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Abstract We assessed the effects of the Toronto Site
Housing First (HF) intervention on hospitalizations and
emergency department (ED) visits among homeless adults
with mental illness over 7 years of follow-up. The Toronto
Site is part of an unblinded multi-site randomized prag-
matic trial of HF for homeless adults with mental illness in

Canada, which followed participants up to 7 years. Five
hundred seventy-five participants were recruited and clas-
sified as having high (HN) or moderate need (MN) for
mental health support services. Each group was random-
ized into intervention (HF) and treatment as usual groups,
and 567 (98.6%) consented to link their data to health
administrative databases. HF participants received a
monthly rent supplement of $600 (Canadian) and assertive
community treatment (ACT) support or intensive care
management (ICM) support based on need level. Treat-
ment as usual (TAU) participants had access to social,
housing, and health services generally available in the
community. Outcomes included all-cause and mental
health-specific hospitalization, number of days in hospital,
andEDvisit.We usedGEEmodels to estimate ratio of rate
ratios (RRR). The results showed HF with ACT had no
significant effect on hospitalization rates among HN par-
ticipants, but reduced the number of days in hospital (RRR
= 0.32, 95% CI 0.16-0.63) and number of ED visits (RRR
= 0.57, 95% CI 0.34-0.95). HF with ICM resulted in an
increase in the number of hospitalizations (RRR = 1.69,
95% CI 1.09-2.60) and ED visit rates (RRR = 1.42, 95%
CI 1.01-2.01) but had no effect in days in hospital for MN
participants. Addressing the health needs of this population
and reducing acute care utilization remain system priori-
ties. Trial registration: http://www.isrctn.com/identifier:
ISRCTN42520374
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Introduction

People experiencing homelessness are affected by
chronic and acute medical conditions [1–8],
neurocognitive impairment, and substance use disorders
at higher rates than the general population [1, 9–11].
The unstable living conditions associated with home-
lessness not only increase heath need complexity but in
addition interfere with accessing primary health care and
effective disease management. It is therefore not surpris-
ing that, individuals experiencing homelessness are
higher users of emergency departments (ED) [12] and
are more frequently admitted to hospital compared to
the general population [2, 12–14]. The provision of
stable housing with supportive services has been iden-
tified as a promising intervention to decrease ED visits
and hospital admissions for this population [15]. How-
ever, controlled studies of housing interventions have
shown mixed effects on health care utilization [16–19].
These studies have generally used self-reported data on
health care use, analyzed only a few specific health care
services, or have had a relatively short period of follow-
up. These limitations have resulted in uncertainty re-
garding the long-term impacts of supportive housing
programs on health care utilization.

The purpose of this analysis of the Toronto Site At
Home/Chez-Soi randomized pragmatic study is to in-
vestigate the effects of a Housing First (HF) interven-
tion, including immediate access to housing and mental
health support services, on several acute health care
utilization outcomes, including all-cause hospitaliza-
tion, mental health-related hospitalizations, and ED
visits, among adults experiencing homelessness and
mental illness over a 7-year follow-up period. This
analysis leverages comprehensive provincial adminis-
trative databases and the longest HF trial to date to
ascertain the health utilization outcomes of study partic-
ipants over an extended follow-up period in a large
urban setting with universal health insurance.

Methods

Design and Setting

The present study is a secondary exploratory analysis of
the At Home/Chez-Soi (AH|CS) study, Toronto Site,
which was part of a multi-site pragmatic randomized
trial examining an HF intervention for homeless adults

with mental illness in five cities across Canada: Van-
couver, Winnipeg, Toronto, Montreal, and Moncton
[20]. In contrast to traditional approaches that require
homeless individuals to first accept treatment and place-
ment in transitional housing before accessing permanent
housing, HF interventions offer homeless individuals
immediate access to permanent housing in conjunction
with mental health support services. This paper reports
findings from the Toronto Site of the At Home/Chez-Soi
study. The Full AH|CS trial protocol and the Toronto
AH|CS site primary results have been published else-
where [20, 21].

Participants

The study design, recruitment methods, instruments
used, and inclusion criteria have been reported in previ-
ous publications [20, 22]. Briefly, participants were
included if they fulfilled the following criteria: (1) were
≥18 years old; (2) experienced absolute homelessness or
precarious housing; and (3) experienced a mental illness
as determined using the Mini International Neuropsy-
chiatric Interview 6.0 (MINI), with or without a co-
existing substance use disorder [20, 21]. Individuals
were excluded if they were not legally residing in Can-
ada or were already receiving support services equiva-
lent to those provided by the intervention.

Out of 1342 referred candidates, a total of 575 To-
ronto AH|CS’ participants met eligibility criteria and
were recruited from October 1, 2009, to June 2011 and
followed over a period of 24 months after randomiza-
tion. Subsequently, the study received additional
funding to extend the intervention and participant
follow-up up for a further 4 years. Hence, participants
were further followed from January 1, 2014, to
March 31, 2017, for an overall long-term follow-up
period of up to 7 years.

At baseline, participants were classified as having
high need (HN) if they fulfilled all three of the following
criteria: (1) having a current psychotic disorder or bipo-
lar disorder based on theMINI; (2) having aMultnomah
Community Ability Scale (MCAS) score of 62 or lower,
which indicates at least moderate disability; and (3) at
least one of three conditions: 2 or more hospitalizations
for mental illness in any 1 of the last 5 years, recent
arrest or incarceration, or co-morbid substance use
based on theMINI. All other participants were classified
as having moderate needs (MN) [20, 23].
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Intervention

Using a computerized adaptive randomization algo-
rithm implemented by the central data collection system
[20], HN participants were randomly assigned to either
treatment as usual (TAU) or HF with assertive commu-
nity treatment (ACT) support plus monthly rent supple-
ment (C$ 600). ACT included an inter-professional
team offering nursing and medical care, case manage-
ment support, and peer support with 24/7 coverage [20].
Participants assigned to TAU had access to social hous-
ing and services that were generally available in the
community. MN participants were randomly assigned
to either treatment as usual (TAU) or the HF with
intensive case management (ICM) support plus a
monthly rent supplement of C$ 600. ICM services in-
cluded casemanagement and referral to other services as
needed [24, 25].

Assuming an attrition rate of 40%, a minimum sam-
ple size at baseline of at least 100 participants per
intervention group was estimated to have an 80% power
to detect a medium effect size (Cohen d = 0.5) [20]. The
enrolled, allocated, and analyzed number of participants
are shown in Fig. 1.

Ethical Approvals

All study participants provided written consent to par-
ticipate in the study. The study has been approved by the
Research Ethics Board at St. Michael’s Hospital in
Toronto, Canada. The study has been registered with
the International Standard Randomized Control Trial
Number Register (ISRCTN 42520374).

Health Administrative Data

Study data were linked with health administrative data
and analyses at ICES, which houses administrative
health data over the entire Ontario population. Data for
all-cause hospitalization were extracted from the Dis-
charge Abstract Database (DAD). Mental health hospi-
talizations were derived from the Ontario Mental Health
Reporting System (OMHRS) combined with mental
health admissions in the DAD. Emergency department
visits were retrieved from the National Ambulatory Care
Reporting System (NACRS). These datasets were
linked using unique encoded identifiers and analyzed
at ICES.

Outcome Measures

The main outcomes of this analysis were all-cause hos-
pitalization incidence and number of hospitalizations,
mental health hospitalization incidence and number of
hospitalizations, number of days in hospital, and ED
visit incidence and number of visits. The outcomes were
extracted from administrative data over the following
observation period: (1) the 1-year period prior to ran-
domization; (2) 0-2-year post-randomization (i.e., the
24-month follow-up period planned in the original study
design); (3) 2-7-year post-randomization (i.e., the ex-
tended follow-up period); and (4) 0-7-year post-
randomization (i.e., the entire follow-up period).

Analysis

We analyzed outcomes among all participants and strat-
ified by level of need for mental health services (HN and
MN). First, for each observation period, we computed
(1) incidence rate (IR), using the first hospitalization or
ED visit, and the time-at-risk (calculated in person-
years) at the end of each observation period or censored
for death or withdrawal from the study; and (2) rate of
the total number of hospitalization, number of days
hospitalized, and ED visits over each observation peri-
od, and the time-at-risk at the end of the analyzed
observation periods, or censored at the date of death or
withdrawal from the study.

Second, to assess the impact of the intervention on
health care utilization rates, we considered both treat-
ment group and time period. We used generalized esti-
mating equation (PROCGENDMOD) models and
chose the health care utilization outcome distribution
by comparing their mean and variance. We included
HF intervention group, time period, and the interaction
term between treatment group and time to determine
whether the program had a differential impact on the
outcome change. For all the estimated models, analyses
were conducted at the individual level, and the unstruc-
tured covariance matrix was used in all models. An
offset equal to the natural log of person-years was
included in all models to account for differential time-
at-risk for each participant at each observation period.
Based on the outcome dispersion, a Poisson distribution
was used. Ratios of rate ratios (RRR), comparing prior-
randomization and post-randomization rate ratios and
95%CIs and a p-value, were estimated. SAS version 9.4
was used for all analyses (SAS Institute Inc. 2013.
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SAS® 9.4 Statements: Reference. Cary, NC: SAS Insti-
tute Inc.).

Results

Characteristics of Participants

Out of 575 study participants, 567 (98.6%) provided
consent to link their survey data with administrative
ICES data, and 527 (92.9%) were successfully linked
for these analyses. Of these, 180 (34.2%) were from the
HN group (HF, n = 87 vs. TAU, n = 93) and 347
(65.8%) from the MN group (HF, n = 193 vs. TAU, n
= 154) (Fig. 1). Comparison between our final sample

and the not linked participants showed no significant
differences regarding sociodemographic characteristics
(Supplementary Information Table A1, available on-
line).

Tables 1 and 2 present the characteristics of the 527
participants with linked administrative data, by level of
need and intervention group at baseline. All
sociodemographic characteristics and mental health di-
agnoses were similar between treatment groups, except
for the HN group, where there was a lower mean age
and a higher proportion of females in the HF group.
Health care utilization patterns over 1 year prior the
baseline are depicted by randomized groups and level
of need in the Supplementary Information (see Table A2
to A5, available on-line).

 

  

197 high need par�cipants 
randomized  

378 moderate need par�cipants 
randomized 

97 ACT par�cipants 100 TAU 204 ICM par�cipants 174 TAU 

87 (92.5%) successful 
linkage 

93 (93.9%) successful 
linkage 

193 (94.6%) successful 
linkage 

154 (90.6%) successful 
linkage 

94 consented to be 
linked 

204 consented to be 
linked  

180 included in the analysis (87 HF; 93 TAU) 347 included in the analysis (193 HF; 154 TAU) 

Assessed for eligibility (n=1342) 

Excluded individuals (n=767) 
445 Referrals delayed prior to poten�al screening*  

54 declined consent 
24 Did not show up for Screening interview 

17 lost contact with study staff 
9 no longer interested in par�cipa�ng 

 2 withdrew 2 deceased, 2 deported, 2 in jus�ce 
system  

210 did not meet inclusion criteria 

99 consented to be 
linked 

170 consented to be 
linked 

Fig. 1 Study flowchart. *Referrals were kept for a period of up to
3 months. During the early phases of the study, there were more
referrals than staff available to accept new participants; therefore,

many referrals were delayed beyond the 3-month period and were
excluded prior to screening
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Over the 7-year follow-up period, participants had
similar incidence rate for all-cause hospitalization (HF:
0.23, 95% CI [0.20-0.27] vs. TAU: 0.20, 95% CI [0.17-
0.23] per person year) or for ED visits (HF: 0.63, 95%
CI [0.55-0.71] vs. TAU: 0.64, 95% CI [0.56-0.73]).
However, compared to the TAU group, HF participants
had lower number of days in hospital (HF: 7.82, 95% CI
[7.69-7.95] vs. TAU: 10.74, 95% CI [10.58-10.91]) and
lower number of ED visits (HF: 3.28, 95% CI [3.19-
3.36] vs. TAU: 4.07 95% CI [3.97-4.17]). When ana-
lyzing the incidence and count rates by level of needs for
mental health services, HN participants had higher acute
health care utilization rates compared to MN partici-
pants, regardless of their intervention group (HF or
TAU) (see Table A2 to A2 in the Supplementary Infor-
mation, available on-line).

Table 3 shows the intervention group by time inter-
action results from models comparing each post-

randomization period (0-2 years, 2-7 years, 0-7 years)
with 1-year pre-randomization. Over the 7 years of
follow-up, the HF intervention had differential effects
on hospitalizations and ED visits according to the need
level of participants. In the HN group, HF was not
associated with changes in all-cause or mental health
incidence hospitalization rates. However, HF was asso-
ciated with reduction in the number of days in hospital
(ratio of rate ratio—RRR = 0.32 95%CI: 0.16-0.63) and
the number of ED visits (RRR = 0.57 95% CI: 0.34-
0.95) compared to TAU.

On the other hand, for the MN group, HF was asso-
ciated with an increase in all-cause of incidence hospi-
talizations (RRR = 1.69 (95% CI: 1.09-2.60)), mental
health hospitalizations (RRR = 1.66 (95% CI: 1.01-
2.74)), and ED visit rates (RRR = 1.42 (95% CI: 1.01-
2.01)). HF was not associated with the number of days
in hospital.

Table 1 Baseline Socioeconomic characteristics of study participants with linked administrative data, by level of need and treatment group

High Needs
(N=180)

Moderate Needs
(N=347)

HF
(n=87)

TAU
(n=93)

HF
(n=193)

TAU
(n=154)

n % or
mean ± SD

% or
mean ± SD

p-value n % or
mean ± SD

% or
mean ± SD

p-value

Demographics

Age (years) 180 37.67±11.06 41.45±12.03 0.030 347 39.56±11.60 40.79±12.51 0.345

Gender, self-reported

Male 129 57 (65.5%) 72 (77.4%) 0.042 234 131 (67.9%) 103 (66.9%) 0.931

Femalea 49 30 (34.5%) 21 (22.6%) 113 62 (32.1%) 51 (33.1%)

Self-Identified ethno-racial group (self-reported)

Others 43 18 (20.7%) 25 (26.9%) 0.451 120 66 (34.2%) 54 (35.1%) 0.068

Black 55 30 (34.5%) 25 (26.9%) 115 73 (37.8%) 42 (27.3%)

White 82 39 (44.8%) 43 (46.2%) 112 54 (28.0%) 58 (37.7%)

Socioeconomic factors

Marital status

Single 127 65 (74.7%) 62 (66.7%) 0.428 231 128 (66.3%) 103 (66.9%) 0.883

Other 43 19 (21.8%) 24 (25.9%) 112 63 (32.6%) 49 (31.8%)

Education

Less than high school 82 41 (47.1%) 41 (44.1%) 0.566 164 98 (50.8%) 66 (42.9%) 0.328

Completed high school 33 15 (17.2%) 18 (19.4%) 63 31 (16.1%) 32 (20.8%)

Some post-secondary school 51 29 (33.3%) 22 (23.7%) 112 61 (31.6%) 51 (33.1%)

Homelessness during lifetime (years)

<3 years 65 35 (40.2%) 30 (32.3%) 0.543 171 97 (50.3%) 74 (48.1%) 0.663

≥3years 104 51 (58.6%) 53 (57.0%) 171 93 (48.2%) 78 (50.6%)

a= Includes seven transsexual or transgender participants
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Similar results were found where 0-2 years and 2-7
years to 1-year pre-randomization were compared.

Discussions

This study, leveraging 7-year follow-up data from a
randomized trial of Housing First, examined the long-
term effects of HF interventions on acute health care
utilization among homeless adults withmental illness by
linking to administrative provincial health records.

Findings revealed that the effects of the intervention
differed substantially by participant baseline need levels
and service support intensity. For participants with high
needs at baseline, receiving HF with ACT support, there
were no significant effects on all-cause and mental
health hospitalizations, but a significant reduction in
the number of days in hospital as well as the number
of ED visits. A study of an HF intervention in four
French cities among high-need participants similarly
found no significant effects on hospitalization or ED
visits, but reduced inpatient days [26]. Another

Table 2. Mental health disorders of study participants with linked administrative data, by level of need and treatment group at baseline

High Needs
(N=180)

Moderate Needs
(N=347)

HF
(n=87)

TAU
(n=93)

HF
(n=87)

TAU
(n=93)

n % or
mean ± SD

% or
mean ± SD

p-value n % or
mean ± SD

% or
mean ± SD

p-value

Mental health and substance usea

Major depressive episode

No 148 72 (82.8%) 76 (81.7%) 0.856 192 106 (54.9%) 86 (55.8%) 0.864

Yes 32 15 (17.2%) 17 (18.3%) 155 87 (45.1%) 68 (44.2%)

Manic or hypomanic episode

No 163 76 (87.4%) 87 (93.5%) 0.156 309 171 (88.6%) 138 (89.6%) 0.765

Yes 17 11 (12.6%) 6 (6.5%) 38 22 (11.4%) 16 (10.4%)

Post-traumatic stress disorder

No 157 74 (85.1%) 83 (89.2%) 0.400 250 137 (71.0%) 113 (73.4%) 0.622

Yes 23 13 (14.9%) 10 (10.8%) 97 56 (29.0%) 41 (26.6%)

Panic disorder

No 172 82 (94.3%) 90 (96.8%) 0.412 281 157 (81.3%) 124 (80.5%) 0.845

Yes 8 1 to 5
(0.6 to 5.8%)b

1 to 5
(1.1% to 5.5%)b

66 36 (18.7%) 30 (19.5%)

Mood disorder with psychotic features

No 134 65 (74.7%) 69 (74.2%) 0.936 282 158 (81.9%) 124 (80.5%) 0.750

Yes 46 22 (25.3%) 24 (25.8%) 65 35 (18.1%) 30 (19.5%)

Psychotic disorder

No 74 37 (42.5%) 37 (39.8%) 0.709 260 145 (75.1%) 115 (74.7%) 0.923

Yes 106 50 (57.5%) 56 (60.2%) 87 48 (24.9%) 39 (25.3%)

Substance use disorder

No 161 75 (86.2%) 86 (92.5%) 0.172 318 175 (90.7%) 143 (92.9%) 0.465

Yes 19 12 (13.8%) 7 (7.5%) 29 18 (9.3%) 11 (7.1%)

Alcohol abuse

No 148 70 (80.5%) 78 (83.9%) 0.550 304 165 (85.5%) 139 (90.3%) 0.181

Yes 32 17 (19.5%) 15 (16.1%) 43 28 (14.5%) 15 (9.7%)

a=Based on the DSM-IV criteria using theMini International Neuropsychiatric Interview [MINI] version 6.0, c=Absolute numbers less than
six have been suppressed to reduce the risk of identification
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randomized study of the effects of permanent supportive
housing for chronically homeless high users of multiple
systems in Santa Clara County, California (USA) found
no effects on ED or inpatient care use [27].

For individuals with moderate needs at baseline,
receiving HF with ICM, the intervention resulted in an
increase in the number of all-cause and mental health
hospitalizations, and ED visits, but had no statistically
significant effect on days in hospital, compared to TAU
participants. Previous analyses similarly highlighted
mixed effects of housing interventions on health out-
comes and health care utilization [28, 29] when analyz-
ing high and moderate-need participants separately.
These analyses found a reduction in ED visits among

HN participants, compared to the TAU group, and no
effect among MN participants over a 2-year period [30,
31]. Differential effects between high and moderate
groups were also found for other outcomes, such as
quality of life scores [32], food security [33], or rapid
and stable rehousing [29, 34].

Several factors inherent to the HF intervention could
underline these findings. Prior AH|CS analyses demon-
strated that HF can facilitate rapid rehousing among the
MN group, contrarily to the HN group [29, 34]. Rapid
rehousing enables MN participants to shift priorities, from
housing and survival to other basic needs, including health
care for chronic comorbidities that may require both pre-
ventive and acute care. This may have contributed to the

Table 3 Treatment and time interaction results from models comparing each post-randomization period with 1 year pre-randomization

Outcome Randomization groups 0 to 2 years post-
randomization vs

2 to 7 years post-
randomization vs

0 to 7 years post-
randomization vs

1 year pre-
randomization

1 year pre-
randomization

1 year pre-
randomization

Ratio of rate ratios
(95%CI)

Ratio of rate ratios
(95%CI)

Ratio of rate ratios
(95%CI)

Hospitalization All Interventions vs. All
Treatment as Usual

0.98 (0.72-1.33) 1.32 (0.95-1.84) 1.15 (0.85-1.56)

HN-HF vs. TAU 0.70 (0.45-1.07) 0.89 (0.52-1.52) 0.83 (0.52-1.35)

MN-HF vs. TAU 1.31 (0.82-2.10) 1.66 (1.06-2.61) 1.40 (0.92-2.13)

Number of hospitalizations All Interventions vs. All
Treatment as Usual

1.10 (0.79-1.52) 1.20 (0.81-1.76) 1.16 (0.83-1.62)

HN-HF vs. TAU 0.69 (0.45-1.04) 0.87 (0.49-1.55) 0.80 (0.49-1.30)

MN-HF vs. TAU 1.80 (1.13-2.88) 1.64 (1.01-2.70) 1.69 (1.09-2.60)

Mental health
Hospitalization

All Interventions vs. All
Treatment as Usual

1.06 (0.75-1.50) 1.28 (0.88-1.87) 1.15 (0.83-1.60)

HN-HF vs. TAU 0.72 (0.46-1.15) 0.82 (0.47-1.45) 0.71 (0.44-1.16)

MN-HF vs. TAU 1.61 (0.91-2.86) 1.87 (1.07-3.27) 1.66 (1.01-2.74)

Number of mental health
Hospitalizations

All Interventions vs. All
Treatment as Usual

1.08 (0.72-1.63) 1.13 (0.71-1.80) 1.11 (0.74-1.65)

HN-HF vs. TAU 0.62 (0.37-1.04) 0.77 (0.41-1.45) 0.71 (0.42-1.22)

MN-HF vs. TAU 1.99 (1.11-3.56) 1.79 (0.95-3.38) 1.86 (1.09-3.17)

Number of days in hospital All Interventions vs. All
Treatment as Usual

0.62 (0.38-1.03) 0.42 (0.22-0.77) 0.48 (0.29-0.81)

HN-HF vs. TAU 0.45 (0.24-0.83) 0.28 (0.12-0.66) 0.32 (0.16-0.63)

MN-HF vs. TAU 1.81 (0.96-3.39) 0.99 (0.43-2.29) 1.29 (0.63-2.65)

Emergency Department
(ED) visit

All Interventions vs. All
Treatment as Usual

1.02 (0.78-1.34) 1.26 (0.95-1.65) 1.10 (0.82-1.48)

HN-HF vs. TAU 0.63 (0.39-1.03) 0.75 (0.44-1.27) 0.57 (0.31-1.03)

MN-HF vs. TAU 1.29 (0.92-1.80) 1.59 (1.15-2.20) 1.42 (1.01-2.01)

Number of ED visits All Interventions vs. All
Treatment as Usual

0.89 (0.65-1.22) 0.82 (0.52-1.29) 0.84 (0.60-1.19)

HN-HF vs. TAU 0.75 (0.44-1.26) 0.49 (0.25-0.94) 0.57 (0.34-0.95)

MN-HF vs. TAU 1.12 (0.81-1.53) 1.51 (1.02-2.23) 1.36 (0.99-1.88)

Bold means “statistically significant at a level of 5%”
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increase of the number of all-cause hospitalizations (RRR
= 1.80 95% CI: 1.13-2.88) and mental health hospitaliza-
tion (RRR = 1.99 95% CI: 1.11-3.56) during the 0-2-year
post-randomization.

The ICM support provided toMN participants, based
on need level at enrolment, seems limited to cope with
these new challenges, compared to ACT services for
HN participants. Contrary to ICM, the ACT model
included intensive support available 7 days/week and
24 h/day, including psychiatric support [25, 35]. A
recent systematic review of the effects of different case
management intervention models on health and social
outcomes of homeless populations highlighted that in-
tensive case management (ICM), offered to moderate-
need participants, had limited and mixed effects on
participants’ hospitalization outcomes [25]. ICM inter-
ventions resulted in small reductions in the number of
ED visits in some settings, but showed no effect on the
utilization of other hospital services, when compared to
usual care [36–38]. However, the effects of ACT inter-
ventions on hospitalization outcomes were mainly pos-
itive, reducing by half the number days in hospital,
compared to standard casemanagement [39] or resulting
in fewer ED visits and number of days in hospital
compared to usual care [25, 40].

The strengths of our study included a rigorous
randomized controlled design, long duration of
follow-up, use of administrative databases to as-
certain hospitalization and ED visits with an ex-
tremely high level of completeness, and the ability
to compare effects in participants with both mod-
erate and high support needs.

Nonetheless, our study has certain limitations. First,
the study focused specifically on homeless adults with
mental illness and with access to Ontario Health Insur-
ance Plan, and our findings may not be applicable to
other homeless populations. A second limitation is that
the support services provided to high-need and
moderate-need groups were different, and it is not pos-
sible to determine if the different outcomes observed in
these groups were due to the type of services provided,
the baseline characteristics of the participants, or a com-
binat ion of the two. Final ly, regarding the
generalisability of our results, the study was conducted
in a country with universal health care and a broad social
safety network. Thus, TAU participants were able to
access to housing, social and economic services in the
community, potentially reducing the apparent effective-
ness of the intervention.

Conclusion

In summary, the provision of immediate housing and
ICM support to homeless adults with moderate need for
mental health services was associated with increased
hospitalization rates and ED visits, but had no effect
on the days in hospital. In contrast, a Housing First
intervention providing immediate housing and ACT
support had no effect on hospitalization rates among
homeless adults with high need for mental health ser-
vices, but reduced the number of days in hospital and
ED visits. These findings demonstrate the importance of
addressing the health and support needs of this popula-
tion, especially those that may not qualify for ACT
services that may require more comprehensive and co-
ordinated supports, than those available through ICM.

Supplementary Information The online version contains sup-
plementary material available at https://doi.org/10.1007/s11524-
021-00550-1.
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