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The target audience for this guide is primary care trusts, local authorities and
voluntary sector organisations that are planning health and social care services
for homeless people. The aims of the guide are:

¢ To promote a holistic idea of health on the agenda of homelessness
prevention

e To encourage primary care trusts to plan services to reach their
homeless population

¢ To disseminate ideas and share experience so that the wheel does not have
to be reinvented

¢ To put practitioners in touch with each other

¢ To promote joint working between local authorities and primary care trusts
and voluntary organisations.

This guide is intended to be a practical document to be used by primary care
trusts and local authorities and voluntary organisations when planning health
services for homeless people. The focus of the guide is single homeless people
but some of the services included also work with homeless families.

All the examples in the guide come from London but it is not a guide to health
services for homeless people in London, it is rather a guide to models of
delivering health services. It focuses on services that have diverse elements in
their structures that might be interesting for commissioners of new services.
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Fi'-gliing for hope for'
homeless people
Crisis is the national charity for solitary homeless people.
We work year-round to help vulnerable and marginalised
people get through the crisis of homelessness, fulfil their

potential and transform their lives.

We develop innovative services which help homeless
people rebuild their social and practical skills, join the
world of work and reintegrate into society.

We enable homeless people to overcome acute
problems such as addictions and mental health
problems.

We run services directly or in partnership with
organisations across the UK, building on their grass roots
knowledge, local enthusiasm and sense of community.
We also regularly commission and publish research and
organise events to raise awareness about the causes and
nature of homelessness, to find innovative and
integrated solutions and share good practice.

Crisis relies almost entirely on donations from non-
government organisations and the public to fund its vital
work. Last financial year we raised £5.5m and helped
around 17,000 people.

Much of our work would not be possible without the
support of over 3,000 volunteers.

Crisis was founded in 1967 and has been changing the
lives of homeless people for 35 years.
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HEALTH ACTION |
Fighting for hope for
homeless people
Crisis Health Action is a specialist team within Crisis. It

aims to improve homeless people’s access to the full
range of quality health and social care services. It
produces reports, practice guides, leaflets and a
newsletter to promote awareness of new solutions and
share good practice.

Other Crisis Health Action publications

Outcry

Outcry is the regular newsletter of Crisis Health Action,
the newsletter can be downloaded from the Crisis
website by visiting www.crisis.org.uk/healthaction.

Understanding the new NHS - A guide to the new
NHS for voluntary homeless (May 2003) this free
publication is also published by Crisis Health Action.
This guide explains what the new NHS structures are
and how they work. Its purpose is to enable frontline
staff in voluntary homelessness organisations to have a
good understanding of the new local structures and
services available and to secure improvements in health
service delivery to homeless people. This is available
free of charge from the Crisis website

For a full list of Crisis publications and an order form please contact 0870 011 3335 or visit the Crisis website at

www . crisis.org.uk/publications.
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Foreword

In an exciting time for organisations concerned with homelessness. All over the country local authorities and their
partners have been engaged in the homeless agenda to meet the requirements of the Homelessness Act 2002.
They are preparing strategies that will address preventing homelessness in their areas and supporting people who
are homeless, are in danger of becoming homeless, or who have experienced homelessness.

The lives of homeless people, on the streets or in overcrowded hostels or in Bed and Breakfasts without decent
cooking facilities or anywhere for children to play make it inevitable that homeless people experience extremely
poor health. To make it worse their access to health services is poor. Crisis research has shown that they are 40
times more likely than the general population not to be registered with a GP. Addressing the health of homeless
people is central to both prevention of homelessness and to supporting people who are homeless. The inverse care
law first described by Tudor Hart thirty years ago states that the availability of good medical care tends to vary
inversely with the need for it in the population served. This certainly continues to be true in relation to the
homeless population. However there is a government commitment to address inequalities in health and there is a
thriving public health agenda with partnership working with local authorities high on the list of priorities.

One of the purposes of this guide is to promote the needs of homeless people on that public health and
inequalities agenda, to encourage local authorities to put health at the centre of their homelessness strategies and
to encourage primary care trusts to work with them to develop improved services for their homeless population.

It is a practical guide that promotes a holistic idea of health and highlights models of service that could be
replicated. We hope that it will facilitate effective joint working across the health and local authority and voluntary
sectors and contribute to improving services for people who are homeless and include some of those who are
among the most vulnerable and socially excluded in our society.

Thats Guoel

Shaks Ghosh
Chief Executive, Crisis



The purpose and structure

of this guide

The purpose of this guide

This guide is intended to be a practical document to be
used by primary care trusts and local authorities and
voluntary organisations when planning health services
for homeless people. The focus of the guide is single
homeless people but not all services fall neatly into
definitions of single homelessness or family
homelessness so there are overlaps. There are also big
overlaps with the asylum seeker and refugee
population, many of whom are homeless. Many
services for homeless people are developing specialisms
in designing and delivering services to asylum seekers
and refugees, these examples are spread throughout
the document rather than in a specific section.

All the examples in the guide come from London but it
is in no way a comprehensive guide to health services
for homeless people in London; there are numerous
specialist services for homeless people that are not
mentioned. It is rather a guide to models of delivering
health services. It focuses on services that have diverse
elements in their structures that might be interesting
for commissioners of new services. We are aware that
there are many gaps and that examples of drug and
alcohol and mental health services are not currently
well covered. The guide will be located on the Crisis
website at www.crisis.org.uk/downloads and will be
updated so we hope users of the guide will send in
examples to be added. The examples are not put
forward as examples of good practice; some services
have been evaluated and others have not. They are put
forwards as models of delivering a service to a
particularly disadvantaged client group. They are
services that are willing to be contacted and to share
information about what has worked, what has not,
and what the barriers and obstacles and opportunities
have been. The guide is not just about service delivery
but also about structures that facilitate service delivery.

The aims of the guide are:
¢ To promote a holistic idea of health on the
agenda of homelessness prevention
e To encourage primary care trusts to plan services
to reach their homeless population

e To disseminate ideas and share experience so
that the wheel does not have to be reinvented

e To put practitioners in touch with each other

¢ To promote joint working between local
authorities and primary care trusts and voluntary
organisations.

The structure of the guide

The guide is structured around headings under which
are grouped examples of particular types of service
drawn from primary care trusts and local authorities
across London. The guide is intended as reference
material. If a commissioner is planning a new service
for homeless people the descriptions should give a brief
idea of how the type of service works and a contact to
find out more about it. The guide should also give a
general picture of the sort of structures that facilitate
service delivery that works for homeless people: the
importance of effective inter-agency working, cross-
sector forums, training on health and homelessness
issues, targeted health promotion initiatives; ways of
involving users and specific examples such as having
budget holders for community care for drugs and
alcohol located in voluntary sector projects or specific
allocated hospital beds for people who are homeless.

The appendix to the guide lists current leads on
homelessness in primary care trusts in London and
leads on homelessness strategies in London local
authorities. We hope these will enable agencies to
make contact with the relevant people and to have
input into planning agendas.



Policy context

The context in which this document has been
produced is an exciting one for agencies working on
the prevention of homelessness and better support
services for homeless people. The Homelessness Act
2002 came into force last year. Every local authority
has to produce a review of homelessness in their area
and a strategy for addressing the prevention of
homelessness and the support services needed by
people who are homeless, by the end of July 2003.
The Homelessness Act puts a specific duty on social
services to work in partnership with housing
authorities in developing the strategy, primary care
trusts are also key players but have been given less
attention in the legislation. In some areas this duty on
local authorities has provided an incentive for primary
care trusts, along with voluntary sector organisations,
to review local health services for people that are
homeless and to get involved in identifying the gaps
and planning services to address needs. In other areas
the evidence is that primary care trusts are not
systematically involved in the process of undertaking
a review.

The government commitment to tackling health
inequalities and to promoting a public health
perspective on health improvement is an excellent
framework to enable primary care trusts to make an
impact on the lives of vulnerable people including
those who are homeless. There is a strong emphasis
on partnership working and there are a number of
strategies, community strategies, neighbourhood
renewal, supporting people, local health delivery
plans, in addition to homelessness strategies that can
only be effective if they include a commitment from
across the sectors. Primary care trusts (PCTs) have the
flexibility to establish targeted services. The Personal
Medical Services (PMS) pilots (a new system for
delivering primary care) offer a means of extending
primary care services to populations that have
previously not received their fair share of services. In
many areas of the country PCTs are taking up this
opportunity and applying for funding for PMSs to help
them reach their unregistered populations. The new
General Medical Services contract (the old way of

delivering GP services but under new contracts) may
also offer flexibilities and allow GPs to offer enhanced
services to people who are homeless and get
payments in recognition of that.

A paper from the Department of Health sets out the
Priorities and Planning Framework (PPF) that is the
national framework for local action by primary care
trusts that has replaced the Health Improvement and
Modernisation Programmes. The PPF describes the
priorities, identifies the essential national targets, and
is focused on outcomes. Within this framework the
organisation and delivery of services is up to local
decision making. Every PCT has to produce a Local
Delivery Plan by March 2003. This is a three-year plan
but it is expected to be a living document that is
reviewed and changed over that period. People who
are homeless are not mentioned in the PPF, but there
are levers within the document that can be used to
achieve better services for homeless people. These
include targets around:

e Access to primary care professionals

e Waiting time in A&E

¢ Quality of patient experience

¢ Improving life outcomes for adults and children
with mental health problems, improving access
to mental health services

e Reducing suicide rates by 20% by 2010

e Providing three years’ support to all young
people who develop a first episode of psychosis
by 2004

e Improving mental health care in prisons so that
all prisoners with a severe mental illness have a
care plan by 2004

e Improving life chances for children who have
been in care

* Reducing conceptions to teenagers

¢ Increasing the participation of problem drug
users in treatment

e Reducing drug-related deaths by 20% by 2004

¢ Increasing access to GPs for all drug users,
irrespective of their prescribing needs and GP
participation in training programmes on
treatment of drug users



e Reducing inequalities in health outcomes by
10% as measured by infant mortality and life
expectancy at birth and by a reduction in
teenage pregnancies

* The NHS is expected to narrow the health gap
by ensuring that developments favour individuals
and communities that are disadvantaged and by
tackling the wider determinants of health; these
include issues like housing and the environment.

Health of homeless people

As agencies working with homeless people will be
aware many of these targets are very relevant to the
homeless population. Around 50% of people who are
homeless suffer from mental health problems! many
of whom have multiple needs including drug or
alcohol dependency and underlying physical
problems2. The suicide rate amongst people who are
homeless is very high. In one study of homeless young
people one third had attempted suicide at some time
in their lives. Some young people who develop
psychotic symptoms become homeless as a result of
their illness3. The mental health of homeless children
is very poor with a higher rate diagnosed as having
mental health problems; the mental health of their
mothers also suffers4. There is clearly a strong link
between experience of prison and homelessness and
there is increased attention on the mental health of
prisoners. Agencies working with homeless people
can bring these statistics or evidence drawn from local
surveys to the attention of their PCT and Social
Services, who are taking a joint lead on mental

health issues.

Around one third of young homeless people have
experienced care and around 25% of young homeless
women become pregnant in a year.> Targets focused

on care leavers and young pregnant women will
target young people who are potentially homeless.

As agencies working with homeless people are aware
research shows that up to 80% of homeless people
are misusing drugs; many homeless drug users
experience problems in registering with a GP and with
having their prescribing needs addressed. The rate of
drug-related deaths among homeless people is high.

It will be important for PCTs to work alongside
homelessness agencies to achieve these targets.

If the Priorities and Planning Framework (PPF) is to
work for homeless people, agencies working with
homeless people will need to gather local evidence to
feed into the PCT and the Local Health Delivery Plan.
Working partnerships could be established to develop
an action plan on health and homelessness linked to
the health delivery plan.

Voluntary sector providers are often on the front line
and observe how poor the health of people who are
homeless is, and how difficult it is for them to access
services in the mainstream. They may accompany a
homeless person to Accident and Emergency, help
them find a doctor, try to locate the right team to do
a community care assessment or have a homeless
person discharged from hospital to their hostel which
cannot provide appropriate after care.

There are obstacles put in the way of access to
mainstream services by the attitude and lack of
training of health professionals and by homeless
people’s expectations of meeting discrimination and
their difficulties fitting into rigid systems like
appointments and waiting times. The experiences of
homeless people and of front line providers in trying
to access health services need to be taken seriously
when planning services. Innovative models of

AN =

Birmingham.

Crisis 2003 Critical Condition: Vulnerable single homeless people and access to GPs.

Bevan, P & Van Doorn, A. 2002 Multiple needs, Good Practice Briefing. Homeless Link.

Craig TKJ et al 1996 Off to a bad start, Mental Health Foundation

Vostanis P 1996 The impact of Homelessness on the Mental Health of Children and Families Dept of Psychiatry, University of

5. Gorton, S 2000 Homeless Young Women and Pregnancy HAHP, Crisis.



providing health and social care for homeless people
often come from the voluntary sector; it is important
that statutory organisations recognise that innovation
and award funding on a basis which is stable enough
for voluntary sector organisations to put services in
place and prove their value.

The duty to produce homelessness strategies has
meant there is an increased focus on homelessness
across the country and it has opened up opportunities
for consultation and user involvement and for more
effective joint working across sectors. Exciting models
are emerging, some of which are described here.

We hope the structures and services described in this
guide will provide useful models and useful contacts
for authorities planning new and improved services to
reach their homeless populations.



Strategic links

There is wide variation in the levels of engagement
between primary care trusts and local authorities in
planning and developing services to meet the needs of
the homeless population. One of the lessons from this
work in London shows that where there are posts at a
senior level in PCTs with a health and homelessness
responsibility they are real drivers for change and have
a significant impact on the way in which strategies and
policies work together and in which services are linked
into the mainstream. Where there are such posts there
are some excellent examples of inter-agency planning
and delivery of services.

However in London there does seem to be a serious
weakness in the links between local authorities and
PCTs at a strategic level. This has had a detrimental
impact on the level of involvement PCTs have had in
homelessness reviews and strategies. PCTs are still in
their infancy and it has been our experience that in
many areas it is difficult to engage anybody in a
discussion on the health needs of people who are
homeless and that there is a lack of clarity about who
should take a lead in this area. We contacted every PCT
in London to ask for a named lead on homelessness. In
some areas we had to make numerous attempts before
we had any response. There is also no standardisation
across PCTs of who might be the lead on homelessness,
sometimes we were given the name of the Director of
Public Health and sometimes a nurse practitioner. The
contacts for all PCTs are in Appendix 2.

There are some notable exceptions, mainly in inner
London areas where there is a high number of visible
homeless people and where the local authority and the
PCT and voluntary sector are working effectively
together on planning services.

Westminster Health Partnership Group
Westminster has a Health Partnership Group,
Homelessness, Asylum Seekers and Refugees. There is a
history in Westminster of strong working relationships
around homelessness between the voluntary sector and
the local authority and health, and some pockets of
excellent practice in terms of delivering health services

to homeless people. The local authority established the
Health Partnership Group and in a sense it is an
example of strategy being led by practice. There was
recognition that a multi-agency approach to this type
of work is absolutely vital and that it was needed at a
strategic and a front line level.

There is a strong commitment from the local authority
and the PCT to the partnership group structure. There
is also acknowledgement that homelessness, asylum
seekers and refugees are a more difficult area because
there is no commissioning budget and because there
are overlaps with other partnership groups. However
there was recognition that without a specific health
partnership group the issues for those client groups
could be overlooked and sidelined.

The membership of the group is a strong mix of local
authority representatives from housing, environmental
health, education and voluntary sector services and the
PCT, both clinical and strategic staff. The group is well
attended by front line staff and policy officers, which
works very effectively. There are also four user
representatives on the group, some of whom have
undertaken training offered by the PCT to empower
them to make a full contribution. The chair of the
group rotates; it was initially chaired from the local
authority and is now chaired by a nurse consultant in
public health practice. The chair will move to the
voluntary sector next.

The focus of the group has been a forum to share
information and develop service ideas. A lack of co-
ordination was identified as one of the biggest gaps, a
lot of services but operating in a disjointed fashion. The
group produced a guide to local services as one way of
addressing that issue.

It has been very involved in developing the local
homelessness strategy and is one of the major groups
in the consultation process. A consultation event was
held following a review of services. Health and
Inequalities was one of the workshop themes and the
structure of the health section in the strategy has come
out of that workshop. The health issues the strategy
will address include:



* Training re homeless health issues for health staff

e Establishing lead officers re homelessness within
key health service areas

e Provide a walk-in health service for homeless
people

e Offer GP registration for homeless people
attending A&E

¢ Improve HIV/TB screening for homeless

¢ Run health awareness training for staff within
homelessness agencies

e Produce a health and homelessness newsletter.

The group’s future agenda is on linking into other
partnership groups and strategic plans. There are
currently two sub-groups of the Health Partnership
Group. One is reviewing standards for the quality of
health care that homeless people should be receiving.
The other is looking at improved co-ordination of
services. The first aims to ensure that people are not
disadvantaged by their homeless status in terms of
health care quality. This process has relied heavily on
practical information from clinical staff. For instance
they realised that a move of temporary accommodation
while on a hospital waiting list could mean going back
to the bottom of a list at another hospital, which
clearly disadvantages homeless people who are not
making a choice to move.

Two specific issues identified by the Health Partnership
Group which have caused difficulty were that there was
no overall identified public health lead on homelessness
at a strategic level in the PCT and that there is no
budget attached to the group. They have made specific
submissions on both of these issues. The PCT has now
addressed the first of these issues and Anna Barnes,
who was formerly a primary care development
manager and responsible for the Westminster PMS, is
now the Community Health and Regeneration
Manager for Westminster PCT. As part of this remit,
she leads on homelessness, including rough sleepers
and the hotel/hostel homeless population, refugees and
asylum seekers. Anna has direct responsibility for a
number of the projects within Westminster that target
homeless people, including the Homelessness PMS+
Pilot, Great Chapel Street Medical Centre and a local

development scheme that seeks to improve access to
primary care for refugees, asylum seekers and other in
temporary accommodation. She also has responsibility
for the broader regeneration agenda across
Westminster. Currently there is no lead within
Commissioning for services that target these groups,
however this is something that the PCT is seeking

to address.

Contact: normag@westminster-pct.nhs.uk or
anna.barnes@westminster-pct.nhs.uk
Tel: 020 7725 3333

Camden Primary Care Trust

The PCT in Camden has been effective in making
strong strategic links with the housing department. The
drivers for this have been identified as:

e The duty to produce a homelessness strategy
giving impetus to both partners to work
strategically together

e A new PCT and Director of Public Health
identifying homeless people as a priority group
and making a commitment to addressing
homelessness as a health inequality

e Pressure from GPs who were frustrated with the
demands placed on them by letters from
housing and identified a need for better working
relationships.

Camden has two long-standing specialist health teams
working with homeless people: Primary Care for
Homeless People (PCHP) providing primary care and
Focus providing mental health services. They have a
clinical services manager within the PCT so strategic
issues are taken up through her and there is a
commitment within the PCT to providing services of an
equal standard to the homeless population and to work
towards engaging them in the mainstream. There is
recognition that there are four groups that fall within
the homeless population: single people in temporary
accommodation, rough sleepers, families, and asylum
seekers and refugees. They all have different but
overlapping needs and it is important that any specific
services are integrated both strategically and on the
ground and not offered in isolation from mental health



services, drug services and services offered by the
voluntary sector. The intention in Camden PCT is not to
ghettoise any of the groups and to support their access
into mainstream services and support mainstream
services in offering them a service, unless they have
very complex needs and there is a clear need for a
specialist service. They have a new Temporary
Accommodation Project delivering specific health
funding to mainstream practices to support their work
around temporary accommodation. Camden PCT have
been using Cardboard Citizens (see User Involvement
p.35) theatre performances at hostels and day centres
around Camden in order to help homeless people
access primary care services.

The PCT has been fully involved in the development of
the homelessness strategy and two consultation
meetings have been held about the health issues to feed
into the health chapter in the homelessness strategy.
Some of the issues that have been identified are:
¢ Need for protocols on information sharing
e TBis a growing issue among homeless people in
Camden; a mobile unit is needed to visit places
where vulnerable clients are; also a focus on
prevention and stable housing for people in
treatment
e |Interpreting services and translations on answer
phones and on NHS direct
¢ Health information for homeless households
e Improving access to health services for families in
temporary accommodation
e Using A&E visits as an opportunity to link people
into services
¢ Providing opportunities for networking and
increased understanding between health and
housing professionals of range of services and of
each other’ roles
¢ Need for advocate/liaison workers who can
guide people through system
¢ Developing policies on hospital discharge for
people who are homeless or at risk of
homelessness.

Contact: viv.manning@camdenpct.nhs.uk
Tel: 020 7530 3300

Lambeth, Southwark and Lewisham

Primary Care Trust

Lambeth, Southwark and Lewisham have a
commissioner for asylum seekers, refugees, homeless
people and TB. She works across the three PCTs but is
hosted by Lambeth PCT. She monitors specialist
provision for homeless people across the three
boroughs and has a strategic overview of provision in
the borough. She sits on key strategic groups such as
each borough’s Homelessness Strategy Group and has
key links to Supporting People. She sees it as important
that all three PCTs feel some ownership and real
investment in these strategies and to this effect has
organised key consultation events. She is also
developing a pan-LSL health and homelessness
strategic group which is establishing an innovative
homeless user consultation project (see User
Involvement p.35).

For the Three Boroughs Primary Care Team and the
START mental health team and the Refugee and
Asylum Seeker Team the presence of a specialist
commissioner with a background in and an
understanding of the needs of homeless people means
they have good links with individuals in each PCT, at a
managerial and a clinical level. She also has good links
with voluntary sector projects working with homeless
people in the three boroughs. She has a role in
disseminating good practice models across the three
boroughs. Her role has meant there has been effective
input from the PCT into the health consultation for the
borough homeless strategy in Lambeth.

Lambeth also have a locality lead on homelessness and a
GP facilitator who has a GP liaison role and works with
the Three Boroughs Primary care team and with the ten
GPs across Lambeth Southwark and Lewisham who
make special provision for people who are homeless.

Contact: susan.field@lambethpct.nhs.uk
Tel: 020 7716 7156

Ealing Health Strategy Co-ordinator
Jasvinder Kaur Perihar is the health strategy co-
ordinator in Ealing. Her main role is to work with the



local authority on the health agenda, reducing health
inequalities and working to improve the health of
local people.

She spends one day a week based in the Primary Care
Trust taking a lead on homelessness and health for the
PCT. She is based in Partnerships in the public health
directorate; this role means close liaison across the PCT
and local authority and voluntary sector.

As part of this role Jasvinder chairs a health and
homelessness sub-group of Ealing Homelessness Forum.
This is the group that has worked on health input into
the homelessness strategy. They organised a workshop
on health and homelessness in November; this brought
together health and the homeless persons unit for the
first time and was very productive. The actions that
came out of that workshop are currently being
implemented and are forming the basis for the health
section in the homelessness strategy. Many of the issues
were around improved access, communication and
information. Ealing put aside some of the budget from
the Homelessness Directorate to spend on the
recommendations that came out of this workshop.

Specific actions are:

e A welcome pack for refugees, asylum seekers
and homeless people new to the borough; this
has information about health services, how to
register with a GP and the primary care access
centre for people who are not registered.

e Setting up a basic equipment store at the
primary care access centre with clothing and
shoes for people in need.

e Physical improvements to Dove House Court,
temporary accommodation for homeless people
where conditions were detrimental to health.

e Commissioning four Cardboard Citizens shows
for homeless people on accessing health services
and follow-up services, mentoring and
accompanying clients to services (see User
Involvement p.35).

In addition to the strategic work done through
Jasvinder’s post the PCT also has a homeless families
group which supports the work of the homeless nurse

practitioner and responds to the strategic planning
issues that arise from her practice.

Jasvinder's post is an effective way of joining up local
authority strategy and the PCT and co-ordinating
planning around the health of homeless people.

Contact: periharj@mail.ealing.gov.uk
Tel: 020 8825 6427

Health Impact Assessment of the

Haringey homelessness strategy

Health Impact Assessments (HIA) are a method of
approaching a set of proposals and looking systematically
at the positive and negative impacts those proposals will
have on the health of the affected population. Haringey
has a Health Impact Assessment Training programme in
place supported by the London Health Observatory. An
event was set up to carry out a rapid appraisal HIA of the
Haringey homelessness strategy. This event provided an
opportunity for stakeholders, service providers from
health, housing and social services and the voluntary
sector, to assess the potential health impacts of the draft
homelessness strategy and make recommendations to
maximise its positive health impacts and minimise its
negative health impacts.

A briefing paper on a rapid review of evidence on
health, housing and homelessness was sent out to
participants before the event but they were told that it
was essentially their own knowledge and experience
that they were invited to bring to the event.

The HIA focused on four themes:
e Supporting vulnerable groups and individuals
e Meeting the needs of rough sleepers and hidden
homeless people
¢ |mproving and joining up service delivery
* Preventing homelessness.

The director of housing gave a presentation on the
Haringey homelessness strategy, the government
priorities, the findings of the review in Haringey, and key
issues for the borough. The HIA facilitation and support
manager gave a presentation on health determinants
and key areas influencing health. The event broke into
workshops to look at their chosen theme.



Each group had a paper with a summary of the
evidence from the review on their particular theme and
a list of the proposed actions in the summary. Each
group was required to look at the evidence and the
proposed actions and come up with negative and
positive health impacts.

The event was only one afternoon, insufficient time to
carry out the process in a way that was detailed
enough to be as useful as it could have been. However
inter-agency meetings are always useful being a rare
opportunity for exchanges of information and
perspective between health, local authority and the
voluntary sector. Those exchanges needed to take place
before the systematic work could be done on the HIA.
It is an exciting model that brought together people at
director level and front line workers from health
housing and the voluntary sector, which in itself is an
achievement. It is a model that would be very useful to
think about replicating in other areas.

Caron Bowen is appointed as a facilitator to assist
London local authorities in carrying out health impact
assessments. A health impact assessment tool kit is
available at www.londonshealth.gov.uk.

Contact: Caron.Bowen@lho.org.uk
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Homelessness forums

Many local authorities have multi-agency homelessness
forums. The role of these forums has taken on an
increased strategic importance in terms of input into
and consultation about the homelessness review and
strategy. The forums have different structures: some are
local authority led, some are voluntary sector led, some
involve users of services. One of the examples here has
a dedicated paid worker. Where the forums are
working in genuine partnership and there is ownership
of the forum across the local authority, health and the
voluntary sector they are particularly effective. Here we
have picked out some examples of forums that
function in an effective way.

Camden Homelessness Forum

Camden Homelessness Forum has a dedicated worker
based at Voluntary Action Camden. This means that
the forum can be more proactive and involved with
strategies coming from the local authority or PCT than
many other forums and also that they have an
independence from the statutory agencies as they are
firmly located in the voluntary sector.

The forum has been active around health and soon after
the re-launch of the forum publicised a consultation on
the Health Improvement and Modernisation Plan. As a
result the consultation had a high homelessness
representation despite the fact that Homelessness had a
bare mention in the HIMP and it was obvious that
homelessness had fallen very low on the health agenda.
Since then the forum has been influential in the PCT
decision to prioritise homeless people. The PCT have
been very actively engaged in the homelessness strategy
along with the local authority and they have worked
closely with the forum on health issues.

A survey has been carried out on general homelessness
issues to feed into the homelessness strategy. Another is
planned of homeless and ex-homeless people to find out
about their views and experiences of health services. The
majority of the researchers working on the survey will be
homeless or ex-homeless themselves and have been
trained to do the research work through the forum. This
worked well in the past and it was felt that the results
showed that the informants felt comfortable with the

interviewers and that the interviewers were also able to
be helpful in giving advice from their own experience.

Homeless Forum members have met with the Director
of Public Health at a special forum meeting on health
to have input into the health section of the strategy
and influence the wider public health agenda and have
attended two consultation events about health and
homelessness to feed into the strategy. A number of
issues have been brought up at these events which
now form part of the review such as the need for a
balance between specialist and mainstream services
and the importance of specialist services not
ghettoising homeless people. Another issue is the need
for a budget for interpreting services for health visitors
when going into temporary accommodation and also
the length of stay that people have in temporary
accommodation and the impact this has on health.

Looking at health in a more holistic way Camden
Homelessness Forum organised a ‘Partycipate ‘event for
homeless people last year. This was an open informal
event for homeless people with the aim of creating a
space for homeless people where they could socialise
and have opportunities to explore their voice, tell their
story, through writing, dance, drama and cookery. There
were also theatre performances from Cardboard
Citizens, free food, a play area for children, and a
grafitti board and video box. The event was not geared
at eliciting homeless people’s views on services but was
based simply on the notion of their right to participate
and to set their own agenda. Over 100 people attended
the event and it was valued by many of the participants.

Contact: hneuberger@vac.org.uk
Tel: 020 7284 6577

Harrow Homelessness Forum

The Homelessness Forum in Harrow has been
functioning for about two years. It is serviced by the
local authority. The forum has a wide multi-agency
attendance list of voluntary organisations: the Primary
Care Trust, the Community Health Council, the local
authority, including housing benefits, the local churches,
Citizens Advice Bureau and housing associations.
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The forum successfully made a bid to the Primary Care
Trust Health Improvement Project fund for money for a
number of projects to improve the health of single
homeless people in the area. The fact that the PCT had
representatives on the forum gave the bid more
credibility. The projects included a multi-agency advice
session held in a central community base in Harrow
(see multi-agency advice p.43), a mediation service
targeted at young people having problems in the
parental home with the aim of preventing homeless
and a winter shelter providing the opportunity to work
with street homeless people, assess their needs and link
them into existing services.

In preparing the bid member agencies from the forum
visited a number of projects offering similar services to
single homeless people to get the benefit of best
practice ideas.

Having received the money for these projects the forum
has taken forwards the setting up of the services.
Putting a bid in to the PCT also served to raise their
awareness of the level of homelessness in the area and
of the needs of the homeless population. The specialist
health visitors in the PCT (one for homeless people and
one for asylum seekers and refugees) are aware that
there is a need for more specialist input, especially for
the growing hidden asylum seeker population who are
on subsistence only and staying with friends and
families. They are making the case to the PCT for a
nurse led PMS in the area.

The forum acts as an information exchange between
agencies, a body that can identify gaps in services and
start the process of multi-agency planning to fill those
gaps. The homelessness forum acts as a consultative
group on the homelessness strategy and participates in
mock inspections of council services for homeless people.

Contact: Andrew.gale@harrow.gov.uk
Tel: 020 8420 9658

Richmond Homelessness Forum
Richmond Homelessness Forum is co-ordinated and
serviced by the local authority and has good joint
ownership across the local authority, health and the
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voluntary sector. The forum produces a very
comprehensive directory of Services for Homeless
People that is updated regularly and widely distributed.
The forum has a series of sub-groups including a health
and social care sub-group, a refugee and asylum seeker
sub-group a young people’s sub-group and a rough
sleeper sub-group. Richmond Homelessness Forum
draws up an annual action plan informed by all of its
sub-groups. Examples from this year's action plan from
the Health and Social Care sub-group include:
¢ Roll out of the Feel Good Guide (see resource
packs) to organisations working with insecurely
housed people and resettlement
eGP registration letter (see access to GPs)
¢ Investigating usefulness of client-held records
* Fundraising for a nurse to cover a number of
homelessness projects
e Issues around alcohol dependency.

This agenda then informs the work of the PCT and the
local authority.

Each year they also produce a survey of the
achievements of the forum that reviews the action plan
and how far they have managed to achieve their
targets. These brief documents are very helpful for
forum members to recognise their achievements and to
show to external agencies the value of their work.

Contact: c.waters@richmond.gov.uk
Tel: 020 8831 6017



Personal medical services

Personal Medical Services (PMS) were introduced in
1997 as a new way of offering health care services
following the recognition that the General Medical
Services (GMS) system for contracting with GPs was
bureaucratic and did not always encourage GPs to
contribute to the overall improvement of health or
health care. The intended benefits included extending
primary care services for populations that have
previously not received their fair share of health services.

There are three types of PMS contract: an existing
practice offering the same service as under GMS, a
PMS plus, an existing practice which offers GMS
services and services normally offered in secondary care
and a PMS Greenfield, a completely new service is
established, for example for a growth in population or
for a particular need. A number of PMSs have been
established around the country that either have a
specific focus on people who are homeless or homeless
people are one of their target client groups.

Brent PMS

Brent Primary Care Trust have committed themselves as
part of their primary care strategy to have a fully
functioning primary care service across Brent which
meets the needs of their unregistered populations,
mainly homeless people and asylum seekers and
refugees. The experience in Brent has been that many
of their GP lists are closed and that there has been
resistance from GPs to accepting people on a rota basis
allocated by the PCT. The service they are establishing
through the creation of three PMSs will be fully
integrated with all PCT services, health visitors,
substance misuse team, chest clinic and the existing
homeless health team in Brent. Their plan is not to
have tiered and distinct services for this population but
to create a fully accessible service.

They have one PMS in the south of the borough
starting in April and another being developed in the
north of the borough. These will deliver services in
some of the big hostels in the borough including a
hostel used to house homeless families, and in the
primary care centres. The local authority have
undertaken to inform people they place in temporary

accommodation, bed and breakfasts and the smaller
hostels about how they can access health care through
the PMS service. They will employ salaried GPs, nurse
practitioners, link workers, an advocacy worker and
interpreters. They will link into existing health visitor
services and buy in some health visitor time for the
service. The PMS will register patients and electronic
records will be kept on all patients so that they can be
accessed from any of the sites. They will also work
alongside GP practices to change their perceptions of
the population and look at the barriers that exist to
registering this population. If a patient does not have
complex needs or a lifestyle that will make it harder for
them to use a mainstream practice they will support
them in obtaining registration with a mainstream GP.
The aim is that once initial health screening has been
carried out and an assessment made of needs the
ongoing care of a client may be passed on to
mainstream practices.

The third PMS is based in the Central Middlesex
Hospital in the A&E department to pick up the
unregistered population attending there, provide a
service for them and advocate for them with existing
mainstream GPs. It is felt that GPs working alongside
other GPs is more likely to create a bridge of
understanding: they can look at what help they need
to register this population and it will be more effective
than telling them they are next on the rota.

The PCT are aware that there is a high level of burn out
in working with vulnerable client groups and in
planning the service they have put an emphasis on
developing professional support for the staff and
developing job descriptions that are enticing and allow
for professional development and research.

The PCT have set up a steering group for the
development of the PMS and they have tried to involve
users as much as possible in its design. They have
representation form Brent Homeless User group and a
user from Cricklewood Homeless Concern. They have
concerns that the tight timetable for developing the bid
for PMS funding militated against the level of
consultation they might have chosen but that it was
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developed in response to concerns raised in their
consultation on the primary care strategy. It is a new
type of model for a PMS and they are keen for it to
develop and prove itself as effective.

Contacts: cerijacobs@brentpct.nhs.uk or
janelindo@brentpct.nhs.uk

Tower Hamlets Spitalfields PMS -

Health E1

Health E1 are a first wave PMS pilot with a three-year
life. They have been going for over three years; they
have no information on future funding or life
expectancy. The team consists of a lead nurse
practitioner, a mental health nurse specialist, two GPs,
a practice manager, and two receptionists.

The aims of the practice are to provide an effective,
efficient and equitable health care service to homeless
people. They register people who are street homeless,
those living in temporary accommodation including
hostels and those sleeping on friends and families’
floors. Patients have to be accommodated within the
E1 area or be street homeless locally. Their clients
register with the practice rather than a doctor. The
practice is nurse-led which means that their first point
of contact is with a nurse. They have an open surgery
every morning. Special surgeries include Monday
afternoon for women only. This came about to meet
the need of Somalian women to be separated from
the men for religious and cultural reasons.

They currently have a large methadone prescribing
clientele. The clients have to sign contracts, which
provide them with rules and regulations including their
behaviour, methadone usage and other drug usage.
There are sanctions if the contract is broken and these
can include suspension from the clinic for a limited

period of time or total suspension in some extreme cases.

They work closely with hostels in the area: the Dellow
Centre, Daniel Gilbert house, the Aldgate Hostel ,
Booth House and Hopetown Hostel, with St Botolph's
Day centre and with the Drug Action Team. They work
with key workers of clients and work in a holistic way
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encompassing not only health needs of clients but
other needs including housing, benefits etc. They will in
cases other than health provide clients with advice and
information on where to go to seek help locally.

The majority of their clients are ‘white’ but they do
have a lot of asylum seekers and refugees who have
been dispersed to the area. The dominant ethnic
minority communities attending the practice includes
Somalians and Kurds. They find that asylum seekers
and refugee present with a physical problem which
inevitably leads to them discovering the person is
suffering from Post Traumatic Stress.

Their statistics show that 32% of the client group is
street homeless; just under 40% of their clients have a
drug problem and 24% have an alcohol problem.

Contact: Amanda.Troughton@gp-F84733.nhs.uk
Tel: 020 7247 0090

Watford and Three Rivers Primary Care
Trust PMS

Watford and Three Rivers Primary Care Trust made
homelessness one of their HIMP priorities in 2002/3.
The HIMP target was to develop at least one initiative
to improve access to primary care for homeless people.
The PCT has, in the last year, developed a PMS for
homeless people. They have employed two part time
GPs, a nurse practitioner and a practice manager. A
purpose-built surgery is currently underway and the
service should be fully open in May/June 2003. They
will work closely with the Community Mental Health
Team and Community Drug and Alcohol Team and with
voluntary agencies.

An advisory group has been established for the PMS
with the participation of voluntary agencies. The needs
of asylum seekers in the area are becoming more
noticeable: the PMS may extend its remit to other hard
to reach groups.

Contact: steven.reynolds@watford3r-pct.nhs.uk, Health
Promotion Adviser;
penny.keith@watford3r-pct.nhs.uk, Nurse Practitioner.



Westminster PMS

Westminster has for some years provided nursing and
GP support for homeless peopleat day centres and
hostels in the area. The PCT identified that the
provision could, with greater co-ordination, be
improved to provide a higher minimum standard of
care and greater continuity of care. The tool used to
achieve this was the PMS framework, through which
additional resources are available. There is now a PCT-
led PMS Pilot that provides services out of five different
sites: West London Day Centre, St Martin-in-the-Fields
Social Care Unit, London Connection, the Passage Day
Centre and the surgery at the Cardinal Hume Centre.
The sites are linked to a shared IT server that enables
the health care professionals to access users' files
regardless of the site they normally attend, facilitating
improved continuity of care. Great Chapel Street
Medical Centre, a similar service that is also a PMS
Pilot, is linked to the same server.

Service standards have been agreed across the five sites
and are being negotiated for implementation at Great
Chapel Street, the aim of which is to give homeless
people access to care that is equitable to the rest of the
population. This will include access to out-of-hours
care, so reducing the necessity of inappropriate A&E
attendance by homeless people and increasing the
appropriateness of care that they receive.

The greater resources that have been accessed by the
PMS Pilot enable flexibility in the appointment of staff
so enabling a skill mix that reflects the needs of the
client group. One innovation since the PMS is the
establishment of a counselling service to work across
the homeless services, a service that has been identified
as needed in a number of recent needs assessments
focusing on homeless people. A second service that the
PMS will be establishing is Occupational Therapy. This
will seek to work in conjunction with the services
already provided at the day centres and hostels, to
ensure that therapeutic interventions are
developmental: are tailored to individuals to enable
their confidence and skills to develop.

The Pilot is currently exploring the possibility of

introducing outreach sessions at two of the sites
accessed by homeless women: the Church Army Day
Centre and House of St Barnabas in Soho. Key to this
development is the assessment of how best to provide
services for homeless women to ensure access and
appropriate services.

Contacts:
Business Manager of the PCT led Pilot:
chris.lease@westminster-pct.nhs.uk;

PCT Lead for Homelessness: anna.barnes@westminster-
pct.nhs.uk

City and Hackney PMS

The Sanctuary Practice in the North of Hackney became
the first nurse-led Personal Medical Services (PMS)
pilots within City and Hackney and became operational
in March 2002 as a third wave PMS pilot. City and
Hackney Primary Care Trust submitted a bid to the
Regional Office outlining the need for this Greenfield
site in response to an identified population of newly
arrived refugees and asylum seekers housed in an
accommodation unit. The bid was successful and
permission granted in July 2001

The pilot offers a new model of primary care with a
nurse taking the lead role. This is a very exciting,
ambitious, groundbreaking opportunity that will
develop the professional role of nurses, extending their
knowledge base and skills. For the salaried General
Practitioners involved in the pilot, it allows better
utilisation of skills enabling them to target their clinical
expertise more effectively dealing with undifferentiated,
complex medical issues.

The Sanctuary is situated quite close to the
accommodation unit in Seven Sisters Road, and to date
has registered over 1400 patients. The turnover is rapid
as people are dispersed but the caseload steady.

The origin of patients varies from month to month.
They currently see a large number of people from
Eritrea, Ivory Coast, Angola, Iran, Turkey, East Europe,
Afghanistan, South America and Pakistan, and to a
lesser extent black South African countries, China,
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Mongolia and Russia. This has a huge impact on their
advocacy and interpreting services. The caseload
includes a large number of women and children —
single men are in a minority.

The nurse is the first point of contact within the service
that aims to be holistic. They offer a rapid response to
health need before a person is dispersed. Health checks
are offered when registering and patients are given a
copy of their records when being dispersed to aid
continuity of care.

People present with a wide range of conditions;
psychological distress being high on the list. In most
situations the condition of people's minds is directly
related to the war situations and persecution; rape and
torture being cited in many cases. With this is mind the
practice has decided to employ its own counsellor as they
identified the need for a speedy response to referral and
for short therapy sessions. They actively try to avoid
referral to mental health services by seeking other ways
to relieve stress. They have successfully run a shiatsu
course of 10 weeks duration for women from Eritrea.

The staff at the Sanctuary comprises of 1 full time GP
and 1 part time GP; nurse clinician who is also the pilot
manager; practice nurse; 2 receptionists and counsellor.
They are in the process of employing an outreach
worker and health care assistant. They have access to
Health Visitor, District Nurse and all the services of the
PCT and secondary care, including midwifery and
mental health services. They have good relations with
staff in the hotel and will often reach potential patients
by visiting the site and making ourselves known.

They are looking to involve patients in future
developments but this may prove difficult due to their
high mobility, however the Black Ethnic Minority
Working Group who advocates for refugees and
asylum seekers and also black and ethnic minorities,
has joined with them to set up a refugee and asylum
seeker planning group, the aim of which is to co-opt
people on to the group with an interest as they come
through the voluntary sector and to ensure the
sensitivity of the service to need.

Contact Valerie.Charles@chpct.nhs.uk

16



Specialist homeless
health care teams

Some areas in London have specialist homeless health
care teams; these have originated in different ways,
some from central government initiatives in recognition
of the large homeless population in an area, some are
a PCT initiative and some have grown from a voluntary
sector service in an area. The teams vary in size and
structure and in the extent to which they are linked
into mainstream health services.

Three Boroughs Primary Health

Care Team

There are four specialist teams working across the three
boroughs of Lambeth, Southwark and Lewisham: a
specialist health homeless team, two refugee teams,
one specialising in health promotion, one clinical and a
TB team.

The work of the specialist homeless team is wide
ranging. Nurse-led teams run open access clinics
attached to hostels and day centres within the three
boroughs. Three GP practices have computer links to
hostels in Lambeth and Lewisham and also carry out
clinics within the hostels. The nurses carry out health
screening and health promotion work. There is a nurse
practitioner specialising in young homeless people. The
team keeps in contact with the local Accident and
Emergency departments and hospital discharge co-
ordinators to advise on appropriate discharge for
homeless people. The team will be developing a
resource around discharge on their web site. They have
input into all the strategic groups working on issues
relevant to homeless people in the areas they work in.

Current issues that the team are working on include
looking at new models of reaching intravenous drug
users — they have found since the reduction in rough
sleeping that there are a lot of people in hostels who
sleep there but are similar to rough sleepers in terms of
their disengagement from services. They are in dire
need of health care but evade attempts to get services
to them. Intravenous Drug Users (IVDUs) experience
severe and often life-threatening infections due to the
injection sites used and the types of substances
injected. A weekly evening clinic held in Brixton is

preceded by Outreach with Mainliners to identify and
encourage IVDUs on the street to attend the clinic
where they may obtain needle exchange and primary
health care.

There is an arrangement with ten local GPs their
practices are paid to have a locum in exchange for time
that the GPs put into special sessions for homeless
people. The team hold open afternoons every last
Thursday in the month from 2-4pm to inform
interested parties about their work.

Contact: louise.joly@lambethpct.nhs.uk
Website: www.threeboroughs.nhs.uk
Tel: 020 7414 1500

The Refugee Health Care Team

The Refugee Health Care Team works as part of the
Primary Health Care Team to improve access to health
care for refugees and asylum seekers, and to increase
the awareness of providers about the health needs of
these groups. Access to interpreters is arranged where
necessary. The team provides information and training,
organises seminars, produces leaflets (in translation),
works with GPs, local health trusts and local authority
asylum teams, and builds links with refugee
community organizations.

Contact: carmen.rojas-jimes@lambethpct.nhs.uk
Tel: 020 7414 1505

Refugee Clinical Service

The Refugee Clinical Service organises clinics in refugee
and asylum seeker hostels across the three boroughs.
The sessions are nurse led, and interpreting services are
available. The service works closely with GP practices
and PCTs, based on a model in which GP practices are
grouped on a ‘cluster’ basis to accept referrals from
particular hostels.

Contact: carmen.rojas-jimes@lambethpct.nhs.uk
Tel: 020 7411 5689

Community TB Team

The Community TB Team comprises nurses with
specialist training in tuberculosis, supported by
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administrative staff. Team members are based in the
chest clinics in the major hospitals across the three
boroughs. The team provides advice and information,
screening, home visiting and BCG vaccination. As well
as the general population, it works with homeless
people and new immigrants to offer screening and
treatment where necessary.

Contact: Julie.Glyn-Jones@lambethpct.nhs.uk
Tel: 020 8243 2041

Primary Care For Homeless People
(PCHP) — Camden PCT

Primary Care for Homeless People is a PMS that
provides primary care to homeless people in Camden
and Islington, who are not registered with a
mainstream GP. They also provide a range of health
access and advice services to homeless clients in
Camden and Islington.

The major client group is white male, age 25-40, in
temporary accommodation or sleeping rough. This
includes a high percentage of Irish and Scottish clients.
PCHP has, however seen an increase in homeless
asylum seekers and refugees and now has a specific
Health and Housing Access Worker post to provide
targeted services to this population.

Their target group is homeless clients who have a
range of complex needs or chaotic lifestyles, which
make it likely that it will be hard for them to register
with a mainstream practice.

PCHP is based at St Pancras Hospital and provides
satellite services in hostels, day centres and also on the
streets. Their main outreach sites are the Kings Cross
primary care centre and Spectrum day centre.

All sites are linked up through their IT system and
EMIS database. This ensures that the medical records
of a client can be accessed wherever they are seen.
This is effective in preventing dual prescribing and
providing continuity.

Most primary care sessions have a nurse and doctor on
site and they provide the full range of primary care
services to homeless people including a 24-hour on-call
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system, similar to other GP practices. Nurses do a full
health screen using a holistic approach to the needs of
the homeless person presenting. This will include
physical health, mental health and substance misuse.
They may also obtain information relating to legal
issues, housing and benefits etc and assist/advise in
these areas.

More specifically, PCHP can offer:
¢ Health assessment and general health care
e Well women checks
e A counselling service
e Access to podiatry services
e Hepatitis and HIV screening
e Vaccinations
¢ Smoking cessation advice/treatment
e Free condoms during consultations
e Referral to counselling, alcohol worker, mental
health services, drug worker
e On-call services at night and at weekends
e Access to dentistry services
e Alcohol and drug advice and treatment

PCHP provides health promotion advice through leaflets
and 1:1 sessions. It also provides information on where
homeless people can access food, sleeping bags, day
centre services and hostel accommodation.

PCHP works towards the national strategy and aims to
support homeless clients into mainstream services.
Once a client is housed in permanent accommodation
or is settled out of the area, PCHP will continue to
provide support for 3-6 months. During this period
PCHP will assist clients to register with appropriate GP
and alcohol/mental health services if appropriate,
within the area they are re-settled in.

Contact: Elaine.Colomberg@Camdenpct.nhs.uk
Tel: 020 7530 3444

Croydon Homeless Health Team

The team was formed in April 2001 with the intention
of developing a holistic approach which would identify
and address the health and social care needs of
homeless people and asylum seekers and refugees in
Croydon. They are a nurse-led team of staff nurses,



health visitors, a specialist practice nurse, young
persons advisers, an outreach worker and clerical link
workers. The service is for families and individuals living
in bed and breakfast accommodation or hostels or
other short-term units.

Particular areas of work that they have developed
include:

¢ Developing client held records (see page 29)

¢ Raising health staff awareness of needs and
rights to health care of people who are homeless
and asylum seekers and refugees and providing
training for a range of professionals

e Working with the Croydon Walk-In Centre to
identify users who have additional needs due to
homelessness or are an asylum seeker or refugee
and may need a follow-up appointment

¢ Developing initiatives to enable homeless people
to access a range of statutory and voluntary
services through drop-in access clinics

e Establishing systems for the identification of
vulnerable homeless people through developing
better information systems and reliable data on
people living in B&Bs and other temporary
accommodation in Croydon. This will now be
taken forward by NOTIFY.

Croydon has a large asylum seeker population and is
one of the three London boroughs with the highest
number of unaccompanied minors. The team have
developed a range of specialist services for asylum
seekers. Alongside the refugee day centre provision of
clothing and a hot meal the team provide health advice
and sign posting to relevant organisations. They have
developed a close working relationship with the local
authority asylum seeker team and they hold health
advice sessions at their offices where their young
persons advisers carry out health assessments. They
receive referrals where health concerns have been
identified. A youth group for asylum seekers has been
formed locally and the homeless health team attends
their sessions to ensure that there is direct access to
health support.

Contact: judith.francois@croydonpct.nhs.uk
Tel: 020 8680 2008 ext 311

Westminster Health Support Team

The Health Support Team in Westminster are a nurse
led team comprising of health visitors, community
nurses, welfare rights worker and support workers.
They were previously a Parkside team but are now a
Westminster PCT service and are looking at expanding
their service across the trust. They work with all
sections of the homeless population but have not
traditionally worked with street homeless people as
those that are in Westminster access other services.
They outreach into temporary accommodation and
work with single people and families and refugees and
asylum seekers. The role of their support workers is to
enable access into other services for their clients. They
do work around helping clients register with GPs,
accompany them to appointments, fill in forms and
access a whole range of services.

Contact: Alison Brown alisonb@westminster-pct.nhs.uk
Tel: 020 8451 8175

Tuberculosis screening

The Health Support team working in Westminster
identified TB screening as an area that was not working
well enough particularly for the asylum seeker
population. Despite there being vaccination
programmes in place the reality of a country in a state
of unrest is that people are often not vaccinated. The
acute trust in Westminster was not managing the
numbers of people waiting for TB screening. The
asylum seeker population is mobile and by the time
their appointment came through they may have moved
on. There was recognition that there was stigma
involved in attending a TB clinic and that screening
needed to be offered in a different setting.

The Bayswater Family Centre offers a whole range of
services to homeless people, mainly families. It was felt
that if TB screening was offered as part of a holistic
package and was less clinically focused there would be
better take-up. The TB screening service was offered at
the family centre to everyone that accessed the service
and to single people contacted through the Health
Support Teams outreach work. It was offered alongside
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housing advice and a general health assessment,
people could be seen immediately by the TB nurse
specialist and if needed go on to be tested and treated.
This pilot has been very successful and is felt to be a
much more effective way of offering TB screening.

Contact: normag@westminster-pct.nhs.uk

Barnet Homeless Action Health Team
Homeless Action in Barnet is a day centre for local
homeless people. A health team operates in the day
centre that is managed by a health visitor employed
part time by Barnet PCT. The health team based at the
centre is made up of a part-time manager, part-time
nurse and part-time CPN. They also have sessions from
a GP, a dentist, a chiropodist and an optician.

The team operates well and provides a good service for
the unregistered single homeless people that use
Homeless Action in Barnet. However in common with a
number of other areas where there is a small team or a
lone practitioner with a homelessness/health remit the
manager is trying to fulfil a number of other roles
without the support or the structures to allow her to
do so. The manager is known by the Homeless Person’s
Unit as a health and homelessness specialist. There is
no specialist health visitor for homeless families. She
acts as an informal liaison between the homeless
persons unit and the health visitor service and is aware
that health visitors are over committed and do not have
the extra time required to put into homeless families
who are in temporary accommodation and need help
with resettlement.

Contact: Sandra Taylor, Homeless Action In Barnet
Tel: 020 8446 8400

Brent Health and Homeless Team

This team consists of two nurses working with single
homeless people and a family team made up of a social
worker, school nurse and a Surestart funded Nursery
Nurse. Both parts of the team take referrals from any
source including self referrals. If the client does not
have health needs and does not fit the remit of the
teams work, the nurses will try to signpost to other
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services that can help. The team is committed to
outreach in B&Bs, hostels and temporary
accommodation seeking out clients and offering
support. The team has a holistic brief working with all
of the clients’ needs including health, housing,
benefits, as well as accessing other services and
signposting to other relevant support.

The composition of the homeless population in Brent
has altered over the past seven years of the team'’s
existence and the client base has shifted away from
rough sleepers and more towards the needs of
homeless refugees and asylum seekers and hidden
homeless people. The team have noticed an increase in
local young black people who are homeless and
contacting them for assistance.

Apart from work on health issues and accessing
services, the team spends a lot of time advocating for
clients, challenging decisions about medical
priority/vulnerability for homeless applications, referring
people for advice and legal help and assisting them to
find accommodation.

Contact: Nicole.lszak@Brentpct.nhs.uk
Tel: 020 8965 6523



Sole practitioners

In some areas the specialist input into homelessness
consists of one or two health visitors, if their role has
clear limits and they are well linked into other services
and well supported within the PCT this can work well
and they provide an invaluable service to families or
single people in temporary accommodation. It is clear
that one of the important issues for sole practitioners is
that there is a strategic link in the PCT and that issues
will be taken up at a strategic level. In the absence of
this lone practitioners can feel quite overwhelmed by
the problems they confront and very unsupported.

Richmond health visitor

Vicky Piggott is a health visitor attached to a GP practice
in Richmond. She has a normal health visitor case load
but has developed a special interest in homelessness.
The practice is opposite a local authority-run hostel for
priority homeless, both families, expectant mothers and
single people with mental health issues or other
vulnerabilities. She has influenced the practice to include
homeless people as part of the PMS. She has provided a
health visitor service to the hostel for two years and has
worked closely with the housing department to improve
conditions for people living there. She has found the
housing department very responsive and they have
succeeded in making it a more child-friendly
environment with play space for the children. Vicky
recently carried out a survey of all residents in the
hostel, having recognised that their stay could be for a
period of a year or more and feeling that this time could
be used more constructively. The aim of the survey was
to find out about residents’ experiences of access to
services and what facilities they would like to be able to
access during their time at the hostel. The survey was
carried out with a face-to-face questionnaire. One of
the issues that have emerged form the survey is that
90% of the residents would like to be able to attend
adult education classes. Vicky is looking into making
links with education, has contacted a local gym and
negotiated cheap entry for the residents; she has
organised self-esteem classes at the hostel with child-
care provided by the community nursery nurses. She is
looking into bringing family planning education into the

hostel. The biggest source of support for residents
emerged from the survey as being other residents: a
support group has been established so that residents
can continue their contact after being resettled. They
are planning the production of a welcome pack so that
when people newly arrive at the hostel they have details
about local services, shops, transport etc.

Vicky also does health promotion sessions at the
Vineyard Project which is a drop-in project for homeless
people with mental health problems. Vicky attends the
local homelessness forum and they have a small
support group of other health visitors in the area who
work with homeless people, travellers, refugees and
asylum seekers and the women’s refuge.

Contact: Vicky Piggott, Queens Medical Centre, 109
Queens Rd, Richmond TW10 6HF
Tel: 020 8255 4998

Ealing nurse practitioner

Ealing Primary Care Trust appointed a nurse practitioner
to work in two surgeries in Ealing which were adjacent
to two large hostels: Dover Court which had
approximately 170 residents — mostly refugees and
asylum seekers, families and single people- and
Poplars, a YMCA hostel with 80 residents, again single
people and families.

The nurse practitioner in post is one of the first wave of
nurse prescribers, which means she is allowed to
prescribe a limited range of medicines. She has an
innovative laptop link into the two GP surgeries for
prescribing. She does this by sending prescriptions and
case study entries via the Internet. The system works
well, the prescriptions are printed out in the GP surgery
for the GP to sign and the patient can then pick the
prescription up from the surgery without having to wait
and see the GP. This has been particularly helpful where
the patient has a language barrier; the nurse
practitioner will already have used Language Line to
interpret the presenting symptoms that GPs may not
have the time to do so effectively.

The aim of the post had been to get people living in the
hostels registered in the surgeries nearby but they found
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that there was a lot of reluctance from the residents to
de-register with their old GPs. Homeless people saw
their registration with a GP as a tie into the area where
their family and their links were. They did not want to
associate with the temporary accommodation to the
extent of taking out permanent registration with a GP
nearby. They generally only wanted to see the GP on an
emergency basis. This affected their continuity of care
and was a problem for out-of-hours calls as they went
through to their old practice.

The nurse practitioner spent a lot of time on advocacy.

This involves liaising with housing departments for
appropriate housing for her clients and also putting
pressure on environmental health to respond to the
inadequate living conditions in the local authority
run hostel.

The current post holder is leaving and Ealing PCT will
be expanding the service and appointing one post for
each of the surgeries.

Wandsworth specialist nurse and
homelessness and health worker for

asylum seekers and refugees

Wandsworth Primary Care Trust have a team of two
primary care workers working with homeless single
people and families and refugees and asylum seekers.
Linda Williamson, the specialist nurse for homeless
people plays multiple roles. She is the only person in
the trust with a homeless remit so she takes on a
strategic and a front line role. She put in the HIMP bid
for a refugee and asylum seeker worker. She spends a
lot of time on teaching and supervision, offering
training to other health care workers in the trust about
homelessness. She has been involved in setting up the
new notification system. She has negotiated an
agreement with social services that children in
temporary accommodation should be a priority for day
nursery places.

She has good relationships with the hotel managers who
inform her about new residents, she makes contact with
new families and single people, refers them onto health
visitors, GPs, social workers and education services. As
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there is a gap in services for 5-15 year olds she tries to
ensure that she prioritises seeing them in the hotels so
that she can ensure they have a school place and a GP
and she can liaise with the school nurse. She sends
information onto other boroughs if individuals or families
move on. She feels that the GP attached system does
not work for families in temporary accommodation:
there is too much change and families are reluctant to
go through their history again, important health
information gets lost and meaningful work becomes
impossible without the continuity. She has now put in a
bid for a specialist health visitor for families in temporary
accommodation who can transcend the GP attached
system and follow the families and has recently heard
that this bid has been successful.

Linda and her colleague, Rhian Williams, who is the
refugee and asylum seeker worker, run a drop-in
afternoon where any of their clients can attend, single
people and families. The refugee and asylum seeker
work is dealing with many of the issues of newly
arrived people with trauma and multiple health
problems, hidden homeless living in overcrowded
accommodation and people who do not speak English
and who do not understand the system and how to
access services. The refugee asylum seeker post is
through HIMP development money but has clearly
proved the need for such a post and the team are
hoping to have it taken into mainstream funding.

Contacts: linda.williamson@swlondon.nhs.uk or
rhian.williams@swlondon.nhs.uk
Tel: 020 8700 0623



Access to GPs

Registration with a GP is the cornerstone of health
services in this country and acts as a gateway to all
secondary care. Means of improving access to general
practitioners for people who are homeless is one of the
core concerns of many of the homeless health
initiatives. While access to specialist services is also
important registration with a GP offers continuity of
care and the building of a relationship and so is part of
the long-term strategy of most specialist services. The
initiatives described below are three ways in which
agencies have worked to improve access.

GP facilitator — Three Boroughs Primary

Care Team

The Three Boroughs Primary Care Team have a GP
facilitator attached to them for one day a week, Dr
Adrian McLachlan. He has a number of roles concerned
with facilitating access to GPs in Lambeth, Southwark and
Lewisham for homeless people and for asylum seekers
and refugees.

The primary care team, the refugee clinical team and the
TB team are nurse-led teams and Dr McLachlan offers
them clinical support. There are also ten GPs in the area
who are contracted to do specialist sessions for people
who are homeless in day centres and hostels, and who
offer enhanced access into their own practices nearby;
they permanently register homeless people and so ensure
access into a 24-hour service. Dr McLachlan offers them
support and helps in developing treatment pathways and
shared protocols. He also works with the PCT and the
local authority to foster links and to boost mainstream
access to GPs for homeless people in the area. He has
been involved in the development of Lambeth
homelessness strategy and he sits on the health and
housing sub-group of the Drug and Alcohol team locally.

He is also involved in education initiatives around health
and homelessness both within the team and in
undergraduate and post-graduate training for GPs. He
designs some educational materials and has been involved
in promoting the website at the Three Boroughs Primary
Care Team. As far as we are aware, this GP facilitator
role is a unique one in London.

Contact: adrian.mclachlan@lambethpct.nhs.uk
Tel: 020 7414 1500

Richmond Homeless Person’s Unit

registration letter

Richmond Homeless Person’s Unit in conjunction with
the PCT have developed a system whereby everyone
they place in temporary accommodation who goes
through the advice and assessment team is given a
letter to take the doctor stating that they need to
register and have been placed by Richmond and will be
there for more than three months. The letter
encourages the GP to register the patient permanently
and encourages the GP to offer a new patient health
check. It has the name and telephone number of the
responsible officer in the homeless persons unit and
invites the practice manager to contact them if they
should have any queries. They are working on this to
develop the system to put in place a new patient
health check for every new patient and to ensure that
the issuing of the letter then leads to a new patient
health check. They also plan to extend it to people who
are housed temporarily outside the borough, and to
people who are not priority homeless but residents of
hostels and other temporary accommodation.

Contact: c.waters@richmond.gov.uk
Tel: 020 8891 7421

Brent Homelessness Forum survey

Brent homelessness forum became aware of how
difficult it was for any of the clients of homelessness
agencies in the area to obtain registration with GPs. All
agencies began to monitor the situation and collect
evidence of their clients’ experiences of trying to get
registered. This evidence was collated and sent to the
PCT to back up their argument for improved GP services
for homeless people. They were then commissioned by
the PCT to do a wider survey of the health needs of
homeless people. This has recently been completed and
200 homeless people were interviewed.

Contact: Danny Maher, Cricklewood Homeless Concern,
The.Director@cricklewoodhomelessconcern.co.uk
Tel: 020 8208 1608
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Link workers

Link workers has been used here as a term for services
that have been developed to bridge a gap. The bridge
may be between the unregistered population and GPs
and other health and welfare services or it may be
between homeless young people and the family they
have left.

Health and Housing Access Workers -

Camden

PCHP have two Health and Housing Access Workers,
one working across the general homeless population
and one specifically working with the refugee and
asylum seekers. They aim to work with homeless
people in Camden and Islington. Some of their clients
are registered with PCHP, some are registered with local
practices, and there are a number of clients who do
not have a GP. They support the latter to access a local
practice.

There are three levels to this service. They provide
support to PCHP PMS registered patients, take referrals
from local advice and day services, and provide satellite
services to a number of reception centres and hotels.
The main aim of this service is to offer homeless people
advice and information on accessing GPs, and
additional health services such as dentists, podiatry,
health visitors, substance misuse services, counselling
and mental health teams. The Health and Housing
Access Workers advocate with housing, health, legal
and benefit agencies on behalf of clients and
accompany them to appointments. They arrange
interpreting services where necessary. They also work
closely with National Asylum Support Service (NASS),
the Alcohol Advisory service, HPUs, housing providers,
Social Services, mental health teams and Drug
Dependency Unit (DDUs).

Contact: Aynur.Erdogan@camdenpct.nhs.uk or
Kelly.Whitehead@camdenpct.nhs.uk
Tel: 020 7530 3444
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Waltham Forest Housing & Health Link

worker

The support and resettlement team in the London
Borough of Waltham Forest was formed to support
people living in temporary accommodation, to prevent
recurring homelessness and to help people establish
themselves in the community and to maintain
tenancies. They are there to ensure the transition from
temporary to permanent housing is a supported one.
This involves offering a comprehensive advice service
and linking their clients into a whole range of services
in the community.

Sharron Roberts is the new Housing Health Link worker
based within the Support and Resettlement Team. This
is @ new service area resulting from the Government'’s
guidance urging primary care trusts to offer primary
health care checks to families living temporary
accommodation. The post will focus on ensuring that
people living in temporary accommodation are able to
access primary health care services and support will be
provided to maintain their health and well-being.

Sharron has started by researching current service
provision. She has sent questionnaires to everyone
placed in temporary accommodation, in or out of the
borough. Her initial findings have been that people
placed out of the borough who disclose to their GPs
their move are removed from the list and find it very
difficult to register with GPs because of their temporary
status. Others who have to return to the borough for
regular health appointments find the travel and the
distance stressful and detrimental to their health.

In addition she has been concentrating on networking
and liaising with a range of statutory and voluntary
organisations to establish their routes of referral and
understand what is available for the client group. She
has been doing this in Waltham Forest and in
neighbouring boroughs where clients are placed.

Contact: sharron.roberts@hsg.lbwf.gov.uk
Tel: 020 8496 6411



St Mungo's health development worker
St Mungo’s developed a part-time post about eighteen
months ago as a health development post for the
organisation. Miles Davis, the post holder takes a lead on
primary health care issues for the organisation attending
external meetings and communicating internally on health
issues, promoting an understanding of the structure and
workings of the NHS within the organisation.

He has a role across St Mungo's provision to ensure
that their residents and users are linked into health
services. Where there are specialist teams — Lambeth,
Southwark and Lewisham and Camden and Islington —
this entails building on the relationship with those
specialist teams. In other areas it means making links
with the primary care trust or with local GP practices
and working with hostel managers to make the local
links that are needed to facilitate their users access into
mainstream services.

St Mungo's also has a substance misuse team and a
mental health team and a resettlement team so there
are clearly overlapping issues with these teams and
they work closely together. As far as we know his post
is unique within homeless service providing
organisations but it is a role that is well used and could
be expanded.

Contact: milesd@mungos.org
Tel: 020 8740 9968

Family mediation services

Family Mediation Services are being established in a
number of local authorities. This is partly a response to
the new duty to house homeless 16/17 year olds and a
recognition that young people and their families may
need some help to resolve family conflicts that may
have led to the young person’s homelessness. Alone in
London has long experience of family mediation with
young homeless people. It is a method that enables
both parties in a relationship to discuss the areas of
difficulty. It can be used where there has been a
complete breakdown in the relationship and where the
young person wants to make contact with family
members. It can be used where the young person

wants to leave home but wants to do in a planned
way. Mediation can help resolve conflict and enable a
young person to return home. It can be done indirectly
and mediators will pass messages between the young
person and the family or it can involve joint family
meetings. Mediators sit down with the young person
and family separately and listen to how they feel about
the family situation and to pinpoint the issues. The
mediators will then help the young person and family
to meet and talk about the situation and work out for
themselves what they can do to improve the situation.
It is impartial; the mediators do not take sides or
impose solutions.

Alone in London can advise on setting up family
mediation services.

Contact: mediation@als.org.uk
Tel: 020 7278 4224
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Notification systems

ALG/GLA Notify

There has been an awareness for many years that one of
the reasons for the poor access to a whole range of
services experienced by homeless people in temporary
accommodation is that no agency has a picture of the
movements in and out of temporary accommodation. This
also has an impact on service providers being able to plan
and target services effectively for vulnerable groups. Under
the Housing Act 1996 local authorities are obliged to notify
each other when they place a homeless household within
another’s boundary. The Code of Guidance to the
homelessness legislation states that where households have
been temporarily accommodated in another area the
placing authority should take steps to ensure liaison
between the relevant departments of both authorities,
including, housing, environmental health, social services
and education. It further states that authorities should
ensure that all babies and young children in temporary
accommodation have the opportunity to receive health and
developmental checks.

The GLA and ALG are working on a web-based notification
project, NOTIFY. The objectives of the project are to notify
relevant services of the placement or movement of
statutorily homeless households in temporary
accommodation in London.

The project aims to meet the above objectives while at the
same time minimising the workload for London borough
homeless person’s units/housing departments. There will be
a web-based database administered by the GLA's Bed and
Breakfast Information Exchange that HPUs/Housing
departments will send information into on a weekly basis.
Local Education Authorities (LEAs), Social Service
Departments (SSDs) and PCTs will be notified of the
information on a weekly basis. The information passed on
will include the: person’s name, date of birth, gender,
ethnicity, if pregnant, language spoken, GP, social worker
involvement, school, reason for homelessness, priority need
status. Social Services will be asked to indicate on the
system any households that are known to contain children
in need.

The system has been piloted in four boroughs and will be
rolled out to all 32 London boroughs (including Homeless

Persons Units (HPUs), SSDs, LEAs and PCTs) starting in
May/June 2003 and phased in slowly .

The ALG/GLA will be jointly evaluating the interim system
in conjunction with user panels consisting of
representatives from each of the participating agencies.
They will also be tracking the levels of usage on the site
during the interim system as well as collecting other
important information to allow for a coherent evaluation.

A meeting of the ALG Housing Directors panel has already
agreed that all boroughs will use the system. There is also a
political imperative for boroughs and other agencies to be
involved emerging from the recent Climbie Enquiry. The
ALG say if the system proves to be successful there is no
reason for boroughs not to take part. In terms of workload,
it is not considered to be onerous. HPUs will send
information to the central hub on a weekly basis. Other
agencies like LEAs, PCTs and SSDs are recipients of the
information and will use the information to inform their
own work. SSDs are the only agencies who have any input
information — this is tagging HPU cases where they are
aware of an SSD involvement. PCTs will be involved, again
on the same terms as other agencies. They will be
recipients of information on families and individuals who
either move into their area, move within their area or leave
their area. Health agencies have been the hardest agencies
to involve in planning the system, partly because there is no
clear person who should be taking responsibility. The
government have published a consultation paper® in which
it is proposed that they will issue statutory guidance
requiring housing authorities to outline in their
homelessness strategies how they will ensure the necessary
support for homeless households in securing the provision
of relevant education, health and social services. If this
comes into force a version of this system will have to be
put in place nationally. This has the potential of creating
systematic access to health services for people in temporary
accommodation.

Contact: debra.levison@london.gov.uk, GLA NOTIFY project
manager; Tel: 020 7983 4677

nigel.pamphilion@alg.gov.uk, ALG NOTIFY project
manager; Tel: 020 7934 9814

6 Improving Standards of Accommodation for Homeless Households Placed in Temporary Accommodation. A consultation

paper, May 2003, Homlessness Directorate
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Training

A lack of understanding of the connections between ill
health and homelessness both among health
practitioners and homelessness services is often
identified as one of the main barriers to improved
service delivery. Also key is an understanding between
agencies about each other’s roles and responsibilities
and referral routes. The training initiatives described
below address some of these issues.

Westminster Health Support Team

The Health Support Team in Westminster have
developed a lunch time learning training programme
for those working with people who are homeless and
refugees and asylum seekers. The aim of this
programme is to promote a greater understanding of
the needs of the client group, increase participants
understanding of the roles of other agencies in the care
of those groups and of the resources available for
them. It also improves links between agencies so that
more holistic care can be offered. Sessions include:

* An introduction on refugees, asylum seekers and
homeless people

¢ The health and mental health of refugees and
asylum seekers

¢ An introduction to the benefits system

e Tuberculosis — an introduction and current trends
and treatments

e Homelessness and children

e \Women's health

¢ Homelessness housing and health

e Drug and alcohol issues

e Environmental health

¢ Infectious diseases

¢ Immunisation of refugees

These lunchtime learning sessions have been running
for sometime and attract people from GP practices,
social services, housing and the voluntary sector.
Experience has shown that participants appreciate them
additionally for the links they make and for the support
provided for working in a demanding field.

Contact: Alison Brown alisonb@westminster-pct.nhs.uk
Tel: 020 8451 8175

Croydon Homeless Health Team

A comprehensive training programme, which includes
raising awareness of the health needs of homeless
people amongst health providers and other services, is
being rolled out. They provide information and training
sessions for asylum seekers on how and when to access
health services. Elements of their training programme
include:

Practice managers’ training course

This clarifies procedures for registering
indigenous homeless populations and refugees
and asylum seekers. The training will encourage
the examination of mechanisms aimed at
improving the registration process

Receptionist training

This training explores how front-line staff can
cope more effectively with the transient
populations and non-English-speaking clients
through the registration process. It aims to give
receptionists more understanding of the
vulnerabilities of the clients they are seeing and
to change attitudes as well as processes.

Inter-agency study day

This day attracts a whole range of participants
from social workers, midwives, health visitors,
HIV specialists, migrant help line workers. The
day is intended to inform on issues and concerns
that affect homeless people in order to ensure
that representatives from the range of
organisations can feel clear about the
mechanisms and processes that need to be
considered when delivering services to this
client group.

Practice nurse training

The team are running practice nurse training
sessions on health care for homeless people and
asylum seekers and refugees.

Contact: judith.francois@croydonpct.nhs.uk
Tel: 020 8680 2008 ext 311
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Richmond Housing department
Richmond Housing have established a half-day training
course called "What we do in housing’ aimed at non-
housing staff in the statutory and voluntary sector, health,
social services and voluntary organisations. They have run
the course three times in the last five months and about
45 people have attended. About half the attendees have
been health visitors. Issues covered include:
e Setting the scene in which housing operates
¢ Who does what e.g. assessment and advice team,
asylum seekers team, temporary accommodation
team, strategy and development team
¢ How the homelessness legislation works
e How the housing register operates
e How supported housing can be accessed.

It also includes interactive exercises using the
Homelessness Forum Service Directory, which
participants are given a copy of. Feedback from the
courses has been very positive. It is hoped that it will
lead to health visitors being clearer about how they can
help their clients with housing difficulties, writing
letters in support of re-housing or completing
assessment forms for additional social or welfare
points. Handouts include contact details for all housing
staff so those participants know whom to contact in
the future on behalf of their clients.

Contact: C.Waters@richmond.gov.uk
Tel: 020 8891 7421

The Homelessness Training Unit
The Homelessness Training Unit receives funding from
the Homelessness Directorate to provide training to
voluntary sector agencies working with homeless
people. The orientation of the courses is mental health,
drugs and alcohol. They also run courses on facilitating
groups and on reminiscence work. A sample of the
courses in the current programme is:
e Understanding and working with personality
disorder
e Working with statutory mental health services
e Dealing with bereavement and death in work
with homeless people
e Meaningful occupation and homelessness
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The unit is non profit making and courses are cheap.
The unit works in partnership with a range of other
agencies allowing them to tap into a wealth of
expertise from the HMII teams to the Samaritans and
the Henderson outreach team. They also have input
from mental health services user trainers.

Contact: Catherine Hennessy, Training Manager hmii-
training@uk2.net
Tel: 020 7840 0658

Social Action for Health

SAFH developed as a homelessness and health care
training course targeted at front line workers in
housing and health, community nurse, health
advocates, housing officers, receptionists. The
objectives of the course were to identify the causes of
homelessness and the risk factors, to have an
understanding of housing legislation and the limited
rights of single homeless people and to recognise the
barriers to health services that homeless people
experience and how these may be overcome.

A variety of methods were used on the one-day course,
brainstorming, talks with handouts, case studies, videos
and sometimes a theatre group. The course was very
popular and evaluated as useful by the participants.

Contact: elizabethb@safh.org.uk
Tel: 020 7247 7447



Client-held records

For many years the issue of client held medical records
for homeless people has been discussed and piloted as
a means of overcoming the difficulties in providing
continuity of care to people who are mobile and who
find it difficult to gain permanent registration.

Client held records have been used successfully for
some years by specialist teams in a number of areas
including Birmingham, Westminster, Lambeth,
Southwark and Lewisham. Each team has produced
records specific to their population. These records have
a community and health visiting perspective and are
often modelled on the type of record the general
population have when they have a new baby. The
general picture from evaluations has been that they are
not very successful with people who are homeless but
that they are an effective tool to use with refugees and
asylum seekers.

Croydon Homeless Health Team

Client-held records are used in Croydon for asylum
seekers and take into account the needs of this client
group. The records have been designed to meet the
needs of the patient in accessing care and also to
provide the type of information recorded in general
practice about the rest of the population.

In Croydon a consultation exercise was carried out with
staff from primary and secondary care including GPs
and non-clinical staff, practice managers and
receptionists to agree a format that would satisfy the
needs of both paperless computerised practices and
surgeries using traditional records. Government targets
for key income generation areas in primary care such as
childhood immunisation, TB screening and sexual
health screening were also taken into account during
this process.

The team then approached practice nurses to formulate
the ideal new patient health check. The specialist TB
nurses also had input to the records resulting in a user-
friendly format to record screening results. As a result
of the consultation some specific information needs for
asylum seekers including female circumcision, and
experience of rape and/or torture were added. Service

users were not consulted at this stage due to the large
amount of work already documented on problems
homeless people and asylum seekers and refugees face
in accessing primary care.

The client-held records essentially follow a medical
model with the emphasis on disease and the process of
screening at a new patient check. The booklet is held
by the patient and is known as a personal health
record. It records a ‘snapshot’ of the holders’ medical
history and health taken as they arrive in Croydon.

There is also a communications page/section within the
personal health record that can be used by the patient
to ask health professionals to record significant events
such as hospital appointments, investigations. It is
hoped this will avoid repetition when and if they are
later dispersed around the country in accordance with
the government'’s dispersal policy for refugees and
asylum seekers.

The records are issued by nurses within the team who
will also complete a health assessment and liaise with
practice nurses in primary care. Clients are informed as
part of the homeless team assessment on how to
access services including walk-in services, NHS direct
and pharmacies. The aim is to lessen the emphasis
placed on ‘seeing the doctor’ to register with a practice
in order to access the full range of primary care services
available. The team will also provide with these records,
targeted health promotion information aimed at the
individual and differing needs of the client.

They are hoping to make the records available in a
number of languages. The client held-records are
currently being evaluated. It is hoped they will have
information from asylum seekers, interpreters and
health professionals about their usefulness by
September.

Contact: judith.francois@croydonpct.nhs.uk
Tel: 020 8680 2008 ext 311

Westminster Health Support Team
The Health Support Team in Westminster were one of
the first teams to develop and use client held records

29



with homeless people. They work across the homeless
population in temporary accommodation with families,
single people and asylum seekers and refugees and
they offer hand held records to all their clients. They
find that they are well used by asylum seekers and
refugees and by families and less so by the single
homeless population. This may be because asylum
seekers and refugees are more used to holding onto
important documentation and families with children are
used to the idea of a patient held record from the post
natal booklets.

The team has done an evaluation of the client-held
records and they keep their use constantly under
review and add new sections as they become useful.

Contact: Alison Brown, alisonb@westminster-pct.nhs.uk
Tel: 020 8451 8175
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Health promotion

The lack of permanent good quality housing is the factor
that has the most impact on a homeless persons health.
However within this context it is important to address
how people who are homeless can take care of their
health and how organisations working with homeless
people can put in place positive health policies.

Three Boroughs Primary Health Care

Team

One of the nurses at the three boroughs team has
recently organised a series of health promotion sessions
at the North Lambeth Day Centre, which worked well
and kept the participants’ interest. They had tried
advertising similar sessions before and had very little
interest so it was felt the key was to have a captive
audience. They also realised that putting posters up
was not a good form of advertising and it was better
to do lots of fliers and leave them around on the
tables. The sessions were tagged onto the end of a
morning session that people were already attending
and refreshments were offered. They got suggestions
for the sessions through a quiz and offered vouchers as
prizes. The nurse did some of the sessions herself but
for others she brought in health workers from other
teams or agencies with specialist knowledge. The
sessions that were offered included: blood pressure, TB,
footcare, the diabetes nurse, the mental health team,
HIV, stopping smoking, incontinence, homeopathy and
a session by a dietician.

Between 6 and 15 men attended all the sessions,
which NLDC were very pleased with. A staff member
from the day centre was present at all the sessions,
which was particularly helpful as there were some
participants with mental health issues that needed
some guidance in using the sessions. They have not
evaluated the sessions but intend to do some
evaluation in the future.

One of the lessons they learnt was that holding
sessions every fortnight was too intensive and that
monthly was a better spacing of the sessions.

Contact: lesleypetrie@lambethpct.nhs.uk
Tel: 020 7414 1500

Croydon Homeless Health Team

The Croydon Homeless Health Team have recently won
one of five awards across the country from the Queen’s
Nursing Institute to help them develop a health
promotion initiative targeted at asylum seekers. The
language groups that the team are seeing in temporary
accommodation changes so quickly that by the time
they have got material printed up in a language it can
fast become obsolete.

The new project is based on pictorial information. They
are giving disposable cameras to their clients to go out
and take pictures of local health services such as
Accident and Emergency, the walk-in centre, the GUM
clinic, the chest clinic, and the Patient Advice and
Liaison service. Clients then have a session with
interpreters where they give them back their pictures
and discuss how to use the services. This is working
well and they envisage it as a model that could be used
with a whole range of groups.

Contact: Judith.Francois@croydonpct.nhs.uk
Tel: 020 8680 2008 ext 311

Watford New Hope Trust

Watford New Hope Trust Haven Day Centre put in a
successful bid for HIMP partnership money to promote
healthy eating and cooking skills to their client group.
This built on previous work in the day centre where
they had organised health promotion days to promote
healthy eating and cutting down on alcohol
consumption. They had provided a healthy lunch and
goody bags of ingredients and personal hygiene
products to take away. These days had worked well
and they wanted to build on them by running small
group ‘let’s cook” workshops.

The centre had advice from a nutritionist around the
special needs of people who are homeless, such as
people sleeping rough needing a higher fat content in
their diets. They ran small groups of two or three
people cooking healthy meals on a budget. They are
now planning to produce a recipe book in conjunction
with the social enterprise market gardening scheme
they run. Future plans include basic training in food
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hygiene and working towards participants obtaining
certificates in food hygiene, which may help them in
seeking future employment.

Contact: Liz Baddaley, wnht@talk21.com
Tel: 01923 210680

Cricklewood Homeless Concern
Cricklewood Homeless Concern Day Centre have
recently appointed a health promotion worker. They
had great difficulty in appointing someone with a
health background and instead appointed someone
with a background in working with homeless people.
His remit is helping users link into health services, and
carrying out positive health promotion work within the
centre. He is currently doing a survey of homeless
people’s experience of using the health service to feed
into the primary care trust.

Contact:
The.Director@cricklewoodhomelessconcern.co.uk
Tel: 020 8608 1608

Sexual health promotion - CLASH

Central London Action on Street Health is an outreach
project based in Soho in the West End of London. It is
attached to the Health promotion service at Camden
PCT and is also part funded by Westminster. The main
aim of CLASH is to make contact with clients who are
at risk in terms of HIV and sexual health and who may
not be in touch with other services. Their main client
groups are male and female sex workers, young
homeless people, injecting drug users, and gay men.
Many of their clients have immigration issues which
mean they are less likely to access health services and
that they also need interpreters. They make contact
with clients through outreach work on the streets, in
clubs, in saunas and in flats. They provide advice,
support and information about HIV and sexual health
and safer drug use; they provide condoms and clean
injecting equipment and help clients to access services
and make informed choices about their health.

CLASH works in partnership with housing workers from
London Connection, with the Mortimer Market Centre
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who run a sexual health clinic, with the Hungerford
Drug Project, Cleveland St and the Angel Drug Project
with whom they run a mobile needle exchange and
with the New Horizons Youth Project who they carry
out street work sessions with in the King’s Cross area.
They are also running a joint project with the NSPCC to
target young women who are involved in prostitution
or in danger of becoming involved. Furthermore, they
also offer training to a number of different groups
including clients in hostels and day centres, project
teams and medical staff.

Contact: CLASH.gvot@virgin.net
Tel: 020 7734 1794

Suicide prevention and mental health

promotion — Camden
The borough of Camden has one of the highest needs
for mental health services in London and is the worst
ranking borough in England for suicide with an average
of 35 suicide deaths a year. The PCT in collaboration
with mental health charity Mentality has initiated a
project to draw up an action plan to reduce suicide in
Camden. They have started by researching into the
suicides in Camden and one of the findings is that one
in five suicides is either at a hostel address or is No
Fixed Abode. One hostel alone had seven suicides in
five years. These findings have made it very clear that
work needs to be done with the homelessness sector if
they are serious about preventing suicide. Issues under
consideration are:
¢ Increased training of hostel staff on mental
health issues
¢ Mental health promotion targeted at
homelessness provision
¢ Assessment panel for high risk clients so that
practitioners can be made aware of need for
extra support.

The project will be drawing up an action plan. They are
involving members of the homelessness forum and
asking for suggestions from anyone with insights into
this area.

Contact: hneuberger@vac.org.uk
Tel: 020 7284 6577



Health promotion in hostels

Healthy Hostels — A guide to promoting health and
well being among homeless people

This guide, written by and researched by Crisis Health
Action and published by Crisis, explores health
promotion work with homeless people and examines
how housing and resettlement workers can help to
promote the health of homeless people, what is
effective and what resources they need to help them. It
brings together the experience and knowledge gained
through current work and ideas for developing future
work with this population. It contains lots of
information and practical examples of health promotion
activities and outlines principles of good practice. It will
offer housing providers and health workers valuable
insights into how housing providers can gear up and
become more effective in these areas.

The guide is available to order from the Crisis web site
at www.crisis.org.uk/publications
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Resource packs

The need for accessible information about the range of
services available for people who are homeless is an
issue that comes up perennially in reports on
homelessness. A number of agencies are producing
resource packs for use by agencies to improve access to
services across the sector.

Richmond Homelessness Forum

Richmond Homelessness Forum in conjunction with the
PCT and Crisis Health Action produced a health
resource pack for use by workers working with people
in temporary accommodation. It is called The Feel
Good Guide, and contains a variety of information for
workers to help support their clients’ general well-
being or for clients to use themselves. It covers topics
that can be used in home visits and can prompt
discussions. Pages can be photocopied and used as
handouts. The pack contains:

e Alist of all doctors dentists and opticians in the
borough, plus information on pharmacies, A&E
and alternative medicine.

e Leisure and activities — information on being
active and getting fit plus application forms for
leisure cards

e Education, libraries and courses and
voluntary work

e Housing

e Stress and depression

¢ Hygiene

* Smoking, drinking and drugs

e \Women’s health and men’s health.

The guide is being updated and relaunched by the PCT. A
version has been sent out widely for evaluation;
comments will be taken on and changes made and the
guide will be distributed around the borough to everyone
working with homeless and insecurely housed clients.

Contact: jacki.mceneaney@rtpct.nhs.uk
Tel: 020 8408 5988
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Croydon Health and Homeless Team
Croydon Health and Homeless Team have developed a
resource pack, which is used in all PCT community bases
for anyone working with refugees, asylum seekers and
homeless people. These are designed to provide trust
staff with easy access to information and provisions
available to homeless people. They also enable staff to
keep abreast of current legislative initiatives or changes.
A designated person at each base is responsible for
keeping it updated when the team forward information
that needs to be added or changed.

In addition the Croydon team have developed information
packs for people living in B&Bs which provide them with
local community information, the location of health
centres, libraries, play groups, leisure facilities, etc.

Contact: Judith.Francois@croydonpct.nhs.uk
Tel: 020 8680 2008 ext 311



User involvement

People who are homeless are obviously the best people
to comment on how to improve health services and
make them accessible for them. The normal routes of
user involvement are unlikely to achieve feedback from
homeless users so it is important that PCTs think of
other ways of establishing user involvement
mechanisms that will be effective in hearing from users.

Lambeth, Southwark and Lewisham

User Consultation

This project is due to get underway in Spring 2003 in
Lambeth, Southwark and Lewisham (LSL). It has been
established in recognition of the fact that in order to
commission and plan effective health care a dialogue is
needed with users of services. In terms of homeless
people this dialogue has more generally been with
voluntary sector and specialist agencies acting as their
advocates. The PCTs in LSL saw a more effective long-
term response being to encourage homeless people to
do it themselves and to build up their confidence and
self-esteem in the process. It was recognised that a
specialist project was needed as mainstream user
participation mechanisms are not always easy to use for
people who are homeless. The aim is to empower
people who have a background of homelessness to
gain opinions and views from homeless people in
relation to the health care they require, reasons they
may not be using current services and suggestions as to
how to improve services.

The project will use ex-homeless facilitators who have
successfully completed the Thames Reach Bondway
Peer Education Programme. This programme is about
people who have been homeless learning from others
who have had the same experience. Ex-homeless
people learn and practice the skills involved in leading
workshops on addressing and solving the problems
associated with retaining a tenancy. This will ensure
they have a base line of skills, and it will ensure a
pathway is created to further build upon skills and
provide employment experience.

The project will employ a part-time co-ordinator in the
PCT who will oversee all the Thames Reach Bondway

employees and participants in the scheme and who will
sit on the steering group that will direct the project. It
will also employ a part-time support worker who will
select, train, and support the ex-homeless facilitators
and provide administrative support for the project.

The facilitators will visit voluntary sector agencies in LSL
with the objective of collecting information from
homeless people about their views on health care.
Facilitators will write up the focus groups with the help
of the support worker and produce a quarterly report
on their activity; they will sit on the steering group and
feed back findings.

Contact: Susan.Field@lambethpct.nhs.uk

Tel: 020 7716 7156

Contact for Peer Education Programme at Thames
Reach Bondway, Kath Dane, kathdane@trb.info

Brent Homeless User Group

BHUG is a forum for homeless and poorly-housed
people in Brent. They have user representatives who are
sitting on the homeless strategy steering group in Brent
and on the Primary Care Trust led steering group for
the PMS for homeless people. The representative on
the PMS has only attended two meetings so far but
reports that there is a genuine enthusiasm to embrace
the views of homeless people and to organise focus
groups to hear from a wider cross section. Members of
BHUG have accessed funds from the Community
Network to undergo training in peer research
techniques, health and safety and confidentiality. They
have been engaged by Brent to gather baseline
information to feed into their homelessness review and
strategy and they have also been asked by the PCT to
carry out some survey work with homeless people and
refugees and asylum seekers. This approach has
multiple advantages, it means resources are not going
into private consultancies but into the local community.
Furthermore, it means that people who are or have
been homeless can learn useful skills to help gain
employment and it is likely to achieve good quality
information because they will relate to the client group.

Contact: spike_hudson108@yahoo.co.uk
Tel: 07940 395708
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Cardboard Citizens' Engagement

Programme Health Pilot

Cardboard Citizens are the UK's only professional
theatre company working with homeless and ex-
homeless as creators, performers and audience; all its
actors have personal experience of homelessness and
are paid professional wages. It runs free, weekly, open-
access workshops — many in partnership with Crisis
Skylight — to help increase participants’ self-esteem and
social skills. Cardboard Citizens also offer training,
mentoring and employment opportunities.

The company is a leading practitioner of forum
interactive theatre, a technigue that gets the audience
involved in solving problems that relate to their own
lives. It focuses on the behaviour of the individual,
demonstrating how changes in behaviour can produce
positive changes in one’s life, reminding people that
they may have more power than they may realise. The
technique also provides the opportunity to build
confidence, facilitate information exchange and allows
a safe space to practise positive behavioural change.
Cardboard Citizens have this year been awarded a
grant from the King’'s Fund to work with Primary Care
Trusts in order to improve access to primary health
services for homeless people. In the first year this is
involving partnerships with Westminster and Camden
PCTs and then will be extended to others. Part of the
programme will be to encourage health professionals
to attend a performance to give them a better
understanding of the key issues facing homeless people
and allow the company to discover their concerns with
regards to delivering services. All the actor/mentors will
have training in health care issues and have built up
relationships within the PCT. The engagement
programme will then be taken out to hostels and day
centres. At the end of the performance the
actors/mentors draw attention to the fact that the
audience have been able to find solutions to the
problems faced by the characters and that there are
opportunities to find solutions to the challenges they
face in their own lives. The actors/mentors will spend
time talking to the audience on a one-to-one basis,
discussing options, making appointments for them. If
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appropriate these relationships are extended to follow-
up meetings, which may involve accompanying people
to appointments. The personal experience of all the
actors/mentors of homelessness is invaluable when
engaging the trust of the audience and supporting
them to make positive changes in their lives.

Contact: mail@cardboardcitizens.org.uk
Tel: 020 7247 7747

Groundswell

Groundswell is a national charity that supports a
network of people and projects that are committed to
inclusive approaches to tackling homelessness, poverty
and exclusion. They aim to:

e Work with people who have experienced
homelessness, poverty or exclusion to set up and
run projects to help themselves and others
achieve their goals

* Encourage service providers to recognise and use
the skills and expertise of people who access
their services

e Create opportunities for people to influence the
decisions that affect their lives.

Groundswell are the organisation behind speak outs
which have been held all around the country since they
were pioneered in Scotland by a group of homeless
and ex-homeless people who sought to provide a
platform for homeless people’s voices to be heard.
Speak outs are a powerful way for people to
communicate with and influence people and
organisations that make decisions that affect their lives.
They are community-based, people-led meetings which
encourage everyone to have a voice. Planners and
policy makers from the services that affect the
participants are invited to come along and to listen and
to respond to the concerns that are raised. The
Groundswell website contains a recipe book for
organising speak outs which is very useful and
informative. Below are some of the issues that have
come out of speak outs about health in the last year:

® The need for more sensitivity and respect when
dealing with homeless people’s issues



Concern that there was no choice about which
GP practice to sign up to — had to use nearest to
hostel/B&B, but some GPs are not sympathetic or
even understanding of relevant issues (whether
drug use or homelessness or to do with culture)
Homeless people felt that health staff made
instant judgements about their appearance and
treated them as second class

Insufficient aftercare or support for people
leaving detox/rehab newly clean

The need for more direct access to drugs
workers — including drug workers in hostels
More drugs education needed — especially hard
hitting, more prevention and education in
schools and greater availability of information
A reduction in waiting time for rehab & detox
needed and a need for services for women
Many people felt that the quality of treatment
depended too much on the GP’s attitude to
drugs and how sympathetic he/she was

The complaint that there was no support
through probation and that imprisoning people
can undo hard work on drugs rehab

Better & quicker access to GPs needed

More adverts for help in more obvious places
needed — DSS, courts etc

Greater floating support needed and more
outreach

The suggestion of different hostels for different
needs as it's difficult to stay clean in a hostel
with users yet you get thrown out for using in
some hostels

More help needed for people coming out of
prison

Safe clean places to use drugs

The feeling that long-term problems go unnoticed;
GPs only notice immediate presentation

Mental health treatment seems reactive not
pro-active

People feel ‘over-medicalised’

The need for alcohol rehabs — home detox is not
appropriate

The need for better procedures for discharge

from hospital after being admitted for self-harm
More support groups and user-led services
needed

24-hour mental health advice needed.

Contact: info@groundswell.org.uk
Website: www.groundswell.org.uk
Tel: 020 7737 5500
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Mental health

A high percentage of homeless people have mental
health problems. Here we have highlighted just two of
the specialist teams offering mental health services to
people who are homeless. The majority of mental
health issues are dealt with through primary care so
many of the other services described in this guide will
be addressing mental health; however the poor access
that homeless people experience to primary care also
impacts on their mental health. If you have additional
models on delivering mental health services to
homeless people that could be highlighted in this guide
please send them to Crisis Health Action.

Tower Hamlets and the City — HHELP
HHELP are one of the multi-disciplinary outreach teams
for people who are homeless and have a severe or
enduring mental illness established under the
Department of Health Homeless Mentally Ill Initiative.
The team includes CPNs, social workers, psychologists,
psychiatrists. They work closely with hostels in Tower
Hamlets and the City, with the local contact and
assessment team and with the primary care PMS for
homeless people, Health E1 and with local drug and
alcohol teams and with the Homeless Person’s Unit.
They are in the process of developing service level
agreements with hostels and day centres that they
work with specifying their roles and responsibilities.
They are developing work with hostel providers to
encourage greater use of the care programme
approach as a planning mechanism for people with
mental health problems. Although it is only those with
severe and enduring mental illness that get on the Care
Programme Approach it potentially has much wider
application. The process is about involving users in a
care plan that is owned by the user and the service
provider and is regularly reviewed. HHELP are
encouraging its use in hostels as an effective way of
involving users and sustaining a stay in a hostel and a
planned resettlement. Familiarity with the process also
enables hostel workers to take a full and active part in
the Care Programme Approach.

HHELP are increasing their links with primary care
through Health El. The consultant psychiatrist gives
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consultant time to the GPs and nurses to discuss
particular cases to enable them to better address the
clients” mental health needs. They are also looking at
operating a triage system where the nurses and GPs
will pass people on to HHELP if they show signs of an
enduring and severe mental illness.

In partnership with the Homelessness Training Unit and
independently they offer training and consultancy to
agencies in their area. The psychologists in the team can
offer consultation to hostels on issues around group
dynamics or the after-effects of a death or major incident
in the hostel. They can also offer psychological therapies
in for example anger management and obsessive
behaviours.

The team has a Somali worker with a specific role to
work with the Somali population. Hidden homelessness
is a big issue in the Somali population and they found
they needed to have somebody familiar with the
culture and acceptable in the local mosque to access
this population. There are many people ostracised from
the community who are sleeping in cars or sleeping out
and who may be using Khat houses, who the worker
has made contact with.

Contact: David.Lynch@elcmht.nhs.uk
Tel: 020 7702 9202

Camden and Islington Focus
Focus is a multi-disciplinary mental health team
established under the Department of Health Homeless
Mentally Il Initiative working in Camden and Islington.
The principles by which they work are:
e Qutreach — going to where the clients are
e Holistic — engaging the client through whatever
their needs are, whether that is social, welfare
benefits or health
e Assertive — a smaller caseload allowing a longer
time with the client and persistence in engaging
and making a relationship
e Partnership working — close working
relationships with other agencies working with
their clients, e.g. meeting every three weeks
about clients they share with CAT workers, joint



visits to clients with health issues with Primary
Care for Homeless People, (PCHP) joint care
planning with hostel workers

* Long-term engagement with clients through
moves to different types of accommodation,
until they are more permanently settled and

passed on to a Community Mental Health Team.

Focus also have a training role in mental health issues
for agencies in Camden & Islington, either in
partnership with the Homelessness Training Unit or
independently. See also entries under Discharge (p.40)
and User Involvement(p.35).

Contacts: Elaine.Greer@candi.nhs.uk or
Sara.tiplady@candi.nhs.uk
Tel: 020 7530 5757
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Hospital discharge

Discharge from hospital is clearly a very live issue for
health services and for local authorities. Safe high
quality co-ordinated care is one of the Department of
Health Priorities and Planning Framework priorities.
Furthermore, from January 2004 local authorities may
be fined if beds are blocked due to the local authority
being unable to put a discharge plan in place. The
emphasis is on discharge of the elderly but people who
are homeless can obviously present problems to
discharge appropriately. A stay in hospital can be seen
as a real opportunity to put services in place for
someone who is homeless and to ensure that they go
out to better circumstances than those from which they
were admitted. Establishing discharge protocols
between the hospital and a specialist homeless team or
the homeless person’s unit is one method of achieving
planned discharge but a protocol in itself is not
enough. It has to function effectively and this means all
staff knowing about it, which means constant updating
of new staff and temporary staff and it means planning
for discharge from the time a homeless person is
admitted. All too often the issue is only considered
when there is pressure to free up a bed which is too
late to start proper planning.

Camden PCT - Homeless Patient Co-

ordinators

Primary Care for Homeless People (PCHP) have two
Homeless Patient Co-ordinator posts. Their main aim is
to support local hospitals (such as UCLH, Royal Free
and Middlesex) to discharge homeless people safely
and to link them into services in the community. They
also contribute to the NHS targets, aiming to reduce
bed blocking and delayed discharge. Finally, by
ensuring that a detailed care plan is put together for
clients on discharge, the Homeless Patients Co-
ordinators can attempt to reduce the chance of clients
being re-admitted, due to lack of follow-up care. PCHP
recognise that an admission to hospital can be an
opportunity for a homeless person to make changes in
their life and to have a break from the cycles of
substance misuse, drink, sleeping out.

The Homeless Patient Co-ordinators work closely with
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ward staff, who will be aware of their patients housing
situations and will make a referral to them for further
assessment. They will attempt to work with clients at the
point of admission. They will aim to ensure all homeless
in-patients have access to housing options on discharge
and also access to advice, mental health and drug and
alcohol services during their admission if appropriate.

They also work on preventing homelessness by working
within hostels, B&Bs and people threatened with
eviction. If a client is in a hostel they will liaise with the
hostel to ensure that their care is continued and that
their bed is saved if there is a short admission. They will
also liaise with landlords, local authorities and housing
associations in the event of rent arrears. They also work
closely with NASS, the Alcohol Advisory service, HPUs,
Street Services teams, Social Services and Drug
Dependency Unit (DDUs). They will liaise with the local
DDU who will provide in-patient assessments and
manage any methadone scripts if appropriate. The
Homeless Patients Co-ordinators will also assist with ID,
GP registration, benefits, and legal issues and can have
access to funds to provide essential clothes.

At present the Homeless Patients Co-ordinators are
managed within a primary care and homelessness
team. This ensures that they maintain their specialist
function and also provides a framework of support to
the posts.

The Homeless Patient Co-ordinators do not provide
services to mental health wards. The Care Programme
Approach should mean that there is a structured
package of care in place for clients at the point of
discharge. They do not provide direct services to
patients in A&E, partly due to resources but also as
there is often little opportunity to do detailed
preventative work with clients who may only be in A&E
for a couple of hours. Some A&E departments have
received training from PCHP and have access to a
manual with relevant contact details which has been
formulated by the Homeless Patient Co-ordinators. The
A&E departments can also access social services if they
feel a Community Care assessment needs to take place.
Most A&E departments will have details of PCHP



services such as Spectrum or King’s Cross Primary Care
Centre and will signpost clients to them on discharge.

Contact: Richard.Doran@Camdenpct.nhs.uk
Tel: 020 7530 3444

Focus Homeless Mental Health Team
Focus (see mental health p.38) have negotiated half a
ward in an in-patient unit specifically allocated for their
clients. This arrangement has been in place for about
two years and has made a real difference to the quality
of their experience of admission and discharge to
hospital of their clients. The feedback is positive from
all parties. The team find it really helpful because all the
problems of finding a hospital bed and of appropriate
discharge are diminished. They are working with staff
with whom they have developed a relationship and
who understand the issues confronting people who are
homeless. The staff on the ward like it, they enjoy
working with the client group and it is an added
dimension of interest in their work. The clients like it
because being in hospital can be a very difficult and
alienating situation for people who are homeless and
they are amongst people they can relate to and cared
for by staff who have an understanding of
homelessness.

Contacts: Elaine.Greer@candi.nhs.uk or
Sara.tiplady@candi.nhs.uk
Tel: 020 7530 5757

Lewisham hospital

The discharge co-ordinator from Lewisham hospital
established a system with the medical advisers for
Lewisham Homeless Person’s Unit to fast track people
who are homeless and occupying a hospital bed. The
forms for the Homeless Person’s Unit are filled out in
the hospital and instead of being sent to the HPU,
which they used to do and which caused long delays,
they are sent directly to the medical adviser. The
medical adviser then does the assessment and arranges
for a medical to be done if necessary. The process can
then be handled very quickly and the person
discharged from hospital as soon as an offer of

accommodation is made.

The system has meant that much more co-operative
relationships have been established between the
hospital and the HPU. They would like to extend the
system so that it also includes Kings, Guys and St
Thomas's and are currently examining those
possibilities.

Contact: barabara.stones@lewisham.gov.uk

London Nurses Standing Conference

The London Standing Conference is a pan-London
group of nurse and health visitors which was formed
about four years ago to work on specific pan-London
issues. It has a project manager and holds an annual
event. It has over a dozen working groups working on
specific issues, one of which is homelessness. Two years
ago they produced a publication on homelessness and
nursing. The working group has a function of
networking, support and sharing practice ideas. It also
has a campaigning function and works alongside other
agencies to achieve specific aims.

The homelessness working group is currently working
on discharge from hospital for homeless patients. They
are planning an event in May on the issue of discharge
of homeless people from hospital.

Contact: sue.culling@doh.gsi.gov.uk
Website: www.|scn.co.uk
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Multiple needs and dual

diagnosis

There is an increasing recognition that many homeless
people have multiple needs: mental health problems,
physical health problems, drug or alcohol dependencies
and the needs that arise from a disrupted and
unsettled lifestyle. The multiple needs of homeless
people, rather than ensuring entry into specialist
services often act as a barrier because services are set
up and funding is organised around single issues,
mental health, physical disabilities or substance misuse.
A person with multiple needs tends to be a person that
no specific agency wants to take responsibility for.
Some of the projects described below are trying to
address this issue.

Multi-agency assessment panels
Multi-agency assessment panels are a method of
bringing together a number of agencies which have
the potential to contribute to the well-being of a
person who is homeless and to consider their options
for resettlement and what input is needed from a
variety of agencies. Some panels are run by local
authorities for the purpose of considering the needs of
particular groups of priority homeless. Others are
administered by the voluntary sector or statutory sector
to bring agencies together to consider the options for a
person who has multiple needs or has experienced
repeated homelessness. According to the former co-
ordinator of Under One Roof, which convened many
multi agency panels the effectiveness of such panels
lies in the detail; his recommendations are worth taking
into consideration.
¢ A formal structure that you can then relax to
make it feel informal
e A constant chair who knows the subject, and if
possible a constant minute taker; with the chair
editing the minutes
e Paying attention to the quality of the output,
designing it to be read from a client file some
time later
* Recognition that some workers' verbal accounts
can be insightful and need collecting, even if
their written work is of a lower standard
¢ Understanding that people will not bring the
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whole story to the meeting, making it necessary
for the chair to read case material and prepare
beforehand — a few minutes is all it takes

e A commitment to getting client permission.

Enfield

The London Borough of Enfield has a number of
different panels to consider the needs of specific
vulnerable homeless client groups. They have a mental
health assessment panel and a full mental health panel.
If a homeless applicant states at the triage stage that
they have mental health problems details will be
presented to the mental health panel; depending on
the information available they may be housed
temporarily pending the panel, which sits every two
weeks and considers 7-8 clients at every meeting. The
mental health teams in Enfield are joint social services
and mental health trust teams; they attend the panel
alongside housing representatives. The initial panel is
purely a paper exercise; if the case is complex it is
referred to the full mental health panel and a
comprehensive assessment including psychiatric reports
are requested for the panel to consider. The client is
invited to attend the panel with their key worker who
will present their case.

This panel will consider whether the person can be
supported in ordinary housing and if so what kind of
support package they will need to sustain a tenancy, or
if they need to go into supported housing what options
might be open to them.

The panel works well and has become a known and
trusted way of housing people with mental health
problems. It has improved working relationships
between estate officers and mental health teams and
routes of referral are clearer when problems arise.
Enfield has now established similar panels for clients
with learning difficulties and physical disabilities.

Contacts: Ann.Dade@enfield.gov.uk
Tel: 020 8379 4377

Helen.Sander@enfield.gov.uk, Medical Assessments
Officer: Tel: 020 8379 4385



Crisis/Shelter model

Crisis and Shelter developed a model of multi-agency
panels through its Millennium Plus initiative; this was
run in 33 towns across the UK in Crisis WinterWatch
homelessness projects programme with the co-
operation of Shelter’s Housing Aid centres. The aim was
to establish a common form for assessing the needs of
clients that is comprehensive and holistic and to use a
multi-agency approach to providing care and
resettlement to people who are street homeless and
have complex needs.

The idea is to bring together a range of local voluntary
and statutory agencies who work with the client to
assess and plan for the person’s care and resettlement.
The structure of the panel is two tier. It has a steering
group which consists of senior managers from agencies
who are members of the operations panel. This
oversees the workings of the panel, ensures policies
and procedures are implemented, reviews terms of
reference and identifies ways in which evaluation and
monitoring can feed into local homelessness strategies.
The operations panel consists of staff from a range of
agencies, e.g. housing department, social services,
probation, drug and alcohol team, voluntary
organisation, housing provider, community mental
health team, primary health care team, who meet to
discuss and make decisions about specific clients.

Co-ordination of the panel needs to be taken on by a
local agency which will accept referrals, co-ordinate any
assessments needed prior to meeting, plan meetings,
and decide which agencies need to attend, prepare
synopsis of clients’ problems and history to send out to
panel members, record meetings and feed back
monitoring and evaluation information to steering
group. Local agencies making referrals need to ensure
that the client understands and accepts the process and
undertake the comprehensive needs assessment.

Clients must be offered the opportunity to attend the
panel and given any support they need to do so. This
gives clients a sense of control over the process and
means they become real people to the agencies
present, it also means they have more commitment to

the solutions. Having the client at the meeting is
potentially a very powerful part of the process of
encouraging them to address their problems and issues.
The client should be at the centre of the solution and
have input into it.

All participating agencies are responsible for agreeing a
resettlement and care plan for the client; staff will
come to the meeting prepared with information about
the services they can offer the client and how they can
work together with other participating agencies.

Crisis and Shelter are continuing to promote this as a
model of good practice to agencies working with
vulnerable street homeless people. Shelter has
established a Multi-Agency Assessment Project as part
of its Street Homeless Project.

Detailed information on establishing and operating
multi-agency panels including model comprehensive
assessment forms and terms of reference are available
from www.crisis.org.uk and from www.shelter.org.uk

Multi-agency advice sessions in Harrow
The one stop-shop model of bringing agencies together
in one place has been proved to be particularly
successful with homeless people who often have
multiple needs. It reduces the need to refer on and to
make appointments which homeless people often find
hard to keep. Harrow has developed a multi-agency
advice session for single homeless people one
afternoon a week at a central community hall. They are
open for three hours in the afternoon and offer free
refreshments and advice from a whole range of
agencies relevant to single homeless people. These
include local authority housing advice, housing
associations, mediation service, rent deposit scheme,
benefits advice, asylum seeker team, the specialist
nurse for homeless people and specialist nurse for
asylum seekers and refugees. This advice session is
partly funded through support from the primary care
trust Health Improvement Project Fund (see Harrow
Homeless Forum p.11).

Contact: Andrew.gale@harrow.gov.uk
Tel: lan Pike, 020 8427 8041
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Good Practice Briefing: Multiple Needs
Homeless Link's Multiple Needs Briefing is a collection
of articles highlighting good practice in working with
clients with multiple needs. It draws on the innovative
solutions developed by member agencies, and points to
the lessons to be learned by all agencies working with
this client group. The research report, based on a
questionnaire conducted with Homeless Link members,
builds up a profile of clients with multiple needs,
identifies current areas of weakness in access to
services, and suggests ways forward. The briefing
shows what can be done by both statutory and
voluntary agencies to support vulnerable individuals
with multiple needs.

Contact: Bruno Perozzo on 020 7960 3010

SPEAR dual diagnosis posts

SPEAR have been working with single homeless people
in Richmond for fifteen years, managing a direct-access
hostel, an outreach and tenancy sustainment service for
rough sleepers and an advice surgery. They also have a
Specialist Support Team providing services in the areas of
dual diagnosis, substance misuse, and mental health.
These posts, although specifically aimed at working with
homeless people, are partly based in the Community
Drug and Alcohol Team and the Community Mental
Health Team and carry out a statutory Care Management
role. Homeless and vulnerably housed clients are picked
up through normal referral channels, and other clients
through their presence at SPEAR. The posts allow SPEAR
to provide a flexible service in an informal environment
to homeless people who often have a history of failure
to engage with services. They do not have to have a
diagnosed history of severe and enduring mental illness
to get a service through SPEAR so it allows the workers
to play a more preventative role. Clients can be seen
with a minimal waiting time, allowing them to be
engaged when the time is right for them. If they need to
access a treatment, rehab or detox or a review by a
consultant then they can be transferred to the
community team and the same workers become their
case managers. This gives vulnerable clients continuity of
care, a familiar person to relate to and cuts out the
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assessment and waiting times normally involved in
accessing a care manager. They also offer the clients
complementary therapies and counselling services.

The structure is unique and has much to recommend it.
It has been working in Richmond for over six years.
Some of the difficulties that need to be overcome are
the different protocols that services are working to: the
community mental health team, the community drug
and alcohol team and the voluntary sector all work
within different frameworks and with different criteria;
the dual diagnosis worker has to work with all three. It
is important to develop shared protocols, which work
across those boundaries and it is important that the
team managers recognise that working with homeless
clients needs more time and a smaller case load. It is
also important that there is clarity from the outset
about the ownership of the post and that the person
recruited into such a post has a commitment to
working with the specific client group. Problems have
arisen recently with the mental health post which has
now been absorbed into the mainstream CMHT. This is
a loss to SPEAR who are currently in negotiation to find
new money earmarked for working with excluded
groups with which they can have the post revived.

Contact: tom@spearlondon.org
Tel: 020 8296 1875

Street drinker outreach worker

SPEAR have recently succeeded in bidding for funds
from the Richmond Drug and Alcohol Team for a part-
time street drinking post. The post will be part of their
Specialist Support Team. The post holder will work with
drinkers, both on the streets, and where they access
other services such as hostels and drop-ins. They will also
visit clients in their home. The role will be a holistic one,
advising people of harm minimisation strategies and
assisting them to obtain their health, welfare, housing
and related rights while they are still on the streets. They
will develop partnerships with other specialist agencies
from whom clients can access services.

Contact: tom@spearlondon.org
Tel: 020 8296 1875



Haringey dual diagnosis service

This service started in 1999. Funding for the services
was received because mental health services saw a rise
in drug-related admissions amongst their mental health
clients in the borough. Tottenham has a high crack use
and there are 50 known crack houses in Tottenham.
The team consists of the team manager, a consultant
psychiatrist, a clinical assistant, a registrar, CPNs, a
senior practitioner, a senior administrator, a drug
worker and an outreach worker two BME workers and
one in-reach worker (ward-based).

The team monitor ethnicity as well as nationality — they
monitor nationality due to the number of African-
Caribbeans who are born here, are British but have an
African-Caribbean ethnicity. Their most recent audit
showed that over 10% of their client group are street
homeless; a larger percentage are hidden homeless.

They work with just over 300 clients in a year. Their
criteria are that clients must have a severe or enduring
mental health problem with concurrent substance
misuse (including over the counter drugs), and be
resident in Haringey, this includes homeless in Haringey.

They carry out an assessment together with a drug test.
They do not have in-patient beds but are currently
seeking funding for in-patient beds. They work closely
with psychiatrists in the hospital setting and with the
CMHT and share the care of the clients. They have joint
responsibility where there is a dual diagnosis. They also
work with statutory drug and alcohol agencies. Their
objective is to work with clients with the most chaotic
lives, stabilise them and move them on. This usually
takes about a year.

Clients have to be referred by secondary care, this
includes community mental health teams and drug and
alcohol teams; clients cannot self-refer at present and
their GP cannot refer them. They mostly accept clients
referred from wards. They find working this way better
and limits the number of clients they work with and it
is a way to put up boundaries to prevent the
inappropriate referral of people with dual diagnosis by
GPs. The client also has to agree with the referral for
they believe it will only work if the client agrees to the
treatment and the process of stopping the addiction.

In addition to substance misuse/drug and mental health
services they also provide a full medical assessment for
all clients. They believe in taking a holistic approach to
their service provision and will look at all the health
needs of the individual.

They provide satellite clinics and home visits and work
with rehabilitation and resettlement. There are very few
hostels or housing departments that will take on a client
with a dual diagnosis whilst they are still using. They have
good links with their emergency housing department.

Contact: kim.moore@beh-mht.nhs.uk

Hillingdon HOPE - Multi-agency project
In Hillingdon a new project has been initiated with the
target group being homeless people, refugees, asylum
seekers and travellers. HOPE stands for Health,
Opportunity, Promotion and Education. The project has
funds from the Single Regeneration Budget and the
Community Fund and has been established by 15
partners in the borough including local voluntary
organisations, BME organisations, Race Equality,
Education, Social Services, the Primary Care Trust. The
partnership board also has user representation from the
different target groups.

The health aspect of the project plans to take a two-
pronged approach, providing immediate health care
facilities through a mobile bus and sessions at health
centres but with the longer-term aim of getting
everyone registered with GPs. Other plans are around
education, computer skills, literacy, self-esteem. At the
same time they have a new Greenfield PMS being set
up for those who are finding it hard to get GP
registration. This will be nurse led and have some GP
hours; in the future they hope it will expand to include
counsellors, psychologists and CPNs but it needs to be
up and running before they decide what skill mix is
needed. HOPE and the new PMS will work closely
together on the health side.

Contact: Project manager — Jennifer Wills
jwills@hillingdongrid.org
Tel: 01895 250165
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Healthy Living Centre

Broadway is one of London’s leading homelessness
charities, which provides a holistic range of services to
enable people to make the journey from street to home.

The Healthy Living Centre, which is based at
Broadway’s purpose-built day centre in West London, is
an integral component of the charity’s work. Launched
in October 2001 the on-site Healthy Living Centre
utilises purpose-built facilities to offer a range of
healthcare services, addressing the health inequalities
and barriers that clients face in obtaining care and
treatment. Health facilities include an on-site GP
service, nurse, podiatrist and optician. Reiki, ear
acupuncture and an art group are among some of the
alternative therapies delivered alongside these primary
medical services, providing a holistic approach to health
and bringing alternative therapies to many of the most
excluded people within our society.

The Healthy Living Centre is funded by the New
Opportunities Fund, Hammersmith and Fulham Primary
Care Trust and Broadway. It is the only centre of its
kind developed specifically for homeless and vulnerable
people. Over 400 people registered with the centre in
its first year and the centre is providing a vital health
link for homeless and vulnerable people in London.

In addition to the services provided at the West London
Centre, Broadway provides a specialist Mental Health
Service and a specialist Drug and Alcohol Advice Service.
The charity works with over 2,000 homeless and
vulnerable people each year and these services are vital
to ensure that the range of people’s individual health
needs are met within a trusted and caring environment.

Contact: jan.adamson@BroadwaylLondon.org
Tel: 020 7089 9500
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Resettlement

Camden Housing Support for vulnerable

tenants

The London Borough of Camden has a fairly
comprehensive range of services supporting single
people taking on new tenancies who are vulnerable for
a variety of reasons.

They have a Housing Support Team that carries out
assessments and provides housing support to single
vulnerable homeless people being re-housed in
Camden. Once people are referred to the team and
assessed they identify what assistance is needed
working in conjunction with social workers, CPNs, and
key workers. They help people with getting utilities into
their home, claiming for grants and loans and assist
them with registering with a GP and refer on to more
specialist services if needed. They cannot provide
intensive support but there are other teams they can
refer onto; these include the Tenancy Support Service
which provides ongoing support for people with
mental health problems, the Alcohol Recovery Project
that provides support to tenants who have support
needs around alcohol and drugs and the Floating
Support Service that provides support to single
households and families who may have a variety of
support needs, including lone teenage parents, care
leavers, people with physical health problems and
learning difficulties. The Floating Support Services are
commissioned by Camden Housing in partnership with
a number of RSLs which provide ongoing support to
vulnerable tenants. They help people to maintain their
tenancy by providing practical and emotional support,
linking people into local services, helping maximise
their income and looking at employment and training
options. Additionally there is a service called New
Routes, which is a collaboration between Camden
Housing and the Camden & Islington Mental Health
and Social Care Trust and provides intensive support to
those with long-term mental health difficulties living in
their own flats.

Camden also has a vulnerability panel on which is
represented social services, mental health, children and
families and housing. This panel meets monthly and

one of its functions is to prevent the revolving door of
homelessness. Cases are presented to the panel for a
number of reasons and usually as a last resort after
other options have been tried they may be threatened
with eviction but in reality need more intensive support.

One gap that had been identified in this range of
services is support to people while they are in
temporary accommodation and waiting to be re-
housed. The Homeless Households Support Service
Project has now been established which will assist
households in bed & breakfast and annex
accommodation to access other services, and provide
resettlement into permanent accommodation. They will
liaise with the PCT so that relevant health information
is included in staff training and skills.

Contact: john.Anderson@camden.gov.uk
Tel: 020 7974 57430

Peer education and tenancy

sustainment

Thames Reach Bondway, has developed a pioneering
peer education scheme to help former rough sleepers
rebuild their lives and establish themselves in their new
communities. The Safe as Houses peer education
programme is an opportunity for former rough sleepers
— the peer educators — to develop and present their
own tenancy sustainment workshops to other ex-
homeless people who are going through the process of
re-housing and settlement, a period which can be
stressful and disorientating.

Thames Reach Bondway has teamed up with the City
Lit college to run this four-month course. In the first six
weeks, the peer educators received training in
communication and interpersonal skills and began
developing a series of workshops. In the second six-
week period, the peer educators refined their
workshops, created publicity materials and recruited
former rough sleepers to come along to the series of
workshops. In the final part of the programme, peer
educators ran the series of workshops three times to
over 25 former rough sleepers around London. The
four workshops examined the issues which can help
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people establish themselves in their new homes; mental
health and its effects on homelessness, the effect of
gambling and taking care of money, skills and
understanding of forms, and the opportunities and
motivation to seek paid or voluntary work.

Once a peer educator has completed the course they
are supported to develop an action plan around further
education or employment. The Peer Education Scheme
is Open College Network accredited and counts as a
formal qualification.

The scheme's premise is that support and advice can be
a lot more powerful when provided by someone who
has had direct experience of the issues. These
experiences can be marshalled to provide a source of
inspiration and motivation for others. In addition, the
scheme builds up the self-esteem and skills of the peer
educators and provides them with a bridge to move on
to other areas such as jobs and training.

Contact: kathdane@trb.info
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Conclusion

Crisis Health Action recognises there are numerous
other models of good practice not cited here,
particularly outside London, which we did not have the
resources to explore.

The following appendices will facilitate further
exploration of the issues raised here. Appendix One has
a list of websites that are useful in homelessness and
health. Appendix Two lists the lead officers on
homelessness in Primary Care Trusts in London. Many
Primary Care Trusts do not have a designated lead
officer and the names we were given by PCTs varied
from a specialist health visitor working on the front line
with homeless people to the Director of Public Health.
Appendix Three lists the officers in London local
authority housing departments who are taking the lead
on the homelessness strategy. We recognise that these
named officers will quickly be out of date but it is our
experience that it is very difficult, particularly for
voluntary sector agencies to trace the right person in
the statutory sector to raise concerns about health and
homelessness with or to find out information from. We
hope these appendices will be useful in facilitating the
flow of information and the making of contacts
between the sectors.



Appendix one - Useful web sites

Crisis

www.crisis.org.uk

The website for Crisis the national charity for single
homeless includes links to a number of reports related
to health and homelessness and Outcry a newsletter on
health and homelessness issues.

Shelter

www.homelessnessact.org

This website details the provisions of the Homelessness
Act 2002, the new categories of priority need and the
implications for policy and practise, it includes
discussion forums and news bulletins and good practice
advice on developing homelessness strategies.

Homeless Link

www.homeless.org.uk

Homeless Link is the membership organisation
supporting and representing more than 700 agencies
working with homeless people across England and
Wales. Their website includes news, policy briefings and
details of training courses.

Office of the Deputy Prime Minister
www.homelessness.odpm.gov.uk

Search the ODPM website on health and homelessness
for a number of useful resources.

Homeless London
www.homelesslondon.org.uk

This website includes full contact details for hostels,
day centres, advice services, health services, drug and
alcohol services for homeless people across London

Homeless pages
www.homelesspages.org.uk

Information about publications and training on
homelessness

St. Mungos

www.stmungos.org.uk

A useful website on homeless services in London, look
under other projects for listings on health services.

Three Boroughs Team
www.threeboroughs.nhs.uk

Details services of the Three Boroughs team in
Lambeth, Southwark and Lewisham and their range of
health services for homeless people.

Faculty of Public Health Medicine
www.fphm.org.uk

The website of the Faculty of Public Health Medicine,
resources concerned with public health and health
inequalities.

Health Action

www.healthaction.nhs.uk

Health Action is a website and knowledge
management service for primary care and their partners
on effective practice in improving health and
addressing health inequalities. It includes issues on
housing and health.

Royal College of General Practitioners
www.rcgp.org.uk

The web site of the Royal College of General
Practitioners is useful for health research.

South East Public Health Observatory
www.sepho.org.uk

The website of the South East Public Health
Observatory with resources around public health and
health inequalities

www.natpact.nhs.uk
A website for PCTs to share information, experiences
and achievements

Mental Health Foundation National
www.mentalhealth.org.uk

This charity concerned with issues around mental
health and learning disabilities.
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Appendix two - Homelessness leads
in London’s Primary Care Trusts

Barking and Dagenham PCT
The Clock House, East Street, Barking, Essex 1G11 8EY
Contact: Caeser Acaye, Public Health Adviser
Tel: 020 8532 6358

Caeser Acaye is not an official lead on homelessness but has
an interest in the area.

The Mental Health Social Inclusion Co-ordinator works across
Barking and Dagenham PCT and local authority and Havering
PCT and local authority and has been having input on health
into both homelessness strategies.

London Borough of Havering, The Whitworth Centre
Noak Hill Road, Harold Hill, Romford RM3 7YA
Contact: Bob Barr,

Mental Health and Social Inclusion Co-ordinator

Email: Bob.Barr@havering.gov.uk
Tel: 01708 432459
Barnet PCT

Hyde House, The Hyde, Edgeware Rd, London NW9 ODR
Contact: Dr Andrew Burnett,

Director for Health Improvement
Tel: 020 8201 4800

Bexley PCT
221 Erith Road, Bexleyheath, Kent DA7 6HZ
Contact: Dr Hannah Patrick,
Consultant in Public Health Medicine

Email: Hannah.Patrick@bexleypct.nhsuk
Tel: 020 8298 6210
Brent PCT

Wembley Centre for Health & Care,116 Clapham Road,
Wembley, Middlesex NAO 4UZ

Contact: Dr Zach de Beer, Director of Public Health

Tel: 020 8795 6000/6747

Bromley PCT
Bassetts House, Broadwater Gardens, Farnborough,
Orpington, Kent BR6 7UA
Contact: Dr Angela Bhan, Director of Public Health
Tel: 020 8315 8315
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Camden and Islington PCT
1st Floor, East Wing, St Pancras Hospital, 4 St Pancras
Way, London NW1 OPE
Contact: Viv Manning,
Clinical Services Manager for Homeless People
Tel: 020 7530 3300

City & Hackney PCT
Health Improvement, 2nd Floor, D block, St Leonards
Nuttall Street, London N1 5LZ
Contact: Chris Millett, Public Health Strategist
Tel: 020 7301 3595
Email: chris.millet@chpct.nhs.uk

Croydon PCT
Knolly’s House, 17 Addiscombe Rd, Croydon
Surrey CRO 6SR
Contact: Angela Gibson, Locality Director North
Email:  Angela.Gibson@croydonpct.nhs.uk
Tel: 020 8274 6241

Ealing PCT
London Borough of Ealing, Perceval House
London W5 2HL
Contact: Jaswinder Perihar, Health Strategy Co-ordinator
Email: periharj@ealing.gov.uk
Tel: 020 8825 6427

Jasvinder is Health Strategy Co-ordinator for London Borough
of Ealing

It is a joint post with Ealing PCT
Ealing Primary Care Trust, 1 Armstrong Way, Southall,
Middlesex UB2 4SA
Email:  jasvinder.perihar@ealingpct.nhs.uk
Tel: 020 8893 0211

Enfield PCT
Enfield PCT, Holbrook House, Cockfosters Road, Barnet,
Herts EN4 ODR
Contact: Dr Peter Sheridan,
Director of Health Improvement
Tel: 020 8272 5693



Greenwich PCT
51-53 Burney St, London SE10 8EX
Contact: Dr Donald Holt,Director of Public Health
Email: donald.holt@greenwichpct.nhs.uk
Tel: 020 8293 6961

Hammersmith & Fulham PCT
Parsons Green Centre, 5-7 Parsons Green, London SW6 4UL
Switchboard: 020 8846 6767
Strategic lead on homelessness
Contact: Miranda Mead, Head of Mental Health
Email:  Miranda.mead@hf-pct.nhs.uk
Tel: 020 8846 6810

Haringey PCT
St Ann’s Hospital, St Ann’s road, London N15 3TH
Contact: Cameronn Lugton
Health Improvement Manager.
Tel: 020 8442 6668

Harrow PCT
Grace House, Harrovian Business Village Bessborough
Road, Harrow, Middlesex HA1 3EX
Contact: Mohamoud lbrahim,
Community Involvement Manager
Email: mohamoud.ibrahim@harrowpct.nhs.uk
Tel: 020 8966 1055

Havering PCT
Trust headquarters, St Georges Hospital
117 Suttons Lane, Hornchurch, Essex RM12 6RS
Contact: Dr Kaet Carnegie,
Acting Director of Public Health
Tel: 01708 465000

The Mental Health Social Inclusion Co-ordinator works across
Barking and Dagenham PCT and local

Authority and Havering PCT and local authority and has been
having input on health into bothhomelessness strategies.

London Borough of Havering, The Whitworth Centre
Noak Hill Road, Harold Hill, Romford RM3 7YA
Contact: Bob Barr,

Mental Health and Social Inclusion Co-ordinator
Email: Bob.Barr@havering.gov.uk
Tel: 01708 432459

Hillingdon PCT
Hillingdon Primary Care Trust, Kirk House, 97-109 High St
Yiewsley, West Drayton, Middlesex UB7 7H)J
Contact: Terry Kelly, Head of Commissioning
Email:  Terry.Kelly@hillingdon.nhs.uk
Tel: 01895 452057

Hounslow PCT
Phoenix Court, 531 Staines Road, Hounslow, Middlesex
London Tw4 5DP
Contact: Sharon Daye, Public Health Specialist
Tel: 020 8321 2211

Kensington & Chelsea Primary Care Trust
125 Old Brompton Rd, London SW?7 3RP
Contact: Yildiz Biray, Primary Care Access Facilitator
Email:  Yildiz.biray@kc-pct.nhs.uk
Tel: 0208 237 2597

Kingston PCT
22 Hollyfield Road, Surbiton KT5 9AL
Contact: Sandra O’Hagan, Senior Public Health Specialist
Tel: 020 8339 8000
Director of public health

Email: Carole.Martin@kpct.nhs.uk

Lambeth PCT
1 Lower Marsh, London SE1 7NT
Contact: Susan Field, Lead Commissioner: Homeless
People, Asylum Seekers & Refugees
Email:  susan.field@lambethpct.nhs.uk
Tel: 0207716 7156

Sue Field is based in Lambeth PCT but covers all three PCTs.
Each PCT also has a locality lead on homelessness. Sue has
their contact details.

Lewisham PCT (see Lambeth)

Elizabeth Blackwell House, Wardalls Grove, Avonley Road,
London SE14 5ER

Contact: Dr Chris J Watts, Director of Public Health

Tel: 020 7635 5555

Homelessness lead Sue Field see Lambeth PCT
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Newham PCT

Plaistow Hospital, Samson St, London E13 9EH
Contact: Director of Primary Care

Tel: 020 8586 6200
or
Francis House, 760-2 Barking Road, Plaistow
London E13 9RJ
Contact: Sarah Everiss,
Health Improvement Manager — Partnerships
Email:  sarah.everiss@newhampct.nhs.uk
Tel: 0208271 1397
or

NTPCT, 30 Church Road, London E12 6AQ
Contact: Chris Tate, Nurse Practitioner in Newham PMS
Tel: 0208218 7625

Redbridge PCT
Becketts House, 2-14 Iliford Hill, lIford Essex 1G1 2QX
Contact: Thirza Sawtell, Director of Primary Care and
Community Development
Email:  Thirza.sawtell@rwfha.nhs.uk
Tel: 020 8926 5344

Richmond PCT
Thames House, 180 High St, Teddington TW11 8HU
Contact: Carol Keys—Shaw, Associate Director of Children
and Family Services
Email: carol.keys-shaw@rtpct.nhs.uk
Tel: 020 8408 8259

Carol does not have an overall homelessness remit but is
willing to be a contact until someone is in place in the
Inequalities post with a homelessness remit.

Southwark PCT (see Lambeth )

Trust headquarters, Mabel Goldwin House

49 Grange Walk, London SE1 3DY

Contact: Mr Alan Maryon Davis, Director of Public Health
Tel: 020 7525 0400

Homelessness lead Sue Field see Lambeth PCT
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Sutton and Merton PCT
Room 1106, Wilson Hospital, Cranmer Rd, Micham,
Contact: Hilary Griffiths
Health Visitor for the Homeless
Tel: 020 8687 4536

Tower Hamlets PCT
Trust Offices, Mile End Hospital, Bancroft Rd, London E1 4DG
Contact: George Leahy, Director of Public Health
Email: George.leahy@thpct.nhs.uk
Tel: 020 8709 5015

Waltham Forest PCT
Hurst Road Health Centre Hurst Rd, Walthamstow E17 3BL
Contact: Pui-Ling Li, Director of Public Health
Tel: 020 8928 2300

Community Health Project, Kirkdale House

7 Kirkdale Road, Leytonstone, London E11 3AJ
Contact: Janet Linehan, Outreach Nurse

Email: Janet.Linehan@wf-pct.nhs.uk

Tel: 020 8928 2244

Wandsworth PCT
Balham Health Centre, 120 Bedford Hill, London SW12 9HP
Contact: Linda Williamson, Specialist Nurse for homeless
Email: linda.williamson@swlondon.nhs.uk
Tel: 020 8700 0623

Westminster PCT

Trust headquarters, 50 Eastbourne Terrace London W2 5LX
Contact: Anna Barnes,

Community Health and Regeneration Manager
Email:  Anna.barnes@westminster-pct.nhs.uk
Tel: 0207725 3414



Appendix three - London local
authority lead officers for
homelessness review and strategies

London Borough of Barking & Dagenham London Borough of Ealing

Roycroft House, 15 Linton Road, Barking 1G11 8HE
Contact: Douglas Bannister,

Directorate of Housing and Health
Email: Doug.bannister@lbbd.gov.uk

London Borough of Barnet
Town Hall, The Burroughs, London NW4 4BG
Contact: Nigel Hamilton
Email:  Nigel.Hamilton@barnet.gov.uk
Tel: 020 8356 2075

London Borough of Bexley
Civic Offices, Broadway, Bexleyheath DA6 7LB
Contact: Richard Turner
Email: richard.turner@bexley.gov.uk
Tel: 020 8303 7777 x 2867

London Borough of Brent
Mahatma Gandhi House, 34 Wembley Hill Road
Wembley, Midddlesex HA9 8AD
Contact: Geoffrey Pearce
Email:  Geoffrey.pearce@brent.gov.uk
Tel: 020 8937 2258

London Borough of Bromley
Civic Centre, Stockwell Close, Bromley BR1 3UH
Contact: Aren Akin
Email:  Aren.akin@bromley.gov.uk

London Borough of Camden
Bidborough House, 20 Mabledon Place, London
Contact: Senior Policy and Project Officer
Email:  homeless.strategy@camden.gov.uk
Tel: 020 7974 3245

Corporation of London
PO Box 270, Guildhall, London EC2P 2EJ
Contact: Mary Mcbride
Email:  Mary.mcbride@corpoflondon.gov.uk

London Borough of Croydon
Taberner House, Park Lane, Croydon CR9 1DH
Contact: John Montes
Email:  JOHN_MONTES@Croydon.gov.uk

Ealing Town Hall Annexe, New Broadway
London W5 2BY

Contact: Beryl Noori

Email: noorib@ealing.gov.uk

London Borough of Enfield
Civic Centre, Silver Street, Enfield ENT 3XA
Contact: Susan Sharry
Email:  Susan.sharry@enfield.gov.uk

London Borough of Greenwich
Town Hall, Wellington St, London SE18 6PW
Contact: Bolanle Sobowale
Email: Bolanle.sobowale@greenwich.gov.uk

London Borough of Hackney
Christopher Addison House, 72 Wilton Way, Hackney
London E8 1BJ
Contact: Margaret Ryder
Email: ryderm@gw.hackney.gov.uk
Tel: 020 8356 2075

London Borough of Hammersmith & Fulham
Town Hall, King St, London W6 9JU
Contact: John Williams
Email:  john.williams@Ibhf.gov.uk

London Borough of Haringey
Apex House, 820 Seven Sisters Road, Tottenham
London N15 5PQ
Contact: Denise Gandy
Email:  Denise.gandy@haringey.gov.uk

London Borough of Harrow
Civic Centre, PO Box 65, Station Road
Harrow HA1 2DU
Contact: Andy Gale
Email:  Andrew.gale@harrow.gov.uk
Tel: 020 8424 1110

London Borough of Havering
Town Hall, Main Road, Romford RM1 3BD
Contact: Martin Pereira
Email:  Martin.Pereira@havering.gov.uk
Tel: 01708 434111
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London Borough of Hillingdon
Civic Centre, High St, Uxbridge, Middlesex UB8 IUW
Contact: Paul Feven
Email: pfeven@hillingdon.gov.uk

London Borough of Hounslow
Civic Centre, Lampton Road, Hounslow TW3 4DN
Contact: Brijinder Gobindpuri
Email:  Brijinder.gobindpuri@hounslow.gov.uk

London Borough of Islington
Town Hall, Upper St, London N1 2UD
Contact: Margaret Gates
Email: margaret.gates@islington.gov.uk

Royal Borough of Kensington & Chelsea
Town Hall, Hornton Street, London W87NX
Contact: Fiona Bebbington
Email:  Fiona.bebbington@rbkc.gov.uk

Royal Borough of Kingston upon Thames
Guildhall, Kingston upon Thames KT1 1EU
Contact: Nick Smith
Email:  Nick.smith@rbk kingstn.gov.uk

London Borough of Lambeth
Town Hall, Brixton Hill, Lambeth, London SW2 1RW
Contact: Graham Park
Email:  Gpark@lambeth.gov.uk
Tel: 020 7926 4402

London Borough of Lewisham
Town Hall, Catford, London SE6 4RU
Contact: Simon Cribbens
Email:  Simon.cribbens@lewisham.gov.uk
Tel: 020 8314 7464

London Borough of Merton
Civic Centre, London Road, Morden, London SM4 5DX
Contact: Jane Nottage
Email: Jane.nottage@merton.gov.uk
Tel: 020 8545 3528

London Borough of Newham
Bridge House, 320 High Street, Stratford E15
Contact: Marie Dunworth
Email:  Marie.dunworth@newham.gov.uk

54

London Borough of Redbridge
Town Hall, High Rd, Iliford 1G1 1DD
Contact: Mandy Jeeves
Email:  Mandy.jeeves@redbridge.gov.uk

London Borough of Richmond upon Thames
Civic Centre, York St, Twickenham TW1 3AA
Contact: Colin Waters
Email: c.waters@richmond.gov.uk

London Borough of Southwark
Town Hall, Peckham Rd, London SE5 8UB
Contact: Roseann Ayton
Email:  Roseann.ayton@southwark.gov.uk

London Borough of Sutton
Civic Offices, St Nicholas way, Sutton SM1 1EA
Contact: Lorraine Thomas
Email: Lorraine.Thomas@sutton.gov.uk

London Borough of Tower Hamlets
Head of Homelessness and Housing Advice, Block B,
Millharbour, London E14 9XP
Contact: Colin Cormack
Email:  Colin.cormack@towerhamlets.gov.uk
Tel: 020 7364 7214

London Borough of Waltham Forest
Housing Department, 869 Forest Road
Waltham Forest E17 4UH
Contact: Bethan Webster
Email:  Bethan.webster@hsg.lbwf.gov.uk

London Borough of Wandsworth
17-27 Garratt Lane, 1st Floor, London SW18 4AE
Contact: Dave Worth
Email: Dworth@wandsworth.gov.uk

London Borough of Westminster
Westminster City Hall, 4th Floor, Victoria Street
London SW1E 6QP
Contact: Jenny Campbell
Email:  jcampbell@westminster.gov.uk



