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Summary
Around 100,000 people live in mental health supported accommodation in England, at
considerable cost to the public purse, but there is little evidence to guide investment in the
most effective models. We consider the various barriers to research in this field and offer
suggestions on how to address them.

Housing and mental illness
The United Nations declared adequate housing a universal human right [1] and having a safe
and stable home is widely regarded as essential to an individual’s health. However, this right is
not implemented universally and people with mental illnesses are among the vulnerable and
disadvantaged groups at particular risk of inadequate housing or homelessness. A large
proportion of rough sleepers, whose number has doubled since 2010, have mental illnesses:
approximately 13% have some form of psychosis (ten times the rate in the general population)
and around two-thirds have substance misuse problems [2]. Often these co-exist, leading to
serious physical health problems and premature mortality.

Supported accommodation services
Health and social services are responsible for addressing the needs of people with mental
health conditions and housing services can also provide a platform for support, therapy and
rehabilitation. Indeed, for individuals with more complex needs, supported accommodation is
acknowledged as a key component of the mental health rehabilitation care pathway, assisting
people to gain the skills and confidence to manage with less support over time [3]. Supported
accommodation services are usually staffed by support workers rather than mental health
professionals, with specialist clinical input from visiting community mental health teams
1

provided by the statutory National Health Service (NHS). In England, there are three main types
of mental health supported accommodation: i) residential care homes that comprise communal
facilities, staffed 24 hours a day, providing meals, cleaning, laundry, supervision of medication
and activities, and where residence is not time limited; ii) supported housing services that
provide shared or individual, self-contained, time-limited tenancies with staff on-site up to 24
hours a day to assist the person to gain skills to move on to less supported accommodation; iii)
floating outreach services that provide visiting support of a few hours per week to people living
in permanent, self-contained, individual tenancies, with the aim of reducing support over time
to zero [3].

Costs of supported accommodation services
Across the country, it is estimated that around 30,000 adults with mental health conditions live
in a residential care home, around 29,500 in supported housing (5% of all supported housing
service users) and around 24,000 receive a specialist mental health floating outreach service.
The cost of these services runs to hundreds of millions of pounds per year; the average weekly
cost per person of floating outreach is £107, supported housing £317, and residential care £640
[4]. Despite this, there have been few empirical studies evaluating the effectiveness of these
services and no trials comparing models. Recently, the Care Quality Commission raised
concerns about the number of people with complex mental health problems experiencing
lengthy admissions in so called ‘locked rehabilitation units’, usually provided by the
independent sector, many miles from the person’s home, and at a total cost to the NHS which
has been estimated at over £500m per year [5]. Some supported accommodation providers
have started to implement hybrid models that include both support workers and clinical staff in
order to facilitate service users’ discharge from inpatient rehabilitation units. Whilst these may
represent a more efficient use of resources, and potentially reflect the political desire for
greater integration of the different sectors providing services (statutory health and social care,
voluntary and private sectors), logistical problems have been reported which may pose serious
risks to client and staff safety. These include a lack of clarity about decision making due to split
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management systems and difficulties accessing clinical records on-site due to incompatible IT
systems. These new models also lack robust evaluation.

Evidence for mental health supported accommodation in England
From 2012 to 2017 we conducted a programme of research into mental health supported
accommodation across England, funded by the National Institute of Health Research [4]. We
found that people living in residential care had the highest level of needs whilst those in
supported housing and floating outreach had similar levels. After adjusting for differences in
clinical characteristics, users of supported housing services had the greatest autonomy but,
along with users of floating outreach services, were much more likely to be a victim of crime
than those living in residential care (>20% vs 4%). It therefore appears that as people move to
more independent accommodation, their vulnerability increases. We followed 586 individuals
and found that 41% were able to manage with less support at 30 month follow-up, but there
were large differences between service types (10% of those in residential care, 39% in
supported housing and 67% of those receiving floating outreach at recruitment achieved this).
These figures highlight the unrealistic targets that these services have to work to; most
supported housing services are commissioned to ‘move people on’ within two years. This
results in a large number of individuals whose needs remain high being moved to another
supported accommodation service providing a similar level of support, simply to meet this key
performance indicator. This is clearly unhelpful, unnecessary and, frankly, inhumane.

Comparing models of supported accommodation through a randomised controlled trial
Considering the lack of evidence on the effectiveness of different models, we believed that a
randomised controlled trial (RCT) comparing supported housing and floating outreach was
required. We drew from the analogy of vocational rehabilitation where several trials have
successfully randomised participants to either ‘train and place’ (a more conventional approach
of stepwise work related rehabilitation, where the person progresses from ‘sheltered’ settings
to mainstream employment) or ‘place and train’ (where the individual is directly placed into
independent employment with flexible support provided as needed – this model is known as
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Individual Placement and Support, or IPS). In a similar fashion, we conducted a feasibility trial to
compare supported housing and floating outreach services. Since few differences have been
found in the support delivered by these two models, the question is whether the current
system, whereby individuals graduate from supported housing to floating outreach services, is
really necessary or whether individuals might be able to move directly to a permanent tenancy
with flexible intensity floating outreach support. The latter would have the advantage of
reducing the number of moves an individual has to make. However, recruitment and
randomisation were extremely difficult; of 1432 people screened only eight were randomised.
Barriers included staff and service users’ concerns about the type of supported accommodation
being decided at random, and clinicians’ perceived lack of equipoise in the two models being
compared; most felt that individuals needed to first live in supported housing before ‘stepping
down’ to floating outreach services. We concluded that trials comparing existing models of
supported accommodation in England were not feasible or would end up with a highly selective
sample preventing any generalisation of the findings. In a context where new models of
supported accommodation are springing up, the absence of evidence presents a major problem
for service planners.

Barriers to conducting trials in this field
One can only speculate as to why randomisation is possible to different models of vocational
rehabilitation but not to different models of supported accommodation, but possible
explanations include: A) where a person lives may be seen as more fundamental to life than
gaining employment, and health service staff may feel more responsible for adverse
events/risks arising in the home compared with the workplace, thus making randomisation for
a research study of supported accommodation unacceptable; B) arranging accommodation for
individuals requires more processes and approvals than arranging employment, involving
various individuals, agencies and decision making panels. This process (which varies
substantially across local authorities) multiplies the probability that someone in the decision
chain raises concerns and vetoes the potential randomisation of an individual; C) even if the
approval processes could be streamlined, it is challenging to ensure adequate availability of
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different types of supported accommodation for randomised individuals to move to - allocation
is, understandably, heavily influenced by vacancies in local supported accommodation.

The way forward
What is the way forward, when - at least in the current context in the UK - RCTs comparing
different approaches to housing do not appear feasible? We could decide to leave the
expensive and important field of housing services for people with mental illnesses an evidencefree area, yet it would be ethically and practically unacceptable to ignore these services in
research just because they are difficult to study. Thus, different methods to evaluate them have
to be found. Working with policy makers and service providers to collect and publish data on all
services in the country about the type of residents they accept, what exactly is being provided,
how long they stay and what their outcomes are in terms of social and everyday function,
experiences and quality of life may be a first step. This would not require sophisticated research
study designs but could provide a starting point for more specific longitudinal studies. We could
also conduct more qualitative research. However, although our recent systematic review of the
qualitative evidence identified a large range of structural, process, relational and contextual
factors that influenced service users’ experiences, we found no clear differences in the culture
and content of care delivered by different types of supported accommodation [4]. A further
idea would be to use the considerable international variation in models as a type of natural
experiment for comparing costs and outcomes. Whatever research methods are found to be
feasible, providing better evidence for which type of housing support is beneficial for different
groups of people with mental illnesses remains a major challenge to the research community.
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