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Abstract
Background: Multiple complex needs (MCN) describes a population experiencing a
combination of homelessness, substance use, offending and/or mental ill-health. Using peer
researchers, this study aimed to explore the perspectives of individuals with lived experience
of MCN with regards to 1) issues leading to MCN and 2) key intervention opportunities.
Methods: As part of a health needs assessment in Gateshead (North East England), trained
peer researchers interviewed 27 adults (aged ≥18 years) with experience of MCN, identified
using purposive sampling methods. Peer researchers designed a topic guide for interviews
which were audio recorded and thematically analysed.
Results: Interviewees reported adverse childhood experiences leading to MCN including
abuse, bereavement, parental imprisonment, family break-up, and inadequate support.
Mental ill-health, substance use, poverty, early experiences of unstable housing, and acute
homelessness were identified as major precedents for adulthood experiences of MCN.
Between 16 to 20 years, access to housing, social and mental health support was perceived
as having the potential to prevent circumstances worsening. Individuals perceived removing
barriers to mental health, housing, and welfare and financial supports could help.
Conclusions: This study highlights the perceived role austerity, adverse childhood events
and current service provision have in current and future experiences of MCN. Individuals
expressed a need for future interventions and support to be judgement free and provided by
workers who are educated about MCN and related adversity. Involving peer researchers and
individuals with experience of MCN in future research and service provision could ensure
appropriate measures and supports are put in place.
Key words: multiple complex needs, health service research, prevention
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Introduction
Multiple complex needs (MCN) is a broad definition and one of a number of terms (such as
severe and multiple disadvantage and multiple exclusion homelessness) seeking to identify
a population experiencing co-occurring issues of homelessness, substance use, crime and
mental health problems1-3.

This presence of overlapping vulnerabilities is associated with

extreme health inequalities. In England, 58,000 people a year face all three overlapping
issues (homelessness, substance use and offending); alongside nearly universally present
mental ill-health and poverty4. This number rises to an estimated 586,000 people when
looking at those who receive services across all three domains (homeless, substance use,
and offending). Experiences of disadvantage do not occur uniformly across England, rather
northern urban areas, some coastal areas, and certain areas of London have prevalence
rates two to three times the national average4. With on-going rises in homeless figures5,
prolonged austerity6, the roll out of universal credit7, and significantly reduced local authority
budgets8, the number of people affected by MCN in England is likely to rise. It is estimated
that an individual with MCN including homelessness costs the health and social system
around £19,000 per annum, which is four to five times higher than the average person4.
These stark figures should be considered against evidence demonstrating the return on
investment from public health interventions9 and MCN prevention efforts/interventions10, 11 to
address wider determinants of health.
MCN is a subject of considerable interest, particularly within homelessness, substance use,
and crime research and policy and practice areas. Within areas of greater deprivation and
austerity there is clustering of substance use and crime12, which perpetuates experiences of
MCN. Numerous studies suggest that MCN issues are progressive, rooted in childhood and
linked to underlying social and structural factors, outside of the control of the individual, and
many the result of social exclusion13-16. These factors include histories of childhood trauma,
poor family relationships, poverty, social disadvantage and poor educational experiences.
Social exclusion is a multi-dimensional process where there is a degree of activity external
to the individual and helps us understand some of the structural inequalities underpinning
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higher rates of crime and substance use12. Through recognising the role social exclusion,
social harm and other structural inequities have in underpinning experiences of MCN12, 17,
there is a need to ensure that public health responses are designed to reduce the risk and
impact of MCN. Furthermore, involvement of individuals experiencing MCN is essential for
developing effective interventions18. However, not enough research or service development
involves individuals with lived experience of MCN; thus, their insights into effective
responses are missing. Relatively little health service research has used peer research
methods, where people with lived experience are trained and involved in research to gain
access to marginalised populations. This can provide more relevant and inclusive research
informed solutions and elicit unique perspectives because of the shared experiences and
‘insider’ status peer researchers bring to discussions19.
This study explores this through co-conducting a Health Needs Assessment (HNA) with peer
researchers (individuals with lived experience of MCN) within the Gateshead Metropolitan
Borough Council (GMBC) in the North East of England. A HNA is a systematic method of
gathering and synthesising evidence to identify unmet health and healthcare needs of a
population—in this case individuals experiencing homelessness and MCN. Local Authorities
have a recognised role in influencing the wider determinants of health and a statutory duty to
address health inequalities20. Through using peer research methods, this health services
research aims to explore the perspectives of individuals with lived experience of MCN with
regards to 1) issues leading to MCN and 2) key intervention opportunities.

Methods
The study was co-produced with GMBC, Fulfilling Lives Newcastle Gateshead (FLNG) (a
voluntary organisation working to improve outcomes for those facing MCN), and academics
from Fuse (Centre for Translational Research in Public Health).
Individuals with current experience of homelessness and MCN were recruited by FLNG
through an existing service user group to undertake an accredited research skills training
course developed by FLNG. The ‘peer research’ training was designed to equip individuals
with the skills to take ownership of a research project including its design and delivery. Two
4

trained peer researchers participated in all aspects of the study, including study design,
development of the interview guide, participant recruitment, data analysis and writing up
findings for the HNA. The peer researchers conducted individual semi-structured face-toface interviews (n=27) to enable adults (aged ≥18 years) with lived experience of MCN to
share their experiences.
Interview participants were recruited using a purposive and targeted sampling approach to
identify adults aged ≥18 years in Gateshead experiencing homelessness and MCN who
were not necessarily engaging with services. The 27 people recruited met this inclusion
criteria and were identified via links with community organisations and the peer researchers’
own social networks. No individuals who expressed interest were excluded or left the study.
Research and development at the GMBC reviewed and provided ethical approval as part of
the HNA. Potential participants were given an information sheet, assured of anonymity and
confidentiality, and reminded they had the option to withdraw at any time. Participants had
the opportunity to ask questions before taking part and provided written informed consent.
Participants demographic information was exclusive to gender and age to maintain
anonymity; specifics on substance use and other social determinants of health were not
recorded. An interview guide was devised and piloted by the peer researchers. Interviews
focused on three themes: (i) issues leading to MCN outcomes; (ii) when support could have
made a difference; and (iii) what type of support could have made a difference. Interviews
took approximately 45 minutes and were digitally recorded and transcribed. Any personal
information was removed and transcriptions were checked for accuracy. No incentives were
offered to participants. Responses for each interview were recorded on an excel spread
sheet. Inductive thematic analysis was undertaken by the peer researchers and SB21 using
the pre-existing interview themes. This involved identifying emerging codes and categorising
them across the data. Coded extracts were then collated into themes and sub themes and
discussed iteratively to determine whether the individual themes accurately reflected the
meanings of participants. Researchers refined themes, agreed on how each theme
addressed the research questions, and identified quotes.

Results
5

All 27 adults (14 women and 13 men) participated and were interviewed by two peer
researchers. Mean age of participants was 32 years, ranging from 22 to 55.
Findings below are presented according to the 3 main themes.
Issues leading to and accentuating MCN outcomes
Participants perceived a range of similar experiences which interacted and accumulated in a
detrimental and dynamic way over time to exacerbate negative circumstances. These were
felt as leading to recurrent and circular experiences of homelessness and MCN.
Experiences of adversity
Participants shared experiences of adversity and austerity across their lifespan. Most
participants identified childhood as the time when issues leading to homelessness and MCN
began. Adverse experiences included childhood abuse, neglect, parental domestic abuse,
bereavement, parental mental health issues, parental imprisonment, being a young carer,
family break up, homophobia and being in care.
“mam and dad in prison, addiction and mental health. As a kid I ran away from foster homes
and care as was not treated properly”

When discussing adversity in the context of adulthood, participants perceived financial
exclusion and poverty as reasons why individuals experienced MCN. People’s financial
difficulties were caused by challenges with managing on limited budgets, which were
precipitated by a spiralling cycle of deteriorating mental health, substance use,
homelessness and crime.
“made redundant due to mental health and not being able to keep up rent on flat”
“I didn’t know how to handle money, got evicted, no support”

Adverse childhood experiences alongside later life experiences of poverty led to individuals
becoming stuck in a cycle of MCN where they were unable to address underlying issues.
Mental health, substance use, and access to services
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Poor mental health was perceived as a common antecedent for MCN, often linked to
adverse childhood experiences.
“at 15/16 social workers and workers at refuge didn’t help with my mental health”
“there needs to be some support for children being brought up by unstable parents in
domestic violent homes with mental health”

Substance use (sometimes co-occurring with mental ill-health called dual diagnosis) was
also perceived as negatively impacting experiences of MCN. Participants described being
refused help because of their use of drugs, feeling judged, and stigmatised. Such
experiences reduced trust in services and led to a lack of motivation to seek support.
“I felt like they didn’t care. They said I was complicated and couldn’t help as I had mental
health and addiction. So why would I trust them again”
“I needed to be made more aware of addiction and recovery and not judged and
discriminated against”

Participants identified difficulty accessing support from mental health services, social care,
housing, general practice, secondary care and dental care. Barriers included: not being able
to register or maintain appointments due to homelessness, not meeting referral criteria for
mental health and housing because of substance use, and an inability to complete referral
forms because of difficulties reading and writing. These barriers led to worsening of
experiences and isolation from support.
“I can’t attend appointments due to mental health and am blamed for that and isolated more
and helped less”

Homelessness and vulnerable housing
Experiences of homelessness occurred early on in the MCN journey, including staying in
hostels, sofa surfing, living on streets and insecure housing. First time homelessness
experiences were mostly reported to take place between 16 to 30 years of age. Average
time spent homeless or vulnerably housed was 3 years and varied from 6 months to 20
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years. There were many accounts of being placed in hostels that were intimidating
environments where individuals were exposed to bullying, substance use and criminality.
Individuals shared experiences of selecting their housing options based on which felt safer.
“I had nowhere safe to live so sofa surfed and was street homeless as this was safer than
foster care”

“was terrified by other tenants bullying and using substances felt safer sofa surfing and
engaging in one-night stands for somewhere to stay and sleeping on the streets”

Over half of participants described being discharged from hospital homeless; one fifth had
left prison without accommodation and there were accounts of leaving care without
appropriate housing. Participants highlighted the lack of accommodation when leaving
critical contacts with the health, social, and criminal justice system increased chances of
experiencing MCN.
Timing of support to make a difference
When reflecting on opportunities to intervene, participants highlighted that future and current
interventions should be available around late teens and early 20s.
Early years
Late teens and early 20s were identified as critical periods when help to address physical,
social and mental health needs may have prevented MCN experiences.
“helping me when I was younger could have saved me a lot of suffering and further physical
and mental health problems and trauma”
“Education and help at 14 when discharged from hospital could have given me choices and
opportunities which could have alleviated my homelessness”

Not being listened to at an early age and not receiving support from services was a repeated
theme.
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“At 13 no one asked what was going on and why I was behaving as I was, stepdad abusing
me and then sent me into care. I was branded a problem kid but needed help not
punishment”

For those leaving the care system, transition to adulthood meant changes in care and
support arrangements at a time when help was critical.
Changing support to improve care for individuals experiencing MCN
Participants recognised that addressing the time when interventions were offered would be
insufficient for addressing MCN without changing the actual support available to improve
experiences.
Support focused on mental health, finance and welfare, and housing
Participants highlighted that there was a gap in current support when it came to mental
health, housing, and finance. Mental health support was the most commonly cited
intervention that would have prevented homelessness and MCN issues. Participants said
emotional and psychological support was needed to help deal with challenging family and
social circumstances.
“if as a young child I had been listened to and received appropriate mental health care rather
than being sent away to inappropriate psychiatric institutions I believe this could have helped
me deal with issues and prevent my mental health deteriorating and me from spiralling into
addiction and self-destructive behaviours”

Many participants said financial and welfare advice could have prevented their situation
deteriorating. They identified the need for advice on debt, paying rent, completing forms,
managing money, paying bills, welfare support, and employment and education
opportunities.
“help to manage money and to pay the bills”
Without substantial finance and mental health support, many individuals found themselves
needing housing support. The need to have a ‘home’, permanence and housing choice was
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articulated. Specifically, an environment where they felt safe, secure and were not exposed
to issues they were trying to overcome (such as substance use or criminal behaviour).
Participants said age-appropriate supported housing was needed, with protection from
bullying behaviour.
“appropriate safe and long-term housing would have made it better”
“we need good hostels, with no drugs, offending or crime, help to get a job and to keep
families together”

There was a perception that having a long-term home was essential to allowing individuals
to break their cycle of MCN.
Educating workers and providing judgement-free support to enhance experiences
Discussions around how current services could be improved highlighted a need to enhance
training so that individuals are aware of issues leading to and faced by individuals
experiencing MCN, while also emphasising that any support offered needs to be free from
judgement and stigma. It was suggested that teachers, doctors and mental health workers
needed to be more aware of signs of childhood difficulty and be able to intervene.
“I think teachers, mental health professionals and housing workers need training in multiple
and complex needs, dual diagnosis and warning signs of abuse and addiction, people need to
not be afraid of asking young people why they are struggling and not shame them for being
mentally ill”

Through increasing awareness participants perceived that interventions could take place
earlier on.
There was a perceived gap between what was being offered and what was needed and
sometimes this created unnecessary barriers. Participants suggested staff needed training
around MCN issues and needed to involve people with lived experience in designing care
packages. Services needed to make it easier for people to register and attend.
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“educate staff from front-line upwards, use people with lived experience, stop barriers which
prevent those who are homeless from accessing health care such as postcode requirements”.

Irrespective of the kind of support, the support needed to be respectful and nonjudgemental. Participants consistently shared experiences of not being listened or given a
chance as they were judged the moment they walked through the door.
“give people a chance and listen, I am not a bad person but people think I am straight away
because of my past and criminal record”

These previous experiences deterred people from seeking help as they assumed they would
face the same judgement and stigma.
“they made me feel like I was wasting their time and they did not want to help or have time so
I didn't ask anymore”

There was a perception that by training staff about the complex issues faced by individuals
experiencing MCN, experiences accessing support would be improved.

Discussion
By adopting a peer research approach in completing a routine public health evaluation (a
HNA), we have been able to obtain insights into the perceived problems and solutions for
tackling MCN from perspective of individuals experiencing MCN. These action-oriented
insights stemmed from questions and issues that are important to individuals experiencing
MCN. The peer research approach adopted in this study enabled engagement with
marginalised individuals whose voices may not typically appear at the forefront in a HNA.
Insights shared by individuals experiencing MCN into the perceived issues leading to MCN
and opportunities for intervention suggest a need to focus on negative experiences in
childhood and broader austerity. Furthermore, the perspectives shared suggest current
service provision requires changes in its approach and offer.
Childhood factors
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Many of the issues perceived by individuals with MCN as leading to or accentuating
experiences of MCN are commonly reported in literature. Studies from the UK and other
countries have shown that adverse experiences in early life have a lasting effect on physical
and mental health in adulthood22-24. Participants shared a myriad of adverse childhood
experiences when discussing perceived causes of adulthood MCN; however, the emphasis
on childhood as a critical time when effective support could have prevented difficulties
escalating cannot be ignored. Recognising signs of childhood difficulty and providing timely,
sensitive support was critical for preventing MCN. Poor mental health often linked to adverse
childhood experiences was commonly described as precipitating MCN. Participants
identified critical time periods that led to MCN outcomes across the life course: early teens,
transition to adulthood, and institutional discharge from prison and hospital. Our findings
emphasised the need to recognise and respond to mental health problems in childhood.
Austerity
The longer a person experiences homelessness, particularly from young adulthood the more
risks there are to health and wellbeing, increasing chances and experiences of MCN25. A
review of policies and research on social exclusion identified the most intractable problems
faced by those with MCN tend to be poverty and worklessness26. Risks to vulnerable people
with complex lives have heightened following austerity and welfare reform including the roll
out of universal credit, prolonged austerity and cuts to public services7, 27, 28. The need for
upstream policy measures to reduce material poverty and prevent extreme health and social
inequalities from occurring is clear18. A review about marginalised and excluded
populations18 found that multicomponent interventions involving individual care coordination
or case management had higher effectiveness than stand-alone interventions.
Service Provision
Homelessness, poverty, substance use, and having a criminal record were barriers to
receiving support. Coupled with feeling judged and stigmatised, negative experiences of
access perpetuated a lack of trust in services and deeper exclusion. Participants highlighted
the need for services to have more flexible access arrangements and non-judgemental
12

approaches which “see the person not the problem”. A key finding was the damaging role
that poor housing and/or inadequate service responses play in exacerbating problems and
reducing help seeking behaviour. In terms of types of support needed to reduce MCN, our
study found that appropriate, timely access to mental health support, safe and secure
housing, and financial support were important. Our study corroborates research showing
that services fail to adequately address MCN and individuals often fall through the gap
between community, voluntary and statutory services29. The need for support that is
sensitive to an individual’s own perception of need and for services to improve their
understanding, sensitivity, and response to MCN through prioritising training to equip staff
was articulated.
Strengths and limitations
The strength of this study lies within the use of peer research approaches. Through listening
to individuals with experience of MCN, the HNA was able to explore issues that directly
affect their community. This is particularly novel within the context of HNAs, which are meant
to identify unmet needs and inform service development. Creating an approachable data
collection environment, providing an insider status, and contributing unique insights were
some of the positive benefits peer researchers contributed to the study. The insights specific
to opportunities for service provision take into consideration the lived experience, which can
lead to more equitable service delivery and engagement.
Peer research bias could have arisen from finding service users close enough to the subject
area to bring real experience whilst also capable of sufficient detachment to enable reflective
and objective analysis30. However, the peer researchers in our study underwent training to
explore such issues and were supported through regular reflective practice and discussions
within the team in line with good research practice. Our study was conducted in the North
East of England and it is possible that the conclusions drawn relate to the experiences,
social context of the participants and services in that area. We recognise that the
experiences of participants in our study may not represent the experiences of all people
experiencing MCN.
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Conclusions and implications
Our study highlights the role adverse childhood events and austerity have in future
experiences of MCN from the perspective of those with lived experience. It re-focuses the
conversation on intervention opportunities towards highlighting absent, but much needed
support that is judgement-free and aware of the complex issues faced by those experiencing
MCN. Through incorporating peer researchers in routine practices, the study demonstrates
the opportunity local health authorities and broader health services have to ensure aims,
objectives, and outcomes align with the needs of the population. Further research is needed
to develop effective whole system approaches to preventing MCN across health, housing,
social and education sectors.
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Key points:
•

Engaging peer researchers allows for action-oriented findings to address the issues
that are most important to individuals experiencing MCN – this is particularly relevant
for health needs assessments, which identify unmet need and inform service
provision.

•

Effective support in late teen and early adulthood could be one of the best ways to
prevent MCN upstream.

•

Prioritising training to equip staff in all services to recognise people at risk of MCN
and being sensitive to their issues could improve current service provision.
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