. Peer support was valued as having someone who has “been there” and
through similar experiences to the women. Peer mentors were also valued for spending
time with women in less traditional activities, such as attending hearings with children’s
services, joining family reunions or going shopping or socialising. Staff members
engaging in open and honest dialogues were seen as better able to build trust with
women and engage women in the services they offered. 2. Flexible Services and
Resources described as assertive mental health outreach was seen as a facilitator for
connecting with women. Outreach and meeting women in shelters, or on the streets
with meetings seen to focus on develop trust and highlighting strengths to then engage
women gradually in other forms of treatment. Services able to work flexibly with
women’s diverse backgrounds including culture, experience, diagnosis, substance
abuse, trauma, and education were also valued. Flexibility in scheduling was also
important and not discharging women when they had missed appointments. Flexible
therapy was also important, with less structured approaches and not enforcing time
dependent options. The drop in centre aspect of the programme was valued as and

when the service was needed.

The third subtheme indicates that Supportive program leadership was valued through
fostering a partnership among community agencies and organisations including

homeless shelters, mental health services and community organisations through regular
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meetings and dialogue. David and colleagues also noted that it was useful to provide
staff members working with women to have a voice in shaping service provision to
improve service delivery. 4. Gender-sensitive services provided by women indicated
that experiences of sexual trauma impact how women engage with mental health
services. Women reported that being surrounded by all women was important to be able

to feel safe enough to address their needs.

A strength of David and colleague’s study is that it proposes what can facilitate women
accessing mental healthcare. The study also captured the views of women experiencing

homelessness as well as service-providers.

However, the study does not clearly outline the method for how its principles for working
with women were elucidated and how the interviews were analysed. The study is also
an evaluation of a pilot programme in the US and so does not outline the barriers
women experience when attempting to access wider mental health support. It is also a

US based study and was conducted prior to the COVID-19 pandemic.

1.9.3 Groundswell (2020a).

Groundswell ‘s (2020a) study aimed to find out more about the health conditions women

experiencing homelessness face. A mix methodology was used including 77 survey-
based interviews and three focus groups with women experiencing, or with a history of,
homelessness. Women were recruited from a range of services across London
including day centres, drop-in centres and hostels. Peer researchers, with an

experience of homelessness, ran the project.

Findings indicated women experienced mental health and physical health problems and
struggled to access appropriate healthcare. Many women accessed support via
emergency services, with participants using an ambulance for physical health issues
(53%), mental health problems (33%) and self-harm/attempted suicide (27%). While
most women were registered with a GP (81%) 17% of participants had been refused
registration by a GP.

Participants described personal reasons as barriers to healthcare with a lack of

motivation, exhaustion, poor health, stress and a lack of self-worth as barriers to
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engaging with healthcare services. The study also identified that there were structural
and practical barriers to accessing healthcare; not having money to get to
appointments, inflexible appointments, being refused registration and a lack of support
to get to appointments. Participants also described “catch 22s” in accessing mental
healthcare, particularly being denied support due to having a lack of housing or

substance misuse problems.

A key strength of this research is the focus on participatory methods, with peer
researchers leading the project. The research also draws across mental health and
physical healthcare and is not focused on mental healthcare specifically — so barriers to
mental healthcare may neglected. Furthermore, by focussing on London, the
experiences of barriers and facilitators outside of the capital may be missed. The

research was collected in 2019, prior to the COVID-19 pandemic.

1.9.4. La Mar, Mizock, Veazey and Nelson (2021)

In the US based study, La Mar and Colleagues study explore the mental healthcare

barriers and facilitators experienced by women experiencing homelessness with serious

mental health problems.

Qualitative interviews were conducted with thirteen women experiencing homelessness
recruited from a homelessness shelter. Women identified across a range of racial
backgrounds including three black, four white, four women of mixed race, and two
Latino/Hispanic women all identifying as having “serious mental illness”. A grounded

theory methodology was used to analyse the interviews.

The study identified eight themes. Needing VIP status captured women’s views that
they were seen as less worthy of healthcare by practitioners due to not being able to
access resources such as money and insurance to access support. Feeling Broken
describes the internal obstacles to receiving mental healthcare and how the reason for
needing mental healthcare can act as a barrier to support including negative emotions
about the self. Long road to care describes women feeling they need to engage with
mental healthcare for a long period of time to be able to receive any benefits from it.

Soaring above rock bottom captured how participants felt a sense of happiness after
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they had received mental healthcare and how love and trust in oneself resulted in
increased ability to utilise mental health services. Whole Package of Care identified how
participants valued having services that meet multiple needs within one place within an
integrated service setting. Care that feels like home identified how it was important for

women to feel that the mental healthcare facility was welcoming and comfortable.

While this study explored both barriers and facilitators specially to mental healthcare
access, this study is based in the US and also does not explore the influence of COVID-

19 on barriers and facilitators to mental healthcare.

1.9.5. Kneck, Mattssona, Salzmann-Eriksonc and Klararea (2021)

Kneck and colleagues conducted their study as they argued more evidence was needed
in Europe to understand the accessibility of healthcare services among women
experiencing homelessness. The study aimed to gain women’s perspectives on
experiences of seeking healthcare and included experiences of women seeking mental

health support such as medication or counselling.

Data collection took place in a primary healthcare centre in Stockholm, Sweden and 26
women with experience of homelessness were interviewed. Their median age was 46

years (range 42) and 70% were roofless/houseless.

The study prioritised co-production with the use of a Women’s Advisory Board for
Inclusion Health of women with lived experience who were involved in study design and

data analysis. Data were analysed using content analysis.

Findings resulted in one overall theme: Visiting healthcare from the outskirts of society

comprising three sub-themes:

Demand for a life in order -Exclusion in Action detailed how women described
healthcare services coming with conditions and how women needed to adapt to and
conform to policies and structures within healthcare services, rather than services
adapting to their needs. These included requirements such as ID cards, a fixed address,
the use of a telephone. The fixed office hours were seen as a problem, especially for
women who were sex working so may struggle with morning appointments. Women

described they were dismissed and denied care if they did not meet such conditions.
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Women discussed wanting drop-in clinics in the evenings and outreach services
specifically targeted at women experiencing homelessness. the women described that
healthcare services contributed to making unreasonable demands on the women

seeking care.

Unwell, unsafe and a woman - Multifaceted needs challenge healthcare detailed how
women felt their multiple complex needs were invisible to healthcare services which
were serving the average citizen needs, not theirs. Women described healthcare not
being a priority due to needing to survive homelessness. Women also described
healthcare needs needing to be addressed differently to men, for example due to the
result of male violence. There was a sense of being seen as an outsider in health
services and judged and then denied services, for example being denied mental health
support due to substance misuse. Women also described the lack of continuity of care
as a problem as they needed to repeat their history, often to healthcare professionals

who were ignorant about the realities of homelessness.

Abuse versus humanity — power of healthcare encounters to reduce or elevate, the third
subtheme, captures women’s avoidance of healthcare services due to feelings of
shame, stigma and being treated with a lack of respect and experiencing abuse from
healthcare professionals. Women described strong patient-professional relationships in
healthcare as important for good quality care. Women described being denied care due
to healthcare professionals perceiving they had substance misuse disorders. Women
described healthcare professionals as uncaring and abusive. Services specially
designed of homeless people were valued and seen as more compassionate spaces,
where women were listened to and felt there were people who cared. When good care
was provided, women described services providing respite from the harsh realities of

homelessness.

Kneck and colleagues’ study was conducted looking at broader health services,
including mental health services, and so barriers more specific to mental health services

may have been obscured within the analysis.

The study is also conducted within Sweden which has a different healthcare system

compared to the UK’s NHS service, which may result in different barriers and facilitators
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to care. The interviews were also conducted before the COVID-19 pandemic and so the
circumstances and barriers facing women are likely to be different following the change

in lifestyles and service provision post-pandemic.
1.10. Research Rationale

Apart from the Groundswell (2020) study, the previous studies identified in the scoping
review have been conducted internationally, suggesting a gap to explore the barriers
and facilitators women experiencing homelessness face when accessing mental health
care in the UK. Healthcare is devolved in the UK, and NHS England operates differently
to other parts of the UK indicating a study focussing on England would be appropriate.
The Groundswell (2020a) study was conducted within London, however women
experiencing homelessness in other parts of England may experience different barriers
to mental healthcare. This study will therefore seek to explore barriers and facilitators to
healthcare for women experiencing homelessness from across different parts of

England.

All of the studies identified within the scoping review were conducted prior to the
COVID-19 pandemic. The pandemic has influenced the context of women’s
homelessness (Davidge, 2020) and the provision of mental healthcare (Groundswell,
2020b). This study therefore seeks to explore the barriers to women’s mental healthcare

considering the changes initiated by the COVID-19 pandemic.

The studies identified in the scoping review, apart from David and colleagues (2015),
have also been from the perspective of women experiencing homelessness, which is an
important area of research. However, previous mixed-gendered literature has sought to
explore barriers and facilitators from the perspective of service-providers, often third
sector organisations or experts in the field (Black et al., 2018; Canavan et al., 2011,
Devine & Bergin, 2020; Hauff et al., 2014; St Mungo’s 2016). In this mixed-gender
research, service providers have offered a helpful perspective due to the frontline nature
of the service-provider work, and the relationships built with people experiencing
homelessness. Service-providers have been able to identify both personal barriers to
healthcare and more systemic and structural barriers and facilitators to healthcare due

to partnership working with healthcare services.
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Within England, national and local third sector organisations offer significant support to
people experiencing homelessness. Many women may be accessing third sector
support, but not NHS support. These organisations refer to GPs and specialist
homelessness NHS services as well as working alongside NHS mental health services.
Third sector service providers are therefore in a position to understand the barriers, and
to notice what works well and facilitates, women accessing NHS mental healthcare.
This study will therefore gain the perspective of third sector service providers on the

barriers and facilitators facing women.
1.11. Research Questions

This study seeks to understand what helps and hinders women experiencing
homelessness from accessing the NHS mental health support they need from a feminist
perspective. This study will focus on England due to the devolved nature of UK health

policy and explore third sector service-provider perspectives.
This research seeks to address the following questions:

- What are the barriers and facilitators to accessing mental healthcare for women
experiencing homelessness?
- How has COVID-19 impacted women experiencing homelessness accessing mental

healthcare?
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CHAPTER TWO: METHODOLOGY

This chapter will discuss the methodology of the study including the ontological and
epistemological position, the methods of data collection and data analysis. Ethical and
quality considerations will be discussed. The relationship to the research will also be

addressed.
21. Ontology and Epistemology

There should be consistency between the ontology, epistemology, and methodology of
the research (Levitt et al., 2017) and such positions should be named explicitly (Madill
et al., 2000). The researcher approached this thesis project from a critical realist
perspective (Archer et al., 2016). Ontologically, critical realism adopts a realist
perspective: an authentic, knowable reality exists independent of the researcher (Braun
& Clarke, 2013). Epistemologically, critical realism adopts a relativist position in
recognising the researcher and study participants make judgements influenced by and
located within their social milieu (Archer et al., 2016; Pilgrim, 2014). Thus, while there is
one reality, there can be different perspectives of it (Maxwell, 2012; Willig, 2009).
Service-providers’ perspectives are likely to have been influenced by their own
experiences, the social context and methodological process and may not reflect the
“true” barriers and facilitators women experiencing homelessness face in accessing

mental healthcare.

From a critical realist perspective, the researcher is engaged in knowledge creation,
rather than holding a neutral position (Robson, 2002). The researcher’s own
understanding will influence the research process, analysis, and overall findings of the
research. The researcher therefore engaged in personal reflexivity (Wilkinson, 1988) —
using a research journal - throughout the research process to consider how her own

assumptions, thoughts and background have shaped the research (Nowell et al., 2017).

Critical Realism goes beyond “naive” realism by seeking to look for explanations within
underlying psychological and social structures to further understand the focus of
research (Willig, 2019). This study recognises the phenomenon studied —

homelessness and barriers and facilitators to mental healthcare — exist within the
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present historical, cultural, political, and economic context. Government policies, for
example are important to consider when understanding this phenomenon. The critical
lens of critical realism means the researcher drew on these wider contextual factors to

understand the barriers and facilitators to mental healthcare access.
2.2. Rationale for Thematic Analysis

The researcher adopted a qualitative approach for this initial research (Flick, 2009) into
the barriers and facilitators to mental healthcare for women experiencing homelessness.
An experiential qualitative approach prioritised the service-provider perspectives and
therefore the researcher’s prior understanding did not limit data collection (Braun &
Clarke, 2013).

The researcher analysed data using Reflexive Thematic Analysis (TA) as it is
theoretically flexible (Braun & Clarke, 2021a) and compatible with a critical realist
epistemology. Through TA, patterns of meaning can be linked with broader social and
psychological phenomenon allowing for data analysis beyond the level of qualitative
description (Braun & Clarke, 2006; Braun & Clarke, 2013). TA within an experiential
framework is accessible to the public (Braun & Clarke, 2022) and is considered
appropriate when there is a need for the research to have implications for practice
(Braun & Clarke, 2021a; Sandelowski & Leeman, 2012).

TA is suitable for interview data (Braun & Clarke, 2006; Braun & Clarke, 2013; Willig,
2019) and appropriate for heterogeneous and relatively large samples (Braun & Clarke
2021a). TA can also be useful to identify similarities and differences across datasets

(Braun & Clarke, 2022) which is helpful given the diversity of homelessness services.

2.3. Data Collection

2.3.1. Participants
The study had broad inclusion criteria; employees or volunteers with experience of

working directly with women experiencing homelessness in organisations offering
women support. A broad definition of homelessness was taken when identifying service-
providers, including organisations offering support to women sleeping rough as well as

organisations supporting more “invisible” forms of homelessness including women
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staying in refuges, temporary accommodation or hostels, sofa-surfing with friends or
family or staying in unwanted relationships to access accommodation (Groundswell,
2020a).

Fifteen participants were recruited. Demographic data were collected by asking
participants to identify their gender and ethnicity in their own words. Age categories
were provided. The sample included one man and fourteen women between the ages of
25 and 54. The sample was predominantly white. Participants worked in third sector
organisations including hostels, Housing First services, temporary accommodation and
services offering outreach support. Half of the participants were based in London and
the South East with participants also recruited from across England. Participants

occupied varying roles from support workers to service managers (Table 1).
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Table 2.1

Participant | Gender | Ethnicity | Age | Service Region Role
P1 Female | Black 25- | Women’s only homelessness London and Support
British 34 hostel South East Worker
P2 Female | White 35- | Outreach for rough sleepers and | South West Support
British 44 women’s only housing provision Worker
P3 Female | Black 35- | Women’s only homelessness London and Support
African 44 hostel South East Worker
P4 Female | White 35- | Domestic abuse charity London and Project
British 44 South East Manager
P5 Female | White 25- | Women’s only Housing First London and Service
British 34 service South East Manager
P6 Female | White 35- | Healthcare service offering London and Women’s and
Other 44 women only drop-in service South East Children’s
Project Lead
P7 Female | White 35- Mixed gender homelessness East Project Lead/
British 44 hostel and services for sex Midlands Healthcare
workers Assistant.
P8 Female | White 25- | Women’s only homeless hostel | London and Support
British 34 South East Worker
P9 Female | White 45- Mixed gender outreach and Yorkshire Support
British 54 hostel for young people and the Worker
Humber
P10 Female | White 24- | Mixed gender COVID hotel London and Case Worker
British 34 experience in 2020. Current role | South East
in Housing First service
P11 Female | White 25- | Mixed gender COVID hotel London and Case Worker
Other 34 experience in 2020. Currently South East
case management support for
people identified as homeless
P12 Female | White 45- | Homelessness outreach and East of Service
British 54 mixed and women only hostels England Manager.
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P13

Female | White 45- | Mixed gender day centre, London and Service
British 54 outreach service and Housing South East Manager

First accommodation

P14 Female | White 35- | Women only self-contained East of Service
British 44 accommodation and support England Manager
services
P15 Male White 25- | Temporary housing provider Yorkshire Case Worker
British 34 and the
Humber

2.3.2. Recruitment

The researcher used purposive sampling to identify service-providers who worked in a
diverse range of services supporting women experiencing homelessness across
England to provide rich data (Patton, 2002) and the necessary information for the
research question (Sandelowki, 1995). Snowball sampling was also used to increase

the number of participants (Flick, 2009), with five participants recruited in this manner.

Databases of domestic abuse refuges and homelessness charities were used as well as
a search engine, to identify service-providers. An information sheet (Appendix B) was
distributed via email to domestic abuse charities, medical charities as well as
homelessness organisations offering hostel, day services and outreach support or
COVID-10 hotels. Follow up telephone calls were conducted to increase participation in

the study.

An initial screening telephone call was arranged prior to the interview, to ensure the
participants had read the Participant Invitation Letter (Appendix B) and understood the
purpose and involvement of the study. Participants were asked to complete a Consent
Form via email (Appendix C). A video interview was then arranged at a time convenient

for the participant.
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2.3.3. Interviews

Semi-structured interviews were selected as the method of data collection: the most
common qualitative data collection method (Braun & Clark, 2013) and effective in
previous research exploring service-provider perspectives (Black et al., 2018; Devine &
Bergin., 2020). With semi structured interviews it is possible to explore the perceptions
of participants when they have a high level of knowledge in the topic (Braun & Clarke,

2013), as is the case with service-providers.

The interview schedule (Appendix E) was developed from previous literature and in
consultation with a service-provider working with women experiencing homelessness.
The guide addressed practical, service-related, and personal influences on access to
healthcare, which have previously been identified as important (Bhui et al., 2006; Brown
et al., 2016; Canavan et al., 2011). In line with semi-structured interviewing, questions in
the guide did not follow on specifically (Kvale, 1996); the order depended on points
raised previously. The open-ended nature of the questions allowed the participants to
pursue topics they felt were relevant, meaning participants could focus on their own

perspectives rather than those of the interviewer (Bryman, 2008).

Initial consultation with a service-provider indicated it would be viable to recruit for one-
to-one video call interviews of around an hour. Interviews took place during the summer
of 2021. Video calls minimised the risk of COVID-19 transmission and have also been
recognised as a useful alternative to face-to-face interviews (Krouwel & Greenfield,

2019). Interviews lasted between 53 minutes and 2 hours 4 minutes.

2.3.4. Completing Interviews

The researcher considered saturation and disregarded it as an ending point for
interviews. There are several definitions of saturation; however, is widely recognised as
the point at which new data or interviews are considered redundant as they do not
reveal new information (Saunders et al., 2017). Saturation is often recognised at twelve
interviews (Ando et al., 2014; Francis et al., 2010; Guest et al., 2006). It has been
argued saturation adopts a naive realist ontology, with the assumption codes pre-exist

in the data independent of the researcher (Sim et al., 2018); is used to appease
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positivist requirements in determining an appropriate sample size (Varpio et al., 2017);

and is a meaningless “rhetorical device” (Braun & Clarke, 2021b p.4).

In line with a critical realist approach, saturation was discounted in favour of information
power (Malterud et al., 2016) alongside pragmatism (Braun & Clarke, 2019). Information
power is regarded as a sample big enough to meet the aim of the study (Malterud et al.,
2016; Patton, 2015). A larger sample was considered necessary for this study given the
broad nature of the study aim, the variety of service-providers in the sample and the
cross-case nature of the analysis. The research project was also shaped by the time
and resources available (O’Reilly & Parker 2012). Following four months, fifteen
interviews had been conducted, considered appropriate for moderate sized research
projects seeking patterns across the dataset in TA (Braun & Clarke, 2013). After
transcribing the fifteenth interview, the researcher considered the data rich enough to

address the research question (Sim et al. 2018).
2.4. Ethical Considerations

This research sought to adhere to the BPS Code of Human Research Ethics (Oates,
2021) and its principles of respect, scientific integrity, social responsibility, maximising

benefit and minimising harm.

2.4.1. Ethical Approval

Ethical Approval was obtained from the University of East London School of Psychology

Ethics Committee (Appendix F).

2.4.2. Choice and Informed Consent

The Participation Information Letter (Appendix B) informed participants of the purpose
and scope of the study and benefits and risks of participating. Participants gave
informed consent and signed a Consent Form (Appendix C). Participants were aware

they could withdraw from the study up to 3 weeks following the interview.

At the end of the interview participants were asked if they had questions and were also
sent a debrief form (Appendix D) with information about the study and the researcher’s

contact details.
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2.4.3. Confidentiality and Anonymity

Participants were aware the interview would be recorded and transcribed. A data
management plan was created and followed carefully to ensure the participant

information and data were secured and remained confidential.

2.5. Analysis

2.5.1 Transcription

Interviews were video recorded on Microsoft Teams and manually transcribed to gain
familiarity with the data. Recordings were transcribed verbatim focusing on transcribing
the words and content of interviews so nonlinguistic features were not transcribed
(Willig, 2013). Transcripts were then checked against the original tapes for accuracy
(Braun & Clarke, 2006).

Identifying information was removed to maintain confidentiality and anonymity. Data
were anonymised upon transcription so the participants could not be identified while
retaining key information (Guenther, 2009). A notion system (Appendix G) was created

for consistent transcription across interviews (Braun & Clarke, 2013).

2.5.2. Process of Thematic Analysis

Braun and Clarke’s (2006) six phase procedure was followed, although in a recursive

rather than linear format (Braun & Clarke, 2013).

1) Familiarisation with the Data: The researcher transcribed the data and checked all
transcriptions against the recording for accuracy. The researcher noted initial

observations and ideas in a reflective log to inform later codes.

2) Generating Initial Codes: The researcher coded each transcript inductively (Braun &
Clarke, 2022). Codes identified features of the data of interest to the research question
(Braun & Clarke, 2013). Some segments of the data were uncoded, and others coded
multiple times when reflecting different meanings (Braun & Clarke, 2022). The
transcripts were coded twice and in different orders, accounting for codes adapting
across the process. NVivo, a data management software, was used to code each
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interview and organise codes, while allowing the researcher to remain in control of the

process of analysis (Zamawe, 2015).

3) Generating Initial Themes: (Braun & Clarke, 2022): Following collation of the codes,
the researcher looked for patterns and similarities which contributed usefully to the
research questions. Mind mapping and visual diagrams (Appendix H) were used to help
identify these patterns and the relationships between the codes to start to develop
themes. In line with a critical realist perspective, the researcher acknowledges the
active role taken in generating these candidate themes, rather than assuming they were
inherently within the data (Braun & Clarke, 2021b; Braun & Clarke, 2022).

4) Reviewing Themes: During this stage, themes were reviewed and considered in
relation to the research questions. Initial candidate themes were discussed in peer
supervision and with the research supervisor to consider their usefulness in relation to
the research project and the wider literature. Themes were checked for a central
organising concept to ensure the analysis had appropriate depth (Braun & Clarke,
2022). The researcher then returned to the codes and refined the themes to ensure the
themes were faithful to the data (Braun & Clarke, 2013).

5) Defining and Naming Themes: The themes were then defined and named to reflect
the analysis. Theme names were selected to elucidate the distinction between but

coherence within themes (Braun & Clarke, 2006).

6) Producing the Report: Extracts were selected to illustrate the themes and were
altered only if needed for clarity (Willig, 2013). Longer extracts were shortened to
remove unnecessary detail (Braun & Clarke, 2022) (Appendix, F). In qualitative
research, the frequency of occurrence across the dataset does not indicate the value of
the perspective (Pyett, 2003) so frequency descriptions are not reported. The
researcher considered writing the report in the first person, due to the importance of
researcher reflexivity in reflexive TA (Braun & Clarke, 2022). Due to academic
precedent the researcher adopted the third person; however, reflexivity and the role of

the researcher are discussed throughout, with reflections written in the first person.
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2.6. Reviewing the Quality of the Study

Many of the general quality principles for qualitative research, such as secondary
coders and coding frameworks, are not compatible with a critical realist epistemology
and reflexive TA (Braun & Clarke, 2022). Throughout the research process, the
researcher considered Braun and Clarke’s (2022) Version 2022 15-point checklist for
good reflexive TA which outlines standards from the transcription process through to the
write up stage. While the necessity of quality criteria measures for TA are debated
(Braun & Clarke, 2022), this study also considered Lincoln and Guba'’s (1985) criteria of
credibility, transferability, dependability, and confirmability while holding in mind the
critical realist epistemology adopted. The quality of the study will be further considered

in the Discussion.
2.7. Relationship to Research

Adopting a critical realist position, | acknowledge, as the researcher, | have an active
role in producing knowledge (Pezalla et al., 2012; Willig, 2013) and therefore need to
reflect on how my own position influences the research and production of knowledge
(Braun & Clarke, 2022). This process of reflexivity is essential in producing high-quality
qualitative research and an essential process in reflexive TA (Braun & Clarke, 2006;
Braun & Clarke, 2013; Braun & Clarke, 2022).

When selecting a topic for the thesis, | was drawn to homelessness due working in
mental health services and recognising the important intersection between housing and
mental health and how people experiencing homelessness are left with inadequate

housing and mental health support.

| therefore could be positioned as both an insider and outsider in this research; sharing
both similarities and differences with the service-providers interviewed (Dwyer & Buckle,
2009). An “insider,” as a professional having worked with women experiencing
homelessness, but also an “outsider” positioned as a psychologist within statutory
mental health services. At times, participants did position me as an “outsider” and a
mental health expert, asking for clarification about medical diagnosis. On other

occasions | was an “insider,” identified as another professional.
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| have not experienced homelessness myself and am producing a piece of research
about women experiencing homelessness. Ethically, it is important to think about how |
represent the women who occupy a different position to me (Wilkinson & Kitzinger,
1996). | am a white, middle-class, professional woman raised in rural England. These
aspects of my identity — and how others position me — shape how | experience the world
(Cerezo et al., 2019), and will have influenced my reasoning and motivation for
conducting this research. For example, my identity as a woman likely attracted me to
the literature regarding women experiencing homelessness (Groundswell, 2020a) and
shaped the research questions. Throughout the process, | have utilised a reflective
journal to note reflections on how my identity, values and experience have shaped the

research.

The way | understand and construct mental health services and homelessness have
also been important to reflect on. In line with a biopsychosocial model of mental health
(Alvarez et al., 2012; Engel, 1977) and my clinical training at UEL, | value the social
determinants of mental health problems. From my perspective, biological,
individualising, medical models of mental distress can be prioritised within mental health
services. When conceptualising homelessness, | view it as a preventable phenomenon,
which is maintained by an unequal society (Shelter, 2016) but again often
individualised. Alongside these perspectives, | also believe mental health services
should be available to all and, as psychologists, we have a duty to ensure healthcare is
accessible. Such positions, assumptions and views are important to consider when

conducting research and particularly reflexive TA.

By reflecting on my own identity, my professional experience and my beliefs around
mental health and homelessness, | have sought to notice and understand my active part
in the research process. From a critical realist position, | acknowledge it is not possible
to be a neutral party within qualitative research and | hope to be transparent about how |

have influenced the research process.
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CHAPTER THREE: FINDINGS
3.1. Overview

Findings comprised of four overarching themes constructed from the data. These are

presented in Table 3.1.

Table 3.1

Theme Subthemes

Double Impact of Gendered Abuse Experience of Gendered Abuse Contributes

and Trauma to Mental Health Problems

Experience of Gendered Abuse Reduces
Likelihood to Seek Mental Health Support

NHS Mental Health Services seen  Under-resourced

as Stretched Gatekeepers

Complex and Exclusionary Referral

Pathways

Only Available in a Crisis

Generic NHS Mental Health Inflexible and Punitive

Services are Unforgiving and

Lack of Awareness of Impact of Gendered

Retraumatising Trauma

Discriminatory and Coercive

Ambivalent Interface between Service Providers offer Significant Mental
Third Sector and NHS Mental Health Support

Health Services

Service Providers Feel Unsupported by NHS

Mental Health Services

Value of Specialist Homelessness Mental

Health Services
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3.2. Double Impact of Gendered Abuse and Trauma

Throughout the interviews, all service-providers spoke about the gendered abuse and
trauma within women'’s lives. This theme comprises two subthemes which capture two
dimensions of the impact of this abuse. First, the abuse women had experienced was
understood to increase mental health problems. Secondly, while the abuse increased
the need for women to seek support, the experience of abuse meant women were less
likely to do so. Thus, gendered abuse can have a double impact on women’s mental
health.

3.2.1. Experience of Gendered Abuse Contributes to Mental Health Problems

Every participant spoke about the women they support experiencing forms of gendered
abuse and trauma; abuse seen to have a greater impact on women. There was a sense
while women were individuals who had their own histories, there were often many
similarities between women’s stories and experiences. Participants described parents or
adults in women’s lives when they were growing up being physically abusive, exposing
the women to substance misuse, domestic abuse, or sexual abuse, resulting in women
being exposed to the social care system. Multiple participants spoke about abuse
resulting in “layers” or “cycles” of trauma which have impacted women across their

lifetimes.

“All of the women experiencing homelessness that | have ever worked
with[...]Jhave struggled with their mental health for quite a long time. | suppose a
lot of them have experienced some kind of abuse in childhood, or been in the
care system or have experienced, it is quite common to have experienced sexual
abuse in childhood. And from there, erm, they quite understandably have really

struggled and that trauma erm just compounds really”
(Participant 4)

These “cycles” of trauma could be understood within the context of the patriarchy which
creates systems which disempower women and girls from a young age and provide a
context for such abuse to continue to occur across women'’s lives. The high rates of

‘common” sexual abuse among women experiencing homelessness, indicates that
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society normalises this abuse within this population. Women experiencing
homelessness appear to be objectified and sexualised by society in order for this “cycle”

of abuse to be created and sustained.

Participants also spoke about women experiencing abuse and trauma from services.
The majority of participants spoke about women having children removed by social
care, often multiple children over a lifetime. Child removal was seen as compounding
the women’s experiences of trauma and severely impacting the mental health of the
mothers, particularly for women who had experienced social care themselves when

young and were worried about what this may mean for their children.

“I think there's definitely a relationship between|...Jwomen who are homeless and
child removal and mental health. Yeah, it's shockingly common that the women

that we work with have had children removed”.
(Participant 11)

“That wasn't her first child that was removed, so it is all layers of trauma that they
have experienced which, you know it comes out with them self-harming. It comes
out with them[...] [moving from] being really, really high to really really low. |

mean yeah, threatening suicide and carrying, carrying stuff out”
(Participant 13)

The removal of children by social care, when many women have themselves
experienced social care as children, indicates how power is asserted over women from
public services as well as abusers. Some participants indicated women were not
provided enough support by the state to keep their children, for example highlighting the
lack of mother and baby units in the UK or lack of support for domestic abuse victims.
The lack of support to maintain children, and the state then asserting its power over
mothers to remove children, could be understood as negative assertion of patriarchal

power.

The maijority of participants also spoke about the experience of homelessness

exacerbating women’s mental health problems. Participants described women not being
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able to meet their basic needs of food and shelter, sleeping on the streets, sofa-surfing
or in unpredictable hostels contributed to a decline in mental health among the women.
This decline in mental health was often connected to further interpersonal abuse as a
result of being exploited due to being homeless. Participants spoke of women operating
within a context of constrained choice in exchanging sex for accommodation, being
forced into sex work, or entering coercively controlling relationships to seek a sense of
safety. The constrained choices available to women in negotiating housing indicates the
lack of available alternatives — participants frequently mentioned the lack of social
housing provided by the state — indicating how such choices operate within patriarchal
political and social systems. Exchanging sex or engaging in coercively controlling
relationships exposed women to more abuse and trauma and further impacted on

mental health:

“‘Homelessness is in itself a trauma. A lot of women I've worked with who are
homeless have experienced sexual violence whilst being homeless and you
know, physical violence in the community. But yeah, | mean gender-based
violence, just all of the types, all the types of gender-based violence”

(Participant 11)

The gendered abuse experienced when on the streets and in the context of coercively
controlling relationships, indicates how women negotiate male power within both the

public and private spheres and the assertion of power can result in gendered trauma.

3.2.2. Experience of Gendered Abuse Reduces Likelihood to Seek Mental Health

Support
Participants described gendered abuse and trauma preventing women from accessing

mental health support. A large majority of participants described women being
prevented from accessing mental health services due to domestic abuse and coercively
controlling partners. Participants described it being advantageous for men if women
continued to experience mental health problems. Participants also described men
seeking to isolate women from services to prevent service-providers identifying the

abuse. One participant described men using children in a controlling way to limit women
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accessing support. Multiple participants described men encouraging women into sex

work which itself created barriers to support.

“A lot of women will be in an abusive relationship and that will something that will
not be allowed, or you wouldn't even think about trying to get mental health
support if you're in a relationship where there is that coercive control or domestic
violence. Often in this context of women, rough sleeping, that would be
unthinkable.”

(Participant 10)

“The ex-partner is quite controlling, and she doesn’t always know when she is
going to get the children, that can be a barrier for her, so she is within the mental
health team, the drug and alcohol service, and if the partner suddenly says next
week you can have the kids on this day and she has already got appointments

booked in, she is going you have to change them at the last minute”.
(Participant 2)

Coercively controlling relationships therefore act as a barrier to women accessing
mental health services, with men using all resources at their disposal to exert power

over women, including children.

Participants described domestic and sexual abuse, or other forms of interpersonal
violence, as damaging the future formation of trusting relationships with mental health
professionals. Previous relationships were marked by abuse and so women are
suspicious of building trusting relationships. A few participants with experience of
working with both men and women, shared it can take longer to build a trusting
relationship with women due to women being more guarded. Participants attributed this
to women being more vulnerable to exploitation than men. Many participants shared
that as a result, women were seen as “harder to engage” with services or “more

complex” than men.
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“l understand trauma in quite a gendered way, so in that if you are a woman or a
girl you are more likely to experience violence and abuse from somebody very
close to you, like a partner or a family member. Whereas, | think men and boys,

it seems to be friends of acquaintances”
(Participant 4)

“My kind of reflection is that women's mental health is such a gendered issue,
and it's also incredibly broad, but in my understanding is that women's
experience of homelessness [...] people who have experienced such intense
trauma and their presentation will often be [...] just a lot more hidden, it's a lot
more kind of hard to reach.”

(Participant 5)

“They have been let down by so many different people and everybody that erm
they've come into contact with expects something in return, so they're very fearful
of that.”

(Participant 13)

Women experiencing more abuse than men, would support the notion of a patriarchal
society which privileges men over women. Women appear to be adapting to survive in
this world by being wary of who they engage with. Participants were able to identify that
it was not just abuse from individual abusers which made women wary, but also the
abuse women have experienced from services — particularly children’s social care or
immigration services— which also exacerbated women’s distrust of professionals who
were seeking to build a relationship. Participants shared women associate professionals

with “something bad” happening (Participant 2).

However, it was evident that this mistrust was not ill placed as the maijority of
participants described the traumatic experience of social care removing women’s
children. Participants described this experience exacerbating mental health problems

and was a key reason women did not want to seek mental health support. As well as
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associating professionals with trauma, women were fearful of disclosing mental health
problems in case it reduced access to children or led to future children being removed

from their care.

“‘We've seen quite a few women who have been reluctant to address mental
health issues because they're scared they're going to have their children taken

away or they're going to have access to their children reduced”.
(Participant 14)

Participants also identified fear of being deported or healthcare services passing
information to immigration services as a reason women did not trust mental health
services. This mistrust can be framed as an individual problem in how each woman,
shaped by her psychological and social history approaches the relationship with mental
heath and public services. However, some participants identified many women being
“quite rightly” concerned about the power of the state in women’s lives in regard to their
children or immigration status. There was a sense that women understood this
patriarchal power and mental health professionals should not simply expect women to
engage with them. The mistrust of other people and professionals was seen as
particularly difficult for mental health services which require trust for women to talk

about vulnerable and difficult life circumstances.

This view of professionals as people with power over women'’s lives is highlighted in
participants perception that women’s mistrust was reinforced by professional markers of
power such as formal dress codes, lanyards and identity badges which created a divide

between mental health professionals and women.

“I think sometimes some of the women get put off when someone comes in with
a badge and a suit, it makes them feel quite uncomfortable”
(Participant 1)

Finally, a large majority of participants spoke about this abuse and trauma leading

women to manage their mental health through alcohol and drug abuse rather than by
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accessing mental health support. Many participants spoke of “self-medicating” to
manage mental distress such as flashbacks, anxiety, or psychotic experiences by using

substances. Substance misuse was considered inseparable from the trauma.

” [Women] find ways of coping that probably “make the problem worse” in many
people's eyes, like using substances to manage that way, but that is their coping
mechanism that is “working” for them in some sense, and it's probably easier

than trying to get the right mental health support realistically”
(Participant 10)

This narrative could mean women are considered socially deviant in not responding to
their trauma in a socially accepted manner of seeking mental health support, but rather

by using alcohol and substances.

62



3.3. NHS Mental Health Services Seen as Stretched Gatekeepers

The second theme captured participant descriptions of NHS mental health services
struggling to cope. Even when women did want to access support, NHS mental health
services often prevented women accessing a service. Underpinning this theme were
three subthemes. The NHS was characterised as under-resourced. There was also a
sense that women had to negotiate complex and exclusionary referral pathways which
made it difficult to access the service. Participants conveyed these barriers meant

support for women was often delayed and only available in a crisis.

3.3.1. Under-resourced

All participants described NHS Mental Health Services as under-resourced. Some
participants placed this in the political context of austerity and financial “cuts” to mental
health services, whereas others described services as always having been
underfunded. Underfunding was often used to explain why it was so difficult to access

mental health support for women experiencing homelessness.

“Obviously mental health services are being cut massively, so they are under,
they have got no choice but to say, and to give every single excuse to be like “no

we can'’t take you on”
(Participant 5)

Overworked mental health professionals were seen as unable to accept referrals due to
struggling with their workloads. One participant described noticing high sick leave within
the local community mental health service due to staff struggling with their own mental
health, which impacted on the service’s ability to support the women effectively. High
workloads were also seen to impact mental health professionals’ ability to offer time to
support the women’s mental health appropriately and liaise with service-providers as

needed.

“As soon as you get someone who is mental health involved. You have to pin
them down and then make sure they stay [laughs] before they fly off again,

probably because they probably have massive caseloads, and they can’t stay.”
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(Participant 5)

Only one participant, working with young women who have recently become homeless,
spoke positively of mental health services. She attributed service expansion as the
reason the women she supported were able to get the support needed. The difference
in narratives may be related to improved funding of mental health services or the lower
level of need experienced by women who are recently homeless, compared to women

experiencing more entrenched forms of homelessness.

Many participants spoke about the negative impact of COVID on access to mental
health services. Participants described a perceived increase in need for mental health
services which was not reflected in increased provision or funding. Participants
described local mental health services struggling to cope with the extra demands of the
pandemic, for example struggling to manage staff absences due to sickness, fear of the

virus or shielding, due to how stretched the services were before.

“There has been more people requiring the service. So, an already underfunded,
under-resourced service has had to cope with even more. Not having enough to

manage these people. There has been a lot of their staff who have had to shield.”

(Participant 2)
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3.3.2. Complex and Exclusionary Referral Pathways

Participants also described mental health services gatekeeping through complex
referral pathways with tight exclusion criteria, meaning women and service providers

need to ‘jump through hoops” to access support.

The majority of service-providers shared they tried to access support for their clients via
the GP who would then refer on to other services. However, participants expressed
dissatisfaction at reliance on GPs. It was often challenging to get an appointment due to
women having difficulty registering with a GP. Many participants described GPs
requesting forms of identification or proof of address, which women could not provide.
Without the GP, onward referrals to mental health services were unattainable. However,
even when a mental health appointment was offered, it was a convoluted process to

reach support.

“Getting an appointment with a GP here in [large town] is near on impossible.

And then if you do, if you are lucky to be able to pre book an appointment, you
could be looking at three or four weeks down the line. Then there's the referral
process. The doctor has to do the referral that has to be picked up at the other

end. Contact made; another appointment has to be made”.
(Participant 13)

Most participants expressed it was difficult and confusing for them to know what mental
health services were available for the women and a good knowledge of how mental

health services operated was needed to navigate the system.

“I don’t think | know enough about how they are structured. Erm. | suppose my

general opinion is that they are really hard to access. They are a bit of a maze”
(Participant 4)

A few participants shared they had used professional contacts within community mental
health services to help them. Several participants spoke of their services hiring in-house
mental health professionals to navigate mental health services. However, some
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participants also expressed frustration at needing an inhouse mental health worker to

advocate for service access.

“It is about who you know, not what you know. And, having [in-house mental
health worker] come from that background with all of those contacts [has
helped].”

(Participant 2)

“It should not take a whole separate paid role [in-house psychologist] [...Jto

support referrals into the local mental health service”
(Participant 4)

Participants described traditional referral processes to mental health services— via the
GP — had become more difficult during the pandemic. Women were confused about
how to access GP appointments with a lack of face-to-face appointments and
increasing waiting lists. However, one participant with experience of a COVID hotel
described the complexity of the referral process had been removed due to mental health

professionals working on site, making it easier for women to access support.

“You know, they might have like all these things going on, but if they're there in
accommodation and you know where you can find them, you know how to
contact them and having staff on site [at a COVID hotel] obviously, like definitely

made accessing services much easier”
(Participant 11)

All participants shared mental health services were exclusionary for women
experiencing homelessness due to service provision working in “silos” which do not
acknowledge the “multiple disadvantage” or “complexity of needs” women experience.
Additional needs included mental health problems, domestic abuse, NRPF, substance
misuse problems, learning disabilities and higher risk of self-injury. Participants shared
mental health services focus only on mental health and deny women with more complex
needs support meaning they are often stuck or “pushed” between different services not

receiving appropriate support. Participants described services needing to work with
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women “holistically”, particularly around domestic abuse, substance misuse and mental
health.

“Everything seems to operate in kind of silos. Like which team just deals with this
situation? Is it mental health, or physical health or is it up to housing? In fact, it's
all of those things compounding each other].. ]Jit’s the same with people who
have substance use[...Jbut when they try and get mental health support and
they're told “well we can't support you with your mental health until you sort out
your substance use”. And then you go to a substance use service and they say,
“well we can't support you with your substance until you stabilise mentally”
(Participant 11)

“We went to the GP with her, and they said, you know the kind of IAPT service,
that she was too high needs for that, and they couldn't do it, but when we've tried

to get her assessed for secondary services, they said no, she's too low needs”
(Participant 14)

The exclusionary nature of services appeared to impact some women more than others.
For example, one participant working with younger women in supported housing
identified local mental health services were able to meet their needs; whereas
participants supporting women who may have been homeless for longer periods of time,
who had children removed, had NRPF or were experiencing domestic abuse identified

services did not.

In comparison, many participants spoke about it being positive when services were able
to work together in a more inclusive and integrated manner, supporting women with a
range of their needs. One participant cited recent policy changes in her area around
health and social care integration which meant women’s needs could be assessed

together.
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“Another positive thing is the social worker is part of the mental health team and
having the social care assessments with them is a relatively new thing. If you're
not in the mental health team you still have to go the adult social route, but if you
are, you can have a social care assessment done through the mental health

team and | think that is amazing.”

(Participant 2)

Two participants with COVID hotel experience noted it was helpful having staff trained

in mental health interventions integrated and able to work alongside the wider team.

“[Worker trained in counselling] would just see people in the COVID hotels where
they were. So, she would meet on the steps and have a chat and check in and
then would kind of feed that back to the team about how we best work with this
person because they're experiencing this. | genuinely think that probably worked
quite well, but she was embedded, really embedded in our team in our

organization

(Participant 10)

Such experiences appeared to be rare with most participants describing silos. A few
participants connected the silos and the exclusion criteria to services implementing
commissioning criteria. Women were described as not fitting within the criteria services
were funded to support. Participants attributed this due to the changeable nature of
women’s circumstances meaning they moved in and out of eligibility. The transitory
nature of commissioning services was also highlighted, perhaps indicating a lack of

consistency in service-provision and funding for this population.

“We had another mental health worker who is doing mental health on the streets,
like outreach [...] but | think she closed a case pretty quickly as well after the
client moved in[...JI don’t know if that’s because some are only commissioned to

work with some on the streets”

(Participant 5)
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“There was a big thing a few years ago about this dual diagnosis, about people
having substance misuse and about people having mental health issues. They
go hand in hand and a big old pot of money, and a big load of stuff was put in for
this dual diagnosis stuff, but actually when you're trying to access that now it's

like it never existed”
(Participant 12)

Commissioning structures and silos highlight the power of public services to define
women’s experiences and control what women are eligible to access. There is a sense
of hierarchical decision-making which women and participants are unable to influence

but are affected by.

3.3.3. Only Available in a Crisis

Participants described it as difficult for women to access preventative mental health

support. Services were seen as only available when the women were experiencing
mental health crises, for example self-harm, suicide attempts or anti-social behaviour

involving the police.

All participants described high waiting lists across a range of mental health services
including GPs, CMHTSs, IAPT, Crisis Teams and A&E. Participants spoke about waiting
lists being inappropriate for the women they support due to women’s circumstances
constantly changing, and the delay in access meaning their mental health needs can
change dramatically during this period of waiting. Due to “chaotic” aspects of women’s
lives, participants described mental health support needed to provide women with
support quickly during “windows of opportunity” to engage women with mental health
services. Services needed to make the most of the motivation and momentum women
have in accessing support at the time. There was a focus on it needing to be easily and
quickly accessible to be effective; however, the delays meant preventative support was
difficult to access, and women'’s circumstances had often changed by the time women

reached the tops of waiting lists.
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“There's a process that has to be followed. It's long and lengthy, and by the time
that they could get an appointment that ship sailed - it's too, it's too, too late. You
just have to wait for that moment. You know you have to seize the moment with
them sometimes because they are that chaotic. And there isn't really services out

there that allow that immediate access”

(Participant 13)

Many participants described women who had been unable to access community or

preventative mental health support subsequently needing to access emergency support.

“Everywhere she goes she was being told “you’re not causing a danger to
yourself or others, therefore you are not really a high risk”. And in the end that is
what happened, she did try to commit suicide and the only option available was

to take her to Accident and Emergency on the day”

(Participant 3)

As a result, participants explained women would often enter mental health services, via
emergency routes such as A&E or via the police when they were at risk of hurting

themselves or concerns around anti-social behaviour. Participants described needing to
have something to “get attention” of services or to be “taken seriously” by mental health

services to gain access.

“This one client used to make all of these calls to the police][...]so because of
that, we were able to use that as a reason why she really needed the support of
mental health professionals, so that kind of thing actually allowed us to get our
foot in the door, to actually get someone to come out and assess her]...]but prior

to that, we were just left in limbo and not knowing what to do”

(Participant 1)

This reliance on crisis services may have a gendered impact on service access. One

participant who worked with both men and women, wondered if women’s mental health
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was neglected due to mental health crises presenting differently across the genders.
The participant highlighted the externalising nature of men’s mental health crises,
whereas women may be experiencing mental distress out of the public domain, perhaps
inside the home. Services may be designed to support those expressing distress, or
being socially deviant, within the public sphere whereas what happens in the private
sphere is regarded as outside of the state control. This perspective of women’s mental
health not being “taken seriously” until presenting in an emergency was prevalent

across many interviews.

“The boys that I'm working with often end up in trouble with the police, whereas
the young women don't necessarily end up in trouble with the police. If they are
having a mental health crisis it's more, maybe in some ways it's probably less
likely that they're going to get the help they need, because they are probably not
going to end up getting sectioned and probably not going to end up getting
arrested, and they're going to have to rely on the like the GP, the single point of
access, the NHS services, the voluntary sector, and that means you'll be on a
waiting list, yeah, basically to, to get like immediate support you need to, maybe
not commit a criminal act, but you need to do something where it’s like, highlights

the seriousness of the situation”
(Participant 15)

Not being “taken seriously” by public health services indicates there is an expectation
within services or from those who fund them, that women’s pain and distress is not a
priority. This gendered expression of emotion, internalising distress and being expected
to wait their turn, may draw on societal ideas of compliance and women needing to
place other’s needs above their own. This may fit within narratives of women needing to
cope with pain, or with ideas about who is deserving of support and those not interfering

with public life are not.

At crisis moments, participants described support would often be accessed via A&E or
the police. However, participants spoke about this reliance on emergency and crisis
services being inappropriate for meeting the needs of the women they work with. Many

participants spoke about spending a long time waiting in A&E and women often leaving
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before being seen. Some participants spoke about women’s mental health not being
supported in the long-term, with women often discharged prematurely or discharged
back onto the streets or unstable housing incompatible with improving their mental
health and services not offering a longer-term plan of how to support the women’s

mental health.

“My experience has just been sat waiting in hospital for a very very very very very
long time, to be seen by a psych liaison who generally says: “oh, erm, you know,
they are fine to go home”. And | think “she is clearly not fine” and there is no

follow up or after care in fact for the woman”
(Participant 4)

Dissatisfaction with the reliance on A&E as an option for women’s mental health crises
was more evident when speaking to more rural service providers. Here, a few
participants shared women did not have the resources or time to access A&E and the
lack of public transport making this more difficult if service providers were unable to

support the women to get there.

“A lot of advice is “can you get to the hospital”. We are in [small town] and the
nearest hospital is [hospital] which is 13 miles. And for a homeless person with
no money, no means of transport, in a crisis, to get to a hospital, it won’t happen.
It just will not happen, unless we physically put them in our cars and take them

over there, it will not happen.”
(Participant 7)

Since the pandemic, participants described they had noticed it was more difficult to
access preventative community mental health support, with an increase in waiting times

across all services — particularly GPs.

“It is a lot more difficult not being able to see the GP, and not being able to get
through to the GP. As | said you, even if they do give an appointment. it won’t be
for a month, two months, sometimes [...] and | think it is because of the COVID”

Participant 3
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3.4. Generic NHS Mental Health Services are Unforgiving and Retraumatising

The third theme highlighted when women do eventually receive care, generic mental
health services are experienced as authoritarian and retraumatising. This was
underpinned by three subthemes. Firstly, generic mental health services — such as
IAPT, CMHTs and crisis services — were seen as inflexible and punitive in responding to
the needs of women experiencing homelessness. Secondly, generic services do not
account for the specific needs of women and the high level of trauma they have
experienced. Thirdly, participants talked about the active discriminatory and coercive

practices women experience when interacting with mental health services.

3.4.1. Inflexible and Punitive

Generic NHS services were seen to set unrealistically high and rigid expectations for
those who engaged with them, which resulted in barriers to access and
disproportionately negative impacts for women experiencing homelessness. These rigid
expectations included how women communicate, their access to resources,
engagement, and behaviour as well as their ability and willingness to meet on
professional’s terms around time and location. Participants described women often
being discharged from services as a result of women not meeting these expectations.
These expectations were seen as unrealistic by participants when considering the
context of the women including their current homelessness status and their trauma

histories.

“It was almost kind of like you expect a level of engagement for people that can't,

that struggle to kind of engage in a normal way anyway”
(Participant 8)

These unrealistic expectations can be linked to patriarchal expectations for women to
behave in a compliant, controlled and socially expected manner when in distress, for
example by ensuring they fit into a professional’s schedule and meet the professional at
a time and location dictated to them.

Participants spoke about communication between professionals and women as a

barrier. Participants described services requiring a high level of education, literacy,
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English language fluency or cultural code for women to understand and interact with
professionals. Participants described services often did not provide additional support
when women’s needs did not align in this expected way, for example women being
unable to access interpreters. Other participants described miscommunication due to
women not being familiar with the health services or not understanding professional

language.

“Often like young people can find it difficult to communicate with certain, you
know, people who may be a higher class or, it's just because they speak in a

certain way. Yeah, so those sort of like a speech code, can be difficult.”
(Participant 15)

“l know NHS does have that [interpreting services] but it is very difficult to access
that service and appointments are often cancelled because the translating
person is no longer available or they forgot to book it, or lots of issues, so there is

a big problem there”.
(Participant 3)

The intersecting needs of different women therefore does not appear to be met by
services, with women with different or additional needs experiencing more barriers.
Women who are able to communicate in English and interact with mental health
professionals, a generally middle-class profession, experience fewer barriers. Women
who are foreign nationals, more likely to be from racially minoritised backgrounds, in
need of an interpreter, experience further barriers to access. The influence of
institutional classism and racism, intersecting with gender, can therefore be seen within

participant accounts of barriers to access.

Participants also described mental health services as inflexible in the form of support
they offered women. Remote working — using phones or video platforms — during the
COVID-19 pandemic was seen to be inappropriate for the women by most participants,
but alternatives were often not available. Many participants spoke about women
preferring face-to-face contract to aid communication through lip reading and body

language, particularly if English was a second language. Multiple participants shared
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women who had experienced abuse did not feel comfortable building relationships over
the phone or on digital platforms, which participants viewed as an important part of
interventions being successful. Participants also highlighted women can be suspicious

of, or reluctant to use, telephones or computers.

. “We're still going back to normal, but services still aren't really coming out.
Yeah, and they really need that face, the face-to-face contact, especially for a lot
of women who've been through trauma and stuff like, you can't, they can’t build
relationships over a computer. They need to be able to deal with their support

needs.”
(Participant 8)

“He was doing ward rounds on a screen. And a couple of the women]...Jwho |
know experiences psychosis, really struggled with that because it's like weird.

And it feels, feels like there's something going on that isn't right, you know?”

(Participant 14)

Participants also spoke about the practicalities of remote working during the pandemic,
with services expecting women to have access to phones, laptops, internet, mobile
data, or credit to be able to access remote services such as therapy. Given many
women’s unstable housing, participants also spoke about women not having access to
a private space where they could hold meetings with mental health workers and feeling

uncomfortable about where they were having phone or video calls.

“Or if it is a video call, then some women don’t have the internet, so, it is probably
better for our women in general to have the option of seeing someone face to

face”
(Participant 5)

The use of technology demonstrates different barriers for different women, with it
representing a financial barrier for those who cannot afford it or do not have private
space, which may influence women of different socio-economic backgrounds to differing

degrees, with those women unable to afford technology more likely to experience
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barriers to access. However, technology also represents a cultural barrier or language
barrier for women — impacting foreign nationals or those who have not had access to be
able to learn English. Many of these women are also likely to have experienced trauma
and abuse alongside these financial and cultural barriers, indicating how technology can
create numerous barriers which compound and intersect. However even if women were
unable to access services remotely, most participants shared women were discharged
with no available support, a policy which is likely to impact these more marginalised

women to a greater degree.

“So, it was mandatory for someone to do an emotional skills workshop, which is
like 12 weeks on zoom in a group. OK, so my client refuses to do anything on

Zoom, so they discharged her”

(Participant 8)

When face to face appointments were offered to women, participants spoke about
mental health services expecting women to attend appointments in clinics or at hospital
and being inflexible and discharging when women were unable to attend. Which can be
understood within the context of patriarchal state service dictating to women the
conditions under which they can receive care and punishing those women who are

deemed to be socially deviant or uncompliant, through discharge.

Participants described practical reasons women were unable to attend, such as not
having the funds for public transport or access to a car, particularly in more rural areas
where there was limited public transport. Here, participants shared they were key
facilitators in supporting women to reach appointments by accompanying women for
moral support, organising taxis, or driving women in their own cars. Participants
described COVID had made it more difficult for service-providers to accompany their
clients to appointments due to social distancing measures. Women living in different
areas therefore appear to experience different barriers in accessing care with more

urban areas benefitting from the use of public transport and lower costs of travel
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compared to women in rural areas requiring the use of cars — indicating how geography

and the available public resources are important in access.

Participants also described women being “chaotic” and needing to prioritise other
aspects of care such as housing and food. Women could therefore forget appointments,
lose phones or struggle to charge phones to accept calls. Participants explained women
were often involved with multiple services, such as physical health, housing, or child
social care, which were often not communicating with each other and may result in

conflicts making it harder to attend mental health appointments.

“A significant number of them are going through the social services route, maybe
haven’t got children with them, are fighting for custody, fighting for contact and
undergoing real robust and in-depth assessed parenting assessments to try and
get their children back. And you know having to juggle all of those appointments
with the appointments for their personal mental health, you know it can be a real

task”
(Participant 2)

How women use their time is therefore dictated by the state and public organisations
with significant power over these women, particularly over their right to see their
children. The unrealistic expectations imposed on these women appears to set up a
catch-22 with women needing to balance a large number of appointments and high
expectations, but then being heavily punished if they fail to do so, through discharge or

by impacting their parenting assessment.

Participants also outlined the psychological reasons making it challenging for women to
attend appointments elsewhere. Some participants described women experiencing low
mood and struggling to motivate themselves to leave their temporary accommodation.

Participants also described hospitals and clinics as being “triggering” for women, due to

being associated with memories of trauma.
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“They will sometimes miss appointments, forget appointments, not feel like going
on the day and with the mental health team, we have so many clients threatened,
and that’s what it is, that’s what it feels like being threatened that the service will

close to them, as they have not been meeting these appointments.
(Participant 2)

Hospitals and public services therefore may be associated with abuse and negative
assertions of power and yet women are expected to visit them for help to heal which

places women in a dilemma.

Many participants promoted the alternative or mental health professionals offering
outreach to the women, by attending hostels, street outreach or visiting day centres —
describing it as being in the women’s “territory” or “comfort zone” and giving the women
a greater sense of control while reducing anxiety about the unfamiliar places. A few
participants described it as difficult for the women to reach services, so it being service
responsibility to go out and reach them. However, participants described outreach as
rare and often it depended on who was offering the appointment as to whether flexibility

would be given, or the women would be treated punitively.

“I think they could come out in the community a bit more. | think that would
definitely help, rather than getting the clients to travel to them. | suppose it would
make the women feel like[...Jthey are important, that their mental wellbeing is
being taken seriously. Rather than, “oh you have to come to us and if you don’t

attend then you are being discharged”.
(Participant 7)

This punitive response to women not engaging with mental health services, again
demonstrates that the services hold power over the women. Not attending appointments
may be due to “chaotic” aspects of the women’s lives, but also may be a form of
resistance in choosing not to engage with a service that dictates terms to the women

and is associated with previous trauma.
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There was also seen to be a lack of flexibility in terms of the availability of times to see
women and offer them mental health support. Participants spoke about most mental
health services, apart from the crisis services and A&E, operating between 9am-5pm,
which did not suit the women’s needs. Participants explained women would often be
sleeping during these hours as it was safer, or they may have been sex-working at night

and resting during the day.

“They get discharged from mental health services for non-engagement but, and
this does apply to a lot of the women, the hours that they function are not the
hours that professionals function]...Jthey wake up 10:00 o'clock at night and are

awake all night[...]Jand the services aren't available to them at those times”
(Participant 13)

Services are thus arranged at times considered to be socially appropriate and women
who are living life in a “socially deviant” way through sex working or living by different

body clocks to professionals, are denied services.

Alongside non-engagement or missing appointments, participants spoke about women’s
behaviour and how they interacted with professionals within mental health teams as not
meeting service expectations. Participants described the women could be aggressive,
defensive, ungrateful, or angry and may swear at staff or abuse staff members.
Participants understood this behaviour as trauma responses but indicated mental health

professionals would discharge women for inappropriate behaviour.

“Our women are warriors and survivors, but they do get angry]...Jbut scratch the
surface and you have an amazing woman who is just in a lot of pain and | think
you know, it is professionals, particularly from the mental health service, sort of
looking beyond that a little bit[...] there is a way of dealing with it without going

‘no, you are gone”
(Participant 2)

Women who are angry or aggressive are also treated punitively despite the trauma they

have experienced. This notion that mental health services expect women to comply with
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their demands, behave in a polite manner and to be grateful for receiving support, can
also be understood within patriarchal ideas of compliance and control. Many women
have experienced abuse and injustice and may respond through justifiable anger as a
form of resistance; however, such emotion is not tolerated within services which expect

women to passively meet their demands.

3.4.2. Lack of Awareness of Impact of Gendered Trauma

Participants also portrayed mental health services as lacking an awareness of gendered
trauma. The support available from mental health services starting at the time of
assessment through to treatment and discharge was often depicted as unhelpful or
retraumatising in the context of women'’s previous trauma. Most participants shared
such knowledge was important to support women as it explained why women behaved
as they did.

“If you are going to work with women experiencing homelessness and who have
gone through traumatic experiences you need to have a good understanding of
what they have been through, where they are now and why they may do
particular things like sex work or drug use and just learn, | guess yeah, just learn

how to work with them in a more appropriate and healthy way,
(Participant 1)

Sex work or drug use, and other behaviours, are therefore framed as unacceptable and
deviant and mental health services may enforce societal expectations on women by
trying to encourage them to conform, rather than, as the participants request,

responding in a “healthy” compassionate way.

From the point of assessment, participants described the process promoted by mental
health services — especially IAPT and CMHTs — as very difficult for the women. The
expectation that women will be able to share their experiences of trauma quickly with an
unfamiliar person with no guarantee of support was seen as unhelpful and
retraumatising. A few participants shared women would “downplay” their experiences as

they did not want to speak about their painful traumatic experiences. Participants
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described this being due to fear of it being retraumatising or exhaustion from repeating

their stories to multiple services.

“When people meet someone for the first time, they don't feel comfortable being
completely honest or might not necessarily understand what's being asked of
them or what is asked of them, and then just kind of going along with it and then

not actually getting to the nitty gritty and like understanding the support”
(Participant 8)

Even if women were able to progress through the assessment process, participants
explained the support available to women from services was often not adequate for the
trauma the women had experienced. Many participants described women being offered
medication for their distress and this did nothing to “get to the bottom” (Participant 12) of

the difficulties or support women with the trauma they had experienced

“If someone's just fled an abusive family and they’re now like really low mood,
struggling to sleep and they're trying out sertraline and promethazine and they're
like “it's not working”, so like that's not the only support you need to fix your

mental health”

(Participant 8)
A few participants described psychotropic medications as addictive and considered
them inappropriate given women were often experiencing substance misuse to cope
with their trauma. The use of psychotropic medications aiming to resolve trauma and
abuse, could be considered to individualise the affects of the negative assertion of
power, placing the problem and need for solution within the individual. By doing this, the

power asserted over the woman is concealed rather than acknowledged.

However, participants also share talking therapies — which were positioned as an
alternative to medication — were also ineffective for the women they supported due to
the complexity of the trauma they have experienced. Participants shared therapies were
often expected to be time-limited, particularly CBT, with an emphasis on women
speaking about their trauma. This short-term nature and the focus on talking about

trauma when women were not ready to do so, was seen as something women struggled
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to engage with and was unlikely to support and create meaningful change for the

women in the future.

“And if they are lucky enough to be engaged with mental health services]...]
they get put onto more medication which is equally addictive as, you know, the
street drugs that they are taking. Talking therapies and that for them is very, very
painful because they’re reliving all of that trauma and most of them just can't.

They can start it, but they don't complete it”.

(Participant 13)

Instead of these treatment options, service-providers shared building long-term trusting
relationships was central to supporting the women, with a recognition and knowledge of
the context of trauma women have experienced. This relationship-building takes time
due to the trauma women have experienced and can often not be accommodated within
mental health services. Mental health professionals were seen as not having the time,
a focus on short-term goals and not prioritising “soft outcomes” (Participant 2) which
may not be clear visible changes. Participants also highlighted these relationships were
often best in an “informal” rather than clinical context where professionals did not try
and talk about feelings, mental health, or trauma straight away but gave the women

time.

“The women need longer than the funding or caseloads allow, like you might
have to work with someone for a year until you get any form of engagement with

them”
(Participant 8)

However, these forms of relationships were seen as rare within mental health services.
The point of discharge following therapeutic work highlighted mental health services not
respecting relationships. Many participants spoke about the endings of mental health
services being abrupt, with little thought or preparation for how the women would cope

with or manage these endings of significant relationships.
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“I do think the relationships are often ended too abruptly. I've been thinking about
this quite a bit recently because | was thinking about relationships in real life, unless
it's negative, there's a negative situation you don't often end a relationship in real life
like that [click fingers] [...] | don't think that that is thought about enough”

(Participant 14)
Together, assessment, treatment and discharge were often seen as unhelpful by
participants due to the lack of focus on trauma and relationships. The focus on short
term fixes through medication of short-term therapies could be seen to neglect the
abuse women have experienced within a patriarchal society and obscure the power
structures which have made that abuse possible. Instead, these treatments individualise
the consequences of such abuse. Participants appear to be highlighting this

individualistic approach to mental health distress is ineffective for women.

The majority of participants also described mental health support for women was often
provided in mixed-sex spaces which made it challenging for women to engage with, due
to negative experiences of men. These mixed-sex spaces included mental health
groups, as well as mental health staff members. The majority of participants shared it
would be helpful to have the option of female only support or the ability to choose
whether women engaged in single-sex or mixed-sex spaces. However, participants

described this as rarely being the case.

“We asked adult social care and the mental health doctor: “Can we change social
worker? She works better with women. Could she have a woman social
worker?”, That was declined, and it is frustrating when you have got a client that
says “l can’t work with him, | can’t work with him. He is the one that triggers my
anxiety, my aggression”, so | am just thinking like, if we can recognise her

triggers, why can the NHS staff and adult social care not see it too”
(Participant 7)

Requesting such spaces, indicates women are aware of male power operating within
public services. Requests can be seen as a means of resistance to try to counteract and

resist this power. However, denying women the right to women only spaces indicate
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services are reluctant to support women’s right to resist the patriarchy and create

spaces in which they feel comfortable.

Specialist homelessness mental health services were also seen to struggle to support
women who had experienced significant trauma and were entrenched rough sleepers,
as participants described the mental health services were not able to provide the
flexibility needed to cope with women’s trauma responses such as their aggressive
behaviour or self-medicating. Participants spoke of women engaging and disengaging
with mental health services multiple times and “nothing really sticks” (Participant 11)

due to services not being flexible enough for high levels of trauma.

“For the majority of them is traumal...] their coping mechanisms are, whether
that's self-medicating or like behaving in a certain way, they're the ones that miss

out and there needs to be some service that reaches them”
(Participant 8)

Women who are likely to have experienced more trauma, and so have more complex
needs do not receive support designed in their interest. The individualistic mental health
services offering medication and talking therapy, which frame women as the problem in

need of a solution, do not offer the required outcomes.

3.4.3. Discriminatory and Coercive

Alongside mental health services retraumatising women through generic,
uncompromising and punitive service policies and a general lack of awareness of the
women’s trauma, participants described mental health services being actively
discriminatory and coercive towards women experiencing homelessness which resulted
in further harm. This was often in the context of women accessing emergency care and
being subject to involuntary admissions. Multiple participants spoke about mental health
services’ reliance on the police and this being a traumatic and coercive experience. One

participant shared women were treated like “criminals” rather than women in distress.
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“Two policemen arrive, there she was in the shower, and they dragged her out of
the shower and then dragged her into a room like naked|...Jthey were so horrible,
so then she was even more distressed than before”
(Participant 8)
Such experiences were seen to heighten women’s experiences of trauma, often at the
hands of men. The use of coercive control by the state to further disempower women
can be seen as state agents acting within a patriarchal system. Rather than offering

means of recovery, the state continues to assert male power over the women.

A few participants described the coercive experience of detention on wards as
particularly difficult for women who have experienced trauma due to women valuing
control or autonomy due to their past trauma experiences. Participant 7 described a
woman she worked with being “triggered” over everyday decisions she was no longer
allowed to make when on a ward such as controlling her money, who she could contact
and the deprivation of her liberty. Women are therefore controlled within the mental
health system and continue to experience the negative assertion of power over their
lives, which is particularly distressing for women who have sought to take back control

within their lives following earlier experiences from earlier abusers

These experiences of coercion and lack of control mirrored experiences participants
described under community mental health teams with women being deprived of control
or consent to their care, for example by being forcibly given medication or being referred
to services without their knowledge or consent. Many participants spoke about needing

to put women in control of their care and this often not happening.

“She was having depot injection every couple of weeks]...Jthe side effects of her
medication had such a huge impact on her|...] and | think struggling to advocate
for herself. She wanted her medication to be changed, and | looked into trying to
find kind of advocacy services for her, and | wasn't able to find any services”
(Participant 11)
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Mental health services are framed as a power in which women need to “advocate”
against, highlighting the control the services can have over women’s decisions.
Alongside experiences of coercion, participants also described mental health services
as discriminating and “judgmental”’ towards women. There were descriptions of health
professionals across the referral pathways, from GPs through to community and
emergency mental health staff stigmatising women. Participants described women
experiencing stigma and discrimination due to their homelessness status, or due to the
trauma they had experienced being blamed on them and framed as “lifestyle choices”.
Participants shared woman could be blamed for not engaging with a gatekeeping and
uncompromising mental health system, which was framed as them making wrong
“choices”, resulting in them being denied care. Participants described mental health
professionals as seeing women as unworthy of care due to sex working, being
homeless, using drugs or self-harming. As a result, participants described mental health
services as dismissive, not taking the women seriously or offering the compassionate
care needed. A few participants shared women were labelled as “attention seeking”

when seeking support rather than seen to be expressing a genuine need.

“I think they [women] need to be taken a bit more seriously, because | do think
they do have this particular attached to them that they are “oh they are homeless,

”n

they are drug addicts” or “oh well they are sex workers
(Participant 7)

‘[Mental health services] coming in and being quite judgemental, or not wanting,
or saying that it is difficult to work with someone because they are not engaging,
is not productive, it’s not useful, and it’s not the women’s fault either when they

have been through so much.”
(Participant 1)

Framing women as making the wrong choices and as lifestyle decisions can be seen
within the context of a patriarchal society which objectifies and polarises women into
‘good” and “bad.” Women experiencing homelessness who also engage in behaviour

considered socially deviant such as sex-working, are punished for not meeting the
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societally held standards of what it means to be a woman. By not meeting societal
expectations, women are therefore dehumanised and objectified, their suffering is not

appreciated, and they are treated dismissively.

Participants also described mental health services could be judgmental towards the

women for many other reasons including race, age, religion, and gender.

“I think with women there is intersectionality, so like race, gender, religion.
Sometimes that comes into play. | think for some women for example, with
regard to access to mental health, they do feel a sense of, as | said previously,

like stigma, or a feeling that they are going to be judged”
(Participant 1)

Alongside experiencing sexism, women may be further oppressed by mental health
services through other intersecting identifies they hold. Women from racially minoritised
backgrounds appear to experience judgement from both their identity as a woman
experiencing homelessness, but also fear about being judged due to societal
representations of race and associated stigma. Thus, racism and sexism intersect within
services to mean women of different identities are likely to experience different barriers

to mental healthcare.
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3.5. Ambivalent Interface between Third Sector and NHS Mental Health Services

A final theme constructed from the data spoke to the relationship between service-
providers and the NHS mental health services. The first subtheme captured how third
sector service-providers, many of whom are not mental health professionals, are
offering significant mental health support. The second theme reveals how many service-
providers feel unsupported by the NHS in doing so. Finally, the third subtheme speaks

to what service-providers value about specialist mental health services.

3.5.1 Service Providers offer Significant Mental Health Support

A large majority of participants spoke about provision of housing as being the most
important support women could receive to improve their mental health. All participants
described homelessness exacerbating women’s mental health problems and most
participants described it being their priority to support women with accessing their basic
needs of housing and food which would improve their psychological distress. All service
providers recognised social determinants of health, such as housing, poverty,
discrimination as impacting psychological wellbeing. Referring to mental health services
was therefore not the first consideration for service-providers in how to support women

with their psychological distress.

“The best thing | can do for somebody's mental health and wellbeing is try and

get them into secure accommodation and try and get them into a property|...]

homelessness is caused by poverty, it's caused by social problems, and that

probably will make mental health problems more likely”

(Participant 15)

Alongside this housing support which helped women’s mental health, participants also
shared they would offer other forms of social and practical support such as connecting
them with community or social activities, as well as offering the women significant
emotional support. Service-providers did not frame this support as a mental health
intervention, but it nonetheless was supportive of women’s mental health. Participants
often compared this informal support favourably to the clinical support offered within
mental health services. Participants shared they would place time and attention on
developing trusting relationships with women. Kindness, compassion, and listening
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were emphasised within the context of these “informal” trusting relationships with an aim
of developing women'’s “confidence” and “self-worth”. Participants shared they tried to

ensure women were in control of their support and felt valued.

“It falls a lot on our role to make them feel that they are valued, and you know, “It
does not matter what circumstances you are in, you are still a human being. You
are still a woman, you are still powerful”,
(Participant 7)
Such relationships therefore can be seen as a form of resistance, to counteract the
objectifying narrative and negative assertion of power currently provided within mental

health services and to allow women to regain control and a sense of power.

Most participants spoke about this emotional support being offered within face-to-face
informal conversations or activities — for example going for walks with participants or
having a cup of tea. While some services spoke about not being able to offer emotional
support during national COVID lockdowns, most participants shared their services had
adapted during COVID to continue to try to provide this emotional support in person and
a few compared their work favourably to the remote services offered by NHS mental

health services during national lockdowns.

“We hardly do anything over the phone even during the whole pandemic we have
been really visible, we are really face to face we are very practical and hands on
and doing physical things with them, you know cooking and chatting and having
tea and stuff like that, and | think that, quite rightly, they have got used to that
really personal service. Then the thought of having to do something [NHS

assessment] that is practically faceless it is quite alien and scary”
(Participant 2)

Some participants spoke about joining women for mental health appointments and
finding the support offered was little different to the support they provided women

themselves.

89



“I've sat there and listen to the conversations [with the care coordinator], they're,

nothing more than what | do”

(Participant 8)

Alongside the emotional, social, and housing support which were all recognised to
support women’s mental health; participants also spoke about their services offering in-
house psychological or counselling support or were using charity donations or funds to
pay for women to receive talking therapy. Some participants framed this support as a
holding space while women waited for NHS support, whereas others framed it as an

alternative to NHS support.

“We really wanted to get some counselling for her, so in the end we ended up
using some of our amenity fund which consisted of sort of charitable donations

[...] to get some counselling for the women in the house”

(Participant 14)

Alongside offering this individual therapy for women, these in-house qualified mental
health professionals helped support workers to work more helpfully with women, for
example through training support workers in trauma-informed approaches or offering
reflective spaces. However, alongside this clinical support, mental health professionals

were also described as a resource in negotiating the NHS mental health systems.

“Within my team we've just had a clinical psychologist hired for three days a
week who now works permanently in my team, who's able to help us like

navigate CMHTs and understand, you know the needs of our clients”

(Participant 10)

These in-house mental health professionals were seen as valuable members of the

team in offering this form of support.

90



3.5.2. Service Providers Feel Unsupported by NHS Mental Health Services

This subtheme captured the distrust participants felt towards NHS mental health
services, with many of them expressing negative experiences of requesting support with
their roles. Some participants described a fractious relationship with mental health

professionals rather than a collaborative relationship between the services.

Throughout the interviews, many participants made frequent references to needing to
“fight” with mental health services to help women get support, rather than seeing them
as a helpful partner organisation. Participants had low expectations and were often
distrustful of mental health services, expecting the service to gate-keep, so participants
saw it as their responsibility to advocate for the women. Service providers shared they
needed to be “proactive”, “tenacious” and “advocate” for the women to be able to
access helpful support. The NHS was therefore seen as a more powerful organisation
and asserting power over both the women and also the service-providers. Some
participants described this as harder to advocate during COVID, as they could not
always attend mental health services with women due to social distancing regulations —

for example A&E.

“Even though our women have us to advocate for them on their behalf, | often

find myself arguing with mental health workers, erm, and care coordinators”
(Participant 2).

“During COVID, we can’t go to the hospital with them, we can’t actually go in and
be their advocate, we can’t say, “Actually I'm speaking on her behalf, and this is
how she is feeling duh duh duh,” because we have to sit in the car or sometimes

literally leave them”
(Participant 7)

Many participants described experiences of being abandoned or left in “limbo” by
mental health professionals when participants described wanting mental health
professionals to support them with women’s distress. One participant described women
being discharged from a community mental health service suddenly, and it being the

service-provider who needed to respond and support the women because of this. Many
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participants also described it being difficult to contact mental health services, with
mental health teams not answering phones or allocated mental health workers not
responding to participant enquiries or visiting their clients. The most notable examples
of being abandoned were around times of crisis. Participants described crisis teams or
A&E teams leaving service-providers to manage significant risk when they did not feel
able to do so. For example, one participant described her experience of a crisis team

worker:

“[The crisis team worker] came out and literally, well told us that “oh | think you
have got it all under control”. No. We are not specialised in mental health. We
support and we signpost, and we guide, but we are not specialised. And for a
crisis worker to say, “oh I think you have it all in hand” and then to leave us with
the police and ambulance there”

(Participant 7)

The low regard participants held NHS mental health services in, meant they would often
avoid referring women for support, or only refer as a last resort due to expecting it to be
of no use. Participants spoke about needing to think carefully about whether a referral
would be worthwhile or not or may in fact be damaging due to services being

retraumatising or offering poor care.

“My prior, is that we will have to look elsewhere, because it [NHS mental health

service support] will not happen in the way that you want it to. So, you know, |

think my experience with frontline services is that our expectations are quite low,

so we don't necessarily go through a normal route of going through a GP, then

the CMHT"

(Participant 10).

Participants described trying to use third sector counselling or community-based
support before referring to the NHS, but this being more difficult during the COVID
pandemic due to many third sector organisations no longer operating in the same
manner. One participant described noticing she was referring more women to NHS
services as a result of this. Participants also reflected on third sector service-providers

hiring their own clinical psychologists, and a few described this as a frustrating situation.

92



One described seeing it as a “failure” the third sector was having to step in and fund

resources which the NHS had failed to provide women.

“The charity sector is now investing in psychology support and[...Jmy feeling is
that that is a response to the fact there's a feeling that the NHS services aren't
able to provide what's felt is needed]...] but | think that's a real sign of like,

failure”

(Participant 10).
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3.5.3. Value of Specialist Homelessness Mental Health Services

Participants with access to specialist homelessness NHS mental health services did
describe these as helpful and supportive resources. Multiple participants based in
London spoke highly of local specialist homelessness GPs. Onward referrals were
described as easier due to the specialist GPs being more accessible and having a good

knowledge of homelessness and appropriate available services.

Specialist homelessness mental health services within the NHS, including
multidisciplinary teams informed by PIE principles and the Psychology in Hostel
Programmes, were seen as having different expectations of the women compared to
generic services. These teams offered greater flexibility or understanding of the
women’s needs. Outreach appointments and a range of times for appointments were
valued, as well as not being punitive or rigid with discharge policies. Participants
described these services seeking to adapt to the women’s needs, rather than expecting
women to fit into pre-defined mental health systems, which was helpful. Participants
also shared specialist mental health services were better placed to communicate with

the service-providers and liaise with specific homelessness services.

“Just easiness to access of the service not like “oh they missed their appointment
today they only have two left. Can you make sure they come? Otherwise, we're
going to discharge them’[...Jjust better multi agency work themselves and them
again going above and beyond to reach the needs of our clients as opposed to

our clients having to reach them.
(Participant 8)

Participants in areas with specialist mental health services also described these
services as better able to understand gendered trauma and the context of women
experiencing homelessness and therefore able to offer a better service. Participants
familiar with these teams spoke about how there was a different model of mental health
support with an emphasis on longer term support and relationships, without forcing
engagement to achieve goals. For example, one participant spoke about workers
dropping into hostels at the same time each week for months bringing books or other

resources, before women started to greet the clinicians. Participants shared these
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services working specifically with homeless populations had been trained with a better

awareness of specific needs around homelessness

“This is why the [NHS Trust specific mental health homelessness team] in

[Borough] are so amazing, because they come into the hostel, and they have a

knowledge and understanding of this client group and the trauma and the

violence that they have experienced”

(Participant 4)

Many participants spoke about how specialist homelessness mental health teams were
valued for offering support to service-providers. Participants spoke about the
emotionally demanding nature of their roles; one participant described the “vicarious
trauma” she experienced as a result of hearing about the gendered abuse women had
been subjected to, and a few participants spoke about feeling unsure in how to manage
mental health problems of the women they supported and needing more mental health
training. Participants with access to specialist NHS appreciated the reflective spaces
psychologists provided for service-providers to think about how to support women, as

well as training opportunities to work with women in psychological distress.

“Psychologists provide reflective practice for the staff team which is much
needed in a service where you are working with lots of people with lots of
problems”

(Participant 4)
“l do work, day to day, with women who have been through trauma and have lots
of training with our psychiatrists who run lots of our trainings like trauma informed

care”
(Participant 8)

Many participants frequently shared there was not enough specialist support, and they
wanted more specialist homelessness mental health services which understand the
context of women’s homelessness. Participants spoke about different models for these
mental health services. For some participants, Housing First models were promoted as
a way of offering mental health support by collaborating across organisations and

providing wrap-around care to women. However, regardless of the model, participants
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shared they wanted more services to cater for women experiencing the multiple
disadvantages of homelessness, mental health problems, substance misuse and

domestic abuse.

“I mean, just | don't think there are enough specialists [mental health] services
available for that level of trauma, with the complexities of, specifically, what
women experience [...] | mean services that specifically are able to provide

support around domestic abuse to women who are homeless”
(Participant 11)

Service providers were therefore indicating that even with specialist mental health
providers, women experiencing high levels of marginalisation are not receiving
appropriate support. Women who have been abused as children, often within
domestically abusive relationships are then further abused or let down by mental health

services.
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4. CHAPTER FOUR: DISCUSSION

Many of the barriers and facilitators identified in this current study have been identified
in previous UK and international research exploring barriers to mental healthcare
among the wider homeless population. However, it is useful to specifically identify these
as barriers to women and as prevalent within English NHS services. The current study
also indicates many of these previously identified barriers impact women differently, as

well as women experiencing additional gender specific barriers.

4.1 What are the barriers to accessing mental healthcare for women experiencing

homelessness?

4.1.1. Double Impact of Gendered Abuse and Trauma

The scoping review would indicate that this is the first study which highlights how such
gendered abuse acts as a barrier to NHS mental healthcare access among women
experiencing homelessness. This study supports findings identified in the scoping
review and beyond, indicating women experiencing homelessness experience complex
traumatic abuse before and during homelessness, including forms of domestic, sexual,
physical, and other forms of gendered abuse and violence (Huey et al., 2014; Lewinson
et al., 2014; Milaney et al., 2020; Reeve, 2018). From a feminist perspective, this abuse
operates within a patriarchal system which can perpetuate and normalise such male
violence (Nash, 2020).

This study identified coercive control within intimate relationships as a barrier to mental
healthcare among women experiencing homelessness. This barrier has not been
previously identified in literature exploring barriers to accessing mental healthcare
among women experiencing homelessness in England. However, coercive control has
been documented in the analogous literature exploring access to UK substance misuse
services (St Mungo’s, 2020), and in a wider systematic review of barriers to mental
healthcare among women experiencing domestic abuse (Rodriguez et al., 2009).
Participants also described partners using children as a means of control which is well
documented in wider domestic abuse literature (Stark & Hester, 2018). This study, by

identifying coercive control as a barrier to mental healthcare specifically among women
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experiencing homelessness, supports emerging calls, particularly among feminist
scholars, advocating for women’s homelessness and domestic abuse to be considered
together (Bimpson et al., 2021; Bretherton & Mayock, 2021; Wardhaugh, 2012).

The scoping review also indicates that this study is contributing to identifying fear and
mistrust of children’s social care as a barrier to accessing mental healthcare. While this
has been identified as a barrier to mental healthcare services among women
experiencing homelessness previously in the US (Bassuk & Beardslee, 2014; Weinreb
et al., 2007), this has barrier has not been identified in England. This study supports
previous literature in the US and UK, indicating women have contact with children’s
social care as children (Schwan et al., 2018) and many are traumatised by the
experience of child loss via social care (Gordon et al., 2019; Groundswell, 2020a). As
such, mothers fear not being able to see their looked after children, or having children
removed if they access mental health services and share the nature of their
psychological distress. Feminist perspectives would advocate that this fear is not
unfounded, as the state is a patriarchal force which can assert power over women
through child removal (Stark & Flitcraft, 1988). This study suggests that women are not
provided with the necessary resources to maintain care of their children — such as
mother and baby units. Instead, women are treated punitively with child removal, when
they do not meet state expectations for mothering — a pattern identified by feminists as
“patriarchal mothering” (Stark & Flitcraft, 1988). Mental health professionals, with a duty
to safeguard children, share information with children’s social care and so form part of
this patriarchal and unsupportive system for women. Mistrust of mental health services
and social care can thus be seen as a barrier to mental health care, but also women

seeking to protect themselves and their children from the assertion of patriarchal power.

Participants considered women’s greater experiences of abuse and trauma, including
from public services, to contribute to women’s greater mistrust of professionals
compared to men. This study indicates signs of professional status are treated with
suspicion, such as identity badges, formal clothing, or lanyards. This is the first research
in England to identify this as a barrier woman experiencing homelessness face when

accessing mental healthcare. Previous research in the US with women experiencing
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homelessness has indicated women are likely to be acutely aware of power differentials
in relationships with professionals, which can make it harder to build relationships
(Weinreb et al., 2007). Again, from a feminist perspective, this suspicion would not be
problematised, but rather normalised and acknowledged as women seeking to protect
themselves in a hostile patriarchal context (Ridgway, 2014). However, given therapeutic
trusting relationships are central for working with mental health problems and trauma
(Herman, 2015; Van der Kolk, 2014), this mistrust of professionals and fear of forming

trusting relationships can be seen as a barrier to mental healthcare.

4.1.2. NHS Mental Health Services seen as Stretched Gatekeepers

This study supports previous research conducted in the UK with mixed gendered
homeless populations, and also the Groundswell (2020a) study identified in the scoping
review, indicating NHS services act as barriers to women experiencing homelessness
from accessing mental healthcare due to a lack of resources. The pervasive nature of
financial and staffing shortages across the NHS mental health sector has been widely
reported (Bannister, 2021; The Kings Fund, 2022) and was supported by findings within
this study. Underfunding health services has been critiqued by feminists for
disproportionately impacting women, as women account for most patients and staff
within the NHS (Women’s Budget Group, 2012). Women experiencing homelessness
mental health concerns, higher rates of diagnosed mental health issues, suicidal
thoughts and attempts, and adverse childhood trauma than men experiencing
homelessness (Milaney, 2020) also supporting the suggestion that such underfunding

disproportionately impacts women.

A further barrier identified within this study was the difficulties women face with service
eligibility criteria and referral pathways, particularly the reliance on GPs to refer to
mental health services. This finding supports the Groundswell (2020) study with women
experiencing homelessness identified in the scoping review, and also previous mixed-
gendered studies in the UK indicating that difficulty accessing GPs to secure an onward
referral to mental health services is a barrier due to GP requests for ID when
registering, or long waiting lists for appointments (Bhui et al., 2006; Groundswell, 2020a;

St Mungo’s, 2016). Such findings indicate that NHS patient registration guidelines which
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state patients do not need ID or a fixed address to register (NHS England, 2015), are
not being followed, and homelessness organisations are campaigning to increase GP

awareness of such (Meakin, 2017).

An important finding of this research is that complex referral pathways are particularly
poorly suited to women experiencing homelessness, presenting with mental health
problems alongside experiencing domestic abuse and/or substance misuse. This study
indicates that services are frequently being commissioned and structured to support one
area of need, so often do not accept referrals or are unable to adequately support
women experiencing more than one need. The combination of substance misuse and
mental health problems resulting in a lack of mental health care support is well
documented in mixed-gendered literature (Canavan et al., 2011; Gunner et al., 2019;
Youn et al., 2019), and identified in the scoping review of women only homelessness
research exploring barriers to mental healthcare (Groundswell, 2020a; Kneck et al.,
2021; La Mar, 2021). This study indicates that women are not offered care in line with
NICE (2018) guidelines for Complex Trauma which recommends people are not

excluded from treatment for trauma based solely on comorbid drug or alcohol misuse.

However, this research offers a novel contribution to English research by explicitly
identifying that these complex NHS mental health referral pathways exclude women
experiencing both mental health problems and domestic abuse. The studies in the
scoping review identify high rates of domestic abuse (David et al., 2015; Groundwell,
2020; Huey et al., 2014; Kneck et al., 2021). Kneck and colleauges (2021) Swedish
study indicates that healthcare services are not designed to meet the needs of female
victims of violence; however this is the first study in England exploring mental health
care access to identify that the complexity of NHS referral pathways exclude women
experiencing domestic violence. As an issue which predominantly impacts women
(Wardhaugh, 2012), a feminist perspective may be that such referral pathways and

systems are designed with men’s needs in mind and neglect the needs of women.

A further barrier identified within this subtheme was the denial of mental health services
to women experiencing homelessness with NRPF. This finding supports the

Groundswell (2020a) study identified in the scoping review, which indicated that
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immigration status is a barrier to mental healthcare for women experiencing
homelessness within England. However, combined with other findings within this
research, such as that women have experiencing significant sexual violence, this
research can offer a novel contribution in suggesting that women are not being provided
with the treatment to which they are entitled. NHS guidance stipulates free treatment
should be provided for mental health problems caused by torture, female genital
mutilation, domestic abuse, or sexual violence, regardless of immigration status (Office
of Health Improvement and Disparities, 2021a). The findings from this study, along with
other literature, indicate many women experiencing homelessness experience these
forms of gendered abuse (Christensen et al., 2005; Duke & Searby, 2019; Huey et al.,
2014; Kushel et al., 2003; Lewinson et al., 2014) and consequently experience mental
health problems (Bimpson et al., 2021; McCarthy et al., 2022; Rayburn et al., 2005).

Together, findings from this study and the wider literature suggest mental health
services may be applying NRPF guidance inappropriately by denying women access to
mental health services they are eligible for. Taking an intersectional feminist
perspective, (Crenshaw, 1991), such a finding demonstrates how women experiencing
homelessness experience different barriers to mental healthcare depending on their
immigration status — which is more likely to impact women from racially minoritised
backgrounds. However, findings from this study also indicated women were fearful of
healthcare services due to their immigration status, and so it may not simply be a
question of mental healthcare services operating in isolation to remove barriers, but
recognising how the wider state — including the Home Office — can alienate and
oppress this group of women to create barriers to mental healthcare (JCWI, 2021;
Worthing et al., 2021).

Finally, the NHS operating as stretched gatekeepers creates barriers to women
accessing mental healthcare through only offering crisis support. This study identified
waiting lists for accessing most mental health services as inappropriate for women
experiencing homelessness who often cannot wait due to their changing circumstances.
Waiting lists have been identified as a barrier in previous mixed-gendered research
exploring access to mental healthcare among people experiencing homelessness
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(Brown et al., 2016; Youn et al., 2019). The Groundswell (2020a) study identified in the
scoping review also identified waiting lists as a barrier to mental health care within
London. As has been identified in mixed-gender studies, waiting lists seemed to
contribute to women only accessing mental health support in an emergency, often via
A&E (Christiani et al., 2018; Devine & Bergin, 2020; Hodgson et al., 2014). This study
offers a contribution in indicating that in other regions across England, outside of
London, waiting lists continue to be a barrier to women experiencing homelessness

accessing NHS mental healthcare services.

A further barrier identified within this study is the difference transport can make to
barriers to mental healthcare between rural and urban areas for women experiencing
homelessness — a novel finding this study contributes to the literature not identified in
the scoping review. Findings from this study suggest the reliance on accessing mental
healthcare via A&E is a particularly important barrier in rural areas, due to a lack of
public transport and the frequent need to travel long distances to access support. Such
findings support wider research indicating there are greater barriers to healthcare
access for the general population in rural communities than in urban populations (LGA,
2017). Although there is growing recognition rural communities are experiencing an
increase in homelessness (Jarvis et al., 2020), there is no research on barriers to

healthcare access for the homelessness population in UK rural communities.

4.1.3. NHS Mental Health Services are Unforgiving and Retraumatising

NHS mental health services were characterised as unforgiving and retraumatising
through “inflexible and punitive” practices, a “lack of awareness of gendered trauma”
and “discriminatory and coercive practices”. The retraumatising nature of mental
healthcare can be understood with a feminist understanding of institutional trauma.
Adopting a feminist approach, Thompson (2021) argues in the use of “institutional
betrayal” is a form of institutional trauma used to describe where failures in institutional
processes produce or compound trauma (p.111). The findings from this study would
indicate that the NHS is operating to both produce and compound trauma women have

experienced and thus party to this betrayal.
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One such example of the NHS mental healthcare services producing such betrayal is
the use of “inflexible and punitive” policies which act as a barrier to mental health care
while reproducing socio-political relations of socio-economic status, gender inequality
and racism. Findings from this study indicate women experiencing homelessness are
expected to abide by rigid expectations to receive care, supporting Kneck and
colleagues (2021) study identified in the scoping review, which elucidated how women
are expected to conform to policies rather than the reverse. Such expectations include
the timings and locations of appointments, requiring phones and a fixed address —
which has been identified in mixed gender research in the UK (Bhui et a., 2006; Omerov
et al., 2020) and Kneck and colleagues (2021) study.

Drawing on feminist theory of institutional betrayal, such rigid expectations reproduce
oppressive socio-political relations and — drawing on intersectionality (Crenshaw, 1991)
— disproportionately impacts women experiencing homelessness due to the positions
they occupy. For example, this study indicates the inflexibility in appointment times for is
a particular barrier for women who may be sex working — a finding supporting Kneck
and colleagues (2021) study. Similarly, inflexible expectations were evident for women
who do not speak English and require interpreters but cannot access them through GPs
or mental health services. A lack of interpreters has been identified as a barrier to
healthcare in mixed gender studies in the UK previously (Shelter, 2021). The provision
of interpreters is part of NHS guidance (Office for Health Improvement and Disparities,
2021b) and such findings indicate the NHS is not providing women with the standard of
care expected. These findings indicate that expectations women will conform and fit in
to service provision, reinforce racist patriarchal norms which exclude those who do not
meet these standards — with those further away from those standards facing more

marginalisation, such as women who sex work or do not speak English.

Findings from this study also indicate that a barrier to NHS mental healthcare is
services behaving “putatively” when women do not meet these rigid expectations and
are discharged suddenly from services — a finding supported by the Groundswell (2020)
study identified in the scoping review. Thompson (2020) adopting a feminist perspective
argues that institutions, such as the NHS, reproduce violence which subsequently
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reproduces trauma, and it is important to see the institutional power which makes this
possible. Here, the NHS operates from a position of significant power over the women

to punish and retraumatise women by denying care to those who do not comply.

The “lack of awareness of the impact of gendered trauma” findings can also be
interpreted from Thompson’s (2021) feminist perspective of institutional trauma.
Findings from the study suggest most women seeking mental health support are
predominantly offered medication by mental health services, as found in other mixed-
gendered research with people experiencing homelessness (Brown et al., 2016; Devine
& Bergin., 2020; St Mungo’s 2016) but not previously identified in a study focussed on
women. The use of medication to support people with significant experiences of trauma
does remain controversial due to addictive properties and a lack of evidence base for
some drugs (Read & Moncrieff, 2022). Thompson (2021) argues that this pathologises
trauma and constructs it as an individual pathology, and as such can hide the socio-
political context and power dynamics which often negatively affect the most
marginalised. Indeed, the findings from this study fit with wider patterns of prescribing in
the UK where women and people from lower socioeconomic groups are more likely to
be prescribed psychiatric drugs (NHSBSA Statistics, 2020; Rhodes, 2019; Wise, 2014).
Participants indicated women are offered talking therapies less often than medication,
when offered, therapies are short-term and goal-focused which participants considered
inappropriate given the women’s traumatic histories. La Mar’s (2021) study with women
experiencing homelessness indicates women want to stay with mental health services
for a long time to build meaningful therapeutic relationships in order to benefit from
them. Currently then, from a feminist analysis, English mental health services may be
exerting institutional power over women to pathologise trauma offering medication or

short-term therapies.

Such findings also indicate women may not be accessing appropriate support as stated
in the NICE guidance for Complex Trauma (2018), which only recommends medication
for people who have drug treatment as their preference. This guidance also

recommends longer term therapeutic support, additional sessions to build trust and
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encourages services to consider personal circumstances, specifying housing

circumstances, and how this may impact engagement with treatment.

Furthermore, the “lack of awareness of gendered trauma” extended to how women cope
following traumatic experiences. People who experience trauma can develop adaptive
ways of coping which can be considered unhelpful in different contexts, such as
aggression or anger (Sweeney et al., 2018) or refusing to work with men — both can be
seen as forms of resistance against the patriarchy. Participants described mental health
professionals being punitive when women refused to work with male staff. From a
feminist standpoint, separation from men has been seen as a means of creating safe
spaces which are free from male-defined and male-dominated roles, relationships and
activities and a means of creating solidarity between women (Leathwood, 2004).
Advocates for single-gender service provision have argued the importance of
understanding trauma-responses and providing single gender spaces and gender
informed care (Agenda & AVA, 2017; Department of Health and Social Care, 2018a).
By denying such care, NHS mental health services again operate institutional power
over the women to reproduce trauma and create a barrier to mental healthcare for

women experiencing homelessness.

Findings in this study indicating services are “discriminatory and coercive” further
support Thompson’s (2021) assertion of institutional power retraumatising women rather
than offering them space for recovery. Findings indicated women were offered little
choice and control by mental health services; with examples ranging from referrals
being made without consent to forcible medication use and police detention. Previous
research with the wider population indicates coercion is prevalent within mental health
services, particularly in acute settings (Department of Health and Social Care, 2018b)
and such practices can retraumatise people (Sweeney et al., 2018). As a result, The
Independent Review of the Mental Health Act proposed several recommendations to
improve care and reduce coercion in mental health services which have been
introduced as a government white paper (Department of Health and Social Care, 2018b.
There is little research specifically on women experiencing homelessness and their
experiences of being forcibly detained. However, findings from this study indicate the
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NHS mental health care services can “institutional betray” women through promising

care but offering further retraumatisation through the assertion of coercive power.

4.2. What are the facilitators to women experiencing homelessness in accessing

mental healthcare?

This research supports David and colleagues (2015) research in identifying consistent
facilitators which support women to access mental healthcare. This research indicates
third-sector service-providers offer mental health support by supporting women’s basic
social determinants of mental health, including accommodation, finances, work activities
and relationships. Practical help can also be offered, such as attending appointments
for moral support or dropping women off. This study’s findings suggest mental health
services could make better use of relationships and inter-agency working with third-
sector service providers, given the importance of the support they are offering women.
Many of these facilitators are identified in David and colleagues (2015) study. Service-
providers often highlighted how their relationships prioritised kindness, compassion, and
confidence building — which David and colleagues (2015) advocate for — the kind of
long-term, trusting relationships that are often lacking in mental health services. Such
relationships appear to be less hierarchical than those within mental health services and
appear to empower women, which would be more in line with a feminist approach to
mental health support advocating for the redistribution of power between practitioners

and people using services (Bondi & Burman, 2001).

The subtheme “The Value of Specialist Homelessness Mental Health Services”
captures how specialist teams can facilitate access to mental health support by offering
outreach and meeting women in convenient locations, such as hostels or familiar
community settings. Outreach has been identified as a facilitator for access in previous
mixed gender studies with people experiencing homelessness (Brown et al., 2016;
Canavan et al., 2011) and David and colleagues (2015) study. Participants considered
outreach as giving women a sense of control when meeting mental health
professionals. Recent policies are supporting these more flexible models of working with
the homeless population. The NHS Long Term Plan (NHS, 2019a) dedicates further

funding for homelessness outreach mental health services and the NICE (2022)
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guidance for homelessness promotes outreach mental health work and flexible opening

and appointment times.

Participants considered that specialist mental health teams put more emphasis on
building trusting relationships than generic teams. The importance of being respectful,
consistent, and patient with people experiencing homelessness in mental healthcare is
supported by many previous mixed gendered and women’s studies (Canavan et al.,
2011; Chaturvedi., 2016; David et al., 2015). There is a growing evidence base across
attachment literature and complex trauma research, suggesting trusting relationships
are important in effective therapeutic engagement and mental health recovery (Bucci et
al., 2014; Herman, 2015; Van der Kolk, 2014). The NICE guidance for people
experiencing homelessness (2022) highlights the importance of building relationships
over time, as does La Mar and colleagues (2021) study identified in the scoping review.
Many homelessness services are promoting PIE and Trauma Informed Care, which
emphasise relationships and person-centred psychologically informed care rather than
tightly following protocols such as discharge policies (Keats et al., 2012; Wilton &
Williams, 2019).

Compared to generic mental health teams, specialist homelessness teams were also
appreciated for being better able to cope with the complexity of needs and gendered
trauma women present with. This is interesting as specialist homelessness mental
health services offer support to both men and women. Some studies, and participants
within this study, have suggested that women’s only services would be helpful to offer
this gender informed approach (David et al., 2015; St Mungo’s 2016). It may be that as
specialist services offer outreach into women’s only spaces, they are better able to meet
the women’s needs without having to operate a service dedicated to women.
Regardless of the approach adopted, this research indicates women only provision —
which can be seen as a form of resistance against the patriarchy (Leathwood, 2004) —
would be a useful facilitator for mental health access for women experiencing

homelessness.

Advocates for specialist mental health services argue there are not enough (Bhui et al.,
2006; Devine & Bergin, 2020; Reid & Klee, 1999) and this study suggests outside of
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London, specialist mental health homelessness services are limited. The NHS Long
Term Plan (NHS, 2019a) places a focus on developing these specialist homelessness
mental health services, which is a development supported by findings in this study,

alongside future services considering how to meet women’s needs.

Finally, participants appreciated reflective practice and mental health training provided
by mental health services. Findings from this study and previous international literature
indicate service providers can struggle with vicarious trauma and feeling untrained in
supporting women with their mental health (Burke, 2005; Devine & Bergin, 2020).
Training and reflective practice within this study, and in previous literature was seen as
helpful to manage some of these difficulties as well as supporting women (Ava & Solace
Women'’s Aid, 2018; Breedvelt, 2016). Reflective practice is a key feature of
increasingly popular PIE (Johnson, 2015) and psychology in hostels approaches
(Rhodes, 2016). Reflective practice can also be expanded beyond understanding the
impact of gender on women’s experiences but also used within intersectional framework
to consider how other inequalities and oppression related not just to gender but also to

sexuality, class, race can influence women'’s experiences (Mattsson, 2014).
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4.3. How has COVID-19 impacted on women experiencing homelessness in

accessing mental healthcare?

The scoping review indicates that this is the first study which has explored the impact of
the pandemic on the barriers to mental healthcare access for women experiencing
homelessness in England. As such, many of the findings identified here offer novel

contributions to the literature.

Findings indicates that the NHS as an under-resourced service which does not have
flexibility within the system for the additional stress created by the pandemic.
Participants identified that many of the women they worked with experienced increasing
mental health problems during the pandemic, as initial research has found across the
general population (Moreno et al., 2020). However, participants considered that the
increase in demand for mental healthcare was not reflected in an increase in provision.
Participants described noticing the pandemic creating additional needs on mental health
teams with high levels of staff sick leave or staff shielding, which impacted on the
mental health services’ ability to respond effectively and offer appropriate mental

healthcare to women.

In addition, participants shared that the pandemic had impacted third sector mental
health provision. Participants spoke about often using charities to provide the mental
health support for the women they worked with, either because it is more specialised for
their needs or because they did not want women to have to wait for the NHS. However,
participants shared they had noticed the third sector during the pandemic often closed
their services and were not offering support, meaning they had to refer to NHS services
instead. Ultimately, participants viewed these factors as exacerbating an existing barrier
by creating longer waiting lists for women needing mental health support. While the
impact of the pandemic is being evaluated, initial research indicates the pandemic
creating longer waiting lists for mental health provision for people experiencing

homelessness (Groundswell, 2020c).

The pandemic also appears to have exacerbated the difficulties of accessing support
via the GP. During the pandemic, participants reported longer waiting lists in accessing

GP appointments since the pandemic began. Research suggests during the first
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national lockdown, GP appointments fell to the lowest levels on record, creating a
severe backlog in care, alongside additional pressures of managing the vaccine roll out
(Atkins et al., 2021). As has been discussed, the reliance on GPs for access to mental
health services increases the waiting time for accessing support and contributes to the

‘complex and exclusionary referral pathways”.

However, the introduction of “Everyone In” and the use of COVID hotels was identified
as an important way women could access support on site, without having to go through
such a complex process to access care. Participants with experience in this setting
described primary care and some mental health workers being present on site to offer
immediate support to women if needed without a long waiting list. The inter-agency
support and having a range of professionals in one place was also identified as helpful.
Such findings mirror research noting co-location of services, inter-agency working and
drop in options are helpful models in providing healthcare for people experiencing
homelessness (Brown et al., 2016; David et al.,2015; Hamilton et al., 2012; Youn et al.,
2019).

Participants also highlighted those within hotels were being housed and then offered
support around their accommodation, which was considered by many participants to be
helpful. While this is not a Housing First initiative, in the sense that the principles of this
approach have not been followed, findings from this study support this body of literature
suggesting accommodating people first can be beneficial to then offer additional

services alongside (Housing First Europe, 2022).

Importantly, many GPs and mental health services offered telecare or remote services
following the onset of the pandemic (Hutchings, 2020). Participants described the
introduction of digital care as creating a barrier for many of the women they work with
and described services as inflexible in providing alternative face to face provision. A
finding supported by Adam and colleagues (2022) mixed gendered research.
Participants described speaking over the phone or on video calls as a barrier to
communication, especially for women with English as a second language or those with
experiences of abuse, which make it difficult to form relationships remotely. In addition,

digital provision requires women to have access to phones, laptops, phone data or an
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internet connection, which some women cannot afford, or struggle to access
consistently. Such findings support existing research demonstrating how people
experiencing homeless can be excluded from digital healthcare due to privacy
problems, poor literacy, or poor access to technology (Dorney-Smith & Gill, 2021;
FEANTSA, 2021; Groundswell, 2020b). Drawing on intersectional feminism, the findings
also indicate the pandemic had a greater impact on more marginalised women, such as
those unable to access technology or requiring face to face communication due to

speaking limited English.

Alongside exacerbating barriers, the pandemic also limited access to facilitators of
mental healthcare access. Participants described that they were unable to drive women
to appointments due to social distancing rules, which meant transportation to mental
health appointments became more difficult for women. In addition, participants shared
that before the pandemic they would often attend appointments with the women and

help them communicate or advocate for their needs, including in A&E.

This is the first piece of research, identified within the literature review, to explore the
impact of the pandemic on barriers to mental healthcare for women experiencing
homelessness. Overall, while COVID hotels may have had a limited positive impact, the
COVID-19 pandemic resulted in several new barriers to mental healthcare access,
exacerbated many of the existing barriers and reduced some of the facilitators that were

present before the pandemic.
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4.4. Critical Review and Reflections

4.4.1. Reflexivity
Reflexivity is considered an important part of the process of qualitative research (Willig,
2013) and central to reflexive TA (Braun & Clarke, 2022). Willig (2013) outlines two

forms of reflexivity: personal and epistemological.

4.4.1.1. Personal Reflexivity

Throughout this study | have sought to reflect on how my own values, assumptions,
experiences, and social identities have shaped the research (Braun & Clarke, 2013;
Braun & Clarke, 2022; Willig, 2013). | have recognised my role as an active participant
in the research (Braun & Clarke, 2022) and made use of journaling in my reflective log
and speaking with my supervisor and colleagues to remain curious and hold a reflexive

stance.

| have sought to reflect on my identity throughout the research process and wondered if
my identity as a woman likely shaped the research questions and attracted me to a
project exploring women’s access to services. This aspect of my identity, and perhaps
being more attuned to gender discrimination because of it, also likely impacted how |
generated data collection and the themes within the analysis process — for example,

noticing aspects of gendered trauma.

My identity as a white woman may have meant that racially minoritised participants felt
less able discuss how race and gender can intersect during the interviews. My identity
as a cisgender woman, may also have impacted the research and meant that
opportunities to look beyond the gender binary were missed — for example failing to

probe interviewees when discussing gender in binary terms.

| may also have overlooked other opportunities to probe interviewees when discussing
aspects of marginalisation, | do not experience, which may mean other aspects of
intersectionality have been missed. During analysis at the stages of coding and theme
development, | may have neglected how intersecting identities | do not occupy impact
barriers to care. Women may therefore be viewed as a homogenous group in the

analysis rather than intersections being addressed sufficiently.
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| have also reflected on not having lived experience of homelessness and the
implications of this in how | have constructed research questions, interview schedules
and the analysis. Participatory research methods are increasingly recognised as
important within homelessness research (e.g Groundswell, 2020a) and | am aware that
by researching women experiencing homelessness, without involving women

themselves, | may be contributing to practices which disempower.

My reservations about medical models of mental health (Engel, 1977; Read & Moncrieff,
2022) and appreciation for social determinants (Allen et al., 2014) may also have
shaped the construction of my themes. Throughout this research process and during
interviews with participants, | have been aware of a dissonance in my mind between
wanting to increase accessibility to mental health services, but also being unsure about
how helpful medicalising mental health services can be. It has been helpful to reflect on
and be transparent with my supervisor when constructing themes to notice and reflect

on these assumptions and beliefs.
4.4.1.2. Epistemological Reflexivity

Epistemological reflexivity requires reflecting on the assumptions about the world and
how knowledge is created during the research, which can be helpful for considering
implications of the research findings (Willig, 2013). | adopted a critical realist
perspective — recognising there is a reality but there may be different perspectives of it
(Archer et al., 2016; Maxwell, 2012).

Inherent within the research questions are ontological assumptions, for example: the
definition of homelessness; that mental health exists; the NHS should be offering mental
healthcare to women experiencing homelessness; women should be able to access
NHS care; and there are barriers and facilitators to accessing such care. These
assumptions have been framed by my status as an NHS professional and the wider
social and political context which positions the NHS as a service available to all. Such
assumptions impact how the study has been conducted and the findings which have
been produced. | am aware that a researcher approaching this topic from a different
position, perhaps outside of the NHS, may have asked different questions from a

different ontological position.
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Epistemologically, | have assumed service-providers can transparently communicate
their context dependent perspectives which may not reflect the “true” barriers and
facilitators to mental healthcare access experienced by women (Willig, 2019).
Interviewing women experiencing homelessness themselves would have likely
generated different perspectives on such barriers and facilitators. The NHS is promoting
the voices and perspectives of people using services (Department of Health, 2012) and
homelessness organisations emphasise the importance of involving and listening to
those with lived experience (Groundswell, 2022; St Mungo’s, 2017a). It is important to
recognise the knowledge created here is formed from service-provider context and

experiences.

Epistemological reflexivity also considers methodology. The choice of a qualitative study
and TA will have influenced the findings. |, as a lone researcher, have become familiar
with the data and a different researcher is likely to have constructed different themes
from the data. While this is accepted within reflexive TA and not considered a limitation

(Braun & Clarke, 2022), it is important to hold in mind when considering implications.

4.4.2. Quality of the Research

Generic principles for qualitative research, such as having a secondary coder, utilising a

coding framework, or triangulating data, are not appropriate with a critical realist
epistemology and the analytic approach of reflexive TA (Braun & Clarke, 2022). This
study utilised Braun and Clarke’s (2022) 15-point checklist for good reflexive TA which
outlines quality standards across the process from transcription to writing the research
report. To select a few from the checklist: data were transcribed at a detailed level and
checked against the transcripts; the coding process was thorough; themes were
checked against coded transcripts and the original dataset; the ontological and
epistemological positions have been considered throughout; and the extracts selected

evidence the analytic claims.

Although the necessity for using generic quality measures for TA are debated (Braun &
Clarke, 2022), this study also considered the four criteria identified by Lincoln and Guba
(1985) to reflect on the quality of the research. Research is credible when there is
confidence in the truth of the findings, given the context in which it was conducted, and
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when readers with similar experiences can recognise the findings of the data (Lincoln &
Guba,1985; Johnson, & Rasulova, 2016; Sandelowski, 1986) To meet the credibility
criteria, there was prolonged engagement with the transcripts, with data analysis taking
place over four months to avoid pre-closure of the analysis and allow time to check
preliminary findings against the interviews (Braun & Clarke, 2022). Provisional themes
were also discussed with peers engaged in homelessness research. Furthermore, the
research findings were presented at an annual homelessness conference and the
findings were recognised as representative of experiences of those working within the
field.

Transferability is the extent to which findings are relevant to another context (Nowell et
al., 2017). This project has purposefully sampled across a range of homelessness
services and provided detailed descriptive information of the participants and their
settings (Johnson & Rasulova, 2016). While the epistemology posits that it would be
difficult to transfer findings completely, the response at the homelessness conference

indicates that the findings do resonate with other third-sector service-providers.

Dependability is the consistency and traceability of the research process (Lincoln &
Guba, 1985). The methodology is clearly outlined and documented (Krefting, 1991),
including an example of a coded transcript in the appendix (Appendix I). To reach
confirmability, | have demonstrated that findings are derived from the data (Nowell et al.,
2017) and clearly outlined the reasons for methodological and analytic decisions
throughout the research process. A reflexive log has also been utilised to think about

why decisions were made.

4.4.3. Limitations of the Study

This study recruited third sector providers to understand barriers and facilitators to

women experiencing homelessness. While the advantages of this have been described,
this sample is also a limitation in they are one step removed from the women’s direct

experiences of mental health services.

Furthermore, this sample, and the findings constructed, may not be reflective of women

experiencing some forms of “invisible” homelessness, such as women sofa-surfing or
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remaining in abusive relationships. Most participants were service providers from the
homelessness sector, working in hostels or housing first services. Many women
experiencing “invisible homelessness” do not access homelessness services (Bimpson
et al., 2021; Bretherton & Mayock, 2021). Despite contacting services supporting
women experiencing domestic abuse and explaining the inclusion criteria, these
services were less likely to respond to participate. One response from a domestic abuse
service stated that the service did not support women experiencing homelessness —
despite providing temporary accommodation to women fleeing abuse. The use of the
word “homeless” on recruitment materials may therefore have limited access to service-

providers working with women experiencing more invisible forms of homelessness.

As a result of this, many of the participants were from services who supported “single
women” or women who did not have their children with them. Mothers with their children
experiencing homelessness are believed to be a large proportion of the homelessness
population and may experience separate barriers to mental healthcare access which

need to be further explored.

The sample recruited was predominantly white female. In more rural areas, participants
identified that most women supported were white, whereas in London, participants
identified that they supported women from many racial backgrounds, both reflective of
the local populations. The researcher did attempt to recruit from services set up to
support women from racially minoritised backgrounds to capture a broader range of
experiences; however, service providers from the services contacted did not respond or
decided not to participate. It was notable that the impact of racism was most often
discussed when speaking to racially minoritised participants. Given the recruitment and
the researcher being white, the more nuanced understandings of racism and the
impacts of race on healthcare access may have been lost when probing in interviews

and also when analysing transcripts.

The impact of race is likely to be an important consideration with many women
considered NRPF and homelessness as a consequence, more likely to be racially
minoritised (Women and Equalities Committee, 2020). In addition, the barriers to mental

healthcare access among racially minoritised people is well documented (Bignall et al.,
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2019; Kapadia et al., 2022; NHS England, 2020). The study could have benefitted from
purposive sampling to interview a certain number of participants from minoritised
backgrounds as done in Bhui and colleagues’ study (2006). The interview schedule

could also have included additional prompts to consider race.

Similarly, other intersecting identities and demographics, such as sexuality and
disability, were not explored in detail within this study which may be an avenue for

future research.

4.4 4. Strengths of the Study

This study is the first study in England to explore barriers and facilitators to mental

healthcare for women experiencing homelessness and so this study offers a novel
contribution to this limited knowledge base. This study demonstrates numerous barriers
to accessing healthcare with clear implications for how services can be improved for a
population who struggles to access appropriate support. By exploring facilitators and
what is already working well, this study also suggests areas of improvement for services

to better deliver support.

There was also a good level of engagement and interest in the relevance of the study,
with fifteen service-providers from across different regions in England choosing to
participate in the research. Service-providers were also from different homelessness

services providing perspectives from services across the sector.

The findings of this research study are also timely. There is increasing focus on
women’s homelessness as demonstrated by recent research (Bretherton & Mayock,
2021; La Mar, 2021; Milaney et al., 2020). Healthcare for the homeless population is
also in recent focus with the publication of the NICE guidance in March 2022. Thus, the

implications of this research can contribute to ongoing conversations within the field.
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4.5 Implications

4.5.1. Preventing and Responding to Gendered Abuse

The findings of this research indicate the need to take a longitudinal approach to
understanding the barriers women face to accessing mental healthcare. The “Double
impact of Gendered Trauma” across a woman'’s lifespan appears to enhance mental
health problems and prevent access to mental healthcare gives rise to implications to

prevent such abuse from happening in the first place.

Change at the societal level is needed to prevent and minimise the harm caused by
abuse such as domestic or sexual violence. The recent introduction of the Domestic
Abuse Act (2021) indicates political will to support victims and offers new legal
safeguards; however, it has been critiqued for not offering migrant women the same
protections around housing provision (Women'’s Aid, 2021a). In terms of sexual
violence, the proportion of women experiencing abuse remains high, while conviction
rates for sexual abuse and rape remain low (BBC, 2022). The government has released
a Government Strategy for Tackling Violence Against Women and Girls (HM
Government, 2021b) which seeks to prevent women experiencing violence. However,
the strategy has been criticised for being separated from the strategy for domestic
abuse and being inadequately funded (Women’s Aid, 2021b). While the findings from
this research cannot suggest implications for how to prevent violence, it does indicate
the importance of violence reduction for women’s mental health and risk of

homelessness.

Mental health services also need to improve how they respond to women experiencing
homelessness and gendered abuse. As has been elucidated in the “Gendered Trauma”
theme, domestic abuse presents unique challenges to mental health services. This
study supports previous research (Bretherton & Mayock, 2021) indicating public
services need to be able to understand and offer better provision to women
experiencing homelessness alongside domestic abuse and additional needs. Mental
health services could be better placed to identify “partner intrusion tactics” (Rodriguez et
al., 2009) and work with partner organisations to support women rather than discharging
them.
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Findings from this study also suggest women experiencing homelessness struggle to
access mental health support for trauma in line with NICE (2018) guidance. While such
guidance is not adapted for women experiencing homelessness, adopting the guidance
could go some way to helping women access the support they need. The guidance
recommends longer term therapeutic support with medication for those with a
preference for it, rather than a primary treatment, as well as encouraging clinicians to

consider housing and how people will engage with services as a result.

Findings indicate mental health services should aim to offer trauma informed services
which do not retraumatise (SAMHSA, 2014). Findings from this study indicate attention
needs to be paid to mental health service design across the journey from referral to
assessment, through to treatment and discharge, to consider the impact on women who
have experienced gendered trauma. For example, offering longer assessment periods
to build rapport, meeting in informal comfortable settings and attuning to power
dynamics throughout. Findings suggest reframing difficult or aggressive behaviour as
responses to trauma and considering updating discharge and behaviour management
policies as a result. Different models of trauma informed care exist and are being
promoted within mental health services (Sweeney et al., 2016; Sweeney et al., 2018;
Wilton & Williams, 2019) and could be considered. Specialist homelessness mental
health teams appear to be guided by trauma informed principles; however, there are

implications for generic mental health teams also adopting similar approaches.

Within some trusts, such as Camden and Islington NHS Mental Health Trust, there is a
move away from traditional CMHT models to a pilot integrated community teams from
health, social care, and the voluntary sector. Neighbourhood Mental Health Services
which offer integrated and holistic forms of care across services. Teams include
community workers, occupational therapists, peer workers, population health nurses,
psychologists, social workers and specialist doctors and nurses (CANDI, 2021).
Alongside healthcare, the team hopes to support with housing, employment and
managing finances. The findings of this research suggest that integrated working should

also include domestic abuse workers as well as housing representatives.
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The use of coercion within mental health services could also be reviewed, considering
the gendered trauma women experiencing homelessness have faced. The Independent
Review of the Mental Health Act (2018) highlighted how mental health services can
retraumatise and has advocated for a greater choice and control, especially around
detention, treatment, and the use of medication (Department of Health and Social Care,
2018b). The report is yet to be implemented although the Reforming the Mental Health
Act White Paper was published in August 2021. The findings from this study support
such changes to coercive mental health practices, and the impact of future changes in

legislation will need to be evaluated.

Findings also indicate the need for more training across mental health services on the
legal rights of migrants with NRPF who have experienced gendered trauma. This
research indicates many women with NRPF are unable to access mental healthcare
due to their immigration status. However, given many of these women are likely to have
developed mental health problems because of gendered trauma, these women are
eligible for support. Improved awareness of legal rights and screening for domestic
abuse and gendered violence within mental health services is likely to ensure these
women are better able to access the support they need. The importance of providing
interpreters for migrants is also emphasised within the NICE guidance and supported by

the findings in this research.

4.5.2. Improving Awareness of the Impact of Child Removal

There are further implications for women who have had children removed by social
care. This research indicates women experiencing homelessness struggle with their
mental health following child removal. Findings from this study support good practice
guidance for state intervention at childbirth which advocate for trauma informed practice
(Mason et al., 2022).

For mental health services, there is already a need to improve the awareness of the
impact of child removal in terms of longstanding grief and a need to improve access to
care (Broadhurst et al., 2017). Women experiencing homelessness are at further
disadvantage in accessing such services due to their housing status. Perinatal mental
health services may be well placed to support women as the services work in a gender
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informed way and support women through childbirth and loss. The NHS Long Term
Plan (2019a) also commits to expanding access to such services. Generic mental
health services, perhaps through homelessness leads, also need to be aware of the

impact of child loss for this population.

There also needs to be greater specialist support to help women. Currently the only
scheme with significant government funding available to support women following child
removal is the Pause programme (Department for Education, 2017). However, the
government has not made support post-removal a statutory obligation (Broadhurst et
al., 2017). Pause is not available in every local authority and has been criticised for
requiring women to be on contraception to receive support (Tickle, 2017). This
programme is also not specifically designed to support women experiencing
homelessness so is likely to require adaptation such as more outreach and flexible

working to support the homeless population.

4.5.3. NICE guidance for Integrated Health and Social Care for People Experiencing

Homelessness (2022)

Many of the implications for mental health services suggested by the findings in this
research support the recently published NICE (2022) guidance for homelessness, which
promotes health services adapting to the needs of people experiencing homelessness.
Recommendations include self-referral and open-door options, rather than relying on
GPs or other referrers; meeting expressed needs immediately, without waits, to
encourage longer term engagement; more outreach services; flexible opening and
appointment times; one-stop shops with multiple services available on site; and flexible
discharge policies. The importance of relationships within healthcare is also stressed by
the NICE guidance. Several recommendations are likely to improve relationship
engagement such as offering to meet people in informal settings and providing
consistent healthcare professionals as well as building a relationship over time with the
person. The guidance also stresses the importance of reflective practice when working
with people experiencing homelessness. Such recommendations are likely to go some
way to removing the barriers identified in accessing mental healthcare identified within

this study.
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The findings of this research also support the NICE guidance recommendations for
more specialist homelessness health services. Specialist mental health services were
valued by participants for supporting women directly and having an awareness of
homelessness and gendered violence. Some mental health provision was offered in-
house although some mental health services offered outreach - the difference in
outcomes according to each provision needs to be evaluated. Where specialist teams
are not practicable, the guidance recommends generic services create Homelessness
Leads to liaise with other services and provide support to team members on how best to
support those experiencing homelessness. Findings from this study indicate that Leads
will also need to ensure they are aware of the role of gendered violence and trauma in
women’s experiences of homelessness and have good knowledge of how to support
women who have experienced gender-based violence. Knowledge of domestic abuse is
not named within the NICE guidance for Leads and future editions could do to mention

this explicitly.

The guidance also recommends services consider the specific needs of women
experiencing homelessness. It recommends services ask if the person has any children
or dependents and how this is likely to affect their needs, and promotes services liaising
with domestic abuse services, as required. However, gender is not a focus of the
guidance and can easily be overlooked. For example, when discussing the “wrap
around support” homelessness MDTs should offer, support for domestic abuse is not
mentioned, despite being a large need for women experiencing homelessness. Future
guidance may benefit from having specific recommendations for working with women
experiencing homelessness and considering gendered abuse and trauma

systematically throughout.

4.5.4, Preventing and Resolving Women’s Homelessness

Findings from this research highlight the detrimental role homelessness has on
women’s mental health and the need to prevent it occurring. Public organisations need
to ensure they are correctly implementing The Homelessness Reduction Act (2017) to
meet the prevention duties. Professionals need to be adequately trained to identify

people at risk of homelessness (Homelessness Link, 2018). Many professional bodies
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have called on the government to provide mandatory training resources to staff (Royal
College of Physicians, 2019) and some have produced their own guidance, such as the
Guidance for Midwives on the Homelessness Reduction Act (2019a). The findings from
this research indicate that such resources should explain how women’s homelessness
can present differently; perhaps by naming forms of homelessness which professionals
may not immediately recognise, such as women experiencing domestic abuse or

“survival sex”.

This research also adds further weight to the role domestic abuse plays in contributing
to women’s homelessness. Piloting more initiatives which rehouse perpetrators while
women remain at home, if it is safe to do so, may help reduce women’s homelessness
(Bimpson et al., 2021; Clarke & Wydall, 2013). Collecting gender-segregated data
would also be helpful to better understand and respond to women’s homelessness
(Bimpson et al., 2021). The introduction of the Domestic Abuse Act (2021), when

implemented, may also reduce women’s homelessness and will need to be evaluated.

4.5.5. Implications for Future Research

Future research could evaluate how effective training is in improving professional
understanding of the needs of women experiencing homelessness. This could include
broadening professionals’ understanding of homelessness from rough sleeping to
include forms of invisible homelessness more likely to impact women; improving
knowledge of women’s rights to access services if they have experienced domestic
abuse while having NRPF; and improving knowledge of the impact of child removal on

women who have experienced homelessness.

Studies in the future could explore barriers and facilitators to mental healthcare for
mothers, racially minoritised women or LGBT women specifically. These women are
likely to experience additional barriers to mental healthcare access due to their
intersecting needs. People experiencing homelessness in rural areas may experience

additional barriers when accessing mental healthcare which could be further explored.

Further research is needed to evaluate the impact of specialist mental health teams and

the different models of mental healthcare available. Some teams offer outreach services
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as part of specialist homelessness MDTs, while other forms of mental healthcare
involve psychologists operating inhouse within hostels. While initial research indicates
both models can have positive outcomes (Rhodes, 2016; Tischler et al., 2002) further

research would be helpful to understand the benefits of each.

It may be helpful to evaluate the impact of recent legislative and policy changes. For
example, the source of referrals, waiting times, location of appointments and housing
status of service-users could be audited within mental health services to see if the NICE
guidance for homelessness is being implemented (2022). The Homelessness Reduction
Act (2017) and Domestic Abuse Act (2021) could be evaluated by exploring the number
of women declared intentionally homeless following domestic abuse. Such studies
would be helpful to see how emerging guidance is shaping women’s experiences of

homelessness.
4.6 Conclusions

The scoping review indicates that this is the first study which has explored the impact of
the pandemic on the barriers to mental healthcare access women experiencing
homelessness in the UK and as such is the first to highlight how gendered abuse —
including domestic abuse and coercive control — acts as a barrier to English NHS
mental healthcare access among women experiencing homelessness. The findings of
this study build on previous international research to highlight the importance of
considering gendered abuse and trauma when supporting women experiencing

homelessness in accessing mental healthcare.

This study suggests adopting a longitudinal and joined up approach to barriers and
facilitators to women’s mental healthcare, recognising how trauma from across women’s
lives can intersect and compound to create barriers to mental healthcare access in the
present. To truly attempt to break down such barriers, a systemic approach beyond
mental health services is needed to integrate support for women’s homelessness,
domestic and sexual violence and child-loss through social care. This research then

joins growing calls to consider women’s homelessness alongside domestic abuse.
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However, the findings also suggest mental health services can act in the shorter term to
reduce barriers and build on existing facilitators. Trauma informed care, more informal,
flexible, compassionate services and specialist homelessness mental health services
could enhance women’s access to mental healthcare. Such mental healthcare would
focus on relationships with women experiencing homelessness, as well as liaising with
and supporting third-sector staff within the homelessness sector. All the while, holding in

mind the importance of gendered needs.

Such changes require funding and findings from this study indicate NHS mental health
services are currently underfunded, overwhelmed and unable to provide the thoughtful
and relational care required. There are many positive policy and legislative
developments as well as financial commitments being pledged; however more needs to

be done to specifically consider women experiencing homeless.

“Our women are warriors and survivors, but they do get angry [...] but scratch the
surface and you have an amazing woman who is just in a lot of pain and | think
you know, it is professionals, particularly from the mental health service, sort of

looking beyond that a little bit.”

(Participant 2).

125



5. REFERENCES

Adams, E. A., Parker, J., Jablonski, T., Kennedy, J., Tasker, F., Hunter, D., Denham, K.,
Smiles, C., Muir, C., O’'Donnell, A., Widnall, E., Dotsikas, K., Kaner, E., & Ramsay, S. E.
(2022). A Qualitative Study Exploring Access to Mental Health and Substance Use
Support among Individuals Experiencing Homelessness during COVID-19. International
Journal of Environmental Research and Public Health, 19(6), 3459.
https://doi.org/10.3390/ijerph19063459

AKT. (2014). LGBT Youth Homelessness: A UK National Scoping of Cause, Prevalence,
Response And Outcome. AKT.

https://www.basw.co.uk/system/files/resources/basw 31219-10 0.pdf

Allen, J., Balfour, R., Bell, R., & Marmot, M. (2014). Social determinants of mental health.
International Review of Psychiatry, 26(4), 392—407.
https://doi.org/10.3109/09540261.2014.928270

Alvarez, A. S., Pagani, M., & Meucci, P. (2012). The clinical application of the
biopsychosocial model in mental health: A research critique. American Journal of
Physical Medicine & Rehabilitation, 91(13), 173-180
https://doi.org/10.1097/PHM.0b013e31823d54be

Ando, H., Cousins, R., & Young, C. (2014). Achieving saturation in thematic analysis:
Development and refinement of a codebook. Comprehensive Psychology, 3.
https://doi.org/10.2466/03.CP.3.4

Arangua, L., Andersen, R., & Gelberg, L. (2005). The health circumstances of homeless
women in the United States. International Journal of Mental Health, 34(2), 62—-92.
https://psycnet.apa.org/record/2006-07867-005

Archer, M., Decoteau, C., Gorski, P., Little, D., Porpora, D., Rutzou, T., Smith, C., Steinmetz,
G., & Vandenberghe, F. (2020, October 30). What is Critical Realism? Theory Section.
http://www.asatheory.org/2/post/2016/12/what-is-critical-realism.html

126


https://doi.org/10.3109/09540261.2014.928270
https://doi.org/10.1097/PHM.0b013e31823d54be
https://doi.org/10.2466/03.CP.3.4
https://psycnet.apa.org/record/2006-07867-005
http://www.asatheory.org/2/post/2016/12/what-is-critical-realism.html

Arksey, H., & O’Malley, L. (2005). Scoping studies: Towards a methodological framework.
International Journal of Social Research Methodology, 8(1), 19-32.
https://doi.org/10.1080/1364557032000119616

Atkins, G., Kavanagh, A., Shepheard, M., Pope, T., Tetlow, G. (2021, October 11).
Performance Tracker 2021: Assessing the cost of Covid in public services. The Institute

for Government. https://www.instituteforgovernment.org.uk/publication/performance-

tracker-2021/general-practice

Austin, J. (2021). Nowhere to turn: Findings from the fifth year of the No Woman Turned
Away Project. Women’s Aid. https://www.womensaid.org.uk/wp-
content/uploads/2021/09/Nowhere-to-Turn-2021.pdf

AVA, & Solace Women’s Aid. (2017). An evaluation of the Refuge Access for All Project:
Creating a Psychologically Informed Environment in Solace Women’s Aid services
across five London Boroughs.
https://www.solacewomensaid.org/sites/default/files/2018-
05/Peace%200f%20Mind%20Summary%20Report.pdf

Baker, C. K., Billhardt, K. A., Warren, J., Rollins, C., & Glass, N. E. (2010). Domestic
violence, housing instability, and homelessness: A review of housing policies and
program practices for meeting the needs of survivors. Aggression and Violent Behavior,
15(6), 430—-439. https://doi.org/10.1016/j.avb.2010.07.005

Bannister, R. (2021). Underfunded mental healthcare in the NHS: The cycle of preventable
distress continues. BMJ, 375, 2706. https://doi.org/10.1136/bmj.n2706

Barbu, S., Perez Barranco, S., & Mozer, G. (2020). FEANTSA Report: Homelessness
among migrant women in the EU. FEANTSA.
https://www.feantsa.org/public/user/Resources/News/Homelessness_ Among_Migrant
Women_in_the EU_(final).pdf

Barton, C., & Wilson, W. (2020). Statutory Homelessness in England. House of Commons
Library. https://commonslibrary.parliament.uk/research-briefings/sn01164/

127


https://www.instituteforgovernment.org.uk/publication/performance-tracker-2021/general-practice
https://www.instituteforgovernment.org.uk/publication/performance-tracker-2021/general-practice
https://www.womensaid.org.uk/wp-content/uploads/2021/09/Nowhere-to-Turn-2021.pdf
https://www.womensaid.org.uk/wp-content/uploads/2021/09/Nowhere-to-Turn-2021.pdf
https://www.solacewomensaid.org/sites/default/files/2018-05/Peace%20of%20Mind%20Summary%20Report.pdf
https://www.solacewomensaid.org/sites/default/files/2018-05/Peace%20of%20Mind%20Summary%20Report.pdf
https://doi.org/10.1016/j.avb.2010.07.005
https://doi.org/10.1136/bmj.n2706
https://www.feantsa.org/public/user/Resources/News/Homelessness_Among_Migrant_Women_in_the_EU_(final).pdf
https://www.feantsa.org/public/user/Resources/News/Homelessness_Among_Migrant_Women_in_the_EU_(final).pdf
https://commonslibrary.parliament.uk/research-briefings/sn01164/

Bassuk, E. L. (1993). Homeless women- Economic and social issues: Introduction.
American Journal of Orthopsychiatry, 63(3), 337-339. https://doi.org/10.1037/h0085033

Bassuk, E. L., & Beardslee, W. R. (2014). Depression in homeless mothers: Addressing an
unrecognized public health issue. The American Journal of Orthopsychiatry, 84(1), 73—
81. https://doi.org/10.1037/h0098949

Bassuk, E. L., Weinreb, L. F., Buckner, J. C., Browne, A., Salomon, A., & Bassuk, S. S.
(1996). The characteristics and needs of sheltered homeless and low-income housed
mothers. JAMA, 276(8), 640-646.

BBC. (2022, April 12). Why do so few rape cases go to court? BBC News.
https://www.bbc.com/news/uk-48095118

Bennett, F. (2015). The Impact of Austerity on Women. Social Policy Association.

http://www.social-policy.org.uk/wordpress/wp-content/uploads/2015/04/IDOW-

Complete-text-4-online secured-compressed.pdf

Bhui, K., Shanahan, L., & Harding, G. (2006). Homelessness and Mental lliness: A Literature
Review and a Qualitative Study of Perceptions of the Adequacy of Care. International
Journal of Social Psychiatry, 52(2), 152—-165.
https://doi.org/10.1177/0020764006062096

Bignall, T., Jeraj, S., Helsby, E., & Butt, J. (2019). Racial disparities in mental health:
Literature and evidence review. Race Equality Foundation.

https://raceequalityfoundation.org.uk/wp-content/uploads/2020/03/mental-health-report-
v5-2.pdf

Bimpson, E. (2018). An evaluation of Basis Yorkshire’s Housing First pilot. Leeds Social
Science Institute. https://basisyorkshire.org.uk/wp-content/uploads/2018/06/Basis-
Housing-First-Final-Report-March-2018.pdf

Bimpson, E., Green, H., & Reeve, K. (2021). Women, homelessness and violence: What
works? Centre for Homelessness Impact. https://assets-global.website-
files.com/59f07e67422cdf0001904¢c14/61017dbd205aeb5f3bdd366b CFHI WOMEN R
EPORT V03.pdf

128


https://doi.org/10.1037/h0085033
https://doi.org/10.1037/h0098949
https://www.bbc.com/news/uk-48095118
http://www.social-policy.org.uk/wordpress/wp-content/uploads/2015/04/IDOW-Complete-text-4-online_secured-compressed.pdf
http://www.social-policy.org.uk/wordpress/wp-content/uploads/2015/04/IDOW-Complete-text-4-online_secured-compressed.pdf
https://doi.org/10.1177/0020764006062096
https://raceequalityfoundation.org.uk/wp-content/uploads/2020/03/mental-health-report-v5-2.pdf
https://raceequalityfoundation.org.uk/wp-content/uploads/2020/03/mental-health-report-v5-2.pdf
https://basisyorkshire.org.uk/wp-content/uploads/2018/06/Basis-Housing-First-Final-Report-March-2018.pdf
https://basisyorkshire.org.uk/wp-content/uploads/2018/06/Basis-Housing-First-Final-Report-March-2018.pdf
https://assets-global.website-files.com/59f07e67422cdf0001904c14/61017dbd205aeb5f3bdd366b_CFHI_WOMEN_REPORT_V03.pdf
https://assets-global.website-files.com/59f07e67422cdf0001904c14/61017dbd205aeb5f3bdd366b_CFHI_WOMEN_REPORT_V03.pdf
https://assets-global.website-files.com/59f07e67422cdf0001904c14/61017dbd205aeb5f3bdd366b_CFHI_WOMEN_REPORT_V03.pdf

Black, E. B., Fedyszyn, I. E., Mildred, H., Perkin, R., Lough, R., Brann, P., & Ritter, C.
(2018). Homeless youth: Barriers and facilitators for service referrals. Evaluation and
Program Planning, 68, 7-12. https://doi.org/10.1016/j.evalprogplan.2018.02.009

Bondi, L., & Burman, E. (2001). Women and Mental Health A Feminist Review. Feminist
Review, 68(1), 6—33. https://doi.org/10.1080/01417780122133

Boobis, S., & Albanese, F. (2020). The impact of COVID-19 on people facing homelessness
and service provision across Great Britain. Crisis.

https://www.crisis.org.uk/media/244285/the impact of covid19 on people facing hom

elessness and service provision across gb 2020.pdf

Boobis, S., Jacob, R., & Sanders, B. (2019). A HOME FOR ALL: UNDERSTANDING
MIGRANT HOMELESSNESS IN GREAT BRITAIN. Crisis.

https://www.crisis.org.uk/media/241452/a home for all understanding migrant homel

essness in great britain 2019.pdf

Bramley, G., & Fitzpatrick, S. (2018). Homelessness in the UK: Who is most at risk?
Housing Studies, 33(1), 96—116. https://doi.org/10.1080/02673037.2017.1344957

Braun, V., & Clarke, V. (2006). Using thematic analysis in psychology. Qualitative Research
in Psychology, 3(2), 77-101. https://doi.org/10.1191/1478088706qp0630a

Braun, V., & Clarke, V. (2013). Successful Qualitative Research: A Practical Guide for
Beginners. SAGE Publications Ltd.

Braun, V., & Clarke, V. (2021a). Can | use TA? Should | use TA? Should | not use TA?
Comparing reflexive thematic analysis and other pattern-based qualitative analytic
approaches. Counselling and Psychotherapy Research, 21(1), 37-47.
https://doi.org/10.1002/capr.12360

Braun, V., & Clarke, V. (March 4, 2021b). To saturate or not to saturate? Questioning data
saturation as a useful concept for thematic analysis and sample-size rationales.
Qualitative Research in Sport, Exercise and Health, 13(2), 201-216.
https://doi.org/10.1080/2159676X.2019.1704846

129


https://doi.org/10.1016/j.evalprogplan.2018.02.009
https://www.crisis.org.uk/media/244285/the_impact_of_covid19_on_people_facing_homelessness_and_service_provision_across_gb_2020.pdf
https://www.crisis.org.uk/media/244285/the_impact_of_covid19_on_people_facing_homelessness_and_service_provision_across_gb_2020.pdf
https://www.crisis.org.uk/media/241452/a_home_for_all_understanding_migrant_homelessness_in_great_britain_2019.pdf
https://www.crisis.org.uk/media/241452/a_home_for_all_understanding_migrant_homelessness_in_great_britain_2019.pdf
https://doi.org/10.1080/02673037.2017.1344957
https://doi.org/10.1191/1478088706qp063oa
https://doi.org/10.1002/capr.12360
https://doi.org/10.1080/2159676X.2019.1704846

Braun, V., & Clarke, V. (2021c). One size fits all? What counts as quality practice in
(reflexive) thematic analysis? Qualitative Research in Psychology, 18(3), 328-352.
https://doi.org/10.1080/14780887.2020.1769238

Breedvelt, J. (2016).Psychologically Informed Environments: A Literature Review. Mental

Health Foundation: London. https://www.mentalhealth.org.uk/sites/default/files/pies-

literature-review.pdf

Bretherton, J., & Mayock, P. (2021). Women’s Homelessness: European Evidence Review.

FEANTSA. https://www.feantsa.org/en/report/2021/04/01/womens-homelessness-

european-evidence-review?bcParent=27

Bretherton, J., & Pleace, N. (2018, October 30). Women and Rough Sleeping: A Critical
Review of Current Research and Methodology University of York.
https://eprints.whiterose.ac.uk/138075/

Broadhurst, K., Mason, C., Bedston, S., Alrouh, B., Morriss, L., McQuarrie, T., Palmer, M.,
Shaw, M., Harwin, J., & Kershaw, S. (2017). Vulnerable Birth Mothers and Recurrent
Care Proceedings. Centre for Child and Family Justice Research.

https://www.nuffieldfoundation.orqg/sites/default/files/files/rc-final-summary-report-

vl 6.pdf

Brown, A., Rice, S. M., Rickwood, D. J., & Parker, A. G. (2016). Systematic review of
barriers and facilitators to accessing and engaging with mental health care among at-
risk young people. Asia-Pacific Psychiatry: Official Journal of the Pacific Rim College of
Psychiatrists, 8(1), 3—22. https://doi.org/10.1111/appy.12199

Bryman, A. (2008). Social Research Methods (3rd edition). OUP Oxford.

Bullock, H. E., Reppond, H. A., Truong, S. V., & Singh, M. R. (2020). An intersectional
analysis of the feminization of homelessness and mothers’ housing precarity. Journal of
Social Issues, 76(4), 835-858. https://doi.org/10.1111/josi. 12406

Burke, J. (2005). Educating the Staff at a Homeless Shelter About Mental lliness and Anger
Management. Journal of Community Health Nursing, 22(2), 65-76.
https://doi.org/10.1207/s15327655jchn2202_1

130


https://doi.org/10.1080/14780887.2020.1769238
https://www.mentalhealth.org.uk/sites/default/files/pies-literature-review.pdf
https://www.mentalhealth.org.uk/sites/default/files/pies-literature-review.pdf
https://www.feantsa.org/en/report/2021/04/01/womens-homelessness-european-evidence-review?bcParent=27
https://www.feantsa.org/en/report/2021/04/01/womens-homelessness-european-evidence-review?bcParent=27
https://eprints.whiterose.ac.uk/138075/
https://www.nuffieldfoundation.org/sites/default/files/files/rc-final-summary-report-v1_6.pdf
https://www.nuffieldfoundation.org/sites/default/files/files/rc-final-summary-report-v1_6.pdf
https://doi.org/10.1111/appy.12199
https://doi.org/10.1207/s15327655jchn2202_1

Butler, 2018. (2018, December 18). Court challenge to hostile environment tenancy scheme

begins. The Guardian. https://amp.theguardian.com/uk-news/2018/dec/18/court-

challenge-to-hostile-environment-tenancy-scheme-begins

Bywaters, P., Scourfield, J., Webb, C., Morris, K., Featherstone, B., Brady, G., Jones, C., &
Sparks, T. (2019). Paradoxical evidence on ethnic inequities in child welfare: Towards a
research agenda. Children and Youth Services Review, 96, 145-154.
https://doi.org/10.1016/j.childyouth.2018.11.042

Cabinet Office. (2021). COVID-19 Response: Summer 2021. GOV.UK.

https://www.gov.uk/government/publications/covid-19-response-summer-2021-

roadmap/covid-19-response-summer-2021

Camden and Islington NHS Foundation Trust. (2021). New neighbourhood mental health

services on the way. https://www.candi.nhs.uk/news/new-neighbourhood-mental-health-

services-way

Campbell, D. (2018, March 10). NHS slashes funds for top homeless mental health team.

The Observer. https://www.thequardian.com/society/2018/mar/10/nhs-slashes-funds-

homeless-mental-health-unit-north-london-focus-camden

Canavan, R., Barry, M. M., Matanov, A., Barros, H., Gabor, E., Greacen, T., Holcnerova, P.,
Kluge, U., Nicaise, P., Moskalewicz, J., Diaz-Olalla, J. M., Strallmayr, C., Schene, A.
H., Soares, J. J. F., Gaddini, A., & Priebe, S. (2012). Service provision and barriers to
care for homeless people with mental health problems across 14 European capital
cities. BMC Health Services Research, 12(1), 222. https://doi.org/10.1186/1472-6963-
12-222

Cerezo, A., Cummings, M., Holmes, M., & Williams, C. (2020). Identity as Resistance:
Identity Formation at the Intersection of Race, Gender Identity, and Sexual Orientation.
Psychology of Women Quarterly, 44(1), 67-83.
https://doi.org/10.1177/0361684319875977

131


https://www.gov.uk/government/publications/covid-19-response-summer-2021-roadmap/covid-19-response-summer-2021
https://www.gov.uk/government/publications/covid-19-response-summer-2021-roadmap/covid-19-response-summer-2021
https://www.theguardian.com/society/2018/mar/10/nhs-slashes-funds-homeless-mental-health-unit-north-london-focus-camden
https://www.theguardian.com/society/2018/mar/10/nhs-slashes-funds-homeless-mental-health-unit-north-london-focus-camden
https://doi.org/10.1186/1472-6963-12-222
https://doi.org/10.1186/1472-6963-12-222
https://doi.org/10.1177/0361684319875977

Chambers, C., Chiu, S., Scott, A. N., Tolomiczenko, G., Redelmeier, D. A., Levinson, W., &
Hwang, S. W. (2014). Factors Associated with Poor Mental Health Status Among
Homeless Women With and Without Dependent Children. Community Mental Health
Journal, 50(5), 553-559. https://doi.org/10.1007/s10597-013-9605-7

Chaturvedi, S. (2016). Accessing psychological therapies: Homeless young people’s views
on barriers and facilitators. Counselling and Psychotherapy Research, 16(1), 54—63.
https://doi.org/10.1002/capr.12058

Chondraki, P., Madianos, M. G., Dragioti, E., & Papadimitriou, G. N. (2014). Homeless
mentally ill in Athens area: A cross-sectional study on unmet needs and help-seeking.
International Journal of Social Psychiatry, 60(6), 544—-553.
https://doi.org/10.1177/0020764013503150

Christensen, R. C., Hodgkins, C. C., Garces, L., Estlund, K. L., Miller, M. D., & Touchton, R.
(2005). Homeless, mentally ill and addicted: The need for abuse and trauma services.
Journal of Health Care for the Poor and Underserved, 16(4), 615—622.
https://doi.org/10.1353/hpu.2005.0091

Christiani, A., Hudson, A. L., Nyamathi, A., Mutere, M., & Sweat, J. (2008). Attitudes of
homeless and drug-using youth regarding barriers and facilitators in delivery of quality
and culturally sensitive health care. Journal of Child and Adolescent Psychiatric
Nursing, 21(3), 154—-163. https://doi.org/10.1111/j.1744-6171.2008.00139.x

Clarke, A., & Wydall, S. (2013). ‘Making Safe’: A coordinated community response to
empowering victims and tackling perpetrators of domestic violence. Social Policy and
Society, 12(3), 393—406. https://doi.org/10.1017/S147474641200070X

Collins, P., & Barker, C. (2009). Psychological help-seeking in homeless adolescents.
International Journal of Social Psychiatry, 55(4), 372—-384.
https://doi.org/10.1177/0020764008094430

Commander, M., Odell, S., & Sashidharan, S. (1997). Birmingham community mental health
team for the homeless. Psychiatric Bulletin, 21(2), 74-76.
https://doi.org/10.1192/pb.21.2.74

132


https://doi.org/10.1007/s10597-013-9605-7
https://doi.org/10.1002/capr.12058
https://doi.org/10.1177/0020764013503150
https://doi.org/10.1353/hpu.2005.0091
https://doi.org/10.1111/j.1744-6171.2008.00139.x
https://doi.org/10.1017/S147474641200070X
https://doi.org/10.1177/0020764008094430
https://doi.org/10.1192/pb.21.2.74

Crane, M., Cetrano, G., Joly, L., Coward, S., Daly, B., Ford, C., Gage, H., Manthorpe, J., &
Williams, P. (2018). Mapping of specialist primary health care services in England for
people who are homeless. Social Care Workforce Research Unit.

https://www.housinglin.org.uk/ assets/Resources/Housing/OtherOrganisation/Homeless

ness-mapping-report FULL.PDF

Crenshaw, K. (1991). Mapping the Margins: Intersectionality, Identity Politics, and Violence
against Women of Color. Stanford Law Review, 43(6), 1241-1299.
https://doi.org/10.2307/1229039

Crisis. (2020). A safe home for every survivor: Extending priority need to all survivors of
domestic abuse Campaign briefing. Crisis.

https://www.crisis.org.uk/media/240051/appgeh-domestic-abuse-campaign-briefing.pdf

David, D. H., Rowe, M., Staeheli, M., & Ponce, A. N. (2015). Safety, trust, and treatment:
Mental health service delivery for women who are homeless. Women & Therapy, 38(1-
2), 114-127. https://doi.org/10.1080/02703149.2014.978224

Davidge, S. (2020). A Perfect Storm: The impact of the covid-19 pandemic on domestic
abuse survivors and the services supporting them. Women’s Aid.

https://www.womensaid.org.uk/wp-content/uploads/2020/08/A-Perfect-Storm-August-
2020-1.pdf

Department for Education. (2017). Social care: ‘Pause’ programme. GOV.UK.

https://www.gov.uk/government/publications/social-care-pause-programme

Department for Levelling Up, Housing and Communities. (Jan 2022a). Statutory
homelessness in England: July to September 2021.

https://www.gov.uk/government/statistics/statutory-homelessness-in-england-july-to-

september-2021

Department for Levelling Up, & Housing & Communities. (March 2022b). Rough sleeping

snapshot in England: Autumn 2021. https://www.gov.uk/government/statistics/rough-

sleeping-snapshot-in-england-autumn-2021/rough-sleeping-snapshot-in-england-
autumn-2021

133


https://www.housinglin.org.uk/_assets/Resources/Housing/OtherOrganisation/Homelessness-mapping-report_FULL.PDF
https://www.housinglin.org.uk/_assets/Resources/Housing/OtherOrganisation/Homelessness-mapping-report_FULL.PDF
https://www.crisis.org.uk/media/240051/appgeh-domestic-abuse-campaign-briefing.pdf
https://doi.org/10.1080/02703149.2014.978224
https://www.womensaid.org.uk/wp-content/uploads/2020/08/A-Perfect-Storm-August-2020-1.pdf
https://www.womensaid.org.uk/wp-content/uploads/2020/08/A-Perfect-Storm-August-2020-1.pdf
https://www.gov.uk/government/publications/social-care-pause-programme
https://www.gov.uk/government/statistics/statutory-homelessness-in-england-july-to-september-2021
https://www.gov.uk/government/statistics/statutory-homelessness-in-england-july-to-september-2021
https://www.gov.uk/government/statistics/rough-sleeping-snapshot-in-england-autumn-2021/rough-sleeping-snapshot-in-england-autumn-2021
https://www.gov.uk/government/statistics/rough-sleeping-snapshot-in-england-autumn-2021/rough-sleeping-snapshot-in-england-autumn-2021
https://www.gov.uk/government/statistics/rough-sleeping-snapshot-in-england-autumn-2021/rough-sleeping-snapshot-in-england-autumn-2021

Department for Levelling Up. (Sept 2022c). Live tables on homelessness. GOV.UK.

https://www.gov.uk/government/statistical-data-sets/live-tables-on-homelessness

Department of Health. (2012). Liberating the NHS: No decision about me without me.

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachmen

t data/file/216980/Liberating-the-NHS-No-decision-about-me-without-me-Government-
response.pdf

Department of Health and Social Care. (2018a). The Women’s Mental Health Taskforce.
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachmen
t data/file/765821/The Womens Mental Health Taskforce - final report1.pdf

Department of Health and Social Care. (2018b). Independent Review of the Mental Health

Act. https://www.gov.uk/government/groups/independent-review-of-the-mental-health-

act

Devine, G., & Bergin, M. (2020). Experiences of frontline workers’ engagement with mental
health services for homeless adults in Ireland. European Journal of Homelessness,
14(2), 193-211. https://www.drugsandalcohol.ie/33400/

Dixon, M., & Lloyd, S. (2005). Mental Health Services: What Young People Who Are
Homeless Say. Youth Studies Australia, 24(3), 24-30.
https://doi.org/10.3316/ielapa.028433321353178

Domestic Abuse Act 2021,
https://www.legislation.gov.uk/ukpga/2021/17/part/7/crossheading/homelessness/enact
ed

Dorney-Smith, S., & Gill, N. (2017). Improving digital health access for excluded groups.
British Journal of Healthcare Management, 23(8), 354—356.
https://doi.org/10.12968/bjhc.2017.23.8.354

Duke, A., & Searby, A. (2019). Mental ill health in homeless women: A review. Issues in
Mental Health Nursing, 40(7), 605—612.
https://doi.org/10.1080/01612840.2019.1565875

134


https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/216980/Liberating-the-NHS-No-decision-about-me-without-me-Government-response.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/216980/Liberating-the-NHS-No-decision-about-me-without-me-Government-response.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/216980/Liberating-the-NHS-No-decision-about-me-without-me-Government-response.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/765821/The_Womens_Mental_Health_Taskforce_-_final_report1.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/765821/The_Womens_Mental_Health_Taskforce_-_final_report1.pdf
https://www.gov.uk/government/groups/independent-review-of-the-mental-health-act
https://www.gov.uk/government/groups/independent-review-of-the-mental-health-act
https://www.drugsandalcohol.ie/33400/
https://doi.org/10.3316/ielapa.028433321353178
https://doi.org/10.12968/bjhc.2017.23.8.354
https://doi.org/10.1080/01612840.2019.1565875

Dwyer, S. C., & Buckle, J. L. (2009). The space between: On being an insider-outsider in
qualitative research. International Journal of Qualitative Methods, 8(1), 54—63.
https://doi.org/10.1177/160940690900800105

Engel, G. L. (1977). The need for a new medical model: A challenge for biomedicine.
Science (New York, N.Y.), 196(4286), 129—136. https://doi.org/10.1126/science.847460

The Housing Act 1996, https://www.legislation.gov.uk/ukpga/1996/52/part/VIi

FEANTSA. (2005). European typology of homelessness ethos and housing exclusion.
https://www.feantsa.org/download/ethos2484215748748239888.pdf

FEANTSA. (2021). Digital inclusion for homeless people and homeless service providers: An
analysis of benefits, challenges, and solutions.

https://www.feantsa.org/en/report/2021/06/28/digital-inclusion-for-homeless-people-and-

homeless-service-providers-an-analysis-of-benefits-challenges-and-

solutions?bcParent=27

Fitzpatrick, S., Bramley, G., & Johnsen, S. (2013). Pathways into Multiple Exclusion
Homelessness in Seven UK Cities. Urban Studies, 50(1), 148—-168.
https://doi.org/10.1177/0042098012452329

Fitzpatrick, S., Pawson, H., Bramley, G., Wilcox, S., & Watts, B. (2017). The homelessness

monitor: England 2017. Crisis. https://www.crisis.org.uk/media/237088/homelessness-

monitor-england-2017 final.pdf

Fitzpatrick, S., Pawson, H., Bramley, G., Wood, J., Stephens, M., & Blenkinsopp, J. (2019).
The Homelessness Monitor: England 2019. Crisis.

https://www.crisis.org.uk/media/240419/the homelessness monitor england 2019.pdf

Flick, U. (2009). An Introduction to Qualitative Research (4th ed.). SAGE.

Francis, J. J., Johnston, M., Robertson, C., Glidewell, L., Entwistle, V., Eccles, M. P., &
Grimshaw, J. M. (2010). What is an adequate sample size? Operationalising data
saturation for theory-based interview studies. Psychology & Health, 25(10), 1229-1245.
https://doi.org/10.1080/08870440903194015

135


https://doi.org/10.1177/160940690900800105
https://doi.org/10.1126/science.847460
https://www.legislation.gov.uk/ukpga/1996/52/part/VII
https://www.feantsa.org/download/ethos2484215748748239888.pdf
https://www.feantsa.org/en/report/2021/06/28/digital-inclusion-for-homeless-people-and-homeless-service-providers-an-analysis-of-benefits-challenges-and-solutions?bcParent=27
https://www.feantsa.org/en/report/2021/06/28/digital-inclusion-for-homeless-people-and-homeless-service-providers-an-analysis-of-benefits-challenges-and-solutions?bcParent=27
https://www.feantsa.org/en/report/2021/06/28/digital-inclusion-for-homeless-people-and-homeless-service-providers-an-analysis-of-benefits-challenges-and-solutions?bcParent=27
https://doi.org/10.1177/0042098012452329
https://www.crisis.org.uk/media/237088/homelessness-monitor-england-2017_final.pdf
https://www.crisis.org.uk/media/237088/homelessness-monitor-england-2017_final.pdf
https://www.crisis.org.uk/media/240419/the_homelessness_monitor_england_2019.pdf
https://doi.org/10.1080/08870440903194015

Gerassi, L. (2015). A Heated Debate: Theoretical Perspectives of Sexual Exploitation and
Sex Work. Journal of Sociology and Social Welfare, 42(4), 79-100.

Gerhardt, S. (2014). Why Love Matters: How affection shapes a baby’s brain (2nd ed).
Routledge.

Goodman, L. A., Saxe, L., & Harvey, M. (1991). Homelessness as psychological trauma:
Broadening perspectives. American Psychologist, 46(11), 1219-1225.
https://doi.org/10.1037/0003-066X.46.11.1219

Gordon, A. C., Lehane, D., Burr, J., & Mitchell, C. (2019). Influence of past trauma and
health interactions on homeless women’s views of perinatal care: A qualitative study.
British Journal of General Practice, 69(688), 760-767.
https://doi.org/10.3399/bjgp19X705557

Gough, B., & Lyons, A. (2016). The Future of Qualitative Research in Psychology:
Accentuating the Positive. Integrative Psychological & Behavioral Science, 50(2), 234—
243. https://doi.org/10.1007/s12124-015-9320-8

Government Statistical Service. (2019). Harmonisation of definitions of homelessness for
United Kingdom (UK) official statistics: A feasibility report.

https://gss.civilservice.gov.uk/harmonisation-of-definitions-of-homelessness-for-united-

kingdom-uk-official-statistics-a-feasibility-report/

Gowan, T. (2009). Hobos, hustlers and backsliders: Homeless in San Francisco. University

of Minnesota Press.

Griffiths, M., & Yeo, C. (2021). The UK’s hostile environment: Deputising immigration
control. Critical Social Policy, 41(4), 521-544.
https://doi.org/10.1177/0261018320980653

Groundswell. (2022). Our approach to research. https://groundswell.org.uk/our-approach-to-

research/

136


https://doi.org/10.1037/0003-066X.46.11.1219
https://doi.org/10.3399/bjgp19X705557
https://doi.org/10.1007/s12124-015-9320-8
https://gss.civilservice.gov.uk/harmonisation-of-definitions-of-homelessness-for-united-kingdom-uk-official-statistics-a-feasibility-report/
https://gss.civilservice.gov.uk/harmonisation-of-definitions-of-homelessness-for-united-kingdom-uk-official-statistics-a-feasibility-report/
https://groundswell.org.uk/our-approach-to-research/
https://groundswell.org.uk/our-approach-to-research/

Groundswell. (2020a). Women, homelessness and health: A peer research report.

https://groundswell.org.uk/wp-content/uploads/2020/02/Womens-Health-Research-
Report.pdf

Groundswell. (2020b). LISTENUP!! Digital primary care: Bridging the gap for people

experiencing homelessness. https://groundswell.org.uk/wp-

content/uploads/2020/08/Listen-up-Digital-primary-care-workshop-1.pdf

Groundswell. (2020c). Monitoring the Impact of COVID-19 fortnightly homelessness briefing
7: Focus on mental health. https://groundswell.org.uk/wp-
content/uploads/2020/07/COVID-19-Fortnightly-Briefing-7-FINAL.pdf

Guenther, K. M. (2009). The politics of names: Rethinking the methodological and ethical
significance of naming people, organizations, and places. Qualitative Research, 9(4),
411-421. https://doi.org/10.1177/1468794109337872

Guest, G., Bunce, A., & Johnson, L. (2006). How many interviews are enough? An
experiment with data saturation and variability. Field Methods, 18(1), 59-82.
https://doi.org/10.1177/1525822X05279903

Gunner, E., Chandan, S. K., Marwick, S., Saunders, K., Burwood, S., Yahyouche, A., &
Paudyal, V. (2019). Provision and accessibility of primary healthcare services for people
who are homeless: A qualitative study of patient perspectives in the UK. The British
Journal of General Practice: The Journal of the Royal College of General Practitioners,
69(685), €526—e536. https://doi.org/10.3399/bjgp19X704633

Hamid, A., Shunaigat, W., & Ghubash, R. (2000). The female homeless patients of a
community psychiatric service in Inner London. Arab Journal of Psychiatry, 11(2), 95—
100.

Hamilton, A. B., Poza, |, Hines, V., & Washington, D. L. (2012). Barriers to psychosocial
services among homeless women veterans. Journal of Social Work Practice in the
Ad(dictions, 12(1), 52—68. https://doi.org/10.1080/1533256X.2012.647584

137


https://groundswell.org.uk/wp-content/uploads/2020/02/Womens-Health-Research-Report.pdf
https://groundswell.org.uk/wp-content/uploads/2020/02/Womens-Health-Research-Report.pdf
https://groundswell.org.uk/wp-content/uploads/2020/08/Listen-up-Digital-primary-care-workshop-1.pdf
https://groundswell.org.uk/wp-content/uploads/2020/08/Listen-up-Digital-primary-care-workshop-1.pdf
https://groundswell.org.uk/wp-content/uploads/2020/07/COVID-19-Fortnightly-Briefing-7-FINAL.pdf
https://groundswell.org.uk/wp-content/uploads/2020/07/COVID-19-Fortnightly-Briefing-7-FINAL.pdf
https://doi.org/10.1177/1468794109337872
https://doi.org/10.1177/1525822X05279903
https://doi.org/10.3399/bjgp19X704633
https://doi.org/10.1080/1533256X.2012.647584

Hauff, A. J., & Secor-Turner, M. (2014). Homeless health needs: Shelter and health service
provider perspective. Journal of Community Health Nursing, 31(2), 103—-117.
https://doi.org/10.1080/07370016.2014.901072

Herman, J. (2015). Trauma and recovery: The aftermath of violence, from domestic abuse to

political terror. Basic Books.

Hill, R. L., & Allen, K. (2021). ‘Smash the patriarchy’: The changing meanings and work of
‘patriarchy’ online. Feminist Theory, 22(2), 165-189.
https://doi.org/10.1177/1464700120988643

HM Government. (December 2021a). From harm to hope: A 10-year drugs plan to cut crime
and save lives.
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachmen
t data/file/1043484/From_harm_to _hope PDF.pdf

HM Government. (2021b). Tackling Violence Against Women and Girls.
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachmen
t data/file/1033934/Tackling Violence Against Women_and_Girls_Strategy -
July 2021.pdf

HM Inspectorate of Probation and HM Inspectorate of Prisons. (2016). An inspection of
through the gate resettlement services for short-term prisoners. Criminal Justice Joint
Inspection. https://www.justiceinspectorates.qgov.uk/cjji/wp-
content/uploads/sites/2/2016/09/Through-the-Gate.pdf

Hodgson, K. J., Shelton, K. H., & Van Den Bree, M. B. M. (2014). Mental health problems in
young people with experiences of homelessness and the relationship with health
service use: A follow-up study. Evidence-Based Mental Health, 17(3), 76-80.
https://doi.org/10.1136/eb-2014-101810

Homeless Link. (2014). The unhealthy state of homelessness: Health audit results.
www.homeless.org.uk/sites/default/files/site-
attachments/The%20unhealthy%20state%200f%20homelessness %20 FINAL.pdf

138


https://doi.org/10.1080/07370016.2014.901072
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/1043484/From_harm_to_hope_PDF.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/1043484/From_harm_to_hope_PDF.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/1033934/Tackling_Violence_Against_Women_and_Girls_Strategy_-_July_2021.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/1033934/Tackling_Violence_Against_Women_and_Girls_Strategy_-_July_2021.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/1033934/Tackling_Violence_Against_Women_and_Girls_Strategy_-_July_2021.pdf
https://www.justiceinspectorates.gov.uk/cjji/wp-content/uploads/sites/2/2016/09/Through-the-Gate.pdf
https://www.justiceinspectorates.gov.uk/cjji/wp-content/uploads/sites/2/2016/09/Through-the-Gate.pdf
https://doi.org/10.1136/eb-2014-101810
https://doi.org/www.homeless.org.uk/sites/default/files/site-attachments/The%20unhealthy%20state%20of%20homelessness%20%20FINAL.pdf
https://doi.org/www.homeless.org.uk/sites/default/files/site-attachments/The%20unhealthy%20state%20of%20homelessness%20%20FINAL.pdf

Homeless Link. (2017). An introduction to Psychologically Informed Environments and
Trauma Informed Care: Briefing for homelessness services.
https://www.homeless.org.uk/sites/default/files/site-
attachments/TIC%20PIE%20briefing%20March%202017_0.pdf

Homeless Link. (2018). Implementing the Homelessness Reduction Act: Learning from

Homeless Link’s regional events. https://www.homeless.org.uk/sites/default/files/site-

attachments/Implementing%20the%20Homelessness%20Reduction%20Act.pdf

Homeless Link. (2020). Support for Single Homeless People in England Annual Review
2020. https://lwww.homeless.org.uk/sites/default/files/site-
attachments/Annual%20Review%202020.pdf

Homeless Link. (2022). The case for commissioning Housing First through Rough Sleeping
Initiative budgets. Homeless Link.

https://www.homeless.org.uk/connect/blogs/2022/jan/24/case-for-commissioning-

housing-first-through-rough-sleeping-initiative

Homeless Link. (2021a). COVID-19 and women’s homelessness: A learning review of the
situation of women who sex work in Leeds. https://basisyorkshire.org.uk/wp-
content/uploads/2021/07/COVID-19-AND-WOMENS-HOMELESSNESS. pdf

Homeless Link. (2021b). Insights and Impact from the Ending Women’s Homelessness Fund
Led by Homeless Link. https://www.homeless.org.uk/sites/default/files/site-
attachments/Homeless%20Link%20-

%20Insights%20and%20Impact%20from%20the %20Ending%20Womens%20Homeles
snes%20Fund.pdf

Homeless Link. (October 2021c). Support for Single Homeless People in England Annual
Review 2020. https://www.homeless.org.uk/sites/default/files/site-
attachments/Annual%20Review%202020.pdf

139


https://www.homeless.org.uk/sites/default/files/site-attachments/TIC%20PIE%20briefing%20March%202017_0.pdf
https://www.homeless.org.uk/sites/default/files/site-attachments/TIC%20PIE%20briefing%20March%202017_0.pdf
https://www.homeless.org.uk/sites/default/files/site-attachments/Implementing%20the%20Homelessness%20Reduction%20Act.pdf
https://www.homeless.org.uk/sites/default/files/site-attachments/Implementing%20the%20Homelessness%20Reduction%20Act.pdf
https://www.homeless.org.uk/sites/default/files/site-attachments/Annual%20Review%202020.pdf
https://www.homeless.org.uk/sites/default/files/site-attachments/Annual%20Review%202020.pdf
https://www.homeless.org.uk/connect/blogs/2022/jan/24/case-for-commissioning-housing-first-through-rough-sleeping-initiative
https://www.homeless.org.uk/connect/blogs/2022/jan/24/case-for-commissioning-housing-first-through-rough-sleeping-initiative
https://basisyorkshire.org.uk/wp-content/uploads/2021/07/COVID-19-AND-WOMENS-HOMELESSNESS.pdf
https://basisyorkshire.org.uk/wp-content/uploads/2021/07/COVID-19-AND-WOMENS-HOMELESSNESS.pdf
https://www.homeless.org.uk/sites/default/files/site-attachments/Homeless%20Link%20-%20Insights%20and%20Impact%20from%20the%20Ending%20Womens%20Homelessnes%20Fund.pdf
https://www.homeless.org.uk/sites/default/files/site-attachments/Homeless%20Link%20-%20Insights%20and%20Impact%20from%20the%20Ending%20Womens%20Homelessnes%20Fund.pdf
https://www.homeless.org.uk/sites/default/files/site-attachments/Homeless%20Link%20-%20Insights%20and%20Impact%20from%20the%20Ending%20Womens%20Homelessnes%20Fund.pdf
https://www.homeless.org.uk/sites/default/files/site-attachments/Homeless%20Link%20-%20Insights%20and%20Impact%20from%20the%20Ending%20Womens%20Homelessnes%20Fund.pdf
https://www.homeless.org.uk/sites/default/files/site-attachments/Annual%20Review%202020.pdf
https://www.homeless.org.uk/sites/default/files/site-attachments/Annual%20Review%202020.pdf

Homeless Link. (2021d). Everyone In for Good: Homeless Link submission to
Comprehensive Spending Review 2021.
https://www.homeless.org.uk/sites/default/files/CSR%20submission final%20210921.pd
f

Homeless Link. (2021e). Funding for Rough Sleeper Initiative welcome but longer term
approach needed. Homeless Link.

https://www.homeless.org.uk/connect/blogs/2021/may/15/funding-for-rough-sleeper-

initiative-welcome-but-longer-term-approach

Home Office. (2022). Domestic Abuse Act 2021: Overarching factsheet.

https://www.gov.uk/government/publications/domestic-abuse-bill-2020-

factsheets/domestic-abuse-bill-2020-overarching-factsheet

Homelessness and Housing Support Directorate. (2005). Causes of Homelessness Amongst
Ethnic Minority Populations. Office of Deputy Prime Minister.
http://www.ethnos.co.uk/pdfs/3_Full research _report ODPM.pdf

Homelessness Reduction Act, 2017.

https://www.legislation.gov.uk/ukpga/2017/13/contents/enacted

Housing First England. (2020). The picture of Housing First in England 2020.
https://hfe.homeless.org.uk/sites/default/files/attachments/Picture%200f%20Housing%?2
OFirst%202020 Full%20Report 0.pdf

Housing First Europe. (2022). Core principles of Housing First. Housing First Europe Hub.

https://housingfirsteurope.eu/quide/core-principles-housing-first/

Huey, L., Broll, R., Hryniewicz, D., & Fthenos, G. (2014). ‘They just asked me why | became
homeless’: ‘Failure to ask’ as a barrier to homeless women’s ability to access services
post-victimization. Violence and Victims, 29(6), 952—-966. https://doi.org/10.1891/0886-
6708.vv-d-12-00121

Hutchings, R. (2020). The impact of Covid-19 on the use of digital technology in the NHS.
Nuffield Trust. https://www.nuffieldtrust.org.uk/files/2020-08/the-impact-of-covid-19-on-
the-use-of-digital-technology-in-the-nhs-web-2.pdf

140


https://www.homeless.org.uk/sites/default/files/CSR%20submission_final%20210921.pdf
https://www.homeless.org.uk/sites/default/files/CSR%20submission_final%20210921.pdf
https://www.homeless.org.uk/connect/blogs/2021/may/15/funding-for-rough-sleeper-initiative-welcome-but-longer-term-approach
https://www.homeless.org.uk/connect/blogs/2021/may/15/funding-for-rough-sleeper-initiative-welcome-but-longer-term-approach
https://www.gov.uk/government/publications/domestic-abuse-bill-2020-factsheets/domestic-abuse-bill-2020-overarching-factsheet
https://www.gov.uk/government/publications/domestic-abuse-bill-2020-factsheets/domestic-abuse-bill-2020-overarching-factsheet
https://www.legislation.gov.uk/ukpga/2017/13/contents/enacted
https://hfe.homeless.org.uk/sites/default/files/attachments/Picture%20of%20Housing%20First%202020_Full%20Report_0.pdf
https://hfe.homeless.org.uk/sites/default/files/attachments/Picture%20of%20Housing%20First%202020_Full%20Report_0.pdf
https://housingfirsteurope.eu/guide/core-principles-housing-first/
https://doi.org/10.1891/0886-6708.vv-d-12-00121
https://doi.org/10.1891/0886-6708.vv-d-12-00121
https://www.nuffieldtrust.org.uk/files/2020-08/the-impact-of-covid-19-on-the-use-of-digital-technology-in-the-nhs-web-2.pdf
https://www.nuffieldtrust.org.uk/files/2020-08/the-impact-of-covid-19-on-the-use-of-digital-technology-in-the-nhs-web-2.pdf

Immigration Act 2014, https://www.legislation.gov.uk/ukpga/2014/22/contents/enacted

Immigration Act 2016, https://www.legislation.gov.uk/ukpga/2016/19/contents/enacted

Independent Mental Health Taskforce. (2016). The five year forward view for mental health.
NHS England. https://www.england.nhs.uk/wp-content/uploads/2016/02/Mental-Health-
Taskforce-FYFV-final.pdf

Jainchill, N., Hawke, J., & Yagelka, J. (2000). Gender, psychopathology, and patterns of
homelessness among clients in shelter-based TCs. The American Journal of Drug and
Alcohol Abuse, 26(4), 553-567. https://doi.org/10.1081/ADA-100101895

James, S. (1998). “Feminism”, in Edward Craig (ed.). In Routledge Encyclopedia of
Philosophy (Vol. 10, p. 576). Routledge.

Jarvis, C., Leckie, C., Munro, R., Pragnell, M., Day, G., & O'Mara, G. (2020). Rural Recovery
and Reuvitalisation: The economic and fiscal case for investing in rural affordable
housing to drive post-pandemic recovery. The Countryside Charity, English Rural,

Rural Services Network.

https://rsnonline.org.uk/images/campaigns/pragmatix/2020 10 08 Report to CPRE E
ngli.pdf

JCWI. (2021). The Hostile Environment explained. Joint Council for the Welfare of

Immigrants. Retrieved 8 July 2022, from https://www.jcwi.org.uk/the-hostile-

environment-explained

Johnson, R., & Haigh, R. (2011). Social psychiatry and social policy for the 21st century:
New concepts for new needs - the ‘Enabling Environments’ initiative. Mental Health and
Social Inclusion.

https://www.academia.edu/47407234/Social psychiatry and social policy for the 21s

t century new concepts for new needs the Enabling Environments initiative

Johnson, S., & Rasulova, S. (2016). Qualitative impact evaluation: Incorporating authenticity
into the assessment of rigour (45). Bath Papers in International Development and
Wellbeing. https://www.econstor.eu/bitstream/10419/179372/1/85512346X.pdf

141


https://www.england.nhs.uk/wp-content/uploads/2016/02/Mental-Health-Taskforce-FYFV-final.pdf
https://www.england.nhs.uk/wp-content/uploads/2016/02/Mental-Health-Taskforce-FYFV-final.pdf
https://doi.org/10.1081/ADA-100101895
https://rsnonline.org.uk/images/campaigns/pragmatix/2020_10_08_Report_to_CPRE_Engli.pdf
https://rsnonline.org.uk/images/campaigns/pragmatix/2020_10_08_Report_to_CPRE_Engli.pdf
https://www.academia.edu/47407234/Social_psychiatry_and_social_policy_for_the_21st_century_new_concepts_for_new_needs_the_Enabling_Environments_initiative
https://www.academia.edu/47407234/Social_psychiatry_and_social_policy_for_the_21st_century_new_concepts_for_new_needs_the_Enabling_Environments_initiative
https://www.econstor.eu/bitstream/10419/179372/1/85512346X.pdf

Jones, H. (2018, February 4). Sex for rent: The rogue landlords who offer free rooms in
return for favours’. The Guardian.

https://www.thequardian.com/money/2018/apr/02/sex-for-rent-accommodation-rogue-

landlords-campaign

JRF. (2022). UK Poverty 2022: The essential guide to understanding poverty in the UK.
Joseph Rowntree Foundation. https://www.jrf.org.uk/report/uk-poverty-2022

Kapadia, D., Zhang, J., Salway, S., Nazroo, J., Booth, A., Villarroel-Williams, N., Bécares, L.,
& Esmail, A. (2022). Ethnic inequalities in healthcare: A rapid evidence review. NHS
Race and Health Observatory. https://www.nhsrho.org/wp-
content/uploads/2022/02/RHO-Rapid-Review-Final-Report_v.7.pdf

Keats, H., Maguire, N., Johnson, R., & Cockersell, P. (2012). Psychologically informed
services for homeless people: Good practice guide. Pathway.

https://www.pathway.org.uk/wp-content/uploads/2013/05/Psychologically-informed-

services-for-Homeless-People.pdf

Kerman, N., Gran-Ruaz, S., Lawrence, M., & Sylvestre, J. (2019). Perceptions of service use
among currently and formerly homeless adults with mental health problems. Community
Mental Health Journal, 55(5), 777—783. https://doi.org/10.1007/s10597-019-00382-z

Klaasse, S. B. (2019). Beyond the dichotomy: A critical examination of critical realism
[Doctoral dissertation, The University of Edinburgh]. Era.
https://era.ed.ac.uk/handle/1842/36171

Kneck, A., Mattsson, E., Salzmann-Erikson, M., & Klarare, A. (2021). “Stripped of dignity”
Women in homelessness and their perspectives of healthcare services: A qualitative
study. International Journal of Nursing Studies, 120, 103974.
https://doi.org/10.1016/}.ijnurstu.2021.103974

Krefting, L. (1991). Rigor in qualitative research: The assessment of trustworthiness. The
American Journal of Occupational Therapy: Official Publication of the American
Occupational Therapy Association, 45(3), 214-222.
https://doi.org/10.5014/ajot.45.3.214

142


https://www.theguardian.com/money/2018/apr/02/sex-for-rent-accommodation-rogue-landlords-campaign
https://www.theguardian.com/money/2018/apr/02/sex-for-rent-accommodation-rogue-landlords-campaign
https://www.nhsrho.org/wp-content/uploads/2022/02/RHO-Rapid-Review-Final-Report_v.7.pdf
https://www.nhsrho.org/wp-content/uploads/2022/02/RHO-Rapid-Review-Final-Report_v.7.pdf
https://www.pathway.org.uk/wp-content/uploads/2013/05/Psychologically-informed-services-for-Homeless-People.pdf
https://www.pathway.org.uk/wp-content/uploads/2013/05/Psychologically-informed-services-for-Homeless-People.pdf
https://doi.org/10.1007/s10597-019-00382-z
https://era.ed.ac.uk/handle/1842/36171
https://doi.org/10.1016/j.ijnurstu.2021.103974
https://doi.org/10.5014/ajot.45.3.214

Krouwel, M., Jolly, K., & Greenfield, S. (2019). Comparing Skype (video calling) and in-
person qualitative interview modes in a study of people with irritable bowel syndrome:
An exploratory comparative analysis. BMC Medical Research Methodology, 19(1), 219.
https://doi.org/10.1186/s12874-019-0867-9

Kushel, M. B., Evans, J. L., Perry, S., Robertson, M. J., & Moss, A. R. (2003). No Door to
Lock: Victimization among homeless and marginally housed persons. Archives of
Internal Medicine, 163(20), 2492—-2499. https://doi.org/10.1001/archinte.163.20.2492

Kvale, S. (1996). InterViews: An introduction to qualitative research interviewing (15t ed).
SAGE.

La Mar, K., Mizock, L., Veazey, C., & Nelson, A. (2021). Mental healthcare barriers and
facilitators experienced by homeless women with serious mental illness. Journal of
Social Distress and Homelessness, 0(0), 1-10.
https://doi.org/10.1080/10530789.2021.1967646

Lauber, C., Lay, B., & Rassler, W. (2006). Homeless people at disadvantage in mental
health services. European Archives of Psychiatry and Clinical Neuroscience, 256(3),
138-145. https://doi.org/10.1007/s00406-005-0616-4

Leathwood, C. (2004). Doing difference in different times: Theory, politics, and women-only
spaces in education. Women’s Studies International Forum, 27(5), 447-458.
https://doi.org/10.1016/j.wsif.2004.09.002

Lee, S. S., August, G. J., Gewirtz, A. H., Klimes-Dougan, B., Bloomquist, M. L., & Realmuto,
G. M. (2010a). Identifying unmet mental health needs in children of formerly homeless
mothers living in a supportive housing community sector of care. Journal of Abnormal
Child Psychology, 38(3), 421-432. https://doi.org/10.1007/s10802-009-9378-1

Lee, S. S., August, G. J., Gewirtz, A. H., Klimes-Dougan, B., Bloomquist, M. L., & Realmuto,
G. M. (2010b). Identifying unmet mental health needs in children of formerly homeless
mothers living in a supportive housing community sector of care. Journal of Abnormal
Child Psychology, 38(3), 421-432. https://doi.org/10.1007/s10802-009-9378-1

143


https://doi.org/10.1186/s12874-019-0867-9
https://doi.org/10.1001/archinte.163.20.2492
https://doi.org/10.1080/10530789.2021.1967646
https://doi.org/10.1007/s00406-005-0616-4
https://doi.org/10.1007/s10802-009-9378-1
https://doi.org/10.1007/s10802-009-9378-1

Lenhard, J., Meng, E., & Margetts, M. (2021, May 25). COVID-19, homelessness, and

healthcare inclusion. Medical Humanities. https://blogs.bmj.com/medical-

humanities/2021/05/25/covid-19-homelessness-and-healthcare-inclusion/

Levitt, H. M., Motulsky, S. L., Wertz, F. J., Morrow, S. L., & Ponterotto, J. G. (2017).
Recommendations for designing and reviewing qualitative research in psychology:
Promoting methodological integrity. Qualitative Psychology, 4(1), 2-22.
https://doi.org/10.1037/qup0000082

Lewinson, T., Thomas, M. L., & White, S. (2014). Traumatic transitions: Homeless women’s
narratives of abuse, loss, and fear. Affilia, 29(2), 192—-205.
https://doi.org/10.1177/0886109913516449

LGA. (2017). Health and wellbeing in rural areas. Local Government Association.
https://www.local.gov.uk/sites/default/files/documents/1.39 Health%20in%20rural%20ar
eas WEB.pdf

Lincoln, Y. S., & Guba, E. (1985). Naturalistic Inquiry (1st ed.). SAGE.

London Assembly Housing Committee. (2017). Hidden homelessness in London.

https://www.london.gov.uk/about-

us/londonassembly/meetings/documents/s66445/Hidden%20homelessness%20report.p
df%20-with%20a1.pdf

London Councils. (2018). No Recourse to Public Funds (NRPF).

https://www.londoncouncils.gov.uk/our-key-themes/asylum-migration-and-refugees/no-

recourse-public-funds

London Councils. (2022, March 8). 65% of homeless Londoners in temporary
accommodation are women, figures reveal [Press Release].

https://beta.londoncouncils.gov.uk/news/2022/65-homeless-londoners-temporary-

accommodation-are-women-figures-reveal

144


https://blogs.bmj.com/medical-humanities/2021/05/25/covid-19-homelessness-and-healthcare-inclusion/
https://blogs.bmj.com/medical-humanities/2021/05/25/covid-19-homelessness-and-healthcare-inclusion/
https://doi.org/10.1037/qup0000082
https://doi.org/10.1177/0886109913516449
https://www.local.gov.uk/sites/default/files/documents/1.39_Health%20in%20rural%20areas_WEB.pdf
https://www.local.gov.uk/sites/default/files/documents/1.39_Health%20in%20rural%20areas_WEB.pdf
https://www.london.gov.uk/about-us/londonassembly/meetings/documents/s66445/Hidden%20homelessness%20report.pdf%20-with%20a1.pdf
https://www.london.gov.uk/about-us/londonassembly/meetings/documents/s66445/Hidden%20homelessness%20report.pdf%20-with%20a1.pdf
https://www.london.gov.uk/about-us/londonassembly/meetings/documents/s66445/Hidden%20homelessness%20report.pdf%20-with%20a1.pdf
https://beta.londoncouncils.gov.uk/news/2022/65-homeless-londoners-temporary-accommodation-are-women-figures-reveal
https://beta.londoncouncils.gov.uk/news/2022/65-homeless-londoners-temporary-accommodation-are-women-figures-reveal

Loopstra, R., Reeves, A., Barr, B., Taylor-Robinson, D., McKee, M., & Stuckler, D. (2016).
The impact of economic downturns and budget cuts on homelessness claim rates
across 323 local authorities in England, 2004—-12. Journal of Public Health, 38(3), 417—
425. https://doi.org/10.1093/pubmed/fdv126

Madill, A., Jordan, A., & Shirley, C. (2000). Objectivity and reliability in qualitative analysis:
Realist, contextualist and radical constructionist epistemologies. British Journal of
Psychology, 91(1), 1-20. https://doi.org/10.1348/000712600161646

Malterud, K., Siersma, V. D., & Guassora, A. D. (2016). Sample size in qualitative interview
studies: Guided by information power. Qualitative Health Research, 26(13), 1753-1760.
https://doi.org/10.1177/1049732315617444

Marmot, M., Allen, J., Boyce, T., Goldblatt, P., & Morrison, J. (2020). Health equity in
England: The marmot review 10 years on. Institute of Health Equity.

https://www.health.org.uk/publications/reports/the-marmot-review-10-years-on

Martin, J. K., & Howe, T. R. (2016). Attitudes toward mental health services among
homeless and matched housed youth. Child & Youth Services, 37(1), 49-64.
https://doi.org/10.1080/0145935X.2015.1052135

Mason, C., Broadhurst, K., Ward, H., Barnett, A., & Holmes, L. (2022). Born into Care:
Developing best practice guidelines for when the state intervenes at birth. Nuffield

Family Justice Observatory. https://www.nuffieldfjo.org.uk/wp-

content/uploads/2022/02/nfjio infant removal summary final 20220222 enq.pdf#:~:tex
t=Report%20summary%20Born%20into%20Care%3A%20Developing%20best%20prac
tice,traumatic%20for%20birth%20parents%20and%20painful%20for%20professionals.

Mattsson, T. (2014). Intersectionality as a Useful Tool: Anti-Oppressive Social Work and
Critical Reflection. Affilia, 29(1), 8—17. https://doi.org/10.1177/0886109913510659

Maxwell, J. A. (2012). Qualitative Research Design: An Interactive Approach. SAGE.

Mayock, P., Parker, S., & Sheridan, S. (2015). Women, homelessness and service

Provision. Simon Community. https://www.dubsimon.ie/wp-

content/uploads/2022/01/Women-Homelessness-and-Service-Provision.pdf

145


https://doi.org/10.1093/pubmed/fdv126
https://doi.org/10.1348/000712600161646
https://doi.org/10.1177/1049732315617444
https://www.health.org.uk/publications/reports/the-marmot-review-10-years-on
https://doi.org/10.1080/0145935X.2015.1052135
https://www.nuffieldfjo.org.uk/wp-content/uploads/2022/02/nfjo_infant_removal_summary_final_20220222_eng.pdf#:~:text=Report%20summary%20Born%20into%20Care%3A%20Developing%20best%20practice,traumatic%20for%20birth%20parents%20and%20painful%20for%20professionals.
https://www.nuffieldfjo.org.uk/wp-content/uploads/2022/02/nfjo_infant_removal_summary_final_20220222_eng.pdf#:~:text=Report%20summary%20Born%20into%20Care%3A%20Developing%20best%20practice,traumatic%20for%20birth%20parents%20and%20painful%20for%20professionals.
https://www.nuffieldfjo.org.uk/wp-content/uploads/2022/02/nfjo_infant_removal_summary_final_20220222_eng.pdf#:~:text=Report%20summary%20Born%20into%20Care%3A%20Developing%20best%20practice,traumatic%20for%20birth%20parents%20and%20painful%20for%20professionals.
https://www.nuffieldfjo.org.uk/wp-content/uploads/2022/02/nfjo_infant_removal_summary_final_20220222_eng.pdf#:~:text=Report%20summary%20Born%20into%20Care%3A%20Developing%20best%20practice,traumatic%20for%20birth%20parents%20and%20painful%20for%20professionals.
https://www.dubsimon.ie/wp-content/uploads/2022/01/Women-Homelessness-and-Service-Provision.pdf
https://www.dubsimon.ie/wp-content/uploads/2022/01/Women-Homelessness-and-Service-Provision.pdf

McCarthy, L., Parr, S., Green, S., & Reeve, K. (2020). Understanding models of support for
people facing multiple disadvantage: A literature review. Centre for Regional Economic

and Social Research. https://fulfillingliveslsl.london/understanding-models-of-support-

for-people-facing-multiple-disadvantage-a-literature-review/

McCarthy, L., Samuel, M., & Williams, H. (2022). The domestic abuse report 2022: The
annual audit. Women’s Aid. https://www.womensaid.org.uk/wp-
content/uploads/2022/03/The-Domestic-Abuse-Report-2022-The-Annual-Audit.pdf

McPhail, B. A., Busch, N. B., Kulkarni, S., & Rice, G. (2007). An Integrative Feminist Model:
The Evolving Feminist Perspective on Intimate Partner Violence. Violence Against
Women, 13(8), 817—-841. https://doi.org/10.1177/1077801207302039

Milaney, K., Williams, N., Lockerbie, S. L., Dutton, D. J., & Hyshka, E. (2020). Recognizing
and responding to women experiencing homelessness with gendered and trauma-
informed care. BMC Public Health, 20(1), 397. https://doi.org/10.1186/s12889-020-
8353-1

Ministry of Justice. (2021). Her Majesty’s Prison and Probation Service Offender Equalities
Annual Report.
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachmen
t data/file/1048255/HMPPS _Offender Equalities _2020-21_FINAL_Revision.pdf

Ministry of Housing, Communities & Local Government. (2021 May 15). Councils given
further £200 million in next stage of successful rough sleeping programme. GOV UK.

https://www.gov.uk/government/news/councils-given-further-200-million-in-next-stage-

of-successful-rough-sleeping-programme

Ministry of Housing, Communities and Local Governmen. (2019). Homelessness causes of
homelessness and rough sleeping: Rapid evidence assessment. Ministry of Housing,
Communities and Local Government.
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachmen
t data/file/793471/Homelessness - REA.pdf

146


https://fulfillingliveslsl.london/understanding-models-of-support-for-people-facing-multiple-disadvantage-a-literature-review/
https://fulfillingliveslsl.london/understanding-models-of-support-for-people-facing-multiple-disadvantage-a-literature-review/
https://www.womensaid.org.uk/wp-content/uploads/2022/03/The-Domestic-Abuse-Report-2022-The-Annual-Audit.pdf
https://www.womensaid.org.uk/wp-content/uploads/2022/03/The-Domestic-Abuse-Report-2022-The-Annual-Audit.pdf
https://doi.org/10.1186/s12889-020-8353-1
https://doi.org/10.1186/s12889-020-8353-1
https://www.gov.uk/government/news/councils-given-further-200-million-in-next-stage-of-successful-rough-sleeping-programme
https://www.gov.uk/government/news/councils-given-further-200-million-in-next-stage-of-successful-rough-sleeping-programme
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/793471/Homelessness_-_REA.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/793471/Homelessness_-_REA.pdf

Ministry of Housing, Communities & and Local Government. (2020). Evaluation of the
implementation of the homelessness reduction act: Final Report.

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachmen

t data/file/919748/Evaluation of the Implementation of the Homelessness Reductio

n Act Final Report.pdf

Moreno, C., Wykes, T., Galderisi, S., Nordentoft, M., Crossley, N., Jones, N., Cannon, M.,
Correll, C. U., Byrne, L., Carr, S., Chen, E. Y. H., Gorwood, P., Johnson, S.,
Karkkainen, H., Krystal, J. H., Lee, J., Lieberman, J., Lopez-Jaramillo, C., Mannikko, M.,
... Arango, C. (2020). How mental health care should change as a consequence of the
COVID-19 pandemic. The Lancet Psychiatry, 7(9), 813—824.
https://doi.org/10.1016/S2215-0366(20)30307-2

Munn, Z., Peters, M. D. J., Stern, C., Tufanaru, C., McArthur, A., & Aromataris, E. (2018).
Systematic review or scoping review? Guidance for authors when choosing between a
systematic or scoping review approach. BMC Medical Research Methodology, 18(1),
143. https://doi.org/10.1186/s12874-018-0611-x

Nash, C. J. (2020). Patriarchy. In A. Kobayashi (Ed.), International Encyclopedia of Human
Geography (Second Edition) (pp. 43—47). Elsevier. https://doi.org/10.1016/B978-0-08-
102295-5.10206-9

National Audit Office. (2021). Investigation into the housing of rough sleepers during the

COVID-19 pandemic. https://www.nao.org.uk/report/the-housing-of-rough-sleepers-

during-the-covid19-pandemic/

NHS. (2019a). The NHS Long Term Plan. https://www.longtermplan.nhs.uk/wp-
content/uploads/2019/08/nhs-long-term-plan-version-1.2.pdf

NHS. (2019b, October 14). Rough sleepers in homeless hotspots to benefit from NHS
mental health outreach [Press Release]. https://www.england.nhs.uk/2019/10/rough-

sleepers-in-homeless-hotspots-to-benefit-from-nhs-mental-health-outreach/

147


https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/919748/Evaluation_of_the_Implementation_of_the_Homelessness_Reduction_Act_Final_Report.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/919748/Evaluation_of_the_Implementation_of_the_Homelessness_Reduction_Act_Final_Report.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/919748/Evaluation_of_the_Implementation_of_the_Homelessness_Reduction_Act_Final_Report.pdf
https://doi.org/10.1016/S2215-0366(20)30307-2
https://doi.org/10.1186/s12874-018-0611-x
https://www.nao.org.uk/report/the-housing-of-rough-sleepers-during-the-covid19-pandemic/
https://www.nao.org.uk/report/the-housing-of-rough-sleepers-during-the-covid19-pandemic/
https://www.longtermplan.nhs.uk/wp-content/uploads/2019/08/nhs-long-term-plan-version-1.2.pdf
https://www.longtermplan.nhs.uk/wp-content/uploads/2019/08/nhs-long-term-plan-version-1.2.pdf
https://www.england.nhs.uk/2019/10/rough-sleepers-in-homeless-hotspots-to-benefit-from-nhs-mental-health-outreach/
https://www.england.nhs.uk/2019/10/rough-sleepers-in-homeless-hotspots-to-benefit-from-nhs-mental-health-outreach/

NHS England. (2015). Patient registration standard operating principles for primary medical

care (General Practice). NHS. https://www.england.nhs.uk/south/wp-

content/uploads/sites/6/2019/04/patient-reqistration-standard-operating-principles-nov-

2015.pdf

NHS England. (2020). Advancing mental health equalities strategy.
https://www.england.nhs.uk/wp-content/uploads/2020/10/00159-advancing-mental-

health-equalities-strateqy.pdf

NHSBSA Statistics. (2020). Medicines Used in Mental Health — England — Quarterly
Summary Statistics July to September 2020 https://www.nhsbsa.nhs.uk/statistical-

collections/medicines-used-mental-health-england/medicines-used-mental-health-

england-quarterly-summary-statistics-july-september-2020

NICE. (2016). Recommendations Coexisting severe mental illness and substance misuse:
Community health and social care services.

https://www.nice.org.uk/quidance/ng58/chapter/Recommendations

NICE. (2018). Recommendations Post-traumatic stress disorder. NICE.

https://www.nice.org.uk/quidance/ng116/chapter/Recommendations

NICE. (2022). Integrated health and social care for people experiencing homelessness

Guidance. https://www.nice.org.uk/quidance/ng214/resources/integrated-health-and-

social-care-for-people-experiencing-homelessness-pdf-66143775200965

Nowell, L. S., Norris, J. M., White, D. E., & Moules, N. J. (2017). Thematic Analysis: Striving
to meet the trustworthiness criteria. International Journal of Qualitative Methods, 16(1),
1609406917733847. https://doi.org/10.1177/1609406917733847

Oates, J., Carpenter, D., Fisher, M., Goodson, S., Hannah, B., Kwiatkowski, R., Prutton, K.,
Reeves, D., & Wainwright, T. (2021). BPS Code of Human Research Ethics. BPS.

https://www.bps.org.uk/news-and-policy/bps-code-human-research-ethics

Office for Health Improvement and Disparities. (2021a). NHS entitlements: Migrant health

guide. https://www.gov.uk/guidance/nhs-entitlements-migrant-health-quide

148


https://www.england.nhs.uk/south/wp-content/uploads/sites/6/2019/04/patient-registration-standard-operating-principles-nov-2015.pdf
https://www.england.nhs.uk/south/wp-content/uploads/sites/6/2019/04/patient-registration-standard-operating-principles-nov-2015.pdf
https://www.england.nhs.uk/south/wp-content/uploads/sites/6/2019/04/patient-registration-standard-operating-principles-nov-2015.pdf
https://www.england.nhs.uk/wp-content/uploads/2020/10/00159-advancing-mental-health-equalities-strategy.pdf
https://www.england.nhs.uk/wp-content/uploads/2020/10/00159-advancing-mental-health-equalities-strategy.pdf
https://www.nhsbsa.nhs.uk/statistical-collections/medicines-used-mental-health-england/medicines-used-mental-health-england-quarterly-summary-statistics-july-september-2020
https://www.nhsbsa.nhs.uk/statistical-collections/medicines-used-mental-health-england/medicines-used-mental-health-england-quarterly-summary-statistics-july-september-2020
https://www.nhsbsa.nhs.uk/statistical-collections/medicines-used-mental-health-england/medicines-used-mental-health-england-quarterly-summary-statistics-july-september-2020
https://www.nice.org.uk/guidance/ng58/chapter/Recommendations
https://www.nice.org.uk/guidance/ng116/chapter/Recommendations
https://www.nice.org.uk/guidance/ng214/resources/integrated-health-and-social-care-for-people-experiencing-homelessness-pdf-66143775200965
https://www.nice.org.uk/guidance/ng214/resources/integrated-health-and-social-care-for-people-experiencing-homelessness-pdf-66143775200965
https://doi.org/10.1177/1609406917733847
https://www.bps.org.uk/news-and-policy/bps-code-human-research-ethics
https://www.gov.uk/guidance/nhs-entitlements-migrant-health-guide

Office for Health Improvement and Disparities. (22 March 2021b). Language interpreting and

translation: Migrant health guide. https://www.gov.uk/quidance/language-interpretation-

migrant-health-quide

Omerov, P., Craftman, A. G., Mattsson, E., & Klarare, A. (2020). Homeless persons’
experiences of health- and social care: A systematic integrative review. Health & Social
Care in the Community, 28(1), 1-11. https://doi.org/10.1111/hsc.12857

ONS. (2019). Population estimates by ethnic group and religion, England and Wales. Office
for National Statistics.

https://www.ons.gov.uk/peoplepopulationandcommunity/populationandmigration/populat

ionestimates/articles/populationestimatesbyethnicgroupandreligionenglandandwales/20
19

O’Reilly, M., & Parker, N. (2013). ‘Unsatisfactory Saturation’: A critical exploration of the
notion of saturated sample sizes in qualitative research. Qualitative Research, 13(2),
190-197. https://doi.org/10.1177/1468794112446106

Palmer, G., & Kenway, P. (2007, April 30). Poverty rates among ethnic groups in Great

Britain. JRF. https://www.jrf.org.uk/report/poverty-rates-among-ethnic-groups-great-

britain

Pathway. (2018). Homeless and Inclusion Health standards for commissioners and service
providers. https://www.pathway.org.uk/wp-content/uploads/Version-3.1-Standards-
2018-Final-1.pdf

Patterson, M. L., Currie, L., Rezansoff, S., & Somers, J. M. (2015). Exiting homelessness:
Perceived changes, barriers, and facilitators among formerly homeless adults with
mental disorders. Psychiatric Rehabilitation Journal, 38(1), 81-87.
https://doi.org/10.1037/prj0000101

Patton, M. Q. (2015). Qualitative Research & Evaluation Methods: Integrating Theory and
Practice (4™ ed). SAGE.

149


https://www.gov.uk/guidance/language-interpretation-migrant-health-guide
https://www.gov.uk/guidance/language-interpretation-migrant-health-guide
https://doi.org/10.1111/hsc.12857
https://doi.org/10.1177/1468794112446106
https://www.pathway.org.uk/wp-content/uploads/Version-3.1-Standards-2018-Final-1.pdf
https://www.pathway.org.uk/wp-content/uploads/Version-3.1-Standards-2018-Final-1.pdf
https://doi.org/10.1037/prj0000101

Pennington, J., & Kleynhans, S. (2020). Renters at risk: Getting through the coronavirus
crisis. Shelter.
https://assets.ctfassets.net/6sxvmndnpn0s/73rdAXsj9L x92AqdlahL 1/29248901723220e
b8177b05b9e5b8905/2020-09-21 -

Renters at risk final version with reference 49.pdf

Pezalla, A. E., Pettigrew, J., & Miller-Day, M. (2012). Researching the researcher-as-
instrument: An exercise in interviewer self-reflexivity. Qualitative Research, 12(2), 165—
185. https://doi.org/10.1177/1468794111422107

Pilgrim, D. (2014). Some implications of critical realism for mental health research. Social
Theory & Health, 12(1), 1-21. https://doi.org/10.1057/sth.2013.17

Pleace, N. (2016). Exclusion by definition: The under-representation of women in european
homelessness statistics. In Mayock, P. & Bretherton, J. (Eds). In Women’s

homelessness in Europe, (pp. 105-126.). Palgrave Macmillian.

Pleace, N. (2019). Preventing homelessness: An international review of the evidence. Simon

Communities of Ireland. https://www.researchgate.net/profile/Nicholas-

Pleace/publication/332684261 Preventing Homelessness A Review of the Internatio
nal Evidence/links/5¢cc323e0299bf12097827bde/Preventing-Homelessness-A-Review-

of-the-International-Evidence.pdf

Pleace, N., Baptista, I., Benjaminsen, L., & Busch-Geertsema, V. (2018). Homelessness
services in Europe: EOH comparative studies on homelessness. European Observatory
on Homelessness. https://www.feantsaresearch.org/public/user/Observatory/Feantsa-
Studies 08 v02[1].pdf

Pleace, N., & Bretherton, J. (2017). Crisis Skylight final report of the University of York
evaluation. Crisis. https://www.crisis.org.uk/media/20620/crisis skylight evaluation-
report final 2017.pdf

Pleace, N., Bretherton, J., & Mayock, P. (2016). Long-term and recurrent homelessness
among women in Mayock, P. and Bretherton, J. In Women’s homelessness in europe
(pp- 209-234). Palgrave Macmillan.

150


https://assets.ctfassets.net/6sxvmndnpn0s/73rdAXsj9Lx92AqdlahLtl/29248901723220eb8177b05b9e5b8905/2020-09-21_-_Renters_at_risk_final_version_with_reference_49.pdf
https://assets.ctfassets.net/6sxvmndnpn0s/73rdAXsj9Lx92AqdlahLtl/29248901723220eb8177b05b9e5b8905/2020-09-21_-_Renters_at_risk_final_version_with_reference_49.pdf
https://assets.ctfassets.net/6sxvmndnpn0s/73rdAXsj9Lx92AqdlahLtl/29248901723220eb8177b05b9e5b8905/2020-09-21_-_Renters_at_risk_final_version_with_reference_49.pdf
https://doi.org/10.1177/1468794111422107
https://doi.org/10.1057/sth.2013.17
https://www.researchgate.net/profile/Nicholas-Pleace/publication/332684261_Preventing_Homelessness_A_Review_of_the_International_Evidence/links/5cc323e0299bf12097827bde/Preventing-Homelessness-A-Review-of-the-International-Evidence.pdf
https://www.researchgate.net/profile/Nicholas-Pleace/publication/332684261_Preventing_Homelessness_A_Review_of_the_International_Evidence/links/5cc323e0299bf12097827bde/Preventing-Homelessness-A-Review-of-the-International-Evidence.pdf
https://www.researchgate.net/profile/Nicholas-Pleace/publication/332684261_Preventing_Homelessness_A_Review_of_the_International_Evidence/links/5cc323e0299bf12097827bde/Preventing-Homelessness-A-Review-of-the-International-Evidence.pdf
https://www.researchgate.net/profile/Nicholas-Pleace/publication/332684261_Preventing_Homelessness_A_Review_of_the_International_Evidence/links/5cc323e0299bf12097827bde/Preventing-Homelessness-A-Review-of-the-International-Evidence.pdf
https://www.feantsaresearch.org/public/user/Observatory/Feantsa-Studies_08_v02%5b1%5d.pdf
https://www.feantsaresearch.org/public/user/Observatory/Feantsa-Studies_08_v02%5b1%5d.pdf
https://www.crisis.org.uk/media/20620/crisis_skylight_evaluation-report_final_2017.pdf
https://www.crisis.org.uk/media/20620/crisis_skylight_evaluation-report_final_2017.pdf

Pleace, N., & Hermans, K. (2020). Counting all homelessness in Europe: The case for
ending separate enumeration of hidden homelessness. European Journal of
Homelessness, 14(3), 35-62.

Ponce, A. N, Lawless, M. S., & Rowe, M. (2014). Homelessness, behavioral health
disorders and intimate partner violence: Barriers to services for women. Community
Mental Health Journal, 50(7), 831-840. https://doi.org/10.1007/s10597-014-9712-0

Prison Reform Trust. (2018). Home truths: Housing for women in the criminal justice system.

http://www.prisonreformtrust.org.uk/portals/0/documents/home%20truths%20june%202

018.pdf

Project 17. (2019). No data, no recourse: How a lack of information limits access to support
for vulnerable families. UK Open Government Network.

https://www.opengovernment.org.uk/2019/02/19/no-data-no-recourse-how-a-lack-of-

information-limits-access-to-support-for-vulnerable-families/

Pyett, P. M. (2003). Validation of Qualitative Research in the “Real World”. Qualitative
Health Research, 13(8), 1170-1179. https://doi.org/10.1177/1049732303255686

Quilgars, D., & Pleace, N. (2017). The Threshold Housing First pilot for women with an
offending history. University of York.
https://hfe.homeless.org.uk/sites/default/files/attachments/Threshold%20Housing%20Fir
st%20Evaluation%20Report.pdf

Rayburn, N. R., Wenzel, S. L., Elliott, M. N., Hambarsoomians, K., Marshall, G. N., &
Tucker, J. S. (2005). Trauma, depression, coping, and mental health service seeking
among impoverished women. Journal of Consulting and Clinical Psychology, 73(4),
667-677. https://doi.org/10.1037/0022-006X.73.4.667

Read, J., & Moncrieff, J. (2022). Depression: Why drugs and electricity are not the answer.
Psychological Medicine, 1-10. https://doi.org/10.1017/S0033291721005031

Reeve, K. (2018). Women and homelessness: Putting gender back on the agenda. People,
Place and Policy Online, 11(3), 165—174. https://doi.org/10.3351/ppp.2017.8845235448

151


https://doi.org/10.1007/s10597-014-9712-0
http://www.prisonreformtrust.org.uk/portals/0/documents/home%20truths%20june%202018.pdf
http://www.prisonreformtrust.org.uk/portals/0/documents/home%20truths%20june%202018.pdf
https://www.opengovernment.org.uk/2019/02/19/no-data-no-recourse-how-a-lack-of-information-limits-access-to-support-for-vulnerable-families/
https://www.opengovernment.org.uk/2019/02/19/no-data-no-recourse-how-a-lack-of-information-limits-access-to-support-for-vulnerable-families/
https://doi.org/10.1177/1049732303255686
https://hfe.homeless.org.uk/sites/default/files/attachments/Threshold%20Housing%20First%20Evaluation%20Report.pdf
https://hfe.homeless.org.uk/sites/default/files/attachments/Threshold%20Housing%20First%20Evaluation%20Report.pdf
https://doi.org/10.1037/0022-006X.73.4.667
https://doi.org/10.1017/S0033291721005031
https://doi.org/10.3351/ppp.2017.8845235448

Reeve, K., Casey, R., & Goudie, R. (2006). Homeless women: Still being failed yet striving

to survive. Crisis. https://www.shu.ac.uk/centre-regional-economic-social-

research/publications/homeless-women-still-being-failed-yet-striving-to-survive

Reid, P., & Klee, H. (1999). Young homeless people and service provision. Health & Social
Care in the Community, 7(1), 17—-24. https://doi.org/10.1046/j.1365-2524.1999.00152.x

Rhodes, E. (2016). Innovative approach to hostels shows promise. The Psychologist.

https://thepsychologist.bps.org.uk/volume-29/may-2016/innovative-approach-hostels-

shows-promise

Robson, C. (2002). Real world research: A resource for social scientists and practitioner-

researchers (2nd ed). John Wiley & Sons.

Rodriguez, M., Valentine, J. M., Son, J. B., & Muhammad, M. (2009). Intimate partner
violence and barriers to mental health care for ethnically diverse populations of women.
Trauma, Violence, & Abuse, 10(4), 358-374.
https://doi.org/10.1177/1524838009339756

Royal College of Physicians. (2019, October 25). Medical royal colleges and homelessness
charities call for doctors to receive mandatory training in keeping homeless patients off

the streets. RCP London. https://www.rcplondon.ac.uk/news/medical-royal-colleges-

and-homelessness-charities-call-doctors-receive-mandatory-training

Safe Lives. (2018). Safe at Home: Homelessness and domestic abuse.

https://safelives.org.uk/sites/default/files/resources/Safe at home Spotlight web.pdf

SAMHSA. (2014). A treatment improvement protocol trauma-informed care in behavioral

health services. https://store.samhsa.gov/sites/default/files/d7/priv/isma14-4816.pdf

Sandelowski, M. (1986). The problem of rigor in qualitative research. Advances in Nursing
Science, 8(3), 27-37. https://doi.org/10.1097/00012272-198604000-00005

Sandelowski, M. (1995). Sample size in qualitative research. Research in Nursing & Health,
18(2), 179-183. https://doi.org/10.1002/nur.4770180211

152


https://www.shu.ac.uk/centre-regional-economic-social-research/publications/homeless-women-still-being-failed-yet-striving-to-survive
https://www.shu.ac.uk/centre-regional-economic-social-research/publications/homeless-women-still-being-failed-yet-striving-to-survive
https://doi.org/10.1046/j.1365-2524.1999.00152.x
https://thepsychologist.bps.org.uk/volume-29/may-2016/innovative-approach-hostels-shows-promise
https://thepsychologist.bps.org.uk/volume-29/may-2016/innovative-approach-hostels-shows-promise
https://doi.org/10.1177/1524838009339756
https://www.rcplondon.ac.uk/news/medical-royal-colleges-and-homelessness-charities-call-doctors-receive-mandatory-training
https://www.rcplondon.ac.uk/news/medical-royal-colleges-and-homelessness-charities-call-doctors-receive-mandatory-training
https://safelives.org.uk/sites/default/files/resources/Safe_at_home_Spotlight_web.pdf
https://store.samhsa.gov/sites/default/files/d7/priv/sma14-4816.pdf
https://doi.org/10.1097/00012272-198604000-00005
https://doi.org/10.1002/nur.4770180211

Sandelowski, M., & Leeman, J. (2012). Writing usable qualitative health research findings.
Qualitative Health Research, 22(10), 1404—1413.
https://doi.org/10.1177/1049732312450368

Schwan, K., Ward, A., Akerman, J., & Redman, M. (2018). Preventing youth homelessness:
An international review of evidence. Wales Centre for Public Policy.
https://www.homelesshub.ca/sites/default/files/attachments/WCPP%20Preventing%20Y

outh%20Homelessness%20international%20evidence%20review.pdf

Shelter. (2012). Defining Homelessness: Who does the safety net help and how does it
support them?
https://assets.ctfassets.net/6sxvmndnpn0s/74Cq1u5MzGr16omsxmEWt1/0c5d0c988cfe
d25b37713a91c5b7eed0/Defininghomelessnessbriefing.pdf

Shelter. (2016). Preventing homelessness: Why a strategic approach and early intervention
can stop people losing their homes.
https://assets.ctfassets.net/6sxvmndnpn0s/3LMe77pQQwTBbYgDdb94m0/ac0c076225
3b1bd483faedd23b417245/2016_06_20 Preventing Homelessness _.pdf

Shelter. (2020). Black people are more than three times as likely to experience
homelessness. Shelter England.

https://england.shelter.org.uk/media/press release/black people are more than three

fimes as likely to experience homelessness

Shelter. (2021). #Healthnow peer research report: Understanding homeless health inequality
in Greater Manchester. Groundswell. https://groundswell.org.uk/wp-
content/uploads/2021/08/Shelter HealthNow Manchester-report-2021 Final.pdf

Sim, J., Saunders, B., Waterfield, J., & Kingstone, T. (2018). Can sample size in qualitative
research be determined a priori? International Journal of Social Research Methodology,
21(5), 619-634. https://doi.org/10.1080/13645579.2018.1454643

Simon on the Streets. (2018, March 2). Bridget’s story.
https://simononthestreets.co.uk/about/our-stories/bridgets-story

153


https://doi.org/10.1177/1049732312450368
https://www.homelesshub.ca/sites/default/files/attachments/WCPP%20Preventing%20Youth%20Homelessness%20international%20evidence%20review.pdf
https://www.homelesshub.ca/sites/default/files/attachments/WCPP%20Preventing%20Youth%20Homelessness%20international%20evidence%20review.pdf
https://assets.ctfassets.net/6sxvmndnpn0s/74Cq1u5MzGr16omsxmEWt1/0c5d0c988cfed25b37713a91c5b7eed0/Defininghomelessnessbriefing.pdf
https://assets.ctfassets.net/6sxvmndnpn0s/74Cq1u5MzGr16omsxmEWt1/0c5d0c988cfed25b37713a91c5b7eed0/Defininghomelessnessbriefing.pdf
https://assets.ctfassets.net/6sxvmndnpn0s/3LMe77pQQwTBbYgDdb94m0/ac0c0762253b1bd483faedd23b417245/2016_06_20_Preventing_Homelessness_.pdf
https://assets.ctfassets.net/6sxvmndnpn0s/3LMe77pQQwTBbYgDdb94m0/ac0c0762253b1bd483faedd23b417245/2016_06_20_Preventing_Homelessness_.pdf
https://groundswell.org.uk/wp-content/uploads/2021/08/Shelter_HealthNow_Manchester-report-2021_Final.pdf
https://groundswell.org.uk/wp-content/uploads/2021/08/Shelter_HealthNow_Manchester-report-2021_Final.pdf
https://doi.org/10.1080/13645579.2018.1454643
https://simononthestreets.co.uk/about/our-stories/bridgets-story

Solace. (2019). Safe As Houses? How the system is failing women and children fleeing
abuse in London. https://www.solacewomensaid.org/sites/default/files/2019-
10/Solace SafeasHousesReport FINAL O.pdf

Speirs, V., Johnson, M., & Jirojwong, S. (2013). A systematic review of interventions for
homeless women. Journal of Clinical Nursing, 22(7-8), 1080-1093.
https://doi.org/10.1111/jocn.12056

Spicer, R. (2018). Barriers to mental health treatment among chronically homeless women:
A phenomenological inquiry [Doctoral Dissertation, Walden University] US ProQuest
Information and Learning.
https://search.ebscohost.com/login.aspx?direct=true&db=psyh&AN=2018-00726-
243&site=ehost-live

St Mungo’s. (2011). Lifeworks: How an innovative psychotherapy project is helping

homeless people in their recovery. https://www.mungos.org/publication/lifeworks-

innovative-psychotherapy-project-helping-homeless-people-recovery/

St Mungo’s. (2014). Rebuilding Shattered Lives: The final report.
https://rebuildingshatteredlives.org/wp-content/uploads/2014/03/Rebuilding-Shattered-

Lives-Final-Report.pdf

St Mungo’s. (2016). Stop the Scandal: The case for action on mental health and rough
sleeping. https://www.mungos.org/app/uploads/2017/07/Stop-the-Scandal-the-case-for-

action-on-mental-health-and-rough-sleeping.pdf

St Mungo’s. (2017a). Peer Research Archives.

https://www.mungos.org/tag/peer-research/

St Mungo’s. (2017b). Rebuilding Shattered Lives: The Final Report. Getting the right help at
the right time to women who are homeless or at risk.

https://rebuildingshatteredlives.org/wp-content/uploads/2014/03/Rebuilding-Shattered-

Lives-Final-Report.pdf

St Mungo’s. (2020). Knocked back: Failing to support people sleeping rough with drug and
alcohol problems is costing lives. https://www.mungos.org/publication/knocked-back/

154


https://www.solacewomensaid.org/sites/default/files/2019-10/Solace_SafeasHousesReport_FINAL_0.pdf
https://www.solacewomensaid.org/sites/default/files/2019-10/Solace_SafeasHousesReport_FINAL_0.pdf
https://doi.org/10.1111/jocn.12056
https://search.ebscohost.com/login.aspx?direct=true&db=psyh&AN=2018-00726-243&site=ehost-live
https://search.ebscohost.com/login.aspx?direct=true&db=psyh&AN=2018-00726-243&site=ehost-live
https://www.mungos.org/publication/lifeworks-innovative-psychotherapy-project-helping-homeless-people-recovery/
https://www.mungos.org/publication/lifeworks-innovative-psychotherapy-project-helping-homeless-people-recovery/
https://rebuildingshatteredlives.org/wp-content/uploads/2014/03/Rebuilding-Shattered-Lives-Final-Report.pdf
https://rebuildingshatteredlives.org/wp-content/uploads/2014/03/Rebuilding-Shattered-Lives-Final-Report.pdf
https://www.mungos.org/app/uploads/2017/07/Stop-the-Scandal-the-case-for-action-on-mental-health-and-rough-sleeping.pdf
https://www.mungos.org/app/uploads/2017/07/Stop-the-Scandal-the-case-for-action-on-mental-health-and-rough-sleeping.pdf
https://www.mungos.org/publication/knocked-back/

St Mungo’s. (2021). St Mungo’s responds to Government’s new 10-year drugs strategy.

https://www.mungos.org/news/st-mungos-responds-to-governments-new-10-year-

drugs-strateqy/

Stark, E., & Hester, M. (2019). Coercive Control: Update and review. Violence Against
Women, 25(1), 81-104. https://doi.org/10.1177/1077801218816191

Stark, E., & Flitcraft, A. H. (1988). Women and children at risk: A feminist perspective on
child abuse. International Journal of Health Services: Planning, Administration,
Evaluation, 18(1), 97—118. https://doi.org/10.2190/3K8F-KDWD-QYXK-2AX5

Stonewall. (2018). LGBT in Britain. Home and Communities. Stonewall.

https://www.stonewall.org.uk/sites/default/files/Igbt in britain home and communities.

pdf

Strehlau, V., Torchalla, I., Kathy, L., Schuetz, C., & Krausz, M. (2012). Mental health,
concurrent disorders, and health care utilization in homeless women. Journal of
Psychiatric Practice, 18(5), 349—-360.
https://doi.org/10.1097/01.pra.0000419819.60505.dc

Sturge, G. (2021). UK Prison Population Statistics. House of Commons Library.
https://researchbriefings.files.parliament.uk/documents/SN04334/SN04334.pdf

Styron, T. H., Janoff-Bulman, R., & Davidson, L. (2000). “Please ask me how | am”:
Experiences of family homelessness in the context of single mothers’ lives. Journal of
Social Distress and the Homeless, 9(2), 143—-165.
https://doi.org/10.1023/A:1012945602583

Sullivan, C. M., Goodman, L. A, Virden, T., Strom, J., & Ramirez, R. (2018). Evaluation of
the effects of receiving trauma-informed practices on domestic violence shelter
residents. The American Journal of Orthopsychiatry, 88(5), 563-570.
https://doi.org/10.1037/0rt0000286

Sweeney, A,, Clement, S., Filson, B., & Kennedy, A. (2016). Trauma-informed mental
healthcare in the UK: What is it and how can we further its development? Mental Health
Review Journal, 21(3), 174—192. https://doi.org/10.1108/MHRJ-01-2015-0006

155


https://www.mungos.org/news/st-mungos-responds-to-governments-new-10-year-drugs-strategy/
https://www.mungos.org/news/st-mungos-responds-to-governments-new-10-year-drugs-strategy/
https://doi.org/10.1177/1077801218816191
https://doi.org/10.1097/01.pra.0000419819.60505.dc
https://doi.org/10.1023/A:1012945602583
https://doi.org/10.1037/ort0000286
https://doi.org/10.1108/MHRJ-01-2015-0006

Sweeney, A., Filson, B., Kennedy, A., Collinson, L., & Gillard, S. (2018). A paradigm shift:
Relationships in trauma-informed mental health services. Bjpsych Advances, 24(5),
319-333. https://doi.org/10.1192/bja.2018.29

Tainio, H., & Fredriksson, P. (2009). The Finnish homelessness strategy: From a ‘Staircase’
Model to a ‘Housing First’ approach to tackling long-term homelessness. European
Journal of Homelessness, 3. https://www.feantsaresearch.org/download/feantsa-
ejh2009-evaluation-16622178144273146290.pdf

The Conservative Party. (2019). Get Brexit Done. Unleash Britain’s potential: The
Conservative and Unionist Party Manifesto 2019. The Conservative and Unionist Party.

https://www.conservatives.com/our-plan/conservative-party-manifesto-2019

The Kings Fund. (2022). NHS workforce: Our position.

https://www.kingsfund.org.uk/projects/positions/nhs-workforce

The Labour Party. (2019). It’s Time for Real Change: The Labour Party Manifesto 2019.
https://labour.org.uk/wp-content/uploads/2019/11/Real-Change-Labour-Manifesto-

2019.pdf

The Royal College of Midwives. (2019). Duty to refer guidance for midwives on the

homelessness reduction act (2017). https://www.rcm.org.uk/media/3115/duty-to-refer-

quidance-for-midwives-on-the-homelessness-reduction-act-a5-16pp 6.pdf

Thompson, L. (2021). Toward a feminist psychological theory of “institutional trauma”.
Feminism & Psychology, 31(1), 99-118. https://doi.org/10.1177/0959353520968374

Tickle, L. (2017, January 25). Mother courage: Swapping pregnancy in exchange for help.

The Guardian. https://www.thequardian.com/society/2017/jan/25/pause-project-

mothers-pregnancy-children-in-care

Tischler, V., Cumella, S., Bellerby, T., & Vostanis, P. (2000). Service innovations: A mental
health service for homeless children and families. Psychiatric Bulletin, 24(9), 339-341.
https://doi.org/10.1192/pb.24.9.339

156


https://doi.org/10.1192/bja.2018.29
https://www.feantsaresearch.org/download/feantsa-ejh2009-evaluation-16622178144273146290.pdf
https://www.feantsaresearch.org/download/feantsa-ejh2009-evaluation-16622178144273146290.pdf
https://www.conservatives.com/our-plan/conservative-party-manifesto-2019
https://www.kingsfund.org.uk/projects/positions/nhs-workforce
https://labour.org.uk/wp-content/uploads/2019/11/Real-Change-Labour-Manifesto-2019.pdf
https://labour.org.uk/wp-content/uploads/2019/11/Real-Change-Labour-Manifesto-2019.pdf
https://www.rcm.org.uk/media/3115/duty-to-refer-guidance-for-midwives-on-the-homelessness-reduction-act-a5-16pp_6.pdf
https://www.rcm.org.uk/media/3115/duty-to-refer-guidance-for-midwives-on-the-homelessness-reduction-act-a5-16pp_6.pdf
https://www.theguardian.com/society/2017/jan/25/pause-project-mothers-pregnancy-children-in-care
https://www.theguardian.com/society/2017/jan/25/pause-project-mothers-pregnancy-children-in-care
https://doi.org/10.1192/pb.24.9.339

Tischler, V., Rademeyer, A., & Vostanis, P. (2007). Mothers experiencing homelessness:
Mental health, support and social care needs. Health & Social Care in the Community,
15(3), 246-253. https://doi.org/10.1111/j.1365-2524.2006.00678.x

Tischler, V., Vostanis, P., Bellerby, T., & Cumella, S. (2002). Evaluation of a mental health
outreach service for homeless families. Archives of Disease in Childhood, 86(3), 158—
163. https://doi.org/10.1136/adc.86.3.158

Tong, R. (2001). Feminist Theory. In N. J. Smelser & P. B. Baltes (Eds.), International
Encyclopedia of the Social & Behavioral Sciences (pp. 5484-5491). Pergamon.
https://doi.org/10.1016/B0-08-043076-7/03945-0

Tracy, S. J. (2010). Qualitative Quality: Eight “Big-Tent” Criteria for Excellent Qualitative
Research. Qualitative Inquiry, 16(10), 837—-851.
https://doi.org/10.1177/1077800410383121

Tsai, J., Hoff, R. A., & Harpaz-Rotem, |. (2017). One-year incidence and predictors of
homelessness among 300,000 US Veterans seen in specialty mental health care.
Psychological Services, 14(2), 203—-207. https://doi.org/10.1037/ser0000083

Tsai, J., Kasprow, W. J., Kane, V., & Rosenheck, R. A. (2014). National comparison of
literally homeless male and female VA service users: Entry characteristics, clinical
needs, and service patterns. Women’s Health Issues, 24(1), 29-35.
https://doi.org/10.1016/j.whi.2013.09.007

Tutty, L. M., Ogden, C., Giurgiu, B., & Weaver-Dunlop, G. (2013). | built my house of hope:
Abused women and pathways into homelessness. Violence Against Women, 19(12),
1498-1517. https://doi.org/10.1177/1077801213517514

Uhrig, N. (2014). An Examination of Poverty and Sexual Orientation in the UK. Institute for
Social and Economic Research.
https://www.iser.essex.ac.uk/research/publications/working-papers/iser/2014-02.pdf

157


https://doi.org/10.1111/j.1365-2524.2006.00678.x
https://doi.org/10.1136/adc.86.3.158
https://doi.org/10.1177/1077800410383121
https://doi.org/10.1037/ser0000083
https://doi.org/10.1016/j.whi.2013.09.007
https://doi.org/10.1177/1077801213517514

UK Collaborative Centre for Housing Research. (2021). Interim Report The COVID-19 crisis
response to homelessness in Great Britain. UK Collaborative Centre for Housing Research.

https://housingevidence.ac.uk/wp-
content/uploads/2021/02/12544 UoG CaCHE Covid Homelessness Report-Final.pdf

UN. (2017). Adequate housing as a component of the right to an adequate standard of living,
and the right to non-discrimination in this context. UN General Assembly.
https://www.feantsa.org/download/n17212201958608767430355359.pdf

Upshur, C. C., Jenkins, D., Weinreb, L., Gelberg, L., & Orvek, E. A. (2017). Prevalence and
predictors of substance use disorders among homeless women seeking primary care:
An 11-site survey. The American Journal on Addictions, 26(7), 680—688.
https://doi.org/10.1111/ajad.12582

Van der Kolk, B. (2015). The Body Keeps the Score: Mind, Brain and Body in the

Transformation of Trauma (1st ed). Penguin.

Varpio, L., Ajjawi, R., Monrouxe, L. V., O'Brien, B. C., & Rees, C. E. (2017). Shedding the
cobra effect: Problematising thematic emergence, triangulation, saturation and member
checking. Medical Education, 51(1), 40-50. https://doi.org/10.1111/medu.13124

Vijayaraghavan, M., Tochterman, A., Hsu, E., Johnson, K., Marcus, S., & Caton, C. L. M.
(2012). Health, access to health care, and health care use among homeless women
with a history of intimate partner violence. Journal of Community Health, 37(5), 1032—
1039. https://doi.org/10.1007/s10900-011-9527-7

Wardhaugh, J. (2012). Feminist Perspectives on Homelessness. In S. J. Smith (Ed.),
International Encyclopedia of Housing and Home (pp. 163—-171). Elsevier.
https://doi.org/10.1016/B978-0-08-047163-1.00351-9

Watson, J. (2011). Understanding survival sex: Young women, homelessness and intimate
relationships. Journal of Youth Studies, 14(6), 639—655.
https://doi.org/10.1080/13676261.2011.588945

Watson, S. (1988) Accommodating Inequality. Gender and Housing. Sydney: Allen and

Unwin.

158


https://housingevidence.ac.uk/wp-content/uploads/2021/02/12544_UoG_CaCHE_Covid_Homelessness_Report-Final.pdf
https://housingevidence.ac.uk/wp-content/uploads/2021/02/12544_UoG_CaCHE_Covid_Homelessness_Report-Final.pdf
https://doi.org/10.1111/ajad.12582
https://doi.org/10.1111/medu.13124
https://doi.org/10.1007/s10900-011-9527-7
https://doi.org/10.1080/13676261.2011.588945

Watson, S. and Austerberry, H. (1986) Housing and Homelessness: A Feminist Perspective.

London: Routledge and Kegan Paul.

Watts, B., Bramley, G., Pawson, H., Young, G., Fitzpatrick, S., & McMordie, L. (2022). The

Homelessness Monitor: England 2022. Crisis. https://www.crisis.org.uk/ending-

homelessness/homelessness-knowledge-hub/homelessness-monitor/england/the-

homelessness-monitor-england-2022

Weinreb, L., Nicholson, J., Williams, V., & Anthes, F. (2007). Integrating behavioral health
services for homeless mothers and children in primary care. American Journal of
Orthopsychiatry, 77(1), 142—-152. https://doi.org/10.1037/0002-9432.77.1.142

Weinrich, S., Hardin, S., Glaser, D., Barger, M., Bormann, J., Lizarraga, C., Terry, M.,
Criscenzo, J., & Allard, C. B. (2016). Assessing sexual trauma histories in homeless
women. Journal of Trauma & Dissociation, 17(2), 237-243.
https://doi.org/10.1080/15299732.2015.1089968

Welch-Lazoritz, M. L., Whitbeck, L. B., & Armenta, B. E. (2015). Characteristics of Mothers
Caring for Children During Episodes of Homelessness. Community Mental Health
Journal, 51(8), 913-920. https://doi.org/10.1007/s10597-014-9794-8

Whitehead, C., & Rotolo, M. (2021, May 10). Everyone In: The numbers. LSE London.

https://blogs.lse.ac.uk/Iselondon/everyone-in-the-numbers/

Wilkinson, S. (1988). The role of reflexivity in feminist psychology. Women’s Studies
International Forum, 11(5), 493—-502. https://doi.org/10.1016/0277-5395(88)90024-6

Wilkinson, S., & Kitzinger, C. (1996). Representing the other: A feminism & psychology
reader. SAGE.

Willig, C. (2013). Introducing qualitative research in psychology. McGraw-Hill Education
(UK).

Willig, C. (2019). What can qualitative psychology contribute to psychological knowledge?
Psychological Methods, 24(6), 796—804. https://doi.org/10.1037/met0000218

159


https://www.crisis.org.uk/ending-homelessness/homelessness-knowledge-hub/homelessness-monitor/england/the-homelessness-monitor-england-2022
https://www.crisis.org.uk/ending-homelessness/homelessness-knowledge-hub/homelessness-monitor/england/the-homelessness-monitor-england-2022
https://www.crisis.org.uk/ending-homelessness/homelessness-knowledge-hub/homelessness-monitor/england/the-homelessness-monitor-england-2022
https://doi.org/10.1037/0002-9432.77.1.142
https://doi.org/10.1080/15299732.2015.1089968
https://doi.org/10.1007/s10597-014-9794-8
https://blogs.lse.ac.uk/lselondon/everyone-in-the-numbers/
https://doi.org/10.1016/0277-5395(88)90024-6
https://doi.org/10.1037/met0000218

Wilson, W., & Barton, C. (2021). Statutory homelessness (England). House of Commons
Library. https://researchbriefings.files.parliament.uk/documents/SN01164/SNO1164.pdf

Wilton, J., & Williams, A. (2019). Engaging with complexity Providing effective trauma-
informed care for women. Centre for Mental Health.
https://www.centreformentalhealth.org.uk/sites/default/files/2019-
05/CentreforMH_EngagingWithComplexity.pdf

Wise, J. (2014 December 15). One in 10 women in England takes antidepressants, survey
shows. BMJ. https://doi.org/10.1136/bmj.q7641

Women Equalities Committee. (2020). Unequal impact? Coronavirus and BAME people.
Parliament UK.

https://publications.parliament.uk/pa/cm5801/cmselect/cmwomeq/384/38409.htm

Women'’s Aid. (2021a). Domestic Abuse Act. Womens Aid.

https://www.womensaid.org.uk/what-we-do/campaigning-and-influencing/campaign-

with-us/domestic-abuse-bill/

Women'’s Aid. (2021, July 21). Women’s Aid respond to government’s Violence against
Women and Girls strategy [Press Release]. Womens Aid.

https://www.womensaid.org.uk/womens-aid-respond-to-governments-violence-against-

women-and-qirls-strateqy/

Worthing, K., Galaso, M. M., Wright, J. K., & Potter, J. (2021). Patients or passports? The
‘hostile environment’ in the NHS. Future Healthc J, 8(1), 28-30.
https://doi.org/10.7861/fhj.2021-0007

Youn, S. J., Sauer-Zavala, S., Patrick, K. A., Ahles, E. M., Aguilar Silvan, Y., Greig, A.,
Marques, L., & Shtasel, D. L. (2019). Barriers and facilitators to implementing a short-
term transdiagnostic mental health treatment for homeless persons. The Journal of
Nervous and Mental Disease, 207(7), 585-594.
https://doi.org/10.1097/NMD.0000000000001010

Zamawe, F. C. (2015). The implication of using nvivo software in qualitative data analysis:

evidence-based reflections. Malawi Medical Journal, 27(1), 13-15.

160


https://researchbriefings.files.parliament.uk/documents/SN01164/SN01164.pdf
https://www.centreformentalhealth.org.uk/sites/default/files/2019-05/CentreforMH_EngagingWithComplexity.pdf
https://www.centreformentalhealth.org.uk/sites/default/files/2019-05/CentreforMH_EngagingWithComplexity.pdf
https://doi.org/10.1136/bmj.g7641
https://publications.parliament.uk/pa/cm5801/cmselect/cmwomeq/384/38409.htm
https://www.womensaid.org.uk/what-we-do/campaigning-and-influencing/campaign-with-us/domestic-abuse-bill/
https://www.womensaid.org.uk/what-we-do/campaigning-and-influencing/campaign-with-us/domestic-abuse-bill/
https://www.womensaid.org.uk/womens-aid-respond-to-governments-violence-against-women-and-girls-strategy/
https://www.womensaid.org.uk/womens-aid-respond-to-governments-violence-against-women-and-girls-strategy/
https://doi.org/10.1097/NMD.0000000000001010

APPENDIX A: SCOPING REVIEW FLOW CHART

Identification

\

Scresning

|

Eligibdlity

L

Databases searched with the terms
*mental health™ AND Third Sector websites searched
“homelessness™ AND “women™ AND n= 1 article identified
“barriers™ OR =facilitators.
n= 178 articles identified.

r

179 Articles abstracts screensd and excluded if not: Specific to barriers and
facilitators to mental health access, Specific to the homeless population,
Mot in English, Mot focused on adult population, Mot published within last 15
years, Mot a research study
n= 20 articles remain.

20 full text articles were read and the exclusion criteria applied. 15 articles
were excluded.

Inclusion

n= 5 articles identified as relevant and included in scoping review.
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APPENDIX B: PARTICIPANT INVITATION LETTER

PARTICIPANT INVITATION LETTER

6th May 2021

Homelessness, Women and Mental Health: Service Provider Perspectives

You are being invited to participate in a research study exploring what helps and
hinders women experiencing homelessness accessing appropriate mental health

support. Please take time to read the following information carefully.
Who am 1?

My name is Alice Kaye. | am a Trainee Clinical Psychologist studying at the University
of East London. | am conducting this research as part of my studies for a Professional

Doctorate.
What is the research about?

Mental health problems disproportionately affect people experiencing homelessness;
however, they often struggle to get the mental health support they need. This study
seeks to understand what helps and what stops women who are experiencing
homelessness in accessing mental health support. This research also seeks to
understand how the pandemic has impacted on women accessing this mental health
support.

Why have you been asked to participate?

This research is interested in the perspectives of employees and volunteers who work

directly with women experiencing homeless in organisations offering them support.
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These can be organisations supporting women who may be sleeping on the streets or
women experiencing other forms of “invisible” homelessness involving unstable

housing.
What will your participation involve?

If you agree to participate, | will arrange to meet with you to ask you a few questions.
These will be about your experiences working with women experiencing homelessness
and getting them access to appropriate mental health support. The discussion will take
place via an online video call and will last around 1 hour. The conversation will be
recorded for research purposes and later transcribed. Your participation is voluntary, so

you will not have to answer all questions and can stop your participation at any time.
What will | do with what you tell me?

The conversations will be recorded and these recordings will be stored securely and
deleted once the research has been completed. Transcripts of the conversations will be
anonymised and all identifying information removed. Transcripts will be stored for three

years.

Anonymised extracts of the interviews will be used within the thesis and within
publications sharing research findings, such as reports or presentations. The thesis will

be publicly accessible via UEL'’s institutional repository.

Broad demographic information may appear in the thesis, but you will not be identified
on any written material resulting from the data collected, or in any write-up of the

research.
What are the risks and benefits of taking part?

The research is designed to minimise any potential risks. However, it is possible that
talking about aspects of your work with women experiencing homelessness may be
distressing. Please be aware that you do not have to share anything that you do not feel
comfortable with. You do not have to answer all of the questions and you are free to

pause or stop the interview at any time.
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Benefits of participation include contributing to the development of knowledge on the
mental health of women experiencing homelessness. The aim is to publish the results of
the study in an academic journal which may contribute to a body of knowledge of how to

improve mental health services for women in the future.
What if you want to withdraw?

You are free to withdraw from the research study at any time. You may also request to
withdraw your data up to 3 weeks after the interview. Following this point, data analysis

will begin, and withdrawal will not be possible.
Contact Details

If you would like further information about this research or have any questions or

concerns, please do not hesitate to contact me.
Name: Alice Kaye

University Email: u1945467 @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: Lorna Farquharson, L.Farquharson@uel.ac.uk)
or

Chair of the School of Psychology Research Ethics Sub-committee: Dr Trishna Patel,
School of Psychology, University of East London, Water Lane, London E15 4LZ.

(Email: Trishna Patel t.patel@uel.ac.uk)
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APPENDIX C: CONSENT FORM

UNIVERSITY OF EAST LONDON

Consent Form

Homelessness, Women and Mental Health: Service Providers Perspectives

| confirm that | have read the information sheet dated 06/05/2021 for

the above study and that | have been given a copy to keep.

| have had the opportunity to consider the information, ask questions and

have had these answered satisfactorily.

| understand that my participation in the study is voluntary and that | may

withdraw at any time, without providing a reason for doing so.

| understand that if | withdraw from the study, my data will not be used.

| understand that | have 3 weeks from the date of the interview to withdraw

my data from the study.

| understand that the interview will be recorded using Microsoft Teams.

| understand that my interview data will be transcribed from the recording

and anonymised to protect my identity.
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| understand that my personal information and data, including recordings
from the research will be securely stored and remain strictly confidential.
Only the research team will have access to this information, to which | give

my permission.

It has been explained to me what will happen to the data once the research

has been completed.

| understand that short, anonymised quotes from my interview may be used

in the thesis and that these will not personally identify me.

| understand that the thesis will be publicly accessible in the University of

East London’s Institutional Repository (ROAR).

| understand that short, anonymised quotes from my interview may be used
in material such as conference presentations, reports, articles in
professional and academic journals resulting from the study and that these

will not personally identify me.

| would like to receive a summary of the research findings once the study
has been completed and am willing to provide contact details for this to be

sent to.

| agree to take part in the above study.
Participant’s Name (BLOCK CAPITALS)

Researcher's Name (BLOCK CAPITALS)
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Date: ...
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APPENDIX D: DEBRIEF FORM TEMPLATE

PARTICIPANT DEBRIEF LETTER

Homelessness, Women and Mental Health: Service Providers Perspectives

Thank you for participating in this research study. This letter offers information that may

be relevant following participation.
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.

Transcripts of the conversations will be anonymised and all identifying information

removed.

e Participants will not be identified on any written material resulting from the data
collected, or in any write-up of the research.

e Following completion of the research project, recordings will be deleted. Transcripts
will be stored for three years and then deleted.

e The anonymised research findings will be published as a university doctoral thesis,
submitted to an academic journal for publication and shared with relevant
organisations.

e You may request to withdraw your data even after you have participated, provided

that this request is made within 3 weeks of the data being collected.
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What if you have been adversely affected by taking part?

It is not anticipated that you will have been adversely affected by taking part in the
research, and all reasonable steps have been taken to minimise potential harm.
Nevertheless, if you have been affected please do contact me or my supervisor if you

have specific questions or concerns.
Contact Details

If you would like further information about this research or have any questions or

concerns, please do not hesitate to contact me.
Name Alice Kaye
University Email u1945467@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 Trishna Patel,
School of Psychology, University of East London, Water Lane, London E15 4LZ.

(Email: Trishna Patel t.patel@uel.ac.uk ).
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APPENDIX E: INTERVIEW SCHEDULE

Interview Schedule
Demographics

1. What is your ethnic group?
a. White, Mixed/Multiple Ethnic Groups, Asian/Asian British,
Black/African/Caribbean/Black British, Other Ethnic Group
2. What is your gender?
3. What is your age?
a. 18-24, 25-34, 35-44, 45-54, 55-64 and 65+

Organisation Context

4. Could you tell me about your organisation?

5. What support is offered to women experiencing homelessness?

Mental health Context

6. Could you tell me a bit about the mental health needs of the women you work
with?
7. What mental health support is available for women you work with?
a. Your organisation?
b. Other organisations?
c. NHS mental health services?
8. How do women access NHS mental health services?
a. Knowledge of services?

b. Referral processes?

Barriers

9. What gets in the way of women accessing NHS mental health services?
a. Practical barriers?
b. Service barriers?

c. Personal barriers?

Facilitators

10.What helps women access mental health services?
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a. Practical Facilitators?
b. Service Facilitators?

c. Personal Facilitators?

11.What are your thoughts on the support NHS mental health services provide
women experiencing homelessness?
a. Appropriate options?

b. Liaison with your organisation?
CoOVID

12.How has the pandemic impacted the mental health of the women you work
with?
13.What impact has the pandemic had on the women’s access to NHS mental
health services?
a. How have the identified barriers changed?

b. How have the identified facilitators changed?
Summary

14.1s there anything else you think is important to mention regarding women
experiencing homelessness and access to mental health support?

15.Is there anything you would like to ask me?

171



APPENDIX F: ETHICAL APPROVAL

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: George Georgiou
SUPERVISOR: Lorna Farquharson
STUDENT: Alice Kaye

Course: Prof Doc in Clinical Psychology
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 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
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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)

Approved

Minor amendments required (for reviewer):

Major amendments required (for reviewer):

Confirmation of making the above minor amendments (for students):

| 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?
N/A

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:
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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.

MEDIUM (Please approve but with appropriate recommendations)

LOW

Reviewer comments in relation to researcher risk (if any).

Reviewer George Georgiou
Date: 14" May 2021

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.

For a copy of UELs Personal Accident & Travel Insurance Policy, please see the
Ethics Folder in the Psychology Noticeboard
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UNIVERSITY OF EAST LONDON

School of Psychology

APPLICATION FOR RESEARCH ETHICS APPROVAL

FOR RESEARCH INVOLVING HUMAN PARTICIPANTS

(Updated October 2019)

FOR BSc RESEARCH

FOR

MSc/MA RESEARCH

FOR PROFESSIONAL DOCTORATE RESEARCH IN CLINICAL, COUNSELLING
& EDUCATIONAL PSYCHOLOGY

1. Completing the application

1.1Before completing this application please familiarise yourself with the British
Psychological Society’s Code of Ethics and Conduct (2018) and the UEL

Code of Practice for Rg

rch Ethics (2015-16). Please tick to confirm that

Y

you have read and underst

od these codes:

1.2Email your supervisor the completed application and all attachments as ONE

WORD DOCUMENT. Your

supervisor will then look over your application.

1.3When your application demonstrates sound ethical protocol, your supervisor

will submit it for review. By submitting the application, the supervisor is

confirming that they have reviewed all parts of this application, and consider it

of sufficient quality for submission to the SREC committee for review. It is the

responsibility of students to check that the supervisor has checked the

application and sent it for review.

1.4 Your supervisor will let you

know the outcome of your application.

Recruitment and data collection must NOT commence until your ethics
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application has been approved, along with other research ethics approvals

that may be necessary (see section 8).

1.5Please tick to confirm that the following appendices have been completed.

Note: templates for these are included at the end of the form.

Y
- The participant invitation letter

Y
- The participant consent form

Y

The participant debrief letter

1.6 The following attachments should be included if appropriate. In each case,
please tick to either confirm that you have included the relevant attachment,

or confirm that it is not required for this application.

- A participant advert, i.e., any text (e.g., email) or document (e.g., poster)

designed to recruit potential participants.

Included or

Not required (because no participation adverts will be u

- A general risk assessment form for research conducted off campus (see

section 6).

Included or

Not required (because the research takes place solely on campus or

online)

- A country-specific risk assessment form for research conducted abroad (see

section 6).

Included or
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Not required (because the researcher will be based solely in th)

- A Disclosure and Barring Service (DBS) certificate (see section 7).

Included No r

Not required (because the research does not involve children aged 16

or under or vulnerable adults)

- Ethical clearance or permission from an external organisation (see section 8).

Included or

Not required (because no external organisations are involved in the

research)

- Original and/or pre-existing questionnaire(s) and test(s) you intend to use.

Included or

Not required (because you are not using pre-existing questionnaires

tests)

- Interview questions for qualitative studies.

Included or

Not required (because you are not conducting qualitative intervi)

- Visual material(s) you intend showing participants.

Included or

Not required (because you are not using any visual mat)
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2. Your details

2.1Your name: Alice Kaye

2.2Your supervisor's name: Lorna Farquharson

2.3 Title of your programme: Professional Doctorate in Clinical Psychology

2.4UEL assignment submission date (stating both the initial date and the resit
date): May 2022

3. Your research

Please give as much detail as necessary for a reviewer to be able to fully understand

the nature and details of your proposed research.

3.1The title of your study: Homelessness, Women and Mental Health: Service

Provider Perspectives

3.2Your research question:

3.2.1 What are the barriers for women experiencing homelessness in accessing
mental health support?

3.2.2 What are the facilitators for women experiencing homelessness in
accessing mental health support?

3.2.3 How has COVID-19 impacted on women experiencing homelessness
accessing mental health support?
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3.3 Design of the research: This study is a qualitative study that will utilise semi-
structured video interviews conducted on Microsoft Teams. These interviews
will be recorded on Teams and then transcribed by the researcher. The

transcripts will then by analysed using thematic analysis.

3.4 Participants: The study will aim to include 12 semi-structured interviews with
specialist service-providers who support women experiencing homelessness
across the UK. A diverse range of organisations will be contacted to reflect
the different organisations offering support to women experiencing

homelessness.

3.5Recruitment: Purposive sampling will be used to identify service-providers for
interviews. Participants will be recruited by contacting organisations involved
in supporting women experiencing homelessness with an information sheet
about the study. Organisations will also be asked to circulate information

about the study to their relevant partner organisations.

3.6 Measures, materials or equipment: Semi structured interviews will be

conducted using an interview schedule.

3.7 Data collection: Interviews with service-providers will take place via video call.
These interviews will last approximately 60 minutes. These interviews will be
recorded on Teams and will then be transcribed by the researcher and the
transcripts analysed. Data will be anonymised at the time of transcription and

each participant will be given a research number to maintain confidentiality.

3.8 Data analysis: Thematic Analysis will be used to analyse the data. Firstly,
familiarising self with data through transcription before coding the data and
organising it into themes. Data collection will proceed in an iterative manner
with a small sample of interviews being transcribed, coded and analysed
before further interviews are conducted until the study reaches “saturation”,

which may be around 12 interviews.
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4. Confidentiality and security

It is vital that data are handled carefully, particularly the details about participants.

For information in this area, please see the UEL quidance on data protection, and

also the UK government quide to data protection regulations.

4.1 Will participants data be gathered anonymously? No.

4.21f not (e.g., in qualitative interviews), what steps will you take to ensure their

anonymity in the subsequent steps (e.g., data analysis and dissemination)?

At transcription, all transcripts will be anonymised. Any identifying information
from the participant will be removed and their organisation will be described in

broad terms to contextualise the data without providing identifying information.

4.3How will you ensure participants details will be kept confidential?

Data will be anonymised (names and identifying information removed) at the
time of transcription. Some non-identifiable information about the

organisations will remain to contextualise the data.

Each participant will be given a research number which will not be stored
alongside identifiable information. Each recorded file will be named with the
participants’ initials and the date of the interview. Transcript file names and

Nivo files will be research numbers.

Recordings, transcripts and Nvivo files will be stored separately in different
folders and saved on the researcher’'s UEL Onedrive for Business.
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4.4How will the data be securely stored?

Interviewees will be sent consent forms via UEL email address prior to
participation and consent forms will be returned via email. These consent
forms will be stored securely for the duration of the study on the researcher’s

UEL Onedrive for Business drive.

Microsoft Recordings are stored on the Microsoft Stream Library following
recording. Immediately after recording, they will be moved onto the
researchers UEL Onedrive for Business. The researcher will ensure that local
copies made in downloads, temporary folders, are immediately deleted after

successful transfer to the UEL for Onedrive for Business drive.

Recordings of the interviews will be transcribed and stored as a word

document on the researchers UEL Onedrive for Business drive.

Transcripts will be analysed using NVivo. These files will be stored securely

on the researchers UEL Onedrive for Business drive.

Research numbers will not be stored with identifying information.

4.5Who will have access to the data? The lead researcher will have access to
the interview recordings and transcripts. The researcher’s supervisor will be

shown transcripts. Examiners may request to see the transcripts.

4.6 How long will data be retained for? The data will be retained for the duration
of the study and then the consent forms, recordings will be deleted. The
transcripts will be retained for 3 years and stored on the supervisors UEL One

Drive.
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5. Informing participants

Please confirm that your information letter includes the following details:

5.1Your research title:

5.2Your research questiorr:

5.3 The purpose of the research:

5.4 The exact nature of their participation. This includes location, duration, and

the tasks etc| Y plved:

Y

5.5That participation is strictly voluntary:

Y
5.6 What are the potential risks to taking part:

Y
5.7 What are the potential advantages to taking part:

5.8 Their right to withdraw participation (i.e., to withdraw involvement at any point,

no questions ask Y

5.9Their right to withdraw data (usually within a three-week window from the time

of their participatio| Y

5.10 How long their data will be retained fg Y

5.11 How their information will be kept confidential:

Y

182




512 How their data will be securely stored:

Y
5.13 What will happen to the results/analysis:

Y

514 Your UEL contact details:

Y
5.15 The UEL contact details of your supervisor:
Please also confirm whether:
5.16 Are you engaging in deception? If so, what will participants be told

about the nature of the research, and how will you inform them about its real
nature.
No.

5.17 Will the data be gathered anonymously? If NO what steps will be taken

to ensure confidentiality and protect the identity of participants?

Data will be anonymised (names and identifying information removed) at the
time of transcription. Some non-identifiable information about the

organisations will remain to contextualise the data.

Each participant will be given a research number which will not be stored
alongside identifiable information. Each recorded file will be named with the
participants’ initials and the date of the interview. Transcript file names and

Nivo files will be research numbers.

Recordings, transcripts and Nvivo files will be stored separately in different

folders and saved on the researcher’'s UEL Onedrive for Business.
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6. Risk Assessment

Please note: If you have serious concerns about the safety of a participant, or others,
during the course of your research please see your supervisor as soon as possible.
If there is any unexpected occurrence while you are collecting your data (e.g. a
participant or the researcher injures themselves), please report this to your

supervisor as soon as possible.

6.1 Are there any potential physical or psychological risks to participants related
to taking part? If so, what are these, and how can they be minimised?
Participants will be asked to talk about the nature of their work with women
experiencing homelessness, which they will be used to thinking and talking
about. However, there is still a possibility that they may find participating

in an interview distressing.

Participants will be provided with an information sheet explaining the
details of the study and what is expected of them so they are able to offer

informed consent to participate.

Participants will be able to take breaks, stop at any point during the
interviews and can also be signposted to appropriate support if they
become distressed

6.2 Are there any potential physical or psychological risks to you as a researcher?

If so, what are these, and how can they be minimised?
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The nature of homelessness can be distressing and participants will be
speaking about the mental health of the women they support. Although
some of the material may be difficult to hear, | am a Trainee Clinical
Psychologist working in the NHS and experienced in managing the
distressing information others share. | shall be mindful of arranging the
interviews with breaks in between to ensure that | am able to manage any
difficult emotions arising during the interviews. | will also use my research
supervisor to think about this impact and will seek appropriate professional

support if necessary.

6.3 Have appropriate support services been identified in the debrief letter? If so,

what are these, and why are they relevant?

This is not applicable as | will be interviewing service providers, which includes
employees and volunteers working in organisations supporting women
experiencing homelessness, who will be familiar with appropriate support

services.

6.4 Does the research take place outside the UEL campus? If so, where?

Online via video call.

If so, a ‘general risk assessment form’ must be completed. This is included
below as appendix D. Note: if the research is on campus, or is online only

(e.g., a Qualtrix survey), then a risk assessment form is not needed, and this

appendix can be deleted. If N/A al risk assessment form is required for this

research, please tick to conmrm that this has been completed:

6.5Does the research take place outside the UK? If so, where? N/A
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If so, in addition to the ‘general risk assessment form’, a ‘country-specific risk

assessment form’ must be also completed (available in the Ethics folder in the

Psychology Noticeboard), and included as an appendix. [Please note: a

country-specific risk assessment form is not needed if the research is online
only (e.g., a Qualtrix survey), regardless of the location of the researcher or
the participants.] If a ‘country-specific risk assessment form’ is needed, please

tick to confirm that this has been included:

However, please also note:

- For assistance in completing the risk assessment, please use the AIG Travel
Guard website to ascertain risk levels. Click on ‘sign in’ and then ‘register

here’ using policy # 0015865161. Please also consult the Foreign Office travel

advice website for further guidance.

- For on campus students, once the ethics application has been approved by a
reviewer, all risk assessments for research abroad must then be signed by the
Head of School (who may escalate it up to the Vice Chancellor).

- For distance learning students conducting research abroad in the country
where they currently reside, a risk assessment must be also carried out. To
minimise risk, it is recommended that such students only conduct data
collection on-line. If the project is deemed low risk, then it is not necessary for
the risk assessments to be signed by the Head of School. However, if not
deemed low risk, it must be signed by the Head of School (or potentially the
Vice Chancellor).

- Undergraduate and M-level students are not explicitly prohibited from
conducting research abroad. However, it is discouraged because of the
inexperience of the students and the time constraints they have to complete

their degree.

7. Disclosure and Barring Service (DBS) certificates
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https://travelguard.secure.force.com/TravelAssistance/
http://www.gov.uk/foreign-travel-advice
http://www.gov.uk/foreign-travel-advice

7.1Does your research involve working with children (aged 16 or under) or

vulnerable adults (*see below for definition)?

NO

7.21f so, you will need a current DBS certificate (i.e., not older than six

months), and to include this as an appendix. Please tick to confirm N/A

that you have included this:

Alternatively, if necessary for reasons of confidentiality, you may

email a copy directly to the Chair of the School Research Ethics N/A

Committee. Please tick if you have done this instead:

Also alternatively, if you have an Enhanced DBS clearance (one

you pay a monthly fee to maintain) then the number of your

N/A
Enhanced DBS clearance will suffice. Please tick if you have

included this instead:

7.3If participants are under 16, you need 2 separate information letters, N/A

consent form, and debrief form (one for the participant, and one for

their parent/guardian). Please tick to confirm that you have included

these:

7.41f participants are under 16, their information letters consent form, N/A

and debrief form need to be written in age-appropriate language.

Please tick to confirm that you have done this
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* You are required to have DBS clearance if your participant group involves (1)
children and young people who are 16 years of age or under, and (2) ‘vulnerable’
people aged 16 and over with psychiatric illnesses, people who receive domestic
care, elderly people (particularly those in nursing homes), people in palliative care,
and people living in institutions and sheltered accommodation, and people who have
been involved in the criminal justice system, for example. Vulnerable people are
understood to be persons who are not necessarily able to freely consent to
participating in your research, or who may find it difficult to withhold consent. If in
doubt about the extent of the vulnerability of your intended participant group, speak
to your supervisor. Methods that maximise the understanding and ability of
vulnerable people to give consent should be used whenever possible. For more

information about ethical research involving children click here.

8. Other permissions

9. Is HRA approval (through IRAS) for research involving the NHS required?
Note: HRA/IRAS approval is required for research that involves patients or
Service Users of the NHS, their relatives or carers as well as those in receipt

of services provided under contract to the NHS.

NO If yes, please note:

- You DO NOT need to apply to the School of Psychology for ethical clearance
if ethical approval is sought via HRA/IRAS (please see further details here).

- However, the school strongly discourages BSc and MSc/MA students from
designing research that requires HRA approval for research involving the
NHS, as this can be a very demanding and lengthy process.

- If you work for an NHS Trust and plan to recruit colleagues from the Trust,
permission from an appropriate manager at the Trust must be sought, and
HRA approval will probably be needed (and hence is likewise strongly
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https://uelac.sharepoint.com/ResearchInnovationandEnterprise/Pages/Research-involving-children.aspx
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discouraged). If the manager happens to not require HRA approval, their
written letter of approval must be included as an appendix.

- IRAS approval is not required for NHS staff even if they are recruited via the
NHS (UEL ethical approval is acceptable). However, an application will still
need to be submitted to the HRA in order to obtain R&D approval. This is in
addition to a separate approval via the R&D department of the NHS Trust
involved in the research.

- IRAS approval is not required for research involving NHS employees when
data collection will take place off NHS premises, and when NHS employees
are not recruited directly through NHS lines of communication. This means
that NHS staff can participate in research without HRA approval when a
student recruits via their own social or professional networks or through a

professional body like the BPS, for example.

9.1 Will the research involve NHS employees who will not be directly recruited
through the NHS, and where data from NHS employees will not be collected

on NHS premises?

NO

9.21f you work for an NHS Trust and plan to recruit colleagues from the Trust, will
permission from an appropriate member of staff at the Trust be sought, and
will HRA be sought, and a copy of this permission (e.g., an email from the

Trust) attached to this application?

NO

9.3 Does the research involve other organisations (e.g. a school, charity,
workplace, local authority, care home etc.)? If so, please give their details

here:
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| will be contacting organisations working with women experiencing
homelessness. | have made initial contact employees at XX who have agreed

to share the study with colleagues.

Furthermore, written permission is needed from such organisations if they are
helping you with recruitment and/or data collection, if you are collecting data on their
premises, or if you are using any material owned by the institution/organisation. If
that is the case, please tick here to confirm that you have included this written

permission as an appendix:

N/A

In addition, before the research commences, once your ethics application has been
approved, please ensure that you provide the organisation with a copy of the final,
approved ethics application. Please then prepare a version of the consent form for
the organisation themselves to sign. You can adapt it by replacing words such as
‘my’ or ‘I with ‘our organisation,’” or with the title of the organisation. This

organisational consent form must be signed before the research can commence.

Finally, please note that even if the organisation has their own ethics committee and
review process, a School of Psychology SREC application and approval is still
required. Ethics approval from SREC can be gained before approval from another
research ethics committee is obtained. However, recruitment and data collection are
NOT to commence until your research has been approved by the School and other

ethics committee/s as may be necessary.

10.Declarations

Declaration by student: | confirm that | have discussed the ethics and feasibility of
this research proposal with my supervisor.
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Student's name (typed name acts as a signature): Alice Kaye

Student's number: U1945467 Date: 6" May
2021

As a supervisor, by submitting this application, | confirm that | have reviewed all
parts of this application, and | consider it of sufficient quality for submission to the
SREC committee.
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APPENDIX G: TRANSCRIPTION CONVENTIONS

Notation Code for Transcript

Feature

Notation

The identity of the
speaker and turn taking
in talk.

The interviewer indicated by | followed by a colon. I:
The Participant indicated by P followed by a colon. P:

A new line is started when there is turn taking in the

conversation.
Laughing or other non-  [Laughs]
verbal communication. [Snaps fingers]
[Nodding]
Pausing Hesitation indicated by ellipsis ...
Longer pause indicated with [pause]
Spoken Abbreviations If someone speaks with the abbreviation, then

abbreviation is used (e.g CAMHS for Children’s mental
health service). Abbreviation not used unless used by

the participant.

Inaudible Speech

[Inaudible]

Non-verbal utterances

Erm, or Err.

Use of punctation

Used to increase the readability of spoken data at the

stage of transcription.

Reported Speech

When a participant provides an apparent verbatim

account of another person’s speech or thoughts. This is

indicated with speech marks around the quotations.

Names of Locations,
organisations or other

identifying information

Details are changed to brief generic descriptions. For
example, Manchester may be changed to [large city] or
the name of a colleague noted described role e.g

[supervisor].

Makes Quotation Marks
with Hands while

speaking

“Speech marks around sections of speech” [Makes

speech marks with hands]

Adapted from Braun & Clarke (2013 p 165)

Conventions Added for Presenting Quotes for Write Up
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Where it did not affect the meaning, pauses were removed to present participant
quotes.

[...] indicated omitted words or sections

[text] indicated additions of content to aid clarity.
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APPENDIX H: MAP OF THEMES

Themes

NHS Mental Health Generic NHS Mental Ambivalent Interface
Double Impact of N N .
@) A Services seen as Health Services are between Third Sector
Trauma Stretched Unforgiving and and NHS Mental
Gatekeepers Retraumatising Health Services

Experience of
Gendered Abuse
Reduces Liklihood to Under resourced
Seek Mental Health
Support

Service Providers Feel
Unsupported by NHS
Mental Health
Services

Expeience of
Gendered Abuse
Contributes to Mental
Health Problems

Service Providers offer
Significant Mental
Health Support

Lack of Awareness of
Impact of Gendered
Trauma

Value of Specialist

Complex and
Exclusionary Referral
Pathways

Only Available in a Inflexible and Punitive
Crisis

Discriminatory and

- Homelessness Mental
Coercive

Health Services
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APPENDIX I: SAMPLE CODED TRANSCRIPT

I: So | was just thinking in terms... can you tell me a bit about your
understanding about the mental health needs of women experiencing

homelessness?

P: Yeah... erm... so | would say all of the women experiencing
homelessness that | have ever worked with, like pretty much all of
them, have like fairly... have struggled with their mental health for
quite a long time. Erm. So, | suppose a lot of them have experienced
some kind of abuse in childhood, or been in the care system or have
experienced... it is quite common to have experienced sexual abuse
in childhood. And from there, erm, they quite understandably have
really struggled and that trauma erm just compounds really. Erm. And
they end up, you know invariably themselves, homeless or unstably
housed. Erm. They tend to use substances to cope and numb and do
whatever they need it do ... and | think... The way | understand
trauma, | understand trauma in quite a gendered way... so in that if
you are a woman or a girl you are more likely to experience violence
and abuse from...somebody very close to you. Erm... er like a
partner, or a family member erm... whereas, | think men and boys, it
seems to be like... maybe friends of acquaintances or someone they
have a bit of beef with. So, | think the impact of that and that kind of
broken trust and what that does is, | just... in that very gendered way
is | think really quite... deep. And | think... it think it is just cycles upon
cycles of trauma. Erm. And then you see women in a relationship with
a perpetrator and then another one and then another one, and they
get out of that one, and then go into another one. Erm... so it kind of
resonates down the years, really. And, women, some women, have
diagnoses. So some come with borderline personality disorder, some
come with EUPD, erm, some come with just PTSD. Some come with
generalized anxiety disorder. Some of them have diagnoses. Erm.
Some don’t. And...I think it's...yeah it’s... it's...very difficult to... | kind

of see it as the same thing. So even the ones that don’t have the

Most women
experience mental

health problems

Women have
experienced social

care as children

Women have
experienced sexual

abuse in childhood

Mental health
problems developed
from traumatic

experiences

Substance use to
cope with traumatic

experiences

Gendered,

Interpersonal abuse.

Abuse leads to
mistrust in

relationships
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clinical diagnoses... it’s still... there can be two women with the same
symptoms behaving the same way, but one of them has the diagnosis
and one of them doesn’t. | erm, | think that yeah... it is. It is very
difficult to work with women who are that unwell at times. And,
especially as like in housing first work, as you are working with people
who are really really you know really struggling and on quite a lot of
levels. And to feel like, you know... er.... not able to...er... you not a
mental... you have no... professional qualifications and that... so you
don’t know quite how to support someone erm through it. So | think,
yeah. | think that it is definitely trauma and from repeated
interpersonal violence and abuse, particularly if it is a woman. And, as

| said, some have diagnoses and some don't... it really varies.

I: So your understanding of mental health needs are in the context of
traumatic histories erm and some of those women have received a
diagnosis for that and come into contact with services and some

haven't.

P: Yep, and the other things is that a lot of women who have had
contact with mental health services in the past are verrryyyy wary of
them again in the future. It is almost like a dirty word. For women...
especially a woman who has been in like a secure unit...you even
mention the word mental health, and they will be out of the door. It's
like a deeply deeply traumatising experience. And | have worked with
more than one woman who has had that... particularly women who

have been in secure units. Incredibly traumatizing.

Women experience

domestic abuse.

Cycles of Trauma

Women given range
of mental health

diagnosis

Many women
experiencing mental
health problems not

diagnosed

Service Providers
untrained to support
women with mental

health problems

Service providers find
it difficult to work with
women with mental

health problems

Women traumatized

by past experiences
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of mental health

services

Secure mental health

units are traumatic.
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