Accessible and appropriate healthcare for people experiencing homelessness

HOPE AND HEALTH IN BOURNEMOUTH
A Report on Innovations in Healthcare for People Experiencing Homelessness
Dr Maggie Kirk - January 2021

1.0
1.1

Introduction
The Covid pandemic has highlighted the plight of homeless people. Our urgent
need to address this as a nation and as health providers has never been so
obvious. In Bournemouth a unique and effective means of delivering Primary Care
to those on the streets began 4 years ago. The HealthBus was a response to an
unmet need for accessible and appropriate care for people sleeping rough or in
temporary accommodation. It has shown its worth during the pandemic as our
teams have partnered to support the national “Everyone In” campaign.

1.2

The flexibility of the service has enabled it to adapt and deliver healthcare at the
point of need. Money saved as rough sleepers are engaged with Primary Care is
an example of the disproportionate benefits seen with investment in this type of
specialist care. During the pandemic we have seen lives transformed as
partnerships between health and council services have strengthened and
developed. These new ways of working will be carried forward into the future.

1.3

Health is inextricably linked to housing and there must be a strong commitment to
healthcare alongside housing for the Bournemouth Christchurch and Poole (BCP)
Homelessness and Rough Sleeping Strategy to be a success. This document is
written to explain the role of the HealthBus. For the sake of clarity, I will refer to
service users collectively as “homeless”. Please understand this is to avoid
verbosity and is in no way a lack of acknowledgement that individuals affected by
homelessness may be passing through a phase, whether on streets, sofas or in
supported accommodation or indeed those opting not to be “housed”.
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2.0 HealthBus Development
2.1

The HealthBus was launched in Dec 2016 by Dr Maggie Kirk. It was a response to
the need for accessible and appropriate healthcare for people sleeping rough in
Bournemouth. These vulnerable individuals struggle to access traditional
healthcare and even the local homeless hostel surgery has proven to be a stretch
too far for the majority. As a result, health problems go unchecked until it is too
late or emergencies develop, often at great cost to the individual and health
services.

2.2

The HealthBus Trust became a registered charity in Dec 2019. Healthcare,
delivered by the HealthBus team, has been made possible by non-statutory grant
funding and generous donations together with the support of the Crescent
Providence Surgery (CPS). NHS registration with CPS is possible via the HealthBus
team. Public Health Dorset have provided seasonal funding for a winter
immunisation campaign between 2019-21 and are currently funding health
assessments for HealthBus patients using the COVID-19 Homeless Rapid
Integrated Screening Protocol1 (CHRISP questionnaires).

2.3

During 2020 Covid emergency funding from BCP Council and the NHS Dorset
Clinical Commissioning Group (Dorset CCG) have contributed to core running
costs. Other than this we rely on fundraising, for continuing operations, made ever
more difficult for the charity sector during Covid-19.

2.4

The service has grown from 1 weekly GP session in 2016, seeing around 200
patients per year, to 2 weekly GP sessions in 2019 and 3 GP sessions per week
from Jan 2020. Consultations necessarily became telephone based during the first
lockdown. However, as Covid secure environments have become possible, the
HealthBus team have been visiting emergency hotels and working from the St
Stephen’s site once again. Every person seen is a potential health crisis and
attendance at A&E avoided; huge savings for the public purse.

2.5

Data collection and patient feedback informs how we respond to the demand for
healthcare. The evidence from 2020 suggests that daily GP and nurse sessions are
required.
2
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3.0 Success of the Service
3.1

Successful healthcare delivery for this vulnerable patient group increases with
specialist understanding of their needs. Service users report experiencing multiple
barriers to traditional care elsewhere and frequently disengage with mainstream
services. Consistent care is what we deliver because of our culture and methods.
Service users feedback appreciation of the non-judgemental and caring welcome
they receive from the HealthBus Team. Appointments are necessarily longer,
allowing for the complexity of issues with which people present. Patients are
regularly called and supported with an outreach nurse and community workers,
who regularly seek out and accompany people from their sleep sites, to maximise
attendance of appointments.

3.2

Acute problems are treated on site, reducing the burden upon secondary care and
trusting relationships developed allowing follow up of chronic problems.
Preventative healthcare e.g. winter immunisations and screening interventions e.g.
smoking cessation support are offered at every opportunity.

4.0

Location of Service

4.1

The parish of St Stephen’s have allowed the church hall site to become the home
of the HealthBus. Prior to our arrival, St Mungo’s ran a popular drop in from this
building. People find the location accessible, welcoming and convenient as it is
close to the town centre, yet discrete and off the beaten track.

4.2

We have encouraged and seen a successful one-stop “hub” develop around the
HealthBus. Mental Health, Drug and Alcohol, Podiatry, and the Liver Team staff
work on site allowing referral between teams, often by introducing service users
and providers. Where same day assessment is not possible, people feel more
comfortable to return for further assessments when familiar with the set up.

4.3

This works well for service providers and users who might not connect via
mainstream venues elsewhere.
3
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5.0

Numbers Seen

5.1

Numbers of consultations have increased with increasing awareness and funding
of the HealthBus service. Face to face consultations from the HealthBus at St
Stephens were suspended between March and August when Covid secure
environments could not be guaranteed.

5.2

More than 40 new GP registrations were processed by CPS during the first
lockdown in 2020.
In the 6 months between August 2020 and January 2021 a further 77 new patients
have been registered via the HealthBus team alone. Additional patients register
directly via CPS but are not included in these figures. Many have subsequently
received comprehensive health assessments. Table 1 shows information about
sessions and consultations in this 6 month period.

Table 1: Sessions and Consultations Between August 2020 and January 2021
2020/2021

August

September October

Weekly
Sessions
New
registrations
Appointments
completed
No of Unique
Patients
Supported
Patients
offered winter
imms
Patients
received winter
imms

2 x GP

2 x GP

4

November December January

TOTAL

17

2 x GP, 2 x 2 x GP, 2 x 3 x GP, 3x
Nurse
Nurse
Nurse
15
13
17

3 x GP, 3x
Nurse
11

77

31

81

95

106

156

120

589

19

43

40

34

31

22

191

0

0

43

19

26

11

99

0

0

32

13

13

0

58

4
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5.3

Many people have moved on into more permanent accommodation and some are
now attending the main Crescent Providence Surgery.

5.4

More people accepted influenza and pneumonia vaccination during the first 3
months of the winter immunisation campaign than were vaccinated in the whole
winter season last year. This demonstrates the success of a personalised approach
to proactively inviting patients for vaccination compared to opportunistically
offering vaccines last year. Historically, invitations to homeless patients via the
usual route from CPS have been met with very low uptake of vaccinations at the
main surgery.

6.0

Who We See

6.1

Our typical service users have struggled to engage with Primary Care for months,
years or even decades. Consequently, untreated physical, mental health and
dependence issues contribute to their homelessness. (E.g. Appendix A).

6.2

The average age of death whilst homeless is 45 for men and 43 for women. 726
people died in England and Wales whilst homeless or rough sleeping in 2018,
which was a fifth more than the previous year.2

6.3

Our observations in Bournemouth reflect a comment by Dr Nigel Hewett, Medical
Director of the national Pathway homeless charity that “Homeless people in the UK
don’t die from exposure. They die from treatable medical conditions.” Dr Paudyal’s
work published in 2019 reported that “Homeless people visit A&E at 60 times the
rate of the general population, and they are much more likely to have multiple
long-term health conditions.” 3 High prevalence of chronic conditions was
reported by CHRISP respondents during 2020 (Table 2).

5
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6.4

Figures produced by St Mungo’s for the Department of Health in 2013 revealed
the financial benefits to the NHS when people sleeping rough were engaged in
specialist homeless primary care. Savings per person per year amounted to
approximately £8000.4 Our experience bears this out and confirms that financial
savings are accompanied by health savings. This is obvious in the lives of many
patients we see. If we had increased capacity for data analysis we would be keen to
study specific outcomes such as reduction in hospital admissions and health
improvement such as improved control of asthma, COPD, angina and high blood
pressure, to name a few.

6.5

With support and healthcare offered in emergency hotel accommodation the
physical and mental health of the majority have improved and drug, alcohol and
tobacco use have reduced. See Table 3.

6.6

Many have been referred to counselling. Between beginning of April and
beginning of December 2020, 41 referrals have been made through the Rough
Sleepers Initiative scheme alone. 31 of these referrals have been offered
counselling a further 10 are on the waiting list. More referrals continue to be made
and demand exceeds capacity for treatment.

6.7

For many, coming indoors during Covid, has been transformative. With respite
from street survival and readily available sympathetic support, people have
become motivated to consider their next steps and seek help. (E.g. Appendix B).

6.8

As complex health and social issues are addressed frailty scores reduce. We plan
to repeat frailty questionnaires after 6 -12 months but this has not yet been
possible.

6
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Table 2: Characteristics of homeless in emergency accommodation including frailty and the prevalence of multiple chronic conditions (similar to
results expected in elderly patients).
CHRISP Bournemouth Summary N=67

Number Proportion (%)

Shielding

3

4.48%

2 or more chronic conditions

61

91.04%

Edmonton Frailty Score = 10 or more (frail)

46

68.66%

Problems with memory

50

74.63%

Problem drug use

34

50.75%

Problem alcohol use

12

17.91%

Tobacco use

60

89.55%

Depression/anxiety

63

94.03%

Psychosis, Schizophrenia or Bi-Polar Affective Disorder

10

14.93%

Dental problems

34

50.75%

Physically assaulted

36

53.73%
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Table 3: Changes seen in physical and mental health and chemical dependence on becoming
accommodated.
Change since
entering hotel
Physical health

Better

Worse

Same

37 (55.22%)

9 (13.43%)

21 (31.34%

Mental health

35 (52.24%)

16 (23.88%)

16 (23.88%)

Chemical
Dependence
Tobacco use

Less

More

Same

31 (46.27%)

13 (19.40%)

19 (28.36%)

Alcohol Use

19 (28.36%)

9 (13.43%)

11 (16.42%)

Drug Use

34 (50.75%)

7 (10.45%)

4 (5.97%)

7.0

What’s On Offer

7.1

Service users receive basic health checks with the nurse who refers on to the GP
if required. Comprehensive CHRISP health assessments are performed where
possible. Robust pathways between health and housing, recently
complemented by the Royal Bournemouth Hospital Homeless Care Team, focus
on reducing and stopping the cycle of homelessness.

7.2

Through the gradual development of therapeutic relationships, the HealthBus
team educate and empower patients to make decisions about their healthcare.
This involves not only encouraging patients to accept admission, where
appropriate, but also supporting and respecting individuals who chose to opt
out of treatment, investigations and preventative care. Fear and lack of trust in
professionals and systems, who are perceived to have failed them in the past,
are major contributing factors to poor engagement; development of trust is
critical to long term positive outcomes. (E.g. Appendix C).
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8.0 Future Provision of Services
8.1

As our work from St Stephen’s Hub becomes increasingly well recognised, so
our credibility with commissioners increases. We are looking to expand services
from the hub which will benefit our patients. These are likely to include Opiate
Substitution Treatment (OST) in the near future. Stabilising upon OST is often the
first step to becoming more able to maintain accommodation and access
necessary support in other areas. (e.g. Appendix D)

8.2

Other vital services such as dentistry could be offered if suitable clinical spaces
were available. 50.75% of patients surveyed with CHRISP reported dental
problems.

8.3

If plans progress to develop the St Stephen’s Hub this will facilitate and
strengthen multi-agency working. A commitment exists to developing systems
which facilitate sharing assessment information regarding patients e.g. digital
health passports. The aim is to simplify and improve safety of the healthcare
journey for people often traumatised by retelling painful histories to
professionals whom they struggle to trust.

8.4

We are aware of unmet homeless healthcare needs in other areas of Dorset and
beyond. The HealthBus model has potential to develop and be replicated in areas
outside Bournemouth such as Poole.

9.0 Move In and Move On
9.1

On-going support and the timing of the transitions from emergency to longer
term accommodation is crucial. Moving too early, to accommodation not suited
to the clients’ requirements may sadly contribute to the undoing of progress
prior to that point. (E.g. Appendix E)

9.2

Multi-disciplinary sharing of health information is essential to assist housing
teams with appropriate offers of support and accommodation when moving on.
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10.0

Move On and Beyond

10.1

As health providers we promote a holistic approach, supporting mind, body and
spirit to reduce and stop the cycle of homelessness. Just having a roof over your
head and food in your belly doesn’t fix the problems that caused homelessness
in the first place or help you know what to do next. Sustainable, fulfilling
recovery includes discovery of hope, community and purpose.

10.2

Education is an ongoing process for us all. Encouraging healthy lifestyles is part
of this. Many areas are ripe for further research and investment e.g. nutrition,
diet and exercise in recovery from homelessness. Many have gone from near
starvation on the streets to not knowing how to manage food that is freely
available. Health risks associated with homelessness exist across the spectrum;
deficiencies and even starvation on the streets to obesity in hotels.

10.3

Working closely with socially supportive programmes such as Stay Safe and
Exercise on Prescription, the HealthBus team encourage solid foundations for
recovery e.g. with education around healthy choices and voluntary experiences
leading to employment.

11.0

Learning from the Pandemic

11.1

Rising to the challenges of the Covid pandemic has stimulated partnerships to
develop and strengthen across BCP. The HealthBus was already working
successfully with street support and health providers from the St Stephen’s site.
Housing and health have shown themselves to be inextricably linked and our
energy and desire to work together as teams has been cemented through
conversations, bids for funding and a shared vision for the future. Achievements
are already being recognised by both local and national government.

11.2

Robust specialist Primary Care, suited to the needs of people sleeping rough
and in temporary accommodation, supports long term development away from
the streets and sustainable healthy lives.
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12.0

Conclusion

12.1

We cannot ignore the lessons of the Covid pandemic which have highlighted a
longstanding unmet need. We have seen what is possible when funding is
available and we work together. It is essential that excellent, accessible and
appropriate healthcare is provided for the whole of the homeless population.

12.2

The biggest rewards for investment are seen in the flourishing of those most
vulnerable. The BCP Homelessness and Rough Sleeping Strategy, uniting health,
housing and social care, will contribute to the transformation of peoples’ lives with
subsequent cost savings across society. The development of a Homeless Health
Hub would facilitate this. The HealthBus would deliver mobile healthcare from the
hub to points of need in the community. In the words of Kevin, who sadly died on
the streets in the winter of 2017, “this bus needs to continue as homelessness
continues”. We dream of a time when it is no longer needed, but we live in a time
where it is vital.

12.3

Recent years have seen gathering momentum and desire for teams to work in
partnership. So far the pandemic has shown we can survive and thrive. We are
better together and the time for investment is now.

11

Accessible and appropriate healthcare for people experiencing homelessness

APPENDICES
Appendix A: Ben’s anxiety led him to catastrophise. He had slept rough for 18 years, avoiding
doctors for fear of a terminal diagnosis. Earlier this year he was sleeping in the train station but was
offered emergency housing and GP registration at the beginning of the “Everyone In” campaign.
After several consultations and tentatively allowing himself to trust a medical professional again, he
began to accept that he wasn’t dying and was able to recognise that anxiety and depression were
the cause of many of his symptoms. He accepted treatment for anxiety, subsequently felt better and
agreed to counselling. He is becoming more aware of the importance of a healthy lifestyle and hopes
that as his fears reduce he will be able to take the necessary preventative steps to avoid his prediabetes becoming diabetes.
Appendix B: John has been on and off the streets in recent years. Despite previous army training,
street survival was hard. Alcohol and drug abuse got the better of him and he became extremely
vulnerable, succumbing to chest infections which were exacerbated by poorly controlled asthma.
The suicide of his girlfriend contributed to his mental deterioration. His substance misuse made
attending to mental health and physical health issues very difficult. Regular support via the
HealthBus team has enabled John to detox from all substances, engage with counselling, take
maintenance treatment for asthma and depression and accept preventative immunisation against
winter infections. His mood and long-term vision are improving and he has been motivated to
consult for an acute episode recently when he became suicidal.
Appendix C: Harry first came to the attention of the HealthBus team from his sleep site in the woods
in 2017. At that point, winter chest infections were resulting in regular hospital admissions with
acute exacerbations of his uncontrolled COPD. On discovering easily accessible healthcare he began
attending the HealthBus regularly and has been compliant with his COPD inhalers for 3 years,
without further hospital admissions. He has steadfastly resisted our good-natured annual campaigns
to persuade him to have a flu jab. This year he finally accepted urgent investigations for bowel
cancer after living with red flag symptoms for months. Again he had been on the receiving end of
much cajoling and persuasion before eventually accepting the recommended CT scan. He has just
amazed us all with his uncharacteristic New Year’s resolution to request Covid vaccination.
Appendix D: I have treated two people in the past 4 months for whom hospital admission was
delayed by vital weeks due to chaotic drug use and the fear of being admitted without adequate
opiate substitution treatment (OST). For both individuals, the initial problem of a groin abscess, left
untreated, resulted in impaired mobility leading to deep vein thrombosis with the potential for fatal
sequelae of pulmonary emboli, endocarditis and sepsis. We hope that waiting times for OST
assessment and the organisation required to make and attend these appointments, especially as
health deteriorates, will be reduced and simplified by offering it from the HealthBus.
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Appendix E: Mike, a man in his 40’s, came indoors for the first time in months at the start of
lockdown in March 2020. This enabled both physical and mental health assessment, coupled with
provision of OST. In the subsequent months he enjoyed recovery from substance misuse and
concerning paranoid behaviour. The next step was to move on into independent accommodation.
The transition was huge and sadly resulted in his relapse on to street drugs. Returning to more
supported accommodation has allowed him to stabilise again and request referral for more
psychological support. He has started running regularly to get fit and is using nicotine replacement
patches to stop smoking. Conversations between health and housing teams at the time of his
relapse helped us all to reinforce the support being offered and work hard on the best next steps.
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