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ABSTRACT
Objectives  The goals of this study are to identify and 
analyse interventions that aim to treat post-traumatic 
stress disorder (PTSD) and complex PTSD in people 
who are vulnerably housed and to describe how these 
treatments have been delivered using trauma-informed 
care.
Design  Scoping review.
Search strategy  We searched electronic databases 
including MEDLINE, Embase, PsycINFO, CINAHL, the 
Cochrane Library, Web of Science and PTSDpubs for 
published literature up to November 2021 for any studies 
that examined the treatment of PTSD in adults who were 
vulnerably housed. Websites of relevant organisations and 
other grey literature sources were searched to supplement 
the electronic database search. The characteristics and 
effect of the interventions were analysed. We also explored 
how the interventions were delivered and the elements of 
trauma-informed care that were described.
Results  28 studies were included. We identified four types 
of interventions: (1) trauma focused psychotherapies; (2) 
non-trauma psychotherapies; (3) housing interventions 
and (4) pharmacotherapies. The trauma-informed 
interventions were small case series and the non-trauma 
focused therapies included four randomised controlled 
trials, were generally ineffective. Of the 10 studies which 
described trauma-informed care the most commonly 
named elements were physical and emotional safety, the 
experience of feeling heard and understood, and flexibility 
of choice. The literature also commented on the difficulty 
of providing care to this population including lack of private 
space to deliver therapy; the co-occurrence of substance 
use; and barriers to follow-up including limited length of 
stay in different shelters and high staff turnover.
Conclusions  This scoping review identified a lack of high-
quality trials to address PTSD in people who are vulnerably 
housed. There is a need to conduct well designed trials 
that take into account the unique setting of this population 
and which describe those elements of trauma-informed 
care that are most important and necessary.

BACKGROUND
People who are vulnerably housed have higher 
mortality and morbidity rates compared 
with the general population.1 2 A common 

vulnerability factor for many disorders is the 
experience of trauma. It is estimated that 
as many as 91% of people who are home-
less have experienced at least one traumatic 
event3 and up to 99% have experienced child-
hood trauma.4 5 A recent qualitative study 
examining the pathways of men who become 
homeless long-term in Ontario, found that all 
of them had experienced complex childhood 
traumas.6

One consequence of exposure to trauma is 
either post-traumatic stress disorder (PTSD) 
or complex PTSD (cPTSD). PTSD results 
in re-experiencing the event, avoidance of 
reminders of the event and persistent hyper-
vigilance and awareness of threat. cPTSD 
results from prolonged threatening events 
which the individual cannot escape from 
(such as childhood abuse) and, in addition 
to PTSD symptoms, results in problems with 
affect regulation, negative beliefs about 
oneself and difficulty in sustaining relation-
ships.7 Diagnosed PTSD rates in individuals 
who are homeless are significantly higher 
than the Canadian population, ranging 
between 21% and 53%8–11 which may still be 
an underestimate of the actual prevalence.

Strengths and limitations of this study

	► First review of how trauma-informed care is being 
operationalised in the treatment of post-traumatic 
stress disorder for people who are vulnerably 
housed.

	► Largely homogeneous populations (primarily wom-
en and US Veterans) included in studies, may not be 
representative of broader population.

	► Often no mention of ethnic or cultural factors to con-
sider when providing treatment.

	► Many of the studies available were of low method-
ological quality.
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Accessing healthcare poses a unique and difficult chal-
lenge in people who are vulnerably housed, and a history 
of trauma, often perpetrated by people in caring roles such 
as parents or other family, makes accepting and engaging 
in treatment difficult.6 12 Being vulnerably housed also 
exposes people to further traumas and revictimisation, 
such as further physical or sexual assault and an inability 
to meet basic needs such as food, safety and personal 
hygiene.5 13 14 Further, PTSD is often poorly recognised 
as many people who are vulnerably housed living with 
PTSD self-medicate with alcohol or other substances. 
There are also difficulties with accessing appropriate 
healthcare because of poverty and organisational barriers 
within healthcare providers.15 These issues result in an 
underserved population with complex health needs 
that traditional mental healthcare is poorly equipped to 
serve.10 16 17 Therefore, providing healthcare services to 
the vulnerably housed requires a degree of flexibility in 
terms of how services are provided, who provides them, 
when, and where. One approach recommended in clin-
ical guidelines is trauma-informed care.18–20

The Substance Abuse and Mental Health Services 
Administration has defined trauma-informed care as 
a programme, organisation, or system that realises the 
widespread impact of trauma and understands potential 
paths for healing; recognises the signs and symptoms 
of trauma in staff, clients, and others involved with the 
system; and responds by fully integrating knowledge 
about trauma into policies, procedures, practices, and 
settings.21 In 2010, Hopper18 described the four core 
principles of trauma-informed care in homeless services 
as trauma awareness, safety, choice and empowerment 
and a strengths-based approach. The National Centre 
on Family Homelessness outlined several reasons why 
programmes need to be trauma informed,22 including 
that trauma can impact how people access services, 
including viewing people and services as unsafe; recog-
nition that people adapt to trauma to keep themselves 
safe including abusing substances, becoming aggressive, 
or withdrawing; and, programmes and services cannot be 
‘one size fits all’.

None of the five major Clinical Practice Guidelines for 
the treatment of PTSD23 address the treatment of people 
who are homeless apart from the National Institute for 
Health and Care Excellence guidance which states, ‘that 
methods of access to services take into account the needs 
of specific populations of people with PTSD, …including 
people who are homeless’. It does not describe what 
these methods of access may be. A recent clinical practice 
guideline for individuals who are homeless and vulnerably 
housed does not include treatment for PTSD although it 
does recommend trauma-informed care without defining 
what this is.20

People who are vulnerably housed are unique among 
those who have PTSD because of the very high rates 
of exposure to trauma; the frequent use of substances 
to self-medicate symptoms; high rates of physical and 
mental comorbidities; the difficulty of forming caring 

relationships; and the difficulty of engaging with tradi-
tional health services often due to poverty and systemic 
barriers. We conducted this scoping review to explore 
the literature on what treatments have been used in this 
population and how trauma-informed care has been used 
to deliver these treatments.

Objectives and rationale
This scoping review aims to provide an overview of the 
literature on the treatment of PTSD and cPTSD in people 
who are vulnerably housed, how these treatments have 
been delivered and, if trauma-informed care was used, 
how that was operationalised.

The specific research questions guiding this scoping 
review are:
1.	 What interventions are described in the literature for 

the treatment of PTSD and cPTSD in individuals who 
are vulnerably housed?

2.	 Are there any interventions for treatment of PTSD and 
cPTSD in the vulnerably housed which are described 
as trauma-informed, and how is this operationalised?

METHODS
We conducted a scoping review following the method-
ological framework proposed by Arksey and O’Malley24 in 
addition to the methods manual published by the Joanna 
Briggs Institute’s Methodology for Scoping Reviews.25 
Our review also complies with the Preferred Reporting 
Items for Systematic Reviews and Meta-Analyses extension 
for Scoping Reviews (PRISMA) checklist.26 27

Information sources and literature search
A health librarian (AH) conducted electronic database 
searches in MEDLINE, Embase, PsycINFO (via Ovid), 
CINAHL (via EBSCO), The Cochrane Library (via Wiley), 
Web of Science and PTSDpubs (via Proquest) from 
inception until March 2020, and updated in November 
2021. The search was peer reviewed following the Peer 
Review of Electronic Search Strategies (PRESS) guide-
lines.28 The full search strategy is available in an addi-
tional file (online supplemental appendix 1). No limits to 
language or publication date were applied. A thorough 
targeted search of the grey literature was conducted to 
identify any non-indexed studies including unpublished 
trial data, dissertations, theses and conference proceed-
ings. The Canadian Agency for Drugs and Technologies 
in Health Grey Matters Checklist was used to structure 
our grey literature search as well as identify key websites 
(ie, organisations that focus on homelessness). We also 
hand-searched the reference list of identified reports for 
additional relevant studies that were not captured in the 
initial search.

Study selection: inclusion criteria
We included published and unpublished primary 
research studies reporting any quantitative, qualitative, 
mixed-methods or multimethods research which includes 
comparative and non-comparative methods evaluating an 
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intervention that looks to treat PTSD in adults (18 years of 
age or older) who are vulnerably housed. For the purposes 
of this review, vulnerably housed populations are defined 
as those who are unsheltered, emergency sheltered, 
provisionally accommodated, and/or at risk of homeless-
ness.29 Study designs include randomised controlled trials 
(RCTs), cluster RCTs, quasi-experimental studies, cohort 
studies, cross-sectional/survey studies, case studies and 
controlled before and after studies. We excluded reviews, 
commentaries, and editorials.

Study selection: screening process
The citations from our comprehensive search strategy 
were uploaded into Covidence systematic review soft-
ware (Veritas Health Innovation, Melbourne, Australia. 
Available at www.covidence.org). The screening process 
included phase I (titles and abstracts) and phase II (full 
texts) to identify relevant studies. In both phases, titles 
were screened by two independent reviewers (AB, KC 
and MK; NEE in Nov 2021) following the eligibility 
criteria previously outlined. Prior to each stage of 
screening, all reviewers ran pilot screening on a random 
sample of 25 titles and abstracts and 10 full-text studies 
to identify and address any inconsistencies in applying 
the inclusion and exclusion criteria. Disagreements 
between reviewers were resolved by discussion and 
consultation of a third party (SH) if a consensus could 
not be reached.

Data abstraction and charting
All included full-text studies were reviewed and abstracted 
by a single reviewer (AB) using a pilot-tested data abstrac-
tion form in Excel. Data that was abstracted included 
study characteristics, study design, population charac-
teristics, details about the intervention and the trauma-
informed approach, and any key findings. A secondary 
reviewer (KC and MK) verified the abstracted data and 
any discrepancies between reviewers were resolved 
through discussion.

The charting process included organising and inter-
preting data by sifting, categorising, and sorting material 
according to key issues and themes.24 We charted the data 
based on intervention type (eg, trauma focused psycho-
therapies, non-trauma psychotherapies, housing inter-
ventions and pharmacotherapy).

We assessed evidence level by the approach outlined 
by Burns et al in The Levels of Evidence and their role 
in Evidence-Based Medicine (see Burns et al, p.10, table 
4 for Levels of Evidence for Therapeutic Studies).30 
We decided if the treatment was delivered by a trauma-
informed approach by examining the components as 
outlined by Hooper et al.18 Studies were marked as ‘Yes’ if 
they explicitly stated using a trauma-informed approach, 
while those that used components of a trauma-informed 
approach, but did not explicitly state a trauma-informed 
approach were marked as ‘partial’.

Patient involvement
Persons with lived experience were included in the design 
stage of this project, but were not directly involved with 
the scoping review.

RESULTS
The electronic search resulted in a total of 2564 citations. 
We identified one study in our grey literature search. 
After deduplication, 2522 unique titles and abstracts 
were screened at phase I, of which 2367 records were 
excluded, and 154 full-text articles were moved to phase II 
screening. A total of 28 articles met our inclusion criteria. 
The details of our selection process are illustrated in our 
PRISMA flow chart in figure 1.

Most studies were conducted in the USA, apart from 
three studies which were from Canada, Spain and the 
Netherlands published between the years 1999 and 
2020. We identified seven randomised controlled trials 
(RCT), 1 quasi-RCT, 10 pre–post observational studies, 
1 retrospective chart review, 4 case studies, 4 pilot trials 
and 1 qualitative and quantitative analysis of trial partic-
ipant focus groups. A description of included studies is 
provided in table 1.

Research question 1: what interventions are described in the 
literature for the treatment of PTSD and cPTSD in individuals 
who are vulnerably housed?
Trauma focused psychotherapies
We identified four studies that used an intervention 
where participants were asked to recall details of the trau-
matic events. One non-randomised study evaluated the 
effectiveness of using eye movement desensitisation and 
reprocessing (EMDR) in 10 women living in a battered 
women’s shelter in Michigan.31 Both the five women who 
received EMDR and the five women who received only 
the standard shelter programme experienced significant 
reductions in PTSD symptoms although the reduction 
was greater in the EMDR group. One case series of five 
men attending a trauma group in a Californian Home-
less Shelter study used the Flash Technique,32 which 

Figure 1  PRISMA flow chart of included studies. PRISMA, 
Preferred Reporting Items for Systematic Reviews and Meta-
Analyses; PTSD, post-traumatic stress disorder.

www.covidence.org
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is part of the preparatory phase of EMDR treatment. 
Another observational study evaluated the feasibility of 
using accelerated resolution therapy33 in a cohort of 23 
homeless veterans compared with 94 community living 
veterans in Tampa, Florida. Accelerated resolution 
therapy involves brief recall of traumatic events, imagery 
rescripting and some elements of EMDR. About half of 
individuals who were in the homeless group completed 
treatment compared with 80% of community veterans. 
The reasons for non-completion in people who were 
homeless were moving away from the shelter, conflict 
with work, and other life circumstances. The authors 
comment that therapies for individuals who are homeless 
need to be brief and need to take into account a range 
of comorbidities and significant life challenges. They also 
commented on the difficulties of finding a private quiet 
setting which isn’t always available in a homeless shelter. 
de Vicente et al34 described a case series of eight people 
who were homeless, two of whom were diagnosed with 
PTSD, attending a day centre in Madrid, Spain for people 
who are homeless. They received an emotional disclosure 
protocol where participants were asked to write or speak 
about their thoughts and feelings associated with their 
trauma.

Non-trauma focused psychotherapies
Johnson et al evaluated a cognitive-behavioural therapy 
(CBT) and empowerment-based individual treatment 
called Health to Overcome PTSD through Empower-
ment (HOPE). They reported a case study, pilot study, 
and three RCTs in women with PTSD or subthreshold 
PTSD from ‘battered women’s shelters’ comparing 
HOPE with ‘standard shelter treatment’.35–38 The 
HOPE therapy focused on addressing PTSD resulting 
from intimate partner violence (IPV), while using many 
traditional components of CBT for PTSD (eg, cognitive-
restructuring, skill building) with a focus on stabilisation, 
safety and empowerment. In the first RCT of 70 people, 
they found no difference in PTSD outcomes with one 
in four participants attending all 12 HOPE sessions and 
about two-thirds attending five or more sessions. Partici-
pants were excluded if they were experiencing symptoms 
of psychosis, suicidal thoughts, had been diagnosed with 
bipolar disorder or had any change in psychotropic medi-
cation in the previous month. In the second RCT of 60 
women in shelters, the treatment was continued after 
the women had left the shelter but again did not find a 
significant difference in PTSD outcomes. Johnson et al 
also conducted a third RCT, an expansion of prior RCTs, 
comparing the HOPE intervention to an adapted version 
of present-centred therapy (PCT+). They evaluated the 
efficacy relative to a time- and attention-matched control 
condition over a 12-month period. Results of multivariate 
models found that both HOPE and PCT+ were associated 
with significant and large reductions in IPV related PTSD 
symptoms. Further, both treatments resulted in signifi-
cant small to medium effects on IPV, depression, empow-
erment, post-traumatic cognitions, and health-related 

quality of life. The study authors found that both HOPE 
and PCT+ are viable and efficacious treatments of IPV-
related PTSD in women residing in shelters.39

Two observational studies aimed to evaluate the effec-
tiveness of a CBT-based group therapy, Seeking Safety, 
in women who were homeless.40 41 Seeking Safety is a 
manualised CBT intervention consisting of 25 individual 
modules that address issues of safe behaviours and rela-
tionships, life skills and relapse prevention. In the 2008 
observational cohort study, 91 female US veterans who 
were vulnerably housed were offered Seeking Safety and 
were compared with a historical cohort of 359 women 
who did not receive Seeking Safety. It is unclear how 
many of the women had PTSD but there was a signifi-
cant decrease in PTSD symptoms over the whole group 
although the differences were small. The Seeking Safety 
group significantly increased their drug use. In the 2017 
pretest post-test interventional study, 63 women who were 
homeless in an in-patient residential setting who had 
been exposed to trauma and had substance use disorders 
were offered an abbreviated version of Seeking Safety. 
The abbreviated version was developed in response to 
criticism that the full version was too long, required high 
levels of participant commitment, and was unsuitable 
for ‘transient’ populations. The authors found that after 
eight 2 hour sessions over 4 weeks there was a significant 
improvement in perceived self-efficacy in the two-thirds 
of the sample who completed a minimum of six out of 
eight sessions. The Veterans Affairs Clinical Practice 
Guidelines concludes that there is insufficient evidence 
to recommend for or against Seeking Safety for treatment 
of PTSD in the general population.

Feingold et al42 reported an observational cohort study of 
cognitive processing therapy, CBT and motivational inter-
viewing in adults within a US jail diversion programme. 
About a third of their population of 81 participants were 
vulnerably housed and 62% were diagnosed with PTSD. 
The main finding was that about half of the sample did 
not complete their treatment. Increased completion rates 
were associated with emergency therapy sessions and the 
authors comment on the need for flexibility in deliv-
ering care to this population. In those who did complete 
their treatment there was a significant decrease in PTSD 
symptoms.

Schueller43 reported a single group pilot study evalu-
ating the feasibility and acceptability of a mobile phone-
based therapy that used an app designed to help provide 
coping skills to 35 young adults (18–24 years) recruited 
from homeless shelters in Chicago. Participants received 
a mobile phone, a data plan, the app and 1 month of 
support from a coach consisting of up to three brief 
sessions. Just over half of the participants completed all 
three coaching sessions but there were no significant 
changes in clinical outcomes.

Contingency management
In one unblinded RCT, 187 people who were homeless 
from Alabama, dependent on cocaine, were randomised 
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to contingency management or contingency manage-
ment plus. At the start of the study 21 participants had a 
diagnosis of PTSD. Housing was dependent on negative 
urine screens for cocaine. There did not appear to be any 
difference in outcomes between the two groups.44 45

Educational interventions
One RCT examined the effectiveness of a critical time 
intervention for abused women who were transitioning 
from women’s shelters to community living.46 Critical time 
intervention is a time-limited, strengths-based interven-
tion designed to support vulnerable people during transi-
tions in their lives. This study of 136 Dutch women found 
a significant decrease in PTSD symptoms after 9 months 
which was mainly due to a reduction in symptoms in non-
Dutch speaking women. Another pilot study evaluated 
the effect of self-compassion therapy compared with stress 
inoculation on trauma-related guilt and PTSD severity.47 
The authors randomised 47 US veterans living in tran-
sitional housing to receive workbooks on the different 
therapies. Symptoms of PTSD did not significantly differ 
between the two groups after treatment. Twenty of the 
participants did not complete the workbooks. One quali-
tative study of 22 homeless US veterans hypothesised that 
feeling disconnected was associated with poor outcomes 
in those with PTSD.48 A pretest and post-test study of 
8 adults looked to evaluate the treatment effects of 
Building Bridges, a group-based psychotherapy adapted 
for parents living in homeless shelters in San Francisco.49 
Building Bridges consisted of nine 90 min groups that 
included psychoeducation, mindfulness and experiential 
exercises. There was no significant impact on PTSD symp-
toms. The authors comment on the difficulty of providing 
groups in a shelter setting because of staff turnover and 
restrictions, such as length of stay, at different sites. 
Another pretest post-test study examined the impact of 
a life skills group and individual programme on 72 indi-
viduals who had been recently homeless living in emer-
gency housing.50 Eight out of ten participants reported 
a history of abuse. Symptoms of PTSD significantly 
decreased after the intervention. The life skills interven-
tion consisted of one or more modules which focused on 
food management, money management, room and self-
care management and safe community participation. A 
longitudinal observational study evaluated the changes in 
quality of life (primary outcome), psychological distress, 
traumatic symptoms, substance use, resilience, victimisa-
tion and sense of mastery (secondary outcomes) in young 
women experiencing gender-based violence and home-
lessness in Toronto, Canada after their enrollment in 
the Peer Education and Connection through Empower-
ment (PEACE) programme. The PEACE programme is a 
community-based, trauma-informed, group psychoeduca-
tion intervention launched in 2017, for female identified 
youth aged 16–24 experiencing gender-based violence 
and homelessness. The programme aims to empower 
and support survivors of gender-based violence, offering 
weekly trauma-informed psychoeducation groups over 16 

weeks to promote health and well-being. Overall, the study 
found that after 12 months, quality of life increased signifi-
cantly among participants (p=0.009), and the 12-month 
victimisation score was significantly decreased relative to 
baseline (p=0.05). Changes in other outcomes were not 
statistically significant. The study authors concluded that a 
brief, community-based, trauma-informed, group psycho-
education intervention may be helpful in improving the 
quality of life and reducing experiences of victimisation 
among female identified youth.51

Housing interventions
We identified three studies that used housing and shelter 
as a way to provide therapy.52–54 One study used a shelter 
as a restorative milieu that integrated trauma recovery and 
social justice empowerment for Black and Latino women 
in New York.52 This pretest/post-test descriptive and 
qualitative study of about 20 women found a reduction 
in PTSD symptoms over time and an appreciation by the 
residents that the shelter milieu felt safe and nurturing. 
Another study focused on providing supportive housing 
to 421 adults who were homeless in Los Angeles.54 This 
descriptive pretest/post-test study found that about half 
the sample had probable PTSD at baseline which reduced 
to 40% at three, six and 12 months. A cohort study of 
US female veterans who were homeless compared 234 
who received at least 30 days of residential treatment 
with 217 who received less than 30 days. The study was 
able to follow-up about half the participants after 1 year. 
The authors found a small but significant improvement 
in PTSD symptoms in those who received residential 
treatment.53

Pharmacotherapy
There were three single person case studies describing 
successful pharmacological treatments.55–57 In one study, a 
23-year-old transgender refugee woman in an emergency 
shelter in Canada was prescribed mirtazapine 60 mg for 
PTSD and insomnia, and prazosin 6 mg for nightmares.55 
Liu-Barbaro and Stein56 describe treating a 63-year-old 
Ethiopian man living in a homeless shelter with major 
depressive disorder and PTSD with dissociative symp-
toms. He was treated successfully with sertraline 150 mg 
and prazosin 4 mg. The authors note that this patient had 
suffered for years before being diagnosed and treated.56 
Finally, the last study reported a ‘composite case’ of a 
49-year-old woman with PTSD prescribed sertraline 150 
mg and supportive therapy.57

Research question 2: Are there any interventions for 
treatment of PTSD and cPTSD in the vulnerably housed 
which are described as trauma informed, and how is this 
operationalised?
We identified four studies that explicitly stated using a 
trauma-informed approach to deliver treatment.32 42 49 51 
Two studies did not clearly describe how they operation-
alised their trauma-informed approach.32 42 One study 
investigating the Building Bridges intervention described 
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using a trauma-informed approach based on the work 
by Guarino et al.58 As a result Building Bridges is based 
on understanding how trauma affects parents’ and chil-
dren’s cognitions, emotions and behaviours. The authors 
stressed that emotional safety, and the desire to feel heard, 
protected, comforted, and understood is an important 
aspect in treating populations who have experienced 
trauma. Bani-Fatemi et al conducted a longitudinal obser-
vational study of a psychoeducation group intervention, 
PEACE, which they described as trauma-informed. The 
PEACE programme is peer led and community-based and 
was designed using a participatory action framework to 
return power to those in the programme and a focus on 
participant safety in the group.51

There were seven studies that did not explicitly state 
using a trauma-informed approach; however they did 
describe components of their treatment that align with 
the concepts of a trauma-informed care.35–38 40 41 52 55 The 
HOPE intervention focused on the impact of present 
trauma of interpersonal violence and did not focus on 
trauma from the past. The research group investigating 
HOPE used Herman’s59 multistage model of recovery 
which addresses the treatment needs of battered women 
and incorporates three stages of recovery: (1) establishing 
safety, self-care, and protection, (2) remembrance and 
mourning, and (3) reconnection. The authors also note 
the importance of flexibility and being available when 
people are ready to engage.60 Two studies used Seeking 
Safety40 41 which they describe as based on five central 
ideas: ‘(1) safety as the priority of this first stage treat-
ment; (2) integrated treatment of PTSD and substance 
abuse; (3) a focus on ideals; (4) four content areas: cogni-
tive, behavioural, interpersonal, and case management; 
and (5) attention to therapeutic processes.’ The goals 
of the treatment are to create an empathetic approach 
where the clients ‘own’ the trauma, to provide education, 
to validate the connection between trauma and substance 
abuse, and to offer safe coping skills to manage the symp-
toms, impulses, and emotions that often come with these 
co-occurring disorders. One case study integrated a social 
determinants of health based approach into the treat-
ment plan.55

DISCUSSION
Despite the high prevalence of PTSD in the vulnerably 
housed there is little evidence of what is effective treat-
ment. Figure  2 outlines how the 28 studies identified 
map onto the four components of trauma-informed care. 
The four trauma-informed interventions were small case 
series, and the non-trauma focused therapies were gener-
ally ineffective with respect to PTSD symptoms, which is 
consistent with the broader literature. A novel interven-
tion in this population is using housing as an interven-
tion but the impact on PTSD symptoms was relatively 
modest and the strength of evidence low. A systematic 
review of permanent supportive housing for people who 
were homeless found no impact on psychiatric symptoms 

although there was greater housing stability compared 
with usual care.61

We found three studies that explicitly stated using 
a trauma-informed approach, while seven described a 
method that incorporated all or some components of a 
trauma-informed care approach. Although guidelines 
and organisations recognise the need for a trauma-
informed approach,20 21 58 62 it is unclear how this trans-
lates into action or what the most important components 
are. This review highlights the need to operationalise 
trauma-informed care and to identify the necessary and 
most important components in the vulnerably housed. 
Another area that is unexplored is whether what people 
with lived experience consider to be trauma-informed 
care is different to what providers would consider. The 
impact of an intervention that is trauma-informed is most 
likely to be seen in increased rates of engagement and 
completion of treatment.

Guidelines on the treatment of PTSD recommend 
trauma focused therapies as the most effective interven-
tions. This review clearly identifies a research gap in the 
application of trauma focused therapies in those who are 
homeless. The strengths of the studies included in this 
review demonstrate that it is possible to deliver interven-
tions in this population. However, an important limitation 
is the difficulty of keeping people in treatment with most 
studies reporting low engagement with treatment or low 
follow-up rates. Few studies described what proportion 
of people agreed to participate in the treatments but the 
small numbers in most studies suggest that engagement 
in treatment is difficult. Further the literature in this area 
is primarily focused on women and US Veterans. Many 
studies did not mention any ethnic or cultural factors to 
consider when providing treatment for the vulnerably 
housed. Also there is a lack of qualitative and experiential 

Figure 2  Summary of findings. PTSD, post-traumatic stress 
disorder; RCTs, randomised controlled trials.
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data to illustrate any other meaningful changes that may 
have occurred during treatment. Measuring the effects of 
trauma in this population can also be difficult as func-
tional improvement such as stopping using substances 
and stability in housing may paradoxically result in indi-
viduals experiencing more PTSD symptoms as they no 
longer self-medicate. There is also the issue of ongoing 
exposure to trauma, such as assault, while the person is 
homeless. Continuing trauma may result in acute stress 
reactions which could obscure any improvements in PTSD 
symptoms. Future studies in this population should also 
ask about recent trauma. Lastly, many of the studies had 
low levels of evidence and reporting of studies. Although 
a formal quality assessment was not performed, the levels 
of evidence were rated for each study and most studies 
were found to have lower levels of evidence due to small 
sample sizes or low rates of follow-up. While these studies 
have added value to the literature, any conclusions made 
from these studies should be interpreted with caution.

CONCLUSION
There is currently little evidence on how trauma-informed 
care for PTSD in the vulnerably housed should be deliv-
ered and whether it is effective. A limited number of small 
trials make interpretation of acceptability, feasibility and 
effectiveness difficult. Evaluation of interventions should 
be expanded to include not only symptom improvement, 
but experiential data informed by the engagement of 
patients as partners. Measures of symptom severity alone 
often do not provide a complete picture of the patient 
experience, excluding factors that may be important such 
as increased understanding of their illness, skill building, 
coping and well-being.

This review has also highlighted the need for pragmatic 
trial designs instead of ‘one-size fits all’ interventions 
and delivery approaches. The development of a trauma-
informed care strategy should be adaptable to multiple 
cultural or geographical situations to ensure that health-
care providers are able to deliver meaningful, evidence-
based care and no individuals are ‘left behind’. Any 
guidance should include recommendations for imple-
mentation or adaptation to ensure fidelity for comparison 
of effectiveness while allowing for flexibility in delivery.

Managing PTSD or cPTSD and navigating social 
support systems, including access to effective mental 
healthcare options, is a significant challenge to people 
who are vulnerably housed. It can also be challenging for 
many service providers working with a population where 
appropriate treatment approaches are poorly under-
stood, under-researched and lack a patient-oriented 
perspective. It is unclear in this population if treatments 
for cPTSD need to be different from PTSD. This scoping 
review has identified several gaps in providing trauma-
informed care to a vulnerable population. There is a 
need to conduct well-designed trials of trauma focused 
therapies with mixed-methods approaches, focusing on 
trauma-informed care principles to improve treatments 

for the vulnerably housed experiencing or at high risk of 
developing mental health issues. Research needs to clarify 
which components of trauma informed care are the most 
important and how to operationalise these.

The main implications from this review for individuals 
working with this population are that there is no evidence 
that contradicts recommendations from existing guide-
lines that trauma focused therapies are effective treat-
ments for PTSD. Trauma focused treatments should be 
accessible to people who are homeless or vulnerably 
housed. The delivery of effective interventions should 
focus on trauma informed approaches with an emphasis 
on safety, choice, awareness of how trauma affects the 
acceptability of care and a strengths-based approach.
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