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Abstract
Individuals attending residential rehabilitation programs for substance misuse are particularly vulnerable to treatment dis-
ruptions spurred by the novel coronavirus disease 2019 (COVID-19) pandemic. We describe adaptations to services within 
a large residential rehabilitation program for under-resourced veterans, report veterans’ experiences with these changes, and 
outline successes and challenges encountered throughout adjustment to the pandemic. Data collected from two focus groups 
with nine veterans engaged in this program during the pandemic highlight experiences of inconsistent communication about 
residential policies, interruptions to medical and addiction services, and feelings of confinement and social isolation. Overall, 
these findings suggest the need for health systems to support clients in taking an active role in communications, provide 
additional technical and social support in transitioning to virtual health services, and offer alternative means for clients to 
maintain social connection during a pandemic. Understanding clients’ perspectives can inform strategies to promote conti-
nuity of care and enhanced care experiences.

Introduction

The novel coronavirus (COVID-19) pandemic necessitated 
rapid adaptations to providing medical, mental health and 
substance use disorder (SUD) services (Arevian et al., 2020). 
These changes—including guidelines for physical distancing 
and transitions to virtual care modalities—are particularly 
disruptive for individuals with mental illness and SUD who 
have experienced homelessness (“homeless-experienced 
persons”). This vulnerable group is disproportionally bur-
dened by the COVID-19 pandemic; many homeless-expe-
rienced persons are highly reliant on continuous access to 
medications, support groups, and in-person services from 
trusted providers (Kavoor, 2020; Lin et al., 2020).

Regardless of housing status, many persons with men-
tal illness have experienced exacerbations of psychiatric 
symptoms (e.g., anxiety or depression) as a result of the 
COVID-19 pandemic; in particular, physical distancing 
measures may increase loneliness, isolation, and suicide 
risk (Druss, 2020; Holt-Lunstad et al., 2015; Pfefferbaum 
& North, 2020). Many individuals with SUD, regardless 
of co-occurring mental illness, have experienced increased 
urges for substances as a result of stress and uncertainty 
associated with the pandemic, while stigma towards this 
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population may cause healthcare providers to de-prioritize 
their needs (Marsden et al., 2020; Volkow, 2020). Moreover, 
homeless-experienced persons are highly vulnerable to epi-
demics, with disease transmission facilitated by congregate 
living in shelters, transitional housing, and encampments; 
high rates of chronic medical illness, psychiatric problems, 
and SUD; and reduced access to protections, e.g., handwash-
ing stations and masks (Tsai & Wilson, 2020). Recognizing 
these vulnerabilities and aiming to curb COVID-19 trans-
mission, health systems have rapidly adopted virtual care 
modalities to substitute for in-person services (Heyworth 
et al., 2020). This shift may be particularly disruptive for 
homeless-experienced persons attending residential reha-
bilitation programs—programs that provide rehabilitative 
and/or clinical care in a residential setting—for behavioral 
health and SUD, where regular group meetings and social 
connections to peers are integral to recovery (Samuels et al., 
2020; Volkow, 2020).

Residential treatment programs for people experiencing 
homelessness face unique challenges addressing the needs 
of clients—many of whom have co-occurring mental ill-
ness and SUD—while rapidly implementing new policies 
and care modalities to mitigate the spread of COVID-19. 
Understanding clients’ experiences with these changes can 
illuminate specific strategies that facilitate service engage-
ment and lessen psychosocial distress for this vulnerable 
population during this challenging time. To inform pro-
grams and services for this highly vulnerable population, 
this paper describes: (1) the response to the COVID-19 pan-
demic by a large residential rehabilitation program serving 
homeless-experienced veterans, (2) the voiced experiences 
of homeless-experienced veterans engaged in residential 
treatment for behavioral health issues and SUD shortly after 
the COVID-19 pandemic began, and (3) successes and chal-
lenges the program encountered throughout active quality 
improvement efforts.

The Department of Veterans Affairs (VA) is the nation’s 
largest provider of residential rehabilitation services for 
homeless persons and a valuable setting to examine the 
responses of homeless-experienced clients to COVID-19-re-
lated care adaptations. The VA and its community partners 
provide clinical rehabilitation and treatment services for vet-
erans with multiple and severe conditions, including mental 
illness, SUD, and/or psychosocial deficits (U.S. Depart-
ment of Veterans Affairs [USDVA], 2020). We describe the 
response of a residential rehabilitation program located at a 
large VA medical center in Southern California; the program 
has nearly 300 beds and its affiliated VA serves more home-
less veterans than any VA in the nation.

In mid-March, coinciding with the “Safer at Home” lock-
down measures instituted by the city mayor, this residen-
tial rehabilitation program rapidly responded to established 
national guidelines for COVID-19 public health precautions 

by mandating COVID-19 testing at admission, instituting 
daily screening for COVID-19 symptoms for veterans and 
staff, implementing physical distancing policies for treat-
ment groups and recreational activities, and transitioning in-
person care to phone or virtual services (audio and/or video). 
The program also reduced admissions in order to set aside 
quarantine beds for veterans with pending COVID-19 test 
results or homeless veterans who were COVID-19 positive 
and asymptomatic or symptomatic but suitable for ambula-
tory care. In the initial phases of this transition, the pro-
gram also implemented a no-visitor policy for veterans and 
limited recreational activities to outdoor settings with fewer 
participants and staff supervision. Psychosocial treatment, 
psychotherapy, and psychiatric care were provided through 
virtual modalities; some group therapy was performed in-
person, though restricted to fewer than 10 participants and 
held outdoors to facilitate physical distancing. Primary care 
was offered in-person or through virtual modalities, depend-
ing on the patient complaint and clinician triage of that com-
plaint. Veterans received meals delivered to their rooms and 
were instructed to wear face coverings when outside their 
room and practice frequent hand-washing. To keep veterans 
informed of evolving policy changes, the program provided 
flyers, weekly town-halls (by telephone), and updates within 
veteran-led community meetings.

These policies and changes in service provision evolved 
over the course of the pandemic; for example, the program 
adopted routine surveillance testing for veterans and staff 
and additional protocols were developed to mitigate the 
spread of disease. Though the initial changes to program 
services reflected established national guidelines (Centers 
for Disease Control and Prevention [CDCP], 2020), few have 
explored client perspectives on and experiences with these 
changes.

Methods

To fill this knowledge gap and inform services and policies 
for homeless-experienced veterans receiving residential 
treatment, we recruited a convenience sample of nine par-
ticipants of the aforementioned residential rehabilitation 
program who were associated with an established veteran 
stakeholder group (UCLA/VA Center of Excellence on 
Veteran Resilience and Recovery’s Veteran Engagement 
Group) that provides input on quality improvement and 
research activities related to homeless veterans with behav-
ioral health concerns. We were limited to nine participants 
by the Paperwork Reduction Act of 1995, which limits 
data collection on quality improvement efforts to fewer 
than ten veterans without additional approvals (Paperwork 
Reduction Act of 1995). We conducted two telephone-
based focus groups (one with five veterans, another with 
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four), audio-recorded and transcribed responses, and took 
detailed field notes during the sessions. The focus group 
sessions took place in early May, approximately two 
months after COVID-19 public health precautions took 
effect at the residential rehabilitation program and were 
led by a health services researcher experienced in quali-
tative interviewing (KC), with support from four other 
members of the research team—health services research-
ers and psychiatrists with qualitative expertise (IK, SG, 
MN, RI-M). We selected focus groups as our method of 
data collection because we were interested in participants’ 
perceptions, ideas, thoughts, and opinions (Krueger & 
Casey, 2000). We also wanted participants to hear one 
another’s experiences, which may “cue” other participants 
to share information they may not have provided through 
surveys or one-on-one interviews (Morgan & Krueger, 
1993). Further, qualitative interviews can highlight the 
needs of highly vulnerable populations (Israel et al., 2005). 
Our focus groups were phone-based due to COVID-19-re-
lated physical distancing precautions. Phone-based focus 
groups have been shown to produce data of similar quality 
to those obtained through face-to-face focus groups and 
may facilitate recruitment and participants’ disclosure of 
sensitive experiences (Frazier et al., 2010). Participants 
were reimbursed with an Amazon e-card valued at $50.

Facilitators utilized a semi-structured guide that inquired 
about participants’ experiences with housing, mental health, 
and medical health services, including changes in access to 
and perceived quality of care. For example, participants were 
asked whether they experienced any changes with respect 
to making medical appointments and whether they had any 
concerns about the amount or type of care they received. 
All researchers took verbatim notes during the focus groups 
sessions. These notes were compiled and analyzed induc-
tively using constant comparison analysis to identify simi-
larities and differences across participants’ experiences 
(Onwuegbuzie et al., 2009; Strauss & Corbin, 1998). Five 
members of the research team reviewed the transcripts inde-
pendently to identify preliminary themes. Codes were then 
discussed among the five team members and a codebook 
was developed by two authors (KC and IK) through itera-
tive discussion that focused on specific challenges partici-
pants experienced; changes in their relationships with staff, 
medical providers, and friends/family; and recommendations 
to improve care during the COVID-19 pandemic. All dis-
crepancies were resolved by two authors (KC and IK). Two 
authors (KC and MN) coded the verbatim notes by applying 
one or more relevant codes from the codebook to the notes; 
the notes were then grouped by code for analysis. Partici-
pants’ electronic medical records were reviewed following 
completion of the phone-based focus groups to obtain par-
ticipants’ demographic characteristics (gender, race, ethnic-
ity), mental health diagnoses, and SUD.

We also present the program’s response to veterans’ con-
cerns. Key findings from the focus group were collected 
simultaneously to process improvement efforts to balance 
veteran needs and public health precautions. We assured 
that process improvement efforts addressed our key find-
ings. Program responses were compiled by reviewing all 
facility- and program-level written correspondence to staff 
during the pandemic. We extracted information about policy 
changes that pertained to findings highlighted in our qualita-
tive data collection; three authors (KC, RI-M, SG) iteratively 
discussed and achieved consensus regarding the successes 
and obstacles of these responses.

The authors report no potential conflicts of interest with 
respect to the research, authorship, and/or publication of 
this article. All authors certify their responsibility for the 
manuscript. This project was formally approved as a quality 
improvement project by the VA Greater Los Angeles IRB 
Administrator.

Results

From the focus groups, three major areas in which partici-
pants experienced challenges adapting to COVID-19-related 
changes were identified: communication, interruption of ser-
vices, and social isolation/confinement (Table 1).

Communication

Many participants expressed confusion about COVID-
19-related changes to policies and protocols in the residen-
tial rehabilitation program. While some mentioned a lack 
of access to information, attributed to not having internet or 
television in their rooms, others described receiving mixed 
or inconsistent messages from program staff. Specifically, 
participants expressed confusion about accessing outdoor 
spaces, COVID-19 testing procedures, meal delivery, and 
mask-wearing. One participant felt that “the system changed 
day to day” depending on which staff member was on duty. 
Another felt that the shifts in regulations were applied une-
venly and that staff were “picking and choosing” who could 
access outdoor spaces or communal areas. One participant 
who contemplated discontinuing his treatment explained, 
“we didn’t get a sense of why this was happening” and 
decided to seek information outside of the VA.

Participants also perceived a disconnect between the 
policies they were instructed to follow and behaviors they 
observed among staff and members of the general commu-
nity. Several participants did not understand why they had 
restricted outdoor access while community members walked 
freely around the medical center campus, sometimes without 
masks. This prompted a discussion of “double standards,” 
with many participants feeling that others on the VA campus 
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did not have to follow the same regulations that they had 
to follow. Several participants believed that testing proce-
dures differed for staff and for residents. For example, two 
participants believed that testing for staff was not manda-
tory, putting residents in danger. Another felt that staff were 
tested much later than residents and did not understand why 
COVID-19 testing procedures for staff and residents did not 
take place at the same time. To prevent confusion, partici-
pants expressed a desire to be included in communications 
and to receive consistent messaging across sources. One par-
ticipant commented, “I wish [staff] would ask us for sugges-
tions or act like we had a voice, like they were in it with us, 
not protecting us.”

The residential rehabilitation program responded to 
these concerns by expanding opportunities for communica-
tion with residents. As the pandemic progressed, the pro-
gram communicated policy changes both through written 
documentation and in community meetings. The program 
instituted an “Ask Your Doctors” forum and established an 
open-door policy with leadership and clinicians for veterans 
to ask questions and express concerns. Expanding channels 
of communication with residents was critical as the program 
responded to surges of positive cases at the facility and com-
munity levels with iterative policy changes. Moreover, the 
program established a procedure for weekly COVID-19 sur-
veillance among staff and prioritized all staff for COVID-19 
vaccination. Though these efforts aimed to provide transpar-
ent and open communication—while minimizing risks to 
residents and staff—the evolving nature of the pandemic 
often necessitated dynamic and rapid policy change. At 
times, residents were not able to voice their concerns or 

contribute to policy recommendations; the severity of com-
munity spread simply necessitated top-down policy changes 
that were consistent across the facility and its programs.

Interruption of Services

We asked participants to describe how COVID-19 impacted 
their experiences with healthcare and substance use treat-
ment services. Participants expressed frustration about being 
able to access routine medical and SUD treatment services, 
with a general perception that all medical appointments had 
been cancelled and all recovery programs ceased. One par-
ticipant conveyed a sense of abandonment in response to 
the disruption in medical services, noting “all the staff with 
letters behind their names left.” An older male participant 
felt unsafe visiting a hospital or other medical facility dur-
ing the pandemic and resolved to wait “until it gets back to 
normal” to resume care. Several participants had difficulty 
making appointments in specialty care (at the main medical 
center). One woman felt “cut off” from her Rheumatology 
and Pulmonology specialists; another had trouble making 
appointments in Gastroenterology.

The abrupt transition from in-person SUD groups to 
virtual or small-group meetings also proved difficult for 
participants. One participant who was highly motivated to 
start treatment for his substance use disorder but entered the 
facility shortly before public health precautions took place, 
described, “As far as recovery goes, I struck out.” Many par-
ticipants were confused as to why they couldn’t continue in-
person meetings with either medical providers or substance 
use groups as long as they adhered to physical distancing.

Table 1  Recommendations proposed by focus group participants, May 2020 (N = 9)

Communication
 Provide daily updates “I wish they had said hey it’s Day 13 of Covid here’s what we are doing”
 Create a standardized messaging system “Have one communication board, one source of accurate information”
 Give residents an active role “Staff has a huddle in the morning—do the same with patients to communicate the infor-

mation they got earlier from others”
 Explain rationale for policy changes “When we read stuff from outside sources, we jump to conclusions, best to get everyone 

together, say this is what’s going on and why”
 Explain COVID-19 testing procedures “Would be nice to know the procedure [for COVID] testing. Someone was bleeding 

in line and that gave him and others anxiety. Preparing veterans for the test would be 
helpful”

Interruption of Services
 Provide technical support for clients “A liaison could help for people who don’t have phones, don’t know how to use technol-

ogy”
 Provide training for staff “There needs to be more training for these people [who] keep us safe…they need to be 

properly trained for what Veterans are going through”
Confinement/Social Isolation
 Encourage participation in recreational activities “The most helpful stress reliever has been recreational activities…Certain staff at the rec 

center were helpful getting people [to go] out”
 Provide alternative resources for social engagement “If [only] there had been some kind of staff involvement in terms of how to find other 

support, like Zoom”
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Respondents had mixed feelings about the virtual care 
offered by the medical center: for some, primary care or 
specialty medical appointments via video felt impersonal 
or “didn’t make any sense.” For others, it was “better than 
nothing.” A few participants did not have logistical difficul-
ties connecting with social workers, medical providers, or 
psychologists through virtual modalities and in rare cases, 
participants spoke positively of the transition. Participants 
suggested providing technical instruction or assistance to 
improve adoption of virtual care for elderly clients and oth-
ers who struggled with this technology and training for staff 
so they could provide such support.

While the abrupt transition to virtual services presented 
initial challenges, the facility was able to institute a mix of 
face-to-face and virtual (video and telephone) care as the 
pandemic progressed; this change was the result of routi-
nized surveillance, screening, and testing procedures, as well 
as the enactment of policies to address key public health 
precautions (including universal masking and eye protec-
tion). Outdoor SUD groups (with masks and physical dis-
tancing) with limited attendance became routinely imple-
mented within the program. Within the program and the 
facility, nurses were used to triage medical concerns and 
facilitate the appropriate modality of care to address veter-
ans’ needs. Though the increased availability of face-to-face 
care for both medical needs and psychosocial rehabilitation 
responded to participants’ key concerns, there remains 
a “digital divide” (Lindsay et al., 2007) across socioeco-
nomic strata (i.e., homeless-experienced veterans are less 
likely to use health information technology) and disparities 
in virtual care use plague certain under-resourced groups. 
For example, although the VA began offering a “digital 
divide” consult to provide iPads to Veterans in need of tel-
ehealth capabilities, disparities in accessing and utilizing 
virtual care persisted. Adoption of video care among veter-
ans with serious mental illness (which is highly associated 
with homelessness) during the pandemic was less than that 
among veterans with other mental health diagnoses (Raja 
et al., 2021); a portion of vulnerable veterans in the program 
likely continued to suffer from service interruption despite 
concerted efforts to enhance access.

Confinement and Social Isolation

Adapting to physical distancing measures was particularly 
challenging for participants. Nearly all participants described 
feelings of anger, isolation, and loneliness associated with 
their restricted mobility, noting that they were “totally iso-
lated from the rest of the world,” and that being confined 
to their rooms felt like they were imprisoned or being pun-
ished. Since participants were tested early on for COVID-19 
for admission into the rehabilitation program, many did not 
understand why they couldn’t continue to congregate with 

peers who had also tested negative. Not being allowed to see 
loved ones was difficult for many participants, though some 
successfully turned to phone and video chat as a substitute 
for social connection.

Despite these challenges, some participants suggested 
that these precautions made them feel safer and that being 
“completely cut off from all substances” may help with 
recovery. Others found they had more time for self-reflection 
and were able to gain confidence in their own abilities to get 
through difficult times. One participant remarked: “When I 
first came here, I didn’t think I could fix myself, but then I 
had to start giving myself more positive self-talk, and started 
to rely on my inner strengths more.” Another participant felt 
that the added restrictions encouraged him to be pro-active 
about his recovery: “I think it made me stronger, even with 
the deprivation.” Participants mentioned recreational activi-
ties, such as walks, yoga classes, and spending time outdoors 
as important ways to release stress. However, not all partici-
pants were aware of virtual opportunities available to them 
to take part in treatment. For example, several participants 
discussed using video conferencing software to participate 
in social or community-based events (e.g., 12-step meet-
ings), which surprised another participant who wished he 
had known about this resource.

Throughout the VA, several practices were implemented 
to address social isolation, including efforts to improve vet-
erans’ technological literacy and increase opportunities for 
safe interpersonal connections. For example, a policy was 
put into effect to provide smartphones to every homeless 
veteran at the facility who lacked a smartphone; moreover, 
individual coaching was offered to veterans who struggled 
to use video conferencing platforms on their smartphones 
or other devices. Though these policies aimed to address 
disparities in technology access and use—and helped many 
veterans—a distinct group of veterans continued to lack the 
digital competency to use smartphones without more per-
sonalized training.

Moreover, a pilot program was established to open break-
rooms to residents while recreational therapy increased their 
offerings of scheduled outdoor activities, including campus 
walks and yoga. These efforts clearly responded to partici-
pants’ feedback; however, regardless, many residents con-
tinued to feel confined by the strict restrictions on outdoor 
times and recreational activities necessitated by the pan-
demic and its public health precautions.

Discussion

Though derived from a small convenience sample of vet-
erans from a single VA residential rehabilitation program, 
these voiced findings from veterans provide a glimpse into 
the experiences of a highly vulnerable population in a region 
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of the country that shut down early in the pandemic. These 
focus groups highlight ways to improve the experiences of 
individuals in residential rehabilitation programs for sub-
stance misuse during this pandemic, particularly under-
resourced clients, such as those experiencing homelessness.

First, clients depend on clear and consistent communica-
tion of COVID-19-related policies and the underlying ration-
ale for these policies. Focus group participants highlighted 
inconsistencies in COVID-19 communication and felt that 
they received mixed messages from program staff. Although 
at the time we conducted our focus groups, this residential 
rehabilitation program was still in the process of developing 
a messaging system, the confusion participants expressed 
regarding COVID-19-related policies—including their 
ability to access to outdoor spaces, visitors, and common 
areas—suggests the need for greater consistency from staff 
and a plan for effectively communicating policy changes 
with residents. While studies show that effective and rapid 
communication is critical for individuals experiencing quar-
antine (Brooks et al., 2020), giving clients an active role in 
communication efforts, such as asking them directly for sug-
gestions, may alleviate confusion and promote self-efficacy, 
particularly during disasters (Banerjee, 2020; Matthieu & 
Carbone, 2020; Steffen & Fothergill, 2009). The residen-
tial rehabilitation program’s “Ask Your Doctors” forum and 
open-door policy with leadership represent one such effort 
to include residents in communication and respond directly 
to their concerns.

Second, the disruption to medical and SUD services left 
many clients feeling completely cut off from care. Clients 
receiving residential services for SUD expect to receive in-
person group meetings and psychosocial support, which 
are among the best practices for rehabilitation treatment 
(de Andrade et al., 2019). Although systematic reviews 
have identified feasibility and acceptability of telemedicine 
among individuals with mental illness and/or SUD (Lawes-
Wickwar et al., 2018; Young, 2012), providing additional 
technical and social support for residents unaccustomed to 
using virtual care platforms may help with their adjustment 
(Kavoor, 2020). Particularly as health systems scramble to 
convert services to virtual modalities, there may be value in 
offering alternative resources and support groups suited to 
clients’ needs, motivation, and past experiences (Donovan 
et al., 2013). However, not all clients will want to engage 
with virtual care. Effective treatment for patients with SUD, 
who are likely to face added barriers accessing telemedicine, 
should emphasize flexibility and patient choice (Shakir & 
Wakeman, 2020).

Finally, these findings highlight the importance of con-
tinued social connection for individuals in residential reha-
bilitation, for whom extended periods of confinement and 
restricted mobility can lead to feeling punished and exacer-
bate existing mental health symptoms (Galea et al., 2020; 

Merchant & Lurie, 2020). Participants emphasized the value 
of participating in outdoor activities and finding alternative 
mechanisms for social connection (such as Zoom meetings) 
to cope with feelings of confinement and isolation; there are 
likely benefits of keeping clients informed of alternative ave-
nues for social engagement and facilitating access, whenever 
possible, to virtual peer-led meetings and support groups.

Residential rehabilitation programs for individuals with 
SUD face unique challenges responding to clients’ needs 
during a pandemic. Understanding their experiences and 
perspectives can inform future efforts to promote continued 
connection to high-quality care for this vulnerable popu-
lation and may be useful for other vulnerable populations 
experiencing rapid adaptations to services.
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