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In 2005 the governing board of trustees of University College
Hospital in central London, UK, began to seek a new approach
for the 500 homeless people admitted each year, with an annual
average of 700 admissions. The board invited a general
practitioner specialising in the health of homeless people and a
nurse experienced in encouraging patients to be involved in
deciding their own healthcare to develop a service that would
improve the quality of care for homeless inpatients.

The problem
Long term homelessness is characterised by “tri-morbidity” (the
combination of mental ill health, physical ill health, and drug
or alcohol misuse). This can make clinical management
challenging. Good care, incompletely integrated, is always
diminished. But people’s access to all community services (from
primary care, through mental health and drug and alcohol
services, to housing and social care) is regulated by complex
and contradictory rules that require proof that they are connected
to the chosen locality. General practitioners in homeless health
learn from their patients how to coordinate and advocate for
holistic care, but such GPs are a scarce resource.
These barriers to care result in more medical emergencies.
Homeless people in England attend emergency departments
five times as often as those who are not homeless, are admitted
3.2 times as often, and stay in hospital three times as long. This
results in unscheduled secondary care costs that are eight times
higher than for patients who are not homeless.1 Nevertheless,
healthcare staff are still reluctant to accept homelessness as a
healthcare matter. Homelessness is associated, however, with
an average age at death of 40.5 years2 and significantly increased
mortality rates.3 A study in Glasgow found that a homeless
patient admitted with a drug related problem was seven times
as likely to die over the next five years as a patient with the
same drug related diagnosis who was not homeless.3 Despite

high expenditure on unscheduled care for homeless patients the
clinical outcomes are generally appalling.

Key measures for improvement
The primary outcome for this intervention was to improve the
interaction between homeless patients and hospital staff and
enhance the patient experience. An important secondary outcome
was to reduce the total number of days for which beds were
occupied by unscheduled admissions for homeless patients.

Gathering information
During the needs assessment period (June to August 2009) data
on homeless patients admitted to the hospital were gathered via
regular GP ward rounds and nurse visits to all the medical and
surgical wards. Fifty seven patients were identified as homeless
(including those who slept outside, hostel dwellers, and “sofa
surfers” (people whomoved around sleeping on friends’ sofas)),
and the duration of their hospital stay was recorded. All patients
were visited at the bedside and their concerns and problems
identified. All front line staff working with homeless patients
were interviewed and asked for their views onmatters associated
with homeless patients and for possible solutions. Staff consulted
included specialist drug and alcohol workers coming into
hospital from the community, liaison psychiatry staff, social
workers, housing advice workers, staff from the local primary
care service for homeless people, staff from centres for local
housing options, and street outreach workers. Once the service
was established, referrals increased and outcomes were recorded
for all patients seen. This supported a comparison with standard
care during the needs assessment, and long term monitoring of
outcomes for service development.
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Problem Long term homelessness is characterised by “tri-morbidity” (the combination of mental ill health, physical ill health, and drug
or alcohol misuse). This results in frequent and prolonged unscheduled admissions to hospital with annual costs that are eight times
the local average.
Design Qualitative study. A needs assessment was conducted over three months to inform the design of a specialist support service.
Setting Inner city teaching hospital in the United Kingdom.
Keymeasures for improvement To improve the quality of care for homeless patients while monitoring the impact on duration of hospital
stay.
Analysis and interpretation Homeless patients often felt that they were being treated differently, and the networks and understanding
necessary for care coordination were not in place. The complexity associated with tri-morbidity is compounded by complicated legal
rights of access to housing and social care and the need for a person to prove repeatedly that they have an association with a local
area in order to receive help.
Strategies for change Development of a specialist support service in the hospital (general practitioner (GP) and nurse led); rapid
establishment of rapport by demonstrating a clear understanding of the problems facing the homeless patients; weekly multiagency
meetings to coordinate care, with GP advocacy in complex cases.
Effects of the change Homeless patients felt more cared for, and hospital and community staff, through better support, provided better
integrated care. The strategy resulted in a total reduction of 1000 bed days (30% reduction) in the first full year of service delivery and
commensurate cost savings.
Lessons learnt A partnership between a GP and a hospital nurse can improve the qualitative and quantitative value for homeless
patients in secondary care.

Analysis and interpretation
Thirty four (60%) patients were admitted to the hospital from
the local boroughs of Camden, Islington, and Westminster; the
proportions of patients from different areas have remained
broadly similar over time. However, this did not mean that they
could prove they had a “local connection” under the Housing
Act 1996 or that they were “vulnerable and of priority need”
and so entitled to housing. Single homeless people have no
automatic right to housing in England; they need to show that
they are more vulnerable than the “average person” and also
prove that they have lived in the district of the local housing
authority (in this case the borough) to which they are applying
for housing for six of the past 12 months or three of the past
five years.
Many of the patients had originally lived outside London but
were unwilling to return to their home area. Six patients (11%)
had “no recourse to public funds” (that is, they were not entitled
to state benefits or local authority help to find housing). People
who have no recourse to public funds include UK citizens
returning from long periods overseas (who have to show a
“settled intention to remain” before the state will support them);
citizens of the European Union (who are entitled to seek work
in the UK and access its healthcare but are not initially entitled
to benefits or housing); and people whose claim for asylum has
been rejected.
The homeless patients were admitted under 36 different specialty
teams—two thirds under the medical directorate and one third
surgical. The hospital staff caring for them believed that the
problem lay with the patients and not with clinical care, but they
had little understanding of services available for this group.
Housing support workers described hospital admission as a
“black hole” fromwhich patients emergedwithout a coordinated
care plan. The homeless patients expressed a range of concerns.
Immediate practical problems included how to replace soiled
or worn out clothing and shoes before discharge; how to contact
community key workers to ensure that a hostel bed is not given
away to someone else; problems with benefits; how to pay for
bedside television (£7.50 (€9.40; $12.20) a day and important
for isolated people, rarely visited); where to go after discharge;
and how to continue their treatment in the community. The
patients also cited clinical problems: delays in staff instituting
methadone treatment for heroin withdrawal or symptomatic
control of alcohol withdrawal; inadequate analgesia; and a
common feeling that they were not treated the same as other
patients.

The drive across the NHS to discharge patients as soon as they
no longer need urgent medical intervention means that
substantial practical problems are often overlooked—typically,
how to coordinate care for a patient whose best hope is a hostel
bed, which will be allocated only after discharge and if the
patient can provide proof of his entitlements. It often seemed
unclear who was taking ultimate responsibility for the
consequences of a decision to discharge. Hospital staff often
assumed that the hospital social worker should resolve these
matters. But social workers are usually employed by local
authorities, not hospitals, and have other priorities. They work
only with patients able to show that they are “ordinarily resident”
in that local authority area (an obscure common law concept,
different from housing’s “local connection”) and who have a
level of care need that might warrant funding for personal care.
Social workers do not consider it their role to resolve benefits
or housing problems if the person has no major care needs.
Consequently the networks necessary for arranging community
services for homeless people were not established, and the many
teams and individual workers involved with this patient group
worked in isolation and without proper avenues for
communication.
As a result of the needs assessment, a GP led care coordination
service was proposed: to support the patient and their specialist
clinical teams; to encourage patients to stay and complete each
episode of care; to avoid premature discharge without
community support in place; and to reduce the risk of repeat
admission.

Strategy for change
Showing the need and the benefits
We took a “plan, do, study, act” approach for each development.
At every stage, funding for the developing innovation was a
key concern, requiring emerging quality improvement data to
justify the next step. An initial grant from a charity related to
the hospital, UCLHCharity (www.uclhcharity.org.uk/), funded
the first needs assessment with a part time secondment of the
GP and nurse. We then presented basic data showing the scale
of the problem to NHS Camden and NHS Westminster. Both
these primary care trusts provided one-off grants to fund a 12
month pilot service from August 2009, and further data
gathering, including an evaluation of early outcomes. Anecdotal
data of improved patient and staff satisfaction was helpful, but
most important was what seemed to be a reduction in average
length of hospital stay.
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On the basis of the average cost of unscheduled admissions for
this patient group, we calculated that the potential savings were
greater than the staffing costs for the innovation. These data
supported a successful application for financial support from
the independent healthcare charity Health Foundation that started
in spring 2011. Furthermore, full year data confirming a
reduction in bed days led to funding from University College
Hospital for the nurse post on a permanent basis. A combination
of funding streams was necessary to provide the space and time
to develop our service and show the benefits before seeking
permanent mainstream funding.

How the service works
Developing the service
The seconded GP and nurse, with honorary hospital contracts,
worked together to develop the service. The service was
modelled at the level of hospital diabetes or pain teams; the
nurse worked full time and the GP provided four half-day
sessions eachweek. (The homelessness team offers an additional
patient centred, community oriented resource to help with
management on the ward and to plan for discharge.) Nursing
and other staff groups were informed of the new service, with
posters on all the wards. The GP or the nurse visited every ward
daily and invited referrals. Each morning they scanned the
computerised admission records for the acute medical unit,
looking for patients (searching for “no fixed abode”) and
familiar names and hostel addresses. Once the service was
established, over 80% of patients were referred directly within
48 hours of admission.
The nurse negotiated easier access to the hospital’s charitable
“Samaritan fund” to allow small purchases such as clothing,
shoes, and travel tickets. Previously this fund had beenmanaged
by the local social work department, which restricted access to
the minority of homeless people who had a social worker. Now
the homeless service works directly with the fund administrators
and a cash float is kept in the patient affairs office.

Running the service
The GP and the nurse work the same hours they worked while
developing the service. At the bedside the nurse rapidly
establishes a rapport by showing a clear understanding of the
problems facing the patient and completes an interview sheet,
which includes information onmedical condition, mental health
history, drug and alcohol problems, benefits and earnings, five
year housing history, and care needs. The nurse asks the patient
to consider what they would like to gain from this admission.
For many homeless people this may be a rare moment of relative
calm in a frenetic existence, an opportunity to consider with a
clear head what they would like to do on leaving hospital. The
GP ward round takes place four times a week, with the GP
reviewing goals and care plans, discussing and explaining
medical findings, and planning with the patient their discharge.
A particular role of the GP is to advocate with authority for the
patient in complex situations in which health service, housing,
and social care staff need to collaborate about a patient for whom
none of them really wants to take responsibility. For example,
the GP can:

• Explain to a housing officer why a particular condition
renders a person vulnerable and so is entitled to housing
while summarising a housing history that suggests a local
connection under housing law

• Summarise for a social worker why a combination of
diverse problems results in care needs

• Explain to a consultant why a longer period of hospital
recovery may be needed before discharge to a hostel than
before discharge home.

The clinical areamost often needing direct intervention is around
alcohol withdrawal and methadone substitution for heroin
dependent patients, especially when the patient has no current
association with a drug team. Negotiations with hospital medical
and surgical teams are often focused on the fact that, although
the patient may be medically fit for discharge, the discharge
will not be safe without additional provision for community
support. Explaining that the costs of unplanned readmission
within 30 days will fall to the hospital is often useful. Complex
cases are discussed at the weekly multiagency meeting.
The nurse identifies the patient’s community key workers and
seeks permission to contact them. For people sleeping outside,
they consult the CHAIN (Combined Homeless and Information
Network) database, a computerised record maintained by the
London charity Broadway, to establish where the patient has
been sleeping and any recorded contact with street outreach
workers. This helps to establish which borough should be
approached to seek housing support. For those from outside
London or outside England, the patient is offered help to return
home: the hospital “Samaritan fund” may be used, or help
obtained from community charities set up to help with
“reconnection” (helping homeless people return to their home
area), such as Scotscare or Thamesreach Reconnections. Finally,
for patients with no rights to housing in London who choose to
stay, the hospital homelessness team establishes links with
charitable hostels run by volunteers, although sometimes the
best the service can do is keep a person in hospital until they
are well enough to return to living on the street.

Multiagency meetings
A key recommendation of the needs assessment was to hold a
weekly multiagency meeting to coordinate care, but enthusiasm
for this varied among the front line agencies that we approached.
Their main fears were time constraints and a concern that most
patients discussed would not be on the case list for the worker
at the meeting. At this stage, having the backing of a senior
hospital mentor willing to meet equivalent leaders in other
agencies meant that meetings were well attended. After a few
weeks of experiencing a patient centred, collaborative approach,
with minutes circulated and meetings never running over an
hour, the front line workers were motivated to attend regularly.
Meetings are now attended by a local housing options manager,
a social worker, drug and alcohol workers, a liaison psychiatrist,
street outreach workers, hostel key workers, and ward staff, as
well as the members of the homelessness team. Every member
is encouraged to provide an opinion, even if the patient does
not come on to their case load. In this way an “ideal”
multiagency plan can be sketched out for the homelessnes team
to develop.

Effects of change
We sought opinions on the qualitative impact of the service
from patients and colleagues (box). Twenty patients supported
by a trained peer (person with experience of homelessness)
completed simple questionnaires, and members of the
homelessness team requested written feedback from 10
colleagues from various disciplines involved in the management
of homeless patients. No negative feedback was received.
An objective, quantitative outcomemeasure was defined by the
number and duration of admissions for homeless patients. We
defined homeless people as those who moved frequently, from
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Some opinions received on the qualitative impact of the service

Patients (via completion of questionnaire)
“You were the only ones that felt my life was worth saving. I am now back with my family. A family I have not seen for ten years.”
“I’ve never stayed in hospital as long as this [two weeks] but I know you are really going to help me, I trust you, that’s why I’m staying.”
“Why do you want to help me? No one has wanted to help our kind before. You have saved me, thank you so much.”
“With me being so ill I was grateful there was someone to speak on my behalf when sorting out my housing, you always went that extra
mile.”
“I very rarely talk to people about my situation but I can talk to you. You give the time and you don’t judge so it is a relief to be able to
unburden some of my problems without a feeling of shame.”

Colleagues (via written feedback)*
“The change in the service for homeless people has been tangible. The patients’ views are sought, and there is a joint solution to the
issue. Having witnessed the open dialogue that occurs with the homeless people and the homelessness team, I am impressed with the
empathy, trust, and openness of the relationship.” (University College Hospital)
“The joint working relationship between Camden Council’s Housing Options Team and UCH [University College Hospital] has greatly
improved the customer care experienced by homeless clients by providing them with a prompt and individually tailored service. Early
notifications of a potential hospital discharge and our joint working protocols have enabled the Housing Options Team to quickly identify
suitable accommodation, preventing both delayed discharge and a return to the street.” (Housing Options Team)
“The homeless team provide the vital link between the hospital ward and community client support workers. This has supported completion
of medical treatment, provided consistent management of opiate dependent clients, and ensured better communication with support
services. Joint working and information sharing with the weekly meetings have helped support completion of treatment and reduce
recurrent readmissions.” (CRI Camden, a health and social care charity)

*The three quotes come from senior colleagues at Universtity College Hospital, the local authority housing department,
and a local charity.

rough sleeping to temporary and then longer stay hostels, or
squats, “sofa surfing” with friends, and back to the streets. At
admission an old address may be given or recalled by the
hospital computer system. All admitting staff are encouraged
to ask “do you have an address where you can safely return on
discharge?” and to refer to the homeless team if there is doubt.
Our first dataset compared the 57 patients identified during the
needs assessment with 57 consecutive patients treated by the
new team a few months later, during October and November
2009. The average length of hospital stay decreased, but the
number of patients staying 6-10 days doubled; the proportion
of patients staying more than 30 days fell from 14% (8) to 4%
(2). We interpreted this as more patients being encouraged to
stay and complete treatment, with multiagency collaboration
leading to the reduction of the few very prolonged admissions.
These data were sufficient to justify continuing the pilot and
collecting more data.
We summarised the number and duration of admissions by the
number of bed days associated with homeless patients referred
to the homelessness. We began monitoring this in June 2009
and continued the process after the service was launched in
October 2009 (fig 1⇓). The data suggest a downward trend in
bed occupancy in 2010 and 2011.
These encouraging trends are open to other interpretations. We
could be suspected of being selective in the patients whom we
accept as homeless cases and record on our database, or the
downward trend could be associated with a reduction in
homeless patients presenting to the hospital for external reasons.
To explore these possible interpretations, we searched the
hospital database for four full years: 2008 (before the service
began); 2009 (when the service started in the last quarter); 2010;
and 2011. Using standard hospital data, we considered a patient
to be homeless if “no fixed abode” or a hostel address was
entered in the address field or if a specialist GP for homeless
patients was entered in the GP field. These data were already
routinely recorded whether or not our service was involved.
This system-wide measure was objective and consistent over
the four years (2008-11) (fig 2⇓). We found that the numbers
of homeless patients admitted and the total admissions each
year remained virtually unchanged. The total number of bed
days shows a significant downward trend with a reduction of
1000 annual bed days (30% reduction) from 2008 to 2011. We

attribute this to improved case coordination and discharge
planning resulting from multiagency working. With a
conservative estimate of £200 a day, this results in net savings
of £100 000 a year. We then considered the possibility that this
change reflected an underlying downward trend in the duration
of all admissions. Figure 3⇓ compares the average length of
stay for all unscheduled admissions to University College
Hospital with that for homeless patients. The diverging trend
and the step change as the service was introduced all support
our assertion that this service reduces length of stay.

Next steps
We have learnt that a partnership between a GP and a hospital
nurse can create improved qualitative and quantitative value for
homeless patients in secondary care. The model we have
developed can be adapted for any secondary care setting. We
have set up a charity, Pathway (until recently, known as London
Pathway), to promote this approach (www.londonpathway.org.
uk). The charity is developing a team of “care
navigators”—people with experience of homelessness who
provide peer support on the ward and for a time after discharge.
Care navigators are recruited from voluntary sector homeless
organisations and employed through Pathway but have honorary
hospital contracts requiring the same recruitment checks as all
other hospital staff. We are exploring the possibility of
developing a community “sanctuary” for homeless people with
complex needs—modelled on the US “respite care” approach.4
For people without a current home to return to, this would
provide convalescent care with the aim of reducing readmission
rates.
We have identified an increasing role for the nurse and care
navigators in supporting homeless patients in the emergency
department, which we are exploring with funding from the new
charity. A two centre randomised controlled trial of the Pathway
approach, funded by the National Institute for Health Research,
is under way at the Royal London Hospital and Brighton and
Sussex University Hospital with the aim of further evaluating
the objective and economic outcomes of this model, while the
Royal Free Hospital in London is funding a pilot project through
a local “invest to save” process using our continuing
improvement data. We will encourage more hospitals to adopt
this approach and adapt it for other vulnerable groups.
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Figures

Fig 1 Bed occupancy in University College Hospital by patients referred to the homelessness team, 2009 to 2011

Fig 2 University College Hospital admissions of all homeless patients from the boroughs of Camden, Westminster, and
Islington, 2008-2011

Fig 3Comparison of average duration of stay for all unscheduled admissions to University College Hospital with unscheduled
admissions for homeless patients, 2008 to 2011
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