
International Journal of Drug Policy 108 (2022) 103818 

Contents lists available at ScienceDirect 

International Journal of Drug Policy 

journal homepage: www.elsevier.com/locate/drugpo 

Research Paper 

Substance use and homelessness: A longitudinal interview study conducted 

during COVID-19 with implications for policy and practice 

Joanne Neale, Stephen Parkin 

∗ , Laura Hermann, Nicola Metrebian, Emmert Roberts, 

Deborah Robson, John Strang 

Addictions Department, Institute of Psychiatry, Psychology & Neuroscience, King’s College London, SE5 8BB, UK 

a r t i c l e i n f o 

Keywords: 

Homelessness 

Substance use 

Alcohol 

Tobacco 

Heroin 

COVID-19 

a b s t r a c t 

Background: People who are homeless and using substances frequently encounter barriers to accessing support. 

This paper aims to inform policy and practice by analysing changes in the tobacco, alcohol and illicit drug use of 

people experiencing homelessness. 

Methods: Data derive from a qualitative longitudinal study (undertaken 2020/2021) and involving telephone 

interviews (n = 310) conducted with 34 people accommodated in two London hotels provided as part of a 

UK policy response to COVID-19. The hotels offered various supports, including opioid replacement therapy, 

prescribed alcohol, licensed nicotine replacement therapy, and e-cigarettes. Participants’ substance use data were 

organised by Iterative Categorization and subjected to a content analysis to identify patterns and themes.. 

Results: At entry to the hotel, 5/34 participants (14.7%) had never used alcohol nor illicit drugs; 10/34 (29.4%) 

had only ever used alcohol (mostly without a problem); 11/34 (32.4%) had ever used illicit drugs but without a 

problem; and 8/34 (23.5%) had ever had a problem with illicit drugs. Sub-groups had different socio-demographic 

characteristics, particularly regarding being/not being a UK national, sex, and homelessness duration. Tobacco 

smoking was common across all sub-groups (18/34; 52.9%). Participants were often anxious about living with 

others who were using substances, and some worried about their own substance use. Substance use was change- 

able, with more decreases than increases. Changes related to intrapersonal (psychological), interpersonal (social) 

and structural (resource-based) factors. For example, decreases were precipitated by people feeling motivated to 

change, separation from others who used drugs, and receiving treatment or support. 

Conclusion: Findings indicate that various interventions and accommodation models may benefit people who are 

homeless and using substances. An initiative that combined shelter and basic amenities, pharmacological treat- 

ment, psychosocial support, and space where substances were not available and other people using substances 

could be avoided resulted in an overall reduction in substance use amongst those accommodated. 
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International research has repeatedly shown that levels of sub-

tance use are higher amongst people experiencing homelessness than

mongst the general population ( Baggett et al., 2013 ; Fazel et al., 2008 ;

emp et al., 2006 ). Despite this, actual prevalence estimates vary greatly

etween studies depending on the definitions of both ‘homeless’ and

substance use’ used, when and where studies were undertaken, the re-

earch methods deployed, and the populations sampled ( ACMD, 2019 ;

aile et al., 2020 ; Kemp et al., 2006 ). In addition, most research on

omelessness and substance use has been cross-sectional (rather than
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ongitudinal) and has focused either on tobacco smoking behaviours or

n alcohol and other drug use (rather than on how these substances are

ombined). 

In terms of prevalence, a review of predominantly male survey data

ublished between 1966 and 2007 from 29 Western countries concluded

hat alcohol dependence (last six months prevalence) ranged from 8.1%

o 58.5% and drug dependence (last six months prevalence) ranged

rom 4.5% to 54.2%, with pooled prevalences of 37.9% and 24.4%

espectively ( Fazel et al., 2008 ). Meanwhile, a study of adult women

ho were homeless in Canada found that 37.8% of participants re-

orted current alcohol dependence and 70.5% reported current drug

ependence ( Torchalla et al., 2011 ). More recent data from London
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nd the South of England, UK, suggest that 36% of people accommo-

ated in emergency accommodation during the COVID-19 pandemic

ad alcohol support needs and 31% had drug support needs (where sup-

ort needs were defined by those working in the homelessness sector)

 St Mungo’s, 2021 ). 

In respect of tobacco smoking, a review of mostly US studies has re-

ealed prevalence rates of 57% to 82% amongst adults accessing home-

ess support services ( Soar et al., 2020 ). People experiencing homeless-

ess who smoke cigarettes also have high rates of concurrent use of

lternative tobacco products, such as smokeless tobacco and electronic

igarettes (e-cigarettes) ( Baggett et al., 2016 ; Neisler et al., 2018 ). Addi-

ionally, they engage in high-risk smoking practices, including sharing

igarettes and smoking discarded butts, which pose an elevated risk of

xposure to toxins and increase the threat of infectious disease transmis-

ion ( Aloot et al., 1993 ; Garner & Ratschen, 2013 ; Vijayaraghavan et al.,

018 ). In the UK, it is estimated that 78% of adults who are homeless

moke tobacco (Homeless Link, 2019 ), with more localised data indi-

ating that 73% of people experiencing homelessness in London smoke

 Lewer et al., 2019 ). 

Other studies have reported that male young people who are home-

ess are more likely to use alcohol and other drugs than female young

eople who are homeless ( Laporte et al., 2018 ; Maria et al., 2018 ;

eal, 2020 ). Amongst young people experiencing homelessness, to-

acco smoking is used to manage stress; de-escalate negative emotions;

ontrol nicotine dependence, craving or withdrawal; pass the time; and

ngage socially with peers ( Patterson et al., 2022 ). Alcohol and other

rug use has similarly been identified as offering a means of coping

ith stress and adverse living conditions, managing trauma, blocking

ut disturbing emotions, dampening pain, lifting mood, and facilitating

leep ( Carver et al., 2020 ; Klee & Reid, 1998 ; Neale 2001 ; Parkin, 2013 ).

Although people who are both homeless and using substances fre-

uently experience complex problems, they routinely encounter obsta-

les when they try to access support ( ACMD, 2019 ; Neale, 2011 ). Factors

hat can prevent people who are experiencing homelessness from secur-

ng treatment for alcohol and other drugs include stigma and feeling

udged, not knowing what help exists, not staying in one place for long

nough to receive support, waiting lists, bureaucracy, strict standards of

ttendance and compliance at some agencies, and not liking the support

n offer ( Liddiard & Hutson, 1991 ; Magwood et al., 2020 ; Neale, 2011 ;

leace et al., 2000 ). Barriers to smoking cessation amongst people who

re homeless include feelings of stress, poor mental health and other ad-

ictions, logistical challenges to participating in cessation programmes,

essimism about the effectiveness of treatment, preferring not to use

reatment, the cost of nicotine replacement therapy (NRT), and social

ressure from, or proximity to, other people who smoke ( Businelle et al.,

013 ; Dawkins et al., 2019 ; Rubin et al., 2021 ; Segan et al., 2015 ;

oar et al., 2020 ). 

Interventions considered most likely to reduce problem substance

se amongst people who are homeless include safe housing, opioid

eplacement therapy, managed alcohol programmes, tailored primary

are services, trauma-informed care, and formal case management

 Carver et al., 2020 ; Magwood et al., 2020 ; Neale, 2011 ; Pleace, 2008 ;

t Mungo’s, 2021 ). People who are homeless have also identified a pref-

rence for compassionate and non-judgemental support that is holis-

ic, person-centred, delivered flexibly, and offers choice ( ACMD, 2019 ;

arver et al., 2020 ; Neale, 2001 ). In terms of smoking cessation, mul-

icomponent interventions that pair evidence-based cessation interven-

ions (such as pharmacotherapy, behavioural interventions, and smoke

ree policies) with strategies to reduce structural stressors, change social

moking norms, and address stress management are reported to be most

romising ( Patterson et al., 2022 ). 

Despite this body of international literature, there is little informa-

ion on how people who are homeless combine their use of tobacco, alco-

ol, and other drugs; how their consumption of these various substances

hanges over time; and the types of intervention that might target mul-

iple substances together. In this paper, we seek to redress some of these
2 
aps by analysing the use of tobacco, alcohol, and illicit drugs amongst a

ohort of people experiencing homelessness who were housed in emer-

ency hotels during the COVID-19 pandemic. To this end, we focus on

our empirical questions: i. what are the socio-demographic characteris-

ics of people with different patterns of substance use? ii. how do their

atterns of substance use change over time? iii. what factors explain

hanges in their patterns of substance use? and iv. what is the role of

reatment and support? Findings are intended to increase understand-

ng of whether interventions should be tailored to particular sub-groups

f people experiencing homelessness; the extent to which substance use

mongst people experiencing homelessness is amenable to change; and

he types of intervention and intervention components that are most

ikely to meet the substance-related needs of people experiencing home-

essness. 

ethods 

Our data derive from a rapid evaluation of ‘Everyone In’, which was

 UK Government policy initiative designed to provide temporary and

mergency accommodation (often in commercial hotels) for people ex-

eriencing rough sleeping and other forms of homelessness during the

OVID-19 pandemic and associated national lockdowns ( Neale et al.,

020 ; Neale et al., 2021 ; Parkin & Neale, 2021 ). In London, Everyone

n accommodated over 5,000 people, providing them with a free room,

ood, access to medical care, advice on benefits, broader social care and

upport, mobile phones, and WiFi ( St Mungo’s, 2021 ). In addition, a

ewly-established Pan-London Homeless Hotel Drug and Alcohol Ser-

ice (HDAS), involving multiple providers of substance misuse services

rom across London, assisted people with any addiction treatment and

arm reduction needs they were experiencing whilst living in the ho-

els. This included the distribution of over 3,000 e-cigarette starter kits,

ver 20,000 e-cigarette refill pods, and nicotine replacement products

 Gardner et al., 2020 ). 

The evaluation we conducted was longitudinal and involved semi-

tructured telephone interviews with hotel residents ( Parkin et al., 2021 ;

eale et al., 2022 ). Ethical approval was granted by King’s College Lon-

on Research Ethics Committee (CREC-HR-19/20-18676) and partici-

ants were recruited from two of the London hotels. Three team mem-

ers visited both hotels in person on six occasions between June and

eptember 2020, during which visits they described the research to po-

entially interested residents and distributed study information packs.

hese packs included participant information sheets, informed consent

orms, and a phone number which residents were invited to text or call if

hey wanted to learn more and/or participate. Approximately 300 study

acks were distributed, 41 hotel residents contacted the research team,

nd 35 residents were successfully recruited. 

Interviewing was conducted in three stages (see Box 1 ). Stage 1 oc-

urred whilst participants were living in the hotel (up to five telephone

nterviews per participant, each lasting 20-30 minutes, conducted over

ne week); Stage 2 occurred immediately after participants moved out

f the hotel (up to five follow-up interviews per participant, each lasting

0-60 minutes, conducted on a weekly basis over one month); and Stage

 occurred nine months after participants had left the hotel (one follow-

p interview per participant lasting 25-30 minutes). Of the 35 partici-

ants who were recruited, 28 completed Stage 2 and 13 completed Stage

. Each stage covered similar interview topics, including substance use

nd treatment experiences, and all interviews were undertaken by one

f a team of eleven trained interviewers. Where possible, the same in-

erviewer conducted each participant’s Stage 1 and Stage 2 interviews;

hen one interviewer conducted all Stage 3 interviews. 

Of the 35 study participants, 34 responded to topics relating to their

ubstance use (28 of these participants completed Stage 2 and 13 com-

leted Stage 3). These 34 participants collectively generated 310 quali-

ative interviews (163 interviews at Stage 1; 134 interviews at Stage 2;

nd 13 interviews at Stage 3). In total, 309/310 interviews were audio-

ecorded, yielding approximately 124 hours of audio data (one partici-
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Box 1 

Data generation. 

Stage 1 Stage 2 Stage 3 

Date June - September 2020 July - December 2020 April - July 2021 

Number of participants 35 28 13 

Number of participants answering 

questions relating to substance use 

34 28 13 

Number of interviews completed by 

each participant 

1-5 1-5 1 

Duration of interviews 20-30 minutes 20-60 minutes 25-30 minutes 

Topics covered Demographic characteristics and life 

circumstances; experiences of moving into and 

living in the hotel; housing and homelessness 

prior to the pandemic; alcohol and other drug 

use; smoking; health, including COVID-19; 

accessing support; relationships; use of mobile 

phones and technology; and expectations 

about moving out of the hotel 

Current life circumstances; experiences of 

moving out of the hotel; current 

accommodation; alcohol and other drug 

use; smoking; health, including 

COVID-19; accessing support; 

relationships; use of mobile phones and 

technology; and views on the future 

Current life circumstances; current 

accommodation; relationships; 

substance use; health, including 

COVID-19; use of mobile phones and 

technology; and views on the future 
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ant completed their Stage 3 interview by email because of unreliable

obile phone connectivity). Prior to interview, all participants provided

erbal consent (also audio-recorded) and on completion of each inter-

iewing stage, all participants were given a gift voucher (to the value of

40 for Stage 1; £50 for Stage 2; and £10 for Stage 3). 

Data were organised and analysed in phases. First, each interviewer

istened to their own audio recordings and summarised their partici-

ants’ responses into a prepared Excel file. Each Excel file comprised

 sheet for each interview, a row for each participant, and a column

nd sub-columns for each topic. Interviewers also sometimes included

hort verbatim extracts from the interviews into their Excel files. Once

ompleted, all the interviewers’ Excel files were merged into one main

xcel file. All the Excel file data relating to substance use (columns in

he Excel file) were then reviewed and some of the qualitative responses

ere quantified to provide simple counts of the types of substance use

articipants reported. This indicated that, on entry to the hotel, 18/34

articipants (52.9%) were smoking tobacco, 6/34 participants (17.6%)

eported a current problem with either alcohol or illicit drugs, and 5/34

14.7%) had never used any alcohol nor any illicit drugs. 

Given this combination of high smoking prevalence and variability

n alcohol and illicit drug use, the data were re-reviewed to explore other

ub-groupings. This was a pragmatic exercise which sought to account

or all participants whilst retaining sufficient participants in every sub-

roup to identify any patterns in the data. Eventually four groups that

eemed suitable for further analyses were identified. Sub-group 1 com-

rised participants who had never used alcohol nor illicit drugs (n = 5;

4.7%); Sub-group 2 comprised participants who had only ever used

lcohol (and not illicit drugs) (n = 10; 29.4%); Sub-group 3 comprised

articipants who had ever used illicit drugs but said that these had never

een a problem for them (n = 11; 32.4%); and Sub-group 4 comprised

articipants who said that they had ever had a problem with illicit drugs

n = 8; 23.5%). Only one participant reported that they had ever had a

roblem with alcohol, but not illicit drugs, and this person was included

n Sub-group 2. Each sub-group included ≥ 40% participants who re-

orted that they were smoking tobacco immediately prior to moving

nto the hotel. 

In the next stage of the analysis, the data from the main Excel file

ere used to produce short summaries of each participant’s responses

o the substance use questions. These were created in Microsoft Word,

o producing a brief substance use biography for each participant. The

ord summaries were then organised into the four sub-groups and all

ummaries in each sub-group were reviewed inductively using a process

f Iterative Categorization ( Neale, 2016 ; Neale, 2020 ). This involved

eading all text relating to each participant line-by-line, summarising

he text into bullet points, re-ordering the bullet points to identify pat-

erns in the data, and then writing a narrative for each sub-group based

round the four research questions. This constituted a de facto content

nalysis of the data ( Bengtsson, 2016 ) rather than an in-depth qualita-
 s  

3 
ive exploration of themes more common in interview studies. In pre-

enting our findings, we first describe the characteristics of all 34 par-

icipants together; next, we report on each of the sub-groups separately;

nd, finally, we compare the four sub-groups to assess similarities and

ifferences. 

indings 

ample characteristics (n = 34) 

Most of the 34 study participants were male (n = 27; 79.4%) and

ost (n = 29; 85.3%) were aged 30 years or older (see Table 1 ). Nearly

ll were single, separated, divorced, or widowed. In total, 11 (32.4%)

ad been born in the UK, 3 (8.8%) had been born in other parts of Eu-

ope, and 20 (58.8%) had been born in other parts of the World (Algeria,

ngola, Antigua, Brazil, Ecuador, Ghana, Iran, Iraq, Jamaica, Nigeria,

uinea, South Africa, Togo, Trinidad, and the United States). Several

articipants said that they were asylum seekers, refugees or had no legal

mmigration status (others preferred not to discuss this topic). As both

otels only accommodated adults, no participant had children living

ith them (although many had children who were grown up or living

ith ex-partners). 

Nearly half (n = 15; 44.1%) had no qualifications and approximately

wo-thirds (n = 22; 64.7%) had had no recent paid work prior to the

andemic. Roughly equal numbers said that they had been homeless for

wo years or more versus under two years. The longest period of home-

essness at Stage 1 was 30 years and the shortest period was four nights.

hilst homeless, people reported that they had slept in hostels and shel-

ers, bed and breakfast hotels, empty buildings, parks, vehicles, tents, at

irports, on the streets, and in the homes of acquaintances. After the

wo hotels closed (autumn 2020), participants were moved to other ho-

els within ‘Everyone In’, hostels, bed and breakfast hotels, shared flats,

ndependent flats, houses of multiple occupation, and supported accom-

odation. In addition, three participants returned to sleeping rough or

n a tent (two in Europe and one in London). 

ub-group 1: Never used alcohol nor illicit drugs (n = 5) 

i. Socio-demographic characteristics 

Five participants reported that they had never used alcohol nor illicit

rugs prior to the hotel. Of these 5 participants, 3 were male and 2 were

emale. Three were under 50 years of age and 2 were 50 years or older

none was under 30 years of age). None had been born in the UK and

ost (n = 4) reported that they had visa and residency problems. Three

ad higher degrees, of whom 2 had PhDs. One had been in recent paid

ork prior to the pandemic, and 2 (both with an insecure immigration

tatus) emphasised how much they wanted to work in the UK. None of
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Table 1 

Description of participants. 

Sub-group 1: Never 

used alcohol nor 

illicit drugs n (%) 

Sub-group 2: Only 

ever used alcohol n 

(%) 

Sub-group 3: Ever used 

illicit drugs but without 

problem n (%) 

Sub-group 4: Ever had 

problem with illicit 

drugs n (%) Total n (%) 

5 (14.7%) 10 (29.4%) 11 (32.4%) 8 (23.5%) 34 (100) 

Sex 

Male 3 (60.0%) 8 (80.0%) 9 (81.8%) 7 (87.5%) 27 (79.4) 

Female 2 (40.00%) 2 (20.0%) 2 (18.2%) 1 (12.5%) 7 (20.6) 

Age 

< 30 years 0 (0.0%) 2 (20.0%) 2 (18.2%) 1 (12.5%) 5 (14.7) 

30-49 years 3 (60.0%) 3 (30.0%) 3 (27.3%) 4 (50.0%) 13 (38.2) 

≥ 50 years 2 (40.0%) 5 (50.0%) 6 (54.5%) 3 (37.5%) 16 (47.1) 

Born in the UK 

Yes 0 (0.0%) 2 (20.0%) 4 (36.4%) 5 (62.6%) 11 (32.4) 

No 5 (100%) 8 (80.0%) 7 (63.6%) 3 (37.5%) 23 (67.6) 

Smoked tobacco immediately prior to moving into the hotel 

Yes 2 (40.0%) 4 (40.0%) 6 (54.5%) 6 (75.0%) 18 (52.9) 

No 3 (60.0%) 6 (60.0%) 5 (45.5%) 2 (25.0%) 16 (47.1) 

Academic or vocational qualifications 

Yes 3 (60.0%) 5 (50.0%) 5 (45.5%) 6 (75.0%) 19 (55.9) 

No 2 (40.0%) 5 (50.0%) 6 (54.5%) 2 (25.0%) 15 (44.1) 

Recent paid work prior to the pandemic 

Yes 1 (20.0%) 4 (40.0%) 6 (54.5%) 1 (12.5%) 12 (35.3) 

No 4 (80.0%) 6 (60.0%) 5 (45.5%) 7 (87.5%) 22 (64.7) 

Homeless 

< 2 years 4 (80.0%) 3 (30.0%) 6 (54.5%) 2 (25.0%) 15 (44.1) 

≥ 2 years 0 (0.0%) 5 (50.0%) 5 (45.5%) 6 (75.0%) 16 (47.1) 

Missing 1 (20.0%) 2 (20.0%) 0 (0.0%) 0 (0.0%) 3 (8.8) 
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he 5 had been homeless for more than two years. One participant, who

ad been moved into various hotels by his Stage 3 interview, stated that

e found sharing accommodation with people who were using drugs

nd drinking alcohol very difficult, and he linked this to his declining

ental health and recent suicidal ideation. 

ii. Changing patterns of substance use 

Two of the 5 participants in Sub-group 1 said that they smoked to-

acco prior to moving into the hotel. One continued to smoke whilst

iving in the hotel (when he ‘could get it’). The other explained that he

nitially smoked four or five cigarettes a day in the hotel if he had money

r if people gave cigarettes to him. However, he had switched to vaping

icotine after the hotel staff gave him an e-cigarette. Meanwhile, one

emale reported that she had stopped smoking before moving into the

otel but had restarted in the hotel. At later interviews, she described

ow her tobacco intake rapidly increased to twenty cigarettes a day, but

hen reduced to five a day and then to none with the help of NRT (gum)

hich she started using after moving out of the hotel into new accom-

odation. Participants who had never used alcohol nor illicit drugs did

ot report any other changes in their substance use during their follow

p interviews. 

ii. Explanations for changes in substance use 

Two of the 3 participants who smoked tobacco explained that this

as because of ‘stress’, particularly relating to the pandemic and visa

roblems. Reductions in tobacco smoking were attributed to receiving

RT or an e-cigarette. Meanwhile, other fluctuations in tobacco con-

umption were linked to availability; specifically, being able to afford

obacco or having it given to them. 

v. The role of treatment and support 

Apart from licensed NRT and an e-cigarette (which helped to reduce

obacco consumption according to two participants), nobody discussed

eceiving support for alcohol or other drug use. 

ub-group 2: Only ever used alcohol (n = 10) 
i. Socio-demographic characteristics i  

4 
Most (n = 8) of the 10 participants who had ever used alcohol but not

llicit drugs were male and half (n = 5) were aged 50 years or older. Most

n = 8) were not born in the UK and 2 reported current problems with

heir visa/ immigration status. Five had qualifications and 4 had been in

ecent paid work prior to the pandemic. Three of the 8 participants who

esponded to the question about homelessness duration said that they

ad been homeless for less than two years. One participant volunteered

hat he was ‘afraid’ of taking illegal substances, and another said that

e did not like having to share accommodation with people who ‘take

rugs, and smoke, and drink’. 

ii. Changing patterns of substance use 

Over half (n = 6) of the 10 participants who had ever used alcohol

xplained that they were infrequent or occasional drinkers, consuming

lcohol ‘socially’ or ‘not alone’. In addition, one said that he sometimes

rank alcohol to help him sleep (but not to ‘get drunk’) and another re-

orted drinking three or four beers a day on his own if he had money.

his last participant said that he did not think his drinking was a prob-

em and noted that he was consuming less alcohol in the hotel than

reviously. By his nine-month follow up interview, this participant had

topped drinking alcohol completely. The one participant who reported

ver having a problem with alcohol was male. He stated that he drank

fteen cans of beer daily and was experiencing alcohol-related ‘seizures’

nd ‘blackouts’ prior to moving into the hotel. His drinking reduced to

ine cans a day in the hotel but increased again after he moved to a

econd hotel. 

Five of the 10 participants who had ever only used alcohol reported

hat they had never smoked tobacco, and one said he had smoked in

he past but had stopped many years previously when at college. Of the

 participants who said that they were smoking tobacco immediately

rior to moving into the hotel, one reported that he smoked occasionally

when drinking’ and 3 smoked daily (between two and six cigarettes

 day). One of these 3 participants said that he smoked when feeling

tressed, another said he smoked depending on what tobacco he was

ble to obtain, and another said he mainly smoked after meals. Three of

he 4 current smokers indicated that their smoking had decreased whilst

n the hotel. The fourth participant did not want to stop smoking and
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s  

e  
tated that he would be able to discontinue on his own if he changed his

ind, as he had successfully stopped previously. 

ii. Explanations for changes in substance use 

The participant who reported a reduction in his ‘non-problematic’

rinking in the hotel attributed this to having no money to purchase

lcohol, whereas the participant who reported a reduction in his ‘prob-

ematic drinking’ in the hotel attributed this to the support he received

rom the new Homeless Hotel Drug and Alcohol Service (HDAS). The 3

urrent smokers who indicated that their smoking had decreased whilst

n the hotel all linked this to the e-cigarettes that they had received from

he hotel staff; although one also said he was motivated to stop smoking

ecause of his worsening asthma. 

v. The role of treatment and support 

Three participants reported that they had benefited from e-cigarettes

eceived in the hotel. The participant who reported having a problem

ith alcohol was positive about the support he had received in the first

otel, where he described how he was ‘prescribed’ nine cans of alcohol

aily and spoke to a member of the alcohol team every day. However,

e was unhappy with the support received in the second hotel (a hostel),

here he said his prescription had been reduced to six cans daily, he had

een told to buy any additional alcohol himself, and his alcohol support

orker had been changed. This participant stated that his new alcohol

upport worker was unsympathetic, he had disengaged from the alcohol

eam, and his drinking had increased. The research team was unable to

ontact him after nine months for a Stage 3 interview. 

ub-group 3: Ever used illicit drugs but without a problem (n = 11) 

i. Socio-demographic characteristics 

Eleven participants reported that they had ever used illicit drugs but

ever had a problem. Most (n = 9) of these were male, just over a half

n = 6) were aged 50 years or older, and over half (n = 7) were born

utside the UK. Five had qualifications, 6 had been in recent paid work

rior to the pandemic and 6 had been homeless for less than two years.

any described the negative impact of others’ substance use on them,

articularly the challenges of living with people who were using sub-

tances in the hotel or in other move-on accommodation. This, they said,

aused them to feel ‘anxious’, detrimentally affected their mental health,

ade it difficult for them to be abstinent, or caused them to withdraw

ocially. 

ii. Changing patterns of substance use 

The most widely used substance reported by participants who said

hey had used illicit drugs non-problematically was cannabis, which was

iscussed by almost everyone. This was followed by alcohol and then to-

acco. Just over half (n = 6) of the 11 participants reported that they

ad been smoking tobacco prior to moving into the hotel. Two partici-

ants stated that they had used ‘nearly every’ substance at some point

n their lives, whereas others confirmed that they had only ever used

annabis, alcohol, and/or tobacco. In addition, many said that their

se of ‘drugs’ had occurred ‘a long time ago’ whilst they were ‘young’

nd/or said that they had had periods of not using any substances at

ll. Some participants also emphasised that they only smoked tobacco

r drank alcohol ‘occasionally’, and none reported ever having injected

 drug. 

Seven of the 11 participants stated that they had not been using any

lcohol or illicit drugs prior to moving into the hotel. These 7 partici-

ants reported continued abstinence from alcohol and other drugs whilst

n the hotel and at their Stage 2 and Stage 3 interviews after moving

ut of the hotel. Of the remaining 4 participants, one said that he had

een using methamphetamine before moving into the hotel but that

ad stopped in the hotel. Otherwise, the only substances participants

eported using regularly prior to the hotel were alcohol and tobacco.
5 
nce in the hotel, one participant restarted using cannabis and another

estarted smoking tobacco. More generally, levels of tobacco and alcohol

se whilst staying in the hotel appeared to fluctuate with some stating

hat they smoked and/or drank more, and others less. 

ii. Explanations for changes in substance use 

Participants gave varying reasons for fluctuations in their alcohol

nd other drug use in the months immediately prior to the hotel; ex-

laining that they tended to drink on ‘special occasions’, ‘with others’,

at music venues’, or ‘to cope with problems’. In contrast, they said that

hey were less likely to drink if they had ‘limited money to buy alcohol’,

had less opportunity to drink’ (for example, because of the pandemic),

r were not motivated to drink as they were ‘not in a party mood’ or

were feeling low’. One participant also said that he never consumed

lcohol when taking other drugs as alcohol tended to undermine the ef-

ects of other substances. Participants also associated their cannabis use

ith being in a particular place, specific activities, and managing emo-

ions or escaping problems. Conversely, they linked decreases in their

annabis use (pre-hotel and during the study) to not being able to ac-

ess cannabis, wanting ‘to change their life’, living with someone who

disapproved of cannabis’, ‘feeling settled’, and ‘keeping busy’. 

Turning to tobacco smoking, participants explained that their to-

acco consumption increased in the hotel if others (family members,

riends, or other hotel residents) gave them tobacco or cigarettes, they

anted a reason or pretext to engage with others socially outside the

otel, or they were ‘stressed’ or ‘bored’ (in which circumstances smok-

ng provided ‘relief’ or ‘distraction’). In contrast, they said that their

moking decreased when they had no money for cigarettes or tobacco,

ere ‘trying to be healthier’, needed to address health problems (such

s asthma), were ‘busy’, or (in one case) had been given an e-cigarette

y the hotel staff. 

v. The role of treatment and support 

Only one participant had ever had treatment for their alcohol use;

one of the others felt that they needed any treatment or support. Most

articipants who smoked also emphasised that they did not want to try

ny replacement products as they were ‘happy smoking’ or said that

hey had tried licensed NRT or e-cigarettes and did not feel that they

ere effective. 

ub-group 4: Ever had a problem with illicit drugs (n = 8) 

i. Socio-demographic characteristics 

Eight participants (7 males and 1 female) reported that they had

ver had a problem with illicit drugs, of whom 5 (4 males and 1 female)

elieved that they had also had a problem with alcohol. Three of these 8

articipants were aged 50 years or older and 5 were born in the UK. Six

ad qualifications but only one had been in recent paid work prior to the

andemic. Six had been homeless for two years or more and most were

ocal about the negative consequences of substance use on their mental

ealth, relationships, sleep, motivation to do things, and/or propensity

o be violent or be imprisoned. One also described how he had left a

ostel previously because he did not like the other residents whose drug

se led to ‘fights and arguments’. 

ii. Changing patterns of substance use 

The substances most frequently used by these 8 participants were to-

acco, alcohol, and cannabis, with many stating that they had used all

hree substances at some point in their lives. In addition, 5 of the 8 said

hat they had ever used heroin, 4 had ever used cocaine, and 4 had ever

sed crack. Other substances ever used included ecstasy, amphetamines,

SD (lysergic acid diethylamide), mephedrone, and nitrous oxide. Only

 described ever injecting. A few participants reported that they had

topped using drugs (aside from alcohol, tobacco, or cannabis) sev-

ral years ago; sometimes clarifying that they had only used substances
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apart from alcohol, tobacco, or cannabis) when they were ‘younger’ or

in their 20s’. 

Prior to moving into the hotel, 7 of these 8 participants said that

hey were smoking tobacco, 5 said that they were drinking alcohol, and

 said they were smoking cannabis (although this was not always daily

r regularly). In addition, 4 reported that they were using heroin (of

hom 3 were also using crack and one was also using cocaine). Of the 4

eople using heroin before moving into the hotel, 3 were simultaneously

eceiving methadone treatment. A fifth participant said that he was be-

ng prescribed methadone but not using any heroin, although he was

till using cannabis. Only one participant was smoking tobacco without

sing any other substances. 

Once in the hotel, 5 participants said that they smoked less tobacco,

 said that they had reduced their drinking, and none reported using

eroin, cocaine, or crack. Three of the 4 participants who had been re-

eiving methadone prior to the hotel continued with their treatment,

hilst the fourth described how he had reduced his methadone pre-

cription and swapped to buprenorphine. A fifth participant who had

een using heroin and crack prior to the hotel was prescribed buprenor-

hine in the hotel and subsequently stopped using other substances ex-

ept cannabis. Another participant reported re-initiating cannabis use

ithin the hotel, and another said that she had increased her tobacco

se. 

The three participants receiving methadone treatment in the hotel

emained stable on their treatment with no reported heroin use after

oving out of the hotel. The person who had swapped from methadone

o buprenorphine within the hotel continued to receive his buprenor-

hine and said that he was pleased with the progress he was making

espite some occasional heroin use. Lastly, the participant who had be-

un a new prescription of buprenorphine in the hotel continued this

reatment after leaving the hotel and similarly remained pleased with

his medication, although he continued to smoke cannabis sometimes. 

ii. Explanations for changes in substance use 

Participants attributed pre-hotel heroin, cocaine, and crack use to

anting to ‘get rid of pain’, trying to combat stress and depression, be-

ng homeless, being in prison, and being surrounded by people who

ere using drugs or ‘a bad influence’. Meanwhile, they linked pre-hotel

eductions in their heroin use to previous episodes of treatment with

ethadone or buprenorphine. 

After moving into the hotel, participants explained how reductions

n their alcohol consumption were related to having ‘less money’, being

more comfortable’ and ‘less bored’ in the hotel, and wanting to change

heir behaviour (for example, to be ‘less violent’ or to ‘slow down’). One

ale stated that the hotel staff sometimes gave him alcohol, but this was

ot enough to stop him from experiencing tremors; although his alcohol

ntake had decreased in the hotel because he could no longer afford to

rink so much or to buy spirits. One participant attributed her increased

annabis consumption to moving into the hotel, stress and boredom, and

er subsequent decreased cannabis consumption after moving out of the

otel to reconnecting with family, friends and other ‘positive people’ as

ell as to being able to ‘go out more’ post lockdown. 

Participants who reported that they were smoking less tobacco in

he hotel explained that this was because smoking was prohibited in the

uilding (so making it ‘harder’ for them to smoke) and/or they had less

oney for cigarettes since the pandemic (for example, because they had

ot been able to obtain money from passers-by on the streets). In addi-

ion, one person said that ‘will power’ was enabling him to smoke less,

nd another noted that he was trying to improve his lung/respiratory

ealth as he had recently been diagnosed with chronic obstructive pul-

onary disease. Despite this, several participants said that they had col-

ected cigarette butts from the ground and smoked them when they had

o other tobacco, and one said that he smoked more whenever a friend

ave him tobacco. Another explained how she used tobacco to help her

leep, to manage boredom and stress, and to be sociable with friends in

he hotel. 
6 
At their follow up interviews, one participant attributed his cessa-

ion of heroin use to feeling stable in his treatment (with no withdrawal

ymptoms), moving into the hotel where there were fewer opportuni-

ies to use drugs than on the streets, and being away from people who

ere street homeless. In addition, two participants commented that their

annabis use had decreased because they were finding it more difficult

o access this drug in the areas where they were now living. 

v. The role of treatment and support 

Participants generally spoke positively about the help they were re-

eiving currently or had received previously from pharmacotherapies

methadone and buprenorphine), AA (Alcoholics Anonymous), other

reatment groups, counselling services, and residential rehabilitation.

dditionally, several participants described current, recent, or planned

elf-management strategies, such as trying to stop smoking cannabis in

ollaboration with a friend (which was unsuccessful), avoiding other

eople who were homeless, undertaking more exercise, or joining fit-

ess classes. Only one participant expressed desire for formal support

ith their cannabis use whilst they were in the hotel, although a second

aid that she wanted help at Stage 2. A third participant also said that

e wanted some help with his alcohol use after moving out of the hotel,

o he had contacted a treatment service and was now waiting to hear

ack. 

Although many of the 8 participants who had ever had a problem

ith drugs had been offered nicotine replacement patches, gum or e-

igarettes within the hotel or other healthcare settings prior to the hotel,

ptake and satisfaction were relatively low. For example, some said that

RT products had made them feel ‘unwell’; gum did not ‘taste very nice’;

r e-cigarettes had ‘made them cough’, were ‘bad for their health’, or

ncreased their nicotine consumption. Others explained that they did

ot need NRT because they did not smoke much tobacco and/or did not

ant to stop smoking or felt that e-cigarettes had limited use because

he cartridge refills were ‘too expensive’ for them to purchase. Despite

his, one participant said that he found the e-cigarette that he had been

iven in the hotel ‘helpful’, another commented that she had not been

ffered e-cigarettes in the hotel but would have liked them, and one said

e might ask his doctor about nicotine patches as he had now almost

topped smoking on his own but was anxious about relapsing. 

ub-group comparisons 

Table 2 summarises findings from each sub-group by the four re-

earch questions. This highlights several important differences and sim-

larities. Most notably, those who had never used alcohol nor illicit drugs

Sub-group 1) and those who had ever had a problem with illicit drugs

Sub-group 4) were most dissimilar in terms of socio-demographic char-

cteristics, particularly with respect to being/not being a UK national,

ex, and length of homelessness. Specifically, participants in Sub-group

 were more likely to be non-UK nationals, to be female, and to have

horter histories of homelessness. In contrast, participants in Sub-group

 were more likely to be UK nationals, to be male, and to have longer

istories of homelessness. Tobacco smoking and alcohol consumption

eemed more prone to fluctuating use patterns than taking illicit drugs.

owever, there were repeated reports of historical use of alcohol and

llicit drugs by people who were no longer using those substances, and

t was evident that substance use overall decreased whilst participants

ere living in the hotel from which we had recruited them. 

Factors that increased and decreased the consumption of substances

ppeared similar across all sub-groups and substances. For example,

ncreases were related to coping with emotions and problems, being

round other people who were using substances, participating in par-

icular activities, or being in certain places or locations. Conversely, de-

reases in consumption were precipitated by people feeling motivated

o improve their health or change their behaviour, not being able to ac-

uire substances (because of lack of money or other circumstances), and

eceiving treatment or support, including pharmacotherapy, ‘prescribed
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Table 2 

Sub-group comparison by each of the four research questions. 

Sub-group 1: Never used 

alcohol nor illicit drugs 

Sub-group 2: Only ever used 

alcohol 

Sub-group 3: Ever used illicit drugs 

but without problem 

Sub-group 4: Ever had problem with illicit 

drugs 

Research question 1: 

Socio-demographic 

characteristics 

More non-UK nationals; more 

females; shorter experience 

of homelessness; visa & 

residency problems 

More non-UK nationals; no 

other notable characteristics 

No notable characteristics More males; more under 50 years of age; 

more born in the UK; more academic 

qualifications; longer experience of 

homelessness; less recent paid work 

Research question 2: 

Changing patterns of 

substance use 

Fluctuations in tobacco 

smoking 

Evidence of reduced drinking 

& smoking in the recruitment 

hotel 

Some had only used substances many 

years previously; some reported 

periods of not using substances at all; 

some reported continued abstinence 

from alcohol & other drugs; some 

reported fluctuations in alcohol & 

tobacco smoking 

Some had stopped using substances 

(except alcohol, tobacco, or cannabis) 

when they were younger; evidence of 

reduced tobacco smoking, drinking & 

illicit drug use in the recruitment hotel 

Research question 3: 

Explanations for 

changes in substance 

use 

To cope with stress; 

availability of tobacco; 

provision of nicotine 

replacement therapies & 

e-cigarettes 

To cope with stress; 

motivation to stop because of 

health problems; availability 

of tobacco & alcohol or 

money for purchasing 

tobacco/ alcohol; provision 

of e-cigarettes & ‘prescribed 

alcohol’ 

To cope with stress, boredom, mood, 

emotions, or other problems; 

motivation to be healthier or change; 

other people; events/ activities; 

availability of substance or money for 

substances; location/ place 

To cope with pain, stress, boredom, 

depression, or sleeplessness; motivation to 

be healthier; other people using 

substances; lack of money to purchase 

substances; limited availability of 

cannabis; rules that prohibited smoking in 

the hotel; provision of pharmacotherapy 

or treatment/ support 

Research question 4: 

Role of treatment & 

support 

Dislike of sharing 

accommodation with people 

who are intoxicated; 

receptive to nicotine 

replacement therapies & 

e-cigarettes 

Dislike of sharing 

accommodation with people 

who are intoxicated; positive 

outcomes from e-cigarettes & 

‘prescribed’ alcohol 

Dislike of sharing accommodation 

with people who are intoxicated; 

generally limited desire for treatment 

or support in relation to smoking, 

drinking or illicit drug use 

Dislike of sharing accommodation with 

people who are intoxicated; evidence of 

good adherence to, & outcomes from, 

pharmacotherapies; mixed interest in 

receiving formal treatment; some interest 

in self-management strategies 
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lcohol’, licensed NRT, or e-cigarettes. Interest in receiving formal treat-

ent was variable despite evidence of some positive outcomes across

ubstances when support was received. Meanwhile, dislike of sharing

ccommodation with other people who were intoxicated was reported

cross all groups. 

iscussion 

Consistent with previous research, we found that males, UK na-

ionals, and people who had been homeless for longer seemed more

ikely to report problems with alcohol and other drugs ( Laporte et al.,

018 ; Weal, 2020 ). Meanwhile, lifetime (9/34 or 26.5%) and current

6/34 or 17.6%) problematic drinking and other drug use, as well as

obacco smoking (18/34 or 52.9%), seemed low compared with other

tudies ( Fazel et al., 2008 ; Sharman et al., 2006 ; Soar et al., 2020 ;

orchalla et al., 2011 ). One likely explanation for this is that Every-

ne In accommodated, and so provided the research team with ac-

ess to, a much wider group of people than would normally be found

n studies of homelessness; including more non-UK nationals who had

ess or no experience of both homelessness and alcohol and other drug

se ( St Mungo’s, 2021 ; Weal, 2020 ). Reflecting this mix of experience,

ome participants were anxious about having to share accommodation

ith people who were intoxicated ( Fitzpatrick et al., 2000 ; Neale, 2001 ;

eale, 2011 ), whereas others wanted and needed accommodation with

reatment and support ( ACMD, 2019 ). 

This diversity of experience speaks to our first research question: i.

hat are the socio-demographic characteristics of people with different

atterns of substance use? In practice, we found four substantive partic-

pant sub-groups with different characteristics and needs: 1. people who

ad never used alcohol nor illicit drugs, although some reported depen-

ence on tobacco (mostly asylum seekers or refugees who had become

omeless relatively recently); 2. people who had ever consumed alcohol,

nd often smoked tobacco, but had never used illicit drugs (more likely

o be male, drinking socially or occasionally, and largely not report-

ng dependence); 3. people who had ever used illicit drugs but did not

eport experiencing any problems (mostly male and users of cannabis,

lcohol, and tobacco, although with some previous experience of taking

ther drugs); and 4. people who reported having had a problem with

lcohol and other drug use, who frequently also smoked tobacco (gen-
7 
rally male, born in the UK, without recent paid work, and with longer

istories of homelessness). These findings remind us that, despite high

ubstance use prevalence overall, many people experiencing homeless-

ess do not use alcohol nor illicit drugs and many do not smoke tobacco.

urthermore, those who do may not consider that they have a problem

nd will therefore not want support. 

Our second research question (ii. how do patterns of substance use

mongst people who are homeless change over time?) enables us to

scertain how fixed or changeable substance use behaviours amongst

eople experiencing homelessness are likely to be. Here, we found that

atterns of substances use often changed, even over very short peri-

ds of time. During the 9-month interview period, participants who had

ever used alcohol nor illicit drugs (Sub-group 1) described both in-

reases and decreases in their tobacco consumption, whilst those who

ad used illicit drugs without problems (Sub-group 3) reported both in-

reases and decreases in cannabis, tobacco, and alcohol use. Overall,

owever, substance use seemed more likely to decrease than increase

see also Gardner et al., 2020 ; St Mungo’s, 2021 ). Thus, several par-

icipants who had only ever consumed alcohol (Sub-group 2) reported

educed drinking in the hotel, and some spoke of reductions in their to-

acco intake. Meanwhile, those who had ever used illicit drugs without

 problem (Sub-group 3) often stated that they consumed fewer drugs

ow than in the past, whilst those who had ever had a problem with

llicit drugs (Sub-group 4) mostly described reduced tobacco, alcohol,

nd other drug use over the course of the study. 

Findings relating to our third research question (iii. what factors

xplain changes in patterns of substance use amongst people who are

omeless?) revealed that participants attributed their substance use,

nd changes in use, to a range of influences that can be broadly

rouped into: i. ‘coping strategies’; ii. ‘motivation to change’; iii. ‘peo-

le’; iv. ‘activities’; v. ‘access to substances’; vi. ‘places’; and vii. ‘treat-

ent and support’. Using a basic socio-ecological model as a heuris-

ic ( Bronfenbrenner, 1979 ), i. ‘coping strategies’ and ii. ‘motivation to

hange’ are broadly intrapersonal (psychological) in orientation; iii.

people’ and iv. ‘activities’ are interpersonal (social) in orientation; and

. ‘access to substances’, vi. ‘place’, and vii. ‘treatment and support’ are

tructural (or resource-based) in orientation (see Fig. 1 ). We do not sug-

est that that this is a comprehensive model or that these seven factors

re discrete or have unambiguous effects; on the contrary, they intercon-



J. Neale, S. Parkin, L. Hermann et al. International Journal of Drug Policy 108 (2022) 103818 

Fig. 1. Factors associated with changes in sub- 

stance use. 
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ect and are difficult to disentangle. Yet, these seven explanatory factors

erive from statements about actual changes reported by the research

articipants, and, as such, point to interventions, and intervention com-

onents, that can potentially reduce substance use amongst other people

xperiencing homelessness. 

Turning to our fourth research question (iv. what is the role of treat-

ent and support?) and, by implication, how can we best help people

xperiencing homelessness and using substances, we can now draw upon

ur socio-ecological model. Beginning with intrapersonal factors, par-

icipants indicated that they used tobacco, alcohol, and other drugs to

cope’; for example, to manage their emotions or mood, escape problems,

ombat stress, fight depression, and suppress pain ( Carver et al., 2020 ;

lee & Reid, 1998 ; Neale, 2001 ; Patterson et al., 2022 ; Rubin et al.,

021 ). Conversely, some used substances less often when they felt ‘set-

led’ or ‘stable’, and others ascribed reductions in their substance use to

will power’ or personal ‘motivation’ (for example, to be ‘healthier’ or

less violent’) ( Patterson et al., 2022 ; Rubin et al., 2021 ). From this,

t appears that psychological interventions (such as motivational in-

erviewing, stress management or coping strategies) may help people

ho are homeless to manage their substance use ( Maria et al., 2018 ).

onetheless, our data also suggest that the impact of psychological sup-

ort is likely to be limited without social and structural interventions

hat address the complex mix of wider life problems and stressors that

eople who are homeless and using substances routinely experience

 Orciari et al., 2022 ; Patterson et al., 2022 ; Rubin et al., 2021 ; Soar et al.,

020 ). 

In terms of social factors, participants often stated that they con-

umed alcohol and tobacco to ‘be sociable’ with peers, and/or explained

ow ‘being around people who were using drugs’ increased their per-

onal use ( Jurewicz et al., 2022 ; Patterson et al., 2022 ; Soar et al.,

020 ). On the other hand, alcohol, cannabis, and heroin use all seemed

o decrease when participants were away from people who used drugs,

round people who disapproved of drugs, or back in contact with sup-

ortive family or friends ( Neale & Brown, 2015 ). These findings suggest

hat relational interventions that enable people to decrease their con-

act with others who are using drugs and/or to re-build non-drug using

ocial networks may assist people experiencing homelessness to address

heir substance use ( Copello et al, 2006 ; Montgomery et al., 2020 ; Neale

 Brown, 2015 ; Parkes et al., 2022 ). Moreover, as substance use was

ften triggered by specific activities and reduced by ‘keeping busy’ or

not being bored’, providing people who are homeless with opportuni-

ies to develop new skills, interests and hobbies may offer alternative

xperiences that provide a valuable diversion from drug consumption

 Carver et al., 2020 ). 

Finally, in respect of structural factors, participants stated that they

ere more likely to smoke or use alcohol and other drugs if substances

ere available or accessible to them. The pandemic had frequently re-
8 
uced opportunities to acquire substances because participants had less

oney, obtaining substances was more difficult, and substances were

ot permitted in the hotel. Relatedly, substance use often changed when

articipants moved into or out of the hotel and when they were in

pecific places associated with substance use or where accessibility to

ubstances was different. Meanwhile, opioid replacement therapy, pre-

cribed alcohol, licensed NRT, e-cigarettes and other forms of treat-

ent and support were frequently associated with less consumption

 Gardner et al., 2020 ; Magwood et al., 2020 ; St Mungo’s, 2021 ). These

ndings are consistent with providing drug-free accommodation (such

s ‘sober living houses’) ( ACMD, 2019 ; Mericle et al., 2019 ; Polcin et al.,

010 ) to help people who wish to avoid substance use or be abstinent.

owever, they equally support the value of ‘Housing First’ services to

rovide harm reduction and treatment for those reporting on-going ad-

iction ( ACMD, 2019 ; Baxter et al., 2019 ; Bretherton and Pleace, 2015 ;

adgett et al., 2016 ). Within emergency accommodation more gener-

lly, meanwhile, both smoke-free and drug-free areas and other forms

f alcohol and other drug treatment can help to cater for residents’ di-

erse needs ( Soar et al., 2020 ; Vijayaraghavan et al., 2020 ). 

onclusions 

Our study offers detailed insights into substance use amongst a co-

ort of people experiencing homelessness who were housed in emer-

ency hotel accommodation during the COVID-19 pandemic. Whilst

ur findings may not be empirically generalisable, they add to exist-

ng literature and have potential relevance for policy and practice. We

dentified a sizable sub-group of people who had no experience of sub-

tance use and who wished to be accommodated separately from peo-

le who were consuming alcohol and other drugs. In contrast, other

articipants described their substance use as problematic, and wanted

nd benefitted from onsite opioid replacement therapy or prescribed

lcohol ( ACMD, 2019 ; Magwood et al., 2020 ). In between, we found

eople who used alcohol and other drugs currently or previously but

ithout identifying themselves as having ongoing problems. Many par-

icipants smoked and receptivity to NRT and e-cigarettes was mixed,

ut some participants engaged successfully so emphasising the overall

enefit of this type of adjunctive support (see also Gardner et al., 2020 ;

ubin et al., 2021 ; Soar et al., 2020 ). 

Substance use amongst study participants changed very quickly, with

ore decreases than increases across all substance types. These findings

rovide grounds for optimism as they indicate that the consumption of

obacco, alcohol and illicit drugs by people experiencing homelessness

an be reduced. Changes were undoubtedly influenced by the unprece-

ented circumstances of the COVID-19 pandemic as well as the hotel

ccommodation provided as part of the Government policy response.

o what extent this mix of intervention and context is ever likely to be
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eplicated is unclear (and another pandemic is obviously not desirable).

onetheless, our findings have revealed how the combined provision of

nconditional shelter and basic amenities, pharmacological treatment,

sychosocial support, and a safe space where substances were not avail-

ble and other people who were using substances could be avoided were

nstrumental in enabling people experiencing homelessness to reduce

heir use of legal and illicit drugs. Looking to the future, we argue that

olicy makers and providers could more routinely combine these in-

erventions in order to address the diverse substance-related problems

eported by people who are homeless whilst also supporting those who

ant to be, or wish to remain, abstinent. 
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