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Abstract The objective of this paper is to critically review the methods used to study

service use by homeless persons with mental illness, and discuss gaps in the evidence base

and research implications. Searches were conducted of PsycINFO, MEDLINE, and

PubMed to identify service use studies published between 2000 and 2014. Data were

extracted on the types of services studied, quantification of service use, assessment tools,

period of service use assessment, and analytic design. The review identified 27 studies

described in 46 publications. The majority of the studies had observational designs that

measured service use quantitatively as an outcome variable. Receipt or non-receipt and

volume of use were the most common methods of quantifying service use. The types of

services that have been examined primarily consist of formal mental health, primary health

care, substance use, homelessness, and housing services. There is a considerable gap in the

understanding of personal outcomes associated with use of services, as well as people’s

experiences of using services. Specific to the homeless mentally ill population, there is an

urgent need to better understand the role of service use in the attainment of stable housing

and recovery from mental illness. In addition, less formal health and related services, such

as peer support, have been largely excluded in service use research.
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1 Introduction

Homelessness among persons with mental illness is a widespread problem that has con-

siderable social and economic consequences. Despite tremendous variation in the preva-

lence rates of mental illness in this population, mental illness has consistently been found
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to be many times higher in homeless populations than in community samples (for a review,

see Fazel et al. 2008). Further, high rates of psychiatric comorbidities, chronic medical

conditions, and past abuse and victimization (Hwang et al. 2005, 2011) make for an

extremely heterogeneous population with diverse needs. Yet, as service use by homeless

persons with mental illness tends to be low, the unmet needs of this population remain high

(Stergiopoulos et al. 2010).

Despite low use of services, some types of services are accessed more often than are

others. These tend to be health and social services that offer short-term assistance or

immediate help, rather than services that contribute to improvements in the material

conditions of people’s lives. For example, homeless persons with mental illness use

emergency departments as a source of mental health care more frequently than ambulatory

care clinics and their rate of use is many times higher than among non-homeless persons

(Folsom et al. 2005). The reliance on intensive crisis services has implications for the

individuals using them, as well as mental health systems. Past research by McNiel and

Binder (2005) found that many homeless people cycle through acute psychiatric care

services, worsening the burden on hospital systems and not necessarily receiving services

that meet their needs.

The overreliance on emergency services, as well as the overall low levels of use of other

services, are the products of both individual level and systemic factors. At the individual

level, past negative experiences, such as inadequacy of care, can be a critical barrier to

seeking services (Bhui et al. 2006). Specific to health services, Gelberg et al. (2000)

contended that the competing needs of homeless persons not only limit their ability to

obtain services but also exacerbate their healthcare needs. For example, people who are

homeless may frequently feel they have to choose between finding food or shelter for the

night, and seeking care for a health problem. In a study of unmet needs among the

homeless population, findings supported the hypothesis that competing priorities serve as a

key barrier to care (Baggett et al. 2010). Further, when people lack insight into their mental

illness, they are at greater risk of falling through the cracks and not receiving needed

treatment until a crisis occurs or there is police intervention (Markowitz 2006).

As for systemic factors that affect service use, fragmentation and a lack of coordination

between services is a critical impediment. Given that homeless mentally ill people rep-

resent an intersection between two serious problems (mental illness and homelessness),

different service systems have traditionally been involved in the treatment and care of this

population. Following the outset of deinstitutionalization, services were primarily situated

within either the mental health or housing-homelessness sectors, which led to fragmen-

tation problems in delivery (Lamb and Bachrach 2001). More recently, programs and

interventions have been developed, such as Housing First and Assertive Community

Treatment, which attempt to bridge the gap between the two sectors in order to provide

more integrated services. However, difficulties accessing community services and navi-

gating service systems are still frequently reported by this population (Rowe et al. 2016),

suggesting there is still much work to be done.

Although problems with fragmentation in systems serving homeless people with mental

illness are widespread (Geller 2015), it is necessary to recognize that systems, as well as

the services within them, differ by location and approach. As Salize et al. (2013) found, a

disproportionate amount of research on service use with this population has been con-

ducted in the United States, with considerably less being carried out in the rest of the

world. Because of this, researched services are more likely to reflect ones found in U.S.

systems, though even those will differ between regions (e.g., urban and rural areas).

Moreover, in places where similar services exist, there may be differences in how a given
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service is provided. For example, treatment services for substance use problems may

utilize a harm reduction model or an abstinence-based approach, or models of care may be

adapted within difference cultures, as has been done with Housing First in Canadian and

European contexts (Goering et al. 2011; Greenwood et al. 2013). Given the differences

between service systems and approaches, the array of services that exist for homeless

people with mental illness may be considerably more diverse than it sometimes thought to

be (Kerman et al. 2013; Rowe et al. 2016).

Beyond a consideration for how barriers and location may affect use of services, thought

must also be given to how people use these services. Though the term ‘‘service use’’ is

common, there has not been much attention placed on what it means to ‘‘use’’ services. In a

most basic sense, service use implies some contact with a service or service provider. The

notion of use, however, may also suggest a more complex set of interactions with a service or

service provider, which may or may not lead to some gain or benefit for the service user.

Whereas these interactions can be helpful or even empowering, they can also be inappro-

priate, irrelevant, disappointing, or dehumanizing. Thus, though on the face of it, ‘‘service

use’’ may appear to be a simple notion, it quickly becomes a thorny and complex issue upon

closer scrutiny. Yet, despite considerable research on service use by homeless persons with

mental illness, no study has critically examined how service use has been studied.

Given the array of services that exist for this population, as well as the wide variety of

potential meanings that ‘‘service use’’ can have, we contend that it is critically important to

understand the definitions, methods, and assumptions that comprise research on this topic.

Accordingly, the objectives of this review are to describe the recent research on service use

among homeless persons with mental illness, identify methodological gaps in the evidence

base, and discuss research implications. This review will address two questions: (1) How is

service use being measured? and (2) What types of services are being studied? Addi-

tionally, this review will discuss some of the studies’ theories and assumptions, and how

these inform the research. To our knowledge, this paper is the first review to examine how

service use among homeless persons with mental illness has been studied as a means to

comprehend this large body of work and identify future directions for research in this area.

2 Method

2.1 Search strategy

This review examines the methods that have been used to study service use among

homeless adults with mental illness. Studies focusing on service use among homeless

mentally ill youth, older adults, and veterans were excluded from this review because of

the unique support needs and specialized services that are available for these populations

(for a review, see Levinson and Ross 2007). Further, research that focused on homeless

adults with substance abuse problems was excluded if participants did not have co-oc-

curring mental illnesses. Inclusion criteria for journal articles were: peer-reviewed; pub-

lished between 2000 and 2014; in English; and having either an entire sample of homeless

adults with mental illness, or a discrete proportion of the sample that was analyzed on its

own or in comparison to other participants.

Searches were conducted in three databases (PsycINFO,MEDLINE, and PubMed), using

the following search terms: mental disorder*, mental health, mental illness*, psychiatr*,

mentally ill, or mentally disordered; service*, support*, or program* followed by each

combination of use, usage, utilization, utilisation, uptake, and provision; and homeless*, no
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fixed address, sleeping rough, rough sleeper*, rough sleeping, or street*. All searches were

restricted to the abstract level. The results of these searches are shown in Fig. 1.

A considerable amount of the literature included in this review drew from larger

research studies. The Access to Community Care and Effectiveness Services and Supports

(ACCESS) demonstration project had the greatest representation, with a total of 12 pub-

lications emerging from that particular study (Gonzalez and Rosenheck 2002; Horvitz-

Lennon et al. 2009, 2011; Lam and Rosenheck 2000; Lemming and Calsyn 2004, 2006;

Min et al. 2004; Ortega and Rosenheck 2002; Rosenheck and Dennis 2001; Rosenheck

et al. 2001, 2003; Rothbard et al. 2004). Similarly, Canadian research from the At Home/

Chez Soi initiative (Currie et al. 2014; Patterson et al. 2012a, b; Stergiopoulos et al. 2014;

Voronka et al. 2014) and a health survey of homelessness resources led by Bonin and

colleagues (Bonin et al. 2007, 2009, 2010) were each the subjects of five and three

publications, respectively. Finally, there was one case in which studies used different

subsamples drawn from the same dataset (Gilmer et al. 2009, 2010; Lindamer et al.

2012). Other studies included in this review are: Acosta and Toro (2000), Forchuk et al.

(2008), Gelberg et al. (2000), Herrman et al. (2004), Kuno et al. (2000), Lee et al. (2010),

Linton and Shafer (2014), McLaughlin (2011), McNiel and Binder (2005), Nakonezny and

Ojeda (2005), Odell and Commander (2000), Padgett et al. (2008), Pollio et al. (2000,

2003, 2006), Poulin et al. (2010), Rhoades et al. (2014), Stein et al. (2000), Tam et al.

(2008), Unick et al. (2011), Wong et al. (2007, 2008), and Young et al. (2005).

In keeping with the review’s intent to identify the various definitions and methods used to

study service use, publications from larger single studies or datasets were first analyzed

Potentially relevant articles 
identified
n = 445

Potentially appropriate articles 
reviewed
n = 191

Articles selected for review
n = 46

Removed duplicates
n = 254

Potentially appropriate articles 
reviewed and removed based on 

exclusion/inclusion criteria
n = 145

Unique studies
n = 27

Multiple articles using same 
sample/sub-sample of dataset

n
-

= 19

Fig. 1 Database search summary and article selection process
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together to determine whether single or multiple definitions, or measures of service use were

used. This review included all unique definitions or methods, but omitted instances of

duplication across publications (e.g., each of the unique definitions andmethods ofmeasuring

service use from the 12 ACCESS publications are included in the review but duplications

have been omitted). In this way, this review examines 27 studies described in 46 publications.

2.2 Data extraction and coding

Elements of service use that were extracted from each publication included: service

domains (types of services studied), components of service use (quantification of service

use; e.g., volume), assessment tools (measures and data sources used to assess service use),

and period of service use assessment (length of time over which service use was assessed).

In addition, to better understand how service use has been conceptualized and studied in

the research, we adopted a formulation developed by Newman (2001) in her review of

housing research wherein we examined whether service use was assessed as an input (i.e.,

predictor variable in the analytic design of the study), as an outcome (i.e., dependent

variable), or as both an input and outcome. Finally, the assumptions and themes that

underlie the service use research were also reviewed. Explicit assertions made by the

authors about the current state of knowledge in the field and the significance of the topic, or

the authors’ justifications for their study were extracted and thematically coded.

An initial coding scheme was developed by the lead author. Using the framework, two

reviewers independently extracted and coded the data from the 46 publications. Inter-rater

reliability was assessed through consensus estimates using percent-agreement and Cohen’s

kappa coefficients. All percent-agreement statistics exceeded 80 % and kappas ranged

from 0.65 to 1.00, indicating substantial to almost perfect agreement (Landis and Koch

1977). The two reviewers then discussed all discrepancies in their data extractions and

revisions to the coding framework until a consensus was reached.

3 Results

3.1 Description of studies

Of the 27 studies included in this review, 21 (77.8 %) were conducted in the United States,

three (11.1 %) in Canada, two (7.4 %) in Australia, and one (3.7 %) in the United

Kingdom. Observational studies were the most common type of research, with 15 studies

(55.6 %) employing a cross-sectional design and over one-third (n = 11; 40.7 %) a lon-

gitudinal one. Further, one study (3.7 %) had a case–control observational design.

Experimental research was less prominent but still present: four studies (14.8 %) were

quasi-experimental and one (3.7 %) was a randomized controlled trial. Percentages exceed

100 % as some studies involved multiple manuscripts with different study designs. Almost

all studies used quantitative methods (n = 25; 92.6 %), whereas qualitative (n = 1; 3.7 %)

and mixed methods approaches (n = 1; 3.7 %) were rare.

3.2 How service use is studied and measured

The vast majority of studies (85.2 %) investigated service use as an outcome variable,

whereas four used it as an input (i.e., predictor variable; 14.8 %), and five as both inputs
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and outcomes (18.5 %). Table 1 details how service use has been measured and the periods

of time over which it is assessed.

Two operationalizations of service use were most common: (1) receipt/non-receipt and

(2) volume of service use. Receipt/non-receipt, examined in 23 of the studies (85.2 %), is a

dichotomous measurement of service use that looks at whether or not participants have

used a service or set of services over a certain period of time. Volume measurements, used

in 12 studies (44.4 %), elaborate on dichotomous ones by measuring how much of a

service is used based on a specific unit of measurement (e.g., visits to outpatient clinics,

days spent in hospital). Because these two measurements can be used in a complementary

manner, many of the reviewed studies used them concurrently. Costs of service use were a

method of measurement in five studies (18.5 %).

Less common were more complex assessments of service use (see Table 1). Of these,

timing of service use involved different types of measurements, such as the amount of time

prior to service use (Min et al. 2004); day of the week that a service were used (Unick et al.

2011); and receipt of new services following discharge from other services to gauge

continuity of care (Rothbard et al. 2004). Experience of service use involved a qualitative

approach that sought to understand how specific positive and negative experiences with

Table 1 Approaches used to
measure service use of reviewed
unique studies (N = 27)

Percentages exceed 100 %, as
approaches were not always
mutually exclusive, with a
number of studies employing
more than one type of method for
assessing service use and some
studies involving multiple
manuscripts with different study
designs, assessment tools, and
periods for assessing service use

Approaches to measuring of service use n %

Operationalization of service use

Receipt or non-receipt (dichotomous) 23 85.2

Volume 12 44.4

Costs 5 18.5

Experience 2 7.4

Timing 2 7.4

Probability 1 3.7

Diversity 1 3.7

Volition 1 3.7

Service use as a variable

Outcome 23 85.2

Input (predictor) 4 14.8

Input and outcome 5 18.5

Assessment tools

Self-report questionnaire/interview 16 59.3

Administrative databases/organizational records 14 51.9

Study enrollment, placement, or randomization 4 14.8

Organizational staff reports 1 3.7

Period of service use assessment

Lifetime 3 11.1

6 or more years 2 7.4

2? to 5 years 10 37.0

1 to 2 years 10 37.0

Less than 1 year 11 40.7

Current involvement (non-range) 1 3.7

Unspecified 2 7.4
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services affected satisfaction or dissatisfaction (Padgett et al. 2008), and perceived help-

fulness or unhelpfulness (Voronka et al. 2014).

Probability and diversity of use were two methods of measurement used as part of the

ACCESS project (Horvitz-Lennon et al. 2009, 2011; Lemming and Calsyn 2004; Rosen-

heck and Dennis 2001; Rosenheck et al. 2001, 2003; Lam and Rosenheck 2000; Ortega and

Rosenheck 2002). Probability refers to the likelihood of at least one visit being made to

any service, whereas diversity focused on the number of different types of services that are

used. Finally, volition was examined in one study by Unick et al. (2011) and refers to a

dichotomous classification of voluntary or involuntary service use.

3.3 Types of services studied

The most common services examined were mental health services (n = 20; 74.1 %).

Inpatient mental health services (n = 12; 44.4 %) were the most frequently studied, though

ambulatory services, such as outpatient clinics (n = 6; 22.2 %) and case management

(n = 5; 18.5 %) were are also common. A number of studies also examined mental health

services that were general or unspecified (n = 7; 25.9 %), as well as composites of

multiple services (n = 5; 18.5 %). Composite operationalizations are classifications of two

or more services of a specific type that are collapsed into a single category (e.g., inpatient

and outpatient mental health services being analyzed together as mental health services).

A trio of service domains, including general health services (mixedmental-medical health

services and unspecified health services); treatment for substance use problems; and housing,

homelessness, and basic needs services, were each investigated in twelve studies (44.4 %).

Of the general health services that were examined, seven studies (25.9 %) focused specifi-

cally on use of emergency department and crisis services. With regard to services for

housing, homelessness, and basic needs, slightly more studies looked at use of homeless

shelter and related services (n = 8; 29.6 %) than assistance from housing agencies,

including provision of housing (n = 6; 22.2 %). For the full listing of services studied, see

Table 2.

3.4 Assumptions and theories of service use research

The assumptions and theories related to service use from each publication were identified

and categorized. The most common assumption underlying the service use research was

around the service needs of homeless people with mental illness. Assumptions of this type

included: a range of housing and health services is needed to meet the needs of the

population (Currie et al. 2014; Forchuk et al. 2008; Herrman et al. 2004; Horvitz-Lennon

et al. 2009; Min et al. 2004; Tam et al. 2008), community-based services must be improved

to successfully meet needs (Kuno et al. 2000), and people are not receiving the services

that they need (Nakonezny and Ojeda 2005).

Service effectiveness was another domain in which assumptions were common. This

consisted of general assertions that services were effective in helping people to live suc-

cessfully and participate in the community (Acosta and Toro 2000; Herrman et al. 2004;

Min et al. 2004; Wong et al. 2007), and greater use of services is associated with more

positive outcomes (Horvitz-Lennon et al. 2011; Pollio et al. 2000). Other assumptions that

were made included: service system changes and failures have precipitated the current

patterns of service use (Lemming and Calsyn 2006; Odell and Commander 2000; Stein

et al. 2000), there is infrequent inclusion of service users and their perspectives in the

research (Acosta and Toro 2000; Padgett et al. 2008; Voronka et al. 2014), use of services
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Table 2 Service domains examined by reviewed unique studies (N = 27)

Service domain n %

Housing, homelessness, and basic needs services 12 44.4

Homeless shelter and related services 8 29.6

Housing assistance and agencies (includes housing provision) 6 22.2

Self-care support (includes assistance with activities of daily living, time management, and
skill building)

4 14.8

Soup kitchens and meal programs 3 11.1

Residential crisis services 2 7.4

Employment and income support 3 11.1

Vocational assistance (includes help with job seeking, training, counselling) 3 11.1

Income support (receipt of social assistance, budgeting) 2 7.4

Public/social services 5 18.5

Transportation 3 11.1

Composite use of public/social services 2 7.4

Mental health services 20 74.1

Inpatient services 12 44.4

Outpatient (general) and consultation services 6 22.2

Case management (includes ICM) 5 18.5

Emergency department and crisis services 4 14.8

Therapy, counselling, and rehabilitation 4 14.8

Medication management and prescription services 4 14.8

ACT and similar assertive outreach treatment teams 2 7.4

Partial hospital and day treatment programs 1 3.7

Peer support 1 3.7

Criminal justice system-based mental health services 1 3.7

General community-based mental health services 1 3.7

Composite use of mental health services 5 18.5

General and unspecified mental health services 7 25.9

Combined housing and mental health services 2 7.4

Behavioral health (mixed mental health and substance use) services 2 7.4

Substance use services 12 44.4

Inpatient services 3 11.1

Outpatient services (general) 3 11.1

Counselling, therapy, and self-help services 2 7.4

Composite use of substance use services 5 18.5

Unspecified substance use services 7 25.9

Medical services 10 37.0

Inpatient services 3 11.1

Outpatient and consultation services (general) 3 11.1

Specialized medical services (includes dental care) 3 11.1

Family doctor/general practitioner 2 7.4

Medication management and prescription services 1 3.7

Composite use of medical services 2 7.4

Unspecified medical services 3 11.1
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can facilitate access to other services (Herrman et al. 2004; Unick et al. 2011), and findings

from service use research are valuable for service system improvement (McNiel and

Binder 2005).

As for theories, the Gelberg-Andersen Behavioral Model for Vulnerable Populations

(Gelberg et al. 2000) and variations of its predecessor, the Behavioral Model of Health

Services Use (Aday and Andersen 1974; Andersen 1968, 1995), were almost exclusively

referenced in the literature. The behavioral models contend that service use can be pre-

dicted from predisposing, enabling, and need factors. One other theoretical model used by

Bonin et al. (2007, 2009) was the Network-Episode Model (Pescosolido et al. 1998), which

is concerned with social influences that affect if, when, and how individuals enter the

health care service system in order to understand the dynamic processes of service use. In

both theories, the objective is to successfully predict service use, with little or no emphasis

on outcomes of service use.

4 Discussion

Service use among homeless people with mental illness has been primarily studied as an

outcome variable using quantitative approaches that evaluate whether or not a particular

service or set of services have been used within a certain period of time. The dichotomous

Table 2 continued

Service domain n %

General health services 12 44.4

Emergency department and crisis services 7 25.9

Counselling 3 11.1

Inpatient services 3 11.1

Medication management and prescription services 3 11.1

Ambulance services 2 7.4

Day treatment programs 2 7.4

Health education 2 7.4

Case management 1 3.7

Outpatient and consultation services (general) 1 3.7

Specialist services 1 3.7

Unspecified health services 3 11.1

Justice and law enforcement services 3 11.1

Prisons/jails 3 11.1

Police contacts 2 7.4

Legal and court programs 1 3.7

Faith-based support services 1 3.7

General community services 1 3.7

Leisure and civic services 1 3.7

Composite use of various types of services 3 11.1

Sub-domain percentages may exceed the broader service domain count as some studies examined multiple
types of services within a service domain. ICM intensive case management, ACT assertive community
treatment
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assessment of service use limits what can be gleaned from findings as it is a crude

measurement that provides the least information of the methodological approaches.

However, this type of measurement was frequently used in combination with another

approach, volume of service use—the second most employed method. Units of volume

tended to concentrate on lengths of stay (e.g., at a hospital or homeless shelter), number of

visits (e.g., to an outpatient clinic, emergency room, or food bank), and amount of time in

receipt of services (e.g., seeing a case manager). As Goldman et al. (2000) noted, research

with this approach views the service as a treatment and the volume as the dose. Such an

approach, when the service use outcomes are positive, is able to make inferences about the

level of service dosage that is sufficient for meeting people’s needs.

Costs of service use were the only other type of measurement that was found in more

than one-in-ten studies. A focus of increasing attention in recent years due to the impact

that the research can have with policymakers and funders, it was unexpected to see that

only five studies examined service use with this lens. However, this may be partially

explained by the siloed nature of mental health and homelessness services, and because

most services serve additional populations beyond the scope of this review (i.e., homeless

persons without mental illness or non-homeless persons with mental illness). As it may be

important for costing research to include all clientele of a service in order to accurately

conduct the cost-analysis, these studies would have been excluded as a result of the

population that they focused on.

The methodological designs of reviewed studies were an area where there was some

variability. Although randomized trials and quasi-experiments were rare, there were a

number of studies that had longitudinal designs. This may be reflective of a growing trend

in the field to use longitudinal research to understand how homelessness affects health

behaviors over time (Biederman and Lindsey 2014). The feasibility of longitudinal

research with this population may be greater now given that many studies are using

administrative databases or organizational records to retrospectively assess service use.

However, because the majority of the studies included in this review were from North

America, it is unclear whether homelessness research in other parts of the world has also

moved toward use of more longitudinal designs. As Busch-Geertsema et al. (2010) noted,

in Europe, very few studies of homelessness were longitudinal at that time, which was due

to differences in methodological approaches from those used in the United States.

Nonetheless, longitudinal approaches to studying service use among homeless people with

mental illness are a strength of the evidence base and one that future research should

consider in order to produce a fuller and more accurate understanding of the complex

subject.

There is a notable dearth of studies that have investigated service use as an input (i.e.,

predictor variable). Although much can be learned from studying service use as an out-

come, the outcomes of service use, which are critically important to all stakeholder groups,

are being less frequently examined. Specific to homeless populations with mental illness,

there is an urgent need to understand the role of service use in the attainment of

stable housing. Some of the reviewed studies that used service use variables as predictors

did examine outcomes related to housing and homelessness (Gilmer et al. 2010; Gonzalez

and Rosenheck 2002; Lemming and Caslyn 2006; Ortega and Rosenheck 2002; Patterson

et al. 2012b; Rosenheck and Dennis 2001; Rosenheck et al. 2001, 2003; Wong et al. 2008)

but a greater focus should be put on this relationship in future research. Further, personal

outcomes of service use, such as recovery from mental illness, are not commonly studied.

Broadly, recovery refers to overcoming the consequences and effects associated with

mental illness, which may include having renewed hope, a redefined self, control over
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one’s life, a sense of empowerment, and opportunities for the exercise of citizenship

(Anthony 1993; Davidson et al. 2005). With many mental health systems in high-income

countries undergoing reforms to provide more recovery-oriented services (Kidd et al.

2014), the integration of recovery outcomes into service use research would represent a

timely and valuable addition. Lastly, service use research would benefit from the

employment of a critical view of services that examines the degree to which services are

appropriate, are accommodating, and make a difference in the lives of the people who are

using them.

Explicit assumptions and theories for guiding service use research were uncommon.

Assumptions generally centered on services being needed by or effective for the popula-

tion. Given that service use has been predominantly used as an outcome variable in the

research, these positions contextualize why this may be the case. With the perspective that

the services being researched are valuable and effective to the population using them, there

is less necessity to examine outcomes of service users. However, because these services are

not always identical to each other (e.g., due to differences by location and approach) and

the population that accesses them is heterogeneous, the assumptions may be overstretching

in studies that are not examining outcomes related to needs or effectiveness in some

capacity.

As for theoretical models that were applied in the reviewed literature, the behavioral

model of health service use, including the adapted framework for vulnerable populations,

was almost exclusively used. The model, which posits that predisposing, enabling, and

need factors predict service use, had historically treated service use as the end point.

However, later iterations of the behavioral model recognize that service use is not the end

of the process as outcomes of health behaviors, such as perceived health status, evaluated

health status, and satisfaction, have been added (Andersen 1995). Integrating these out-

comes more frequently into future research that employ the behavioral model would be

advantageous to the field, as well as for further validating the health status and satisfaction

elements that comprise the outcomes of the model.

Mental health services have been the most frequently examined type of service, with

almost three-quarters of reviewed studies looking at this in some way. Within this domain,

the majority focused on inpatient services. This is not unexpected as there are service

planning and delivery implications to homeless persons using costly institutional services.

However, the representation of psychiatric emergency and crisis services in the reviewed

literature was one-third that of inpatient services. This may be explained by a number of

studies that examined emergency and crisis services generally (i.e., not specific to mental

illness) and, as a result, were categorized as general health services. Other commonly

investigated mental health services were outpatient and consultation services and case

management. Additionally, as was done across many service categories, in particularly the

different domains of healthcare services, service composites were commonly used analytic

variables. This approach yields information about total service use but obscures what can

be ascertained from the use of individual services that comprise the composite category.

Other commonly studied services were housing, homelessness, and basic needs ser-

vices, the primary foci of which were on temporary shelter services or housing support.

The services that assisted with basic needs (e.g., soup kitchens, activities of daily living)

were slightly less common. Further, only a handful of studies examined services related to

employment, income support, transportation, and general social services, indicating that

research has primarily been conducted with a narrow focus on services that attend to the

most immediate needs of the population. This approach attends to services that may help

get people off the streets and into homes but not to services that are beneficial for helping
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people to stay stably housed, or promote citizenship or recovery (e.g., income supports,

vocational assistance, food security services; Kerman et al. 2013; Rowe 2015). Broadening

the scope of services in future research to include services that are secondary yet essential

to helping people with mental illness live successfully in the community would be valuable

addition.

4.1 Present gaps and future research

Few studies have strayed from the study of service use with quantitative methods that focus

on mental health, primary care, substance use treatment, homelessness, and housing ser-

vices. As a result, there are gaps in the evidence base. First, even the research that has

expanded beyond the core services has almost exclusively focused on formal services.

Although access to formal health and social services are essential and warrant considerable

research attention, they do not comprehensively cover the support services that persons

with mental illness themselves have identified as important to their living in the community

(Kerman et al. 2013). The most noticeable service omission is informal self-help and

consumer-run groups and organizations, which have been researched at length with people

who have serious mental illnesses but not the homeless population (Pistrang et al. 2010).

Self-help groups offer mutual support through shared experience, and people’s own

strengths and capacities for helping others (Trainor et al. 2004). The support from self-help

groups along with assistance from formal health and social services, as well as social

support from family and friends, helps people take charge of their lives and make progress

toward recovery from mental illness. In addition to the absence of informal mental health

consumer-run services, formal peer support (i.e., service provision that involves the

inclusion of one or more persons with a history of mental illness; Davidson et al. 2006) was

only examined in one of the reviewed studies (Voronka et al. 2014). Although peer support

was offered within services in other studies (e.g., Min et al. 2004), it was rarely the focus

on its own. Its omission in the reviewed literature may be reflective of a broader issue in

the peer support research, which has shown that the service has positive impacts on

empowerment, hope, and engagement in care for people with serious mental illnesses but is

seldom studied with a homeless population (Chinman et al. 2014). Nevertheless, given that

the role of peer specialists within mental health services for homeless people continues to

grow (Hamilton et al. 2015), there is an opportunity for future research to address the

omission of peer support in the service use literature. Lastly, future studies should consider

looking at the extent to which these services are used, the outcomes from use of these

services, and the use of these services in combination with other health and homelessness

services.

The second gap in the evidence base is centered on people’s personal experiences of

using services. This is largely the result of qualitative research on service use being

underrepresented in the literature along with a fair amount of studies soliciting no input

from service users whatsoever. There is a critical need to integrate the perspectives of

service users into the research. Although this may not be feasible for some studies (e.g.,

retrospective research using administrative databases), others should consider opportunities

for giving individuals who use services a voice. For quantitative studies, the inclusion of a

short measure on satisfaction with services would be one option. Alternatively, devising an

opportunity for participants to provide comments about their service use on a questionnaire

or survey might help contextualize findings to better understand participants’ frames of

reference with regard to their service use. A more intricate approach could involve qual-

itative interviews about participants’ use of services, which would yield a rich narrative to
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accompany any quantitative data being collected. However, it should also be noted that

service use research represents one element of a larger body of literature on health and

social services. In other support service research areas, qualitative research may be more

common. For example, a recent review by Bright et al. (2015) of healthcare and reha-

bilitation engagement identified approximately a dozen qualitative studies, the majority of

which were focused on populations with mental illness. Greater integration between this

subfield of research and the one of service use would be another method of addressing the

knowledge gaps that exist with regard to people’s experiences of using services. With

stronger evidence being produced from longitudinal, quantitative studies, in-depth inves-

tigations into people’s experiences using services can act as a rich, complementary source

of data that will provide researchers and other stakeholders with a more thorough under-

standing of service use among homeless people with mentally illness.

Lastly, few studies have been conducted outside of the United States—a finding con-

sistent with previous observations by Salize et al. (2013). Given that service systems differ

within and between countries, the evidence must be interpreted with caution, as findings

may not generalize to other regions. For example, Canavan et al. (2012) detailed the high

degree of variability that exists in services for the homeless mentally ill population in 14

capital cities across Europe. Future service use research would strongly benefit from the

inclusion of descriptions of the service systems within which the research is being com-

pleted. Moreover, the disparity in where studies are being conducted also underscores the

need for more service use research from countries outside of the United States.

There are several limitations to this review that must be noted. First, the search terms only

captured research that explicitly examined service use. As a result, studies in which use was a

secondary focus (e.g., as might be the case in studies of intervention efficacy and effec-

tiveness) were not widely identified. However, the search parameters were necessary in order

to keep the review manageable, as the literature that exists on services for homeless persons

with mental illness is extensive. A second limitation is the scope of this review. Only three

databases were searched and no hand searching of key journals was conducted. Although 46

manuscripts were identified, deemed appropriate, and included in this review, it is unlikely

that the reviewed literature comprehensively covers the research on this topic. Nonetheless,

we believe that the findings provide a clear representation of the approaches used to study

service use, gaps in the evidence base, and avenues for future research.

5 Conclusion

The majority of the studies in this review had observational designs that measured service

use quantitatively as an outcome using self-report methods, or administrative and orga-

nizational records. Receipt or non-receipt and volume of use were the most common

methods of quantifying service use. The methods leave large gaps in the knowledge base

related to understanding people’s experiences of using services, as well as the personal

outcomes associated with the use. Mental health, primary care, substance use, homeless-

ness, and housing services have been widely examined, whereas other less formal services,

such as peer support, have been largely excluded in the service use research. As a result,

there has been inequitable inattention paid to key services that are essential to people with

mental illness’ recovery.
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