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This is the sixth discussion in a series of events hosted by the think tank Civitas to look at key issues

in health care in the UK. The aim of the series is to bring together the grassroots of the medical
profession, along with service users and key stakeholders in the NHS, in politics and in the voluntary

and private sectors, in healthy, open and unassuming discussion independent of government.

The panellists for this discussion were Charles Fraser, CEO of (520, DrPhilipReid, aGP s
practicing in the Great Chapel Street Medical Centre in Soho (p.7), Sir David Varney, the Prime
Mi ni st er ' s blidSerwce Tsansformation (pRQ)and5 NJ WA Y  fu Stee pfipgidah f
and the President of the Boston Health Care for the Homeless Programme in the USA (p.17). A

commentary following an open-floor discussion was given by Hilary Armstrong, MP (p.28).

Comments (p.17) were also heard from: Dr Mark Atkinson, Dr David El-Kabir, Dr Justin Varney, Jane
Cook, Joanne Clarke, Pippa Bagnall, Jenny Edwards, Dr Mary Hickey, Caryn Hall, Selina Douglas,
Mary-Cate Maclennan, Laura Neilson, Dr Gary Wannan, Alastair Storey, Dr Philip Timms, Mike

Hayward, and Dr Damien Hatton.

Introduction:

Professor Aidan Halligan

The solution to homelessness is more than a lack of housing. Too often homeless people —often
through little fault of their own —go into a spiral of decline, isolated from family, those who love
them and from regular i ncome. There’' s little re

remember with pleasure. Very often people treat them with disdain.

In the midst of a recession these people are suffering and their numbers are going up. Their average
age of death is 40.2 years. They do not die thr
done some work with Professor Barry McCormick, the chief economist of the NHS(wh o' s wi t h us

here tonight), that shows in the average teaching trust in London homeless people attend six times
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more than non-homeless; they are admitted four times as much; and stay twice as long, not because
they are bed-blocking but because they are at least twice as sick. They also have twice the incidence

of cancer.

Humanitarian, spiritual and moral arguments have been used for many years to get this particular

agenda into government, in a way that might lead to a systematic and coordinated approach. But

the experience of homeless projects in the USA suggests that unless it is also put forward in an

economic framework, it won't wor K. costsé¢ightrtirees rsore o seendsryftcaxed | st i C
to look after a homeless patient than a non-homeless patient. It will actually cost us more to do

nothing than to do something.

This fact needs to get through. It was Martin Luther King who once said ‘Our lives begin to end the

day we becomesile nt about t h.llowthatpaticlér quot@andit® absolutely

pertinent to homeless health at this moment. Afewwe ek s ago | ' m <adithicee you r ea
Commi ssi on’ s-Staffeedphver The appallingiieatiment of patients was highlighted in a

way that really hasn’t sRomplthe ulsitglttandft day iiern ¢
occurred there. The incoming chair of the Care Quality Commission said that there was a conspiracy

of silence amongst doctorsand nurses, wh o di dn’t speak up about the pl

This discussion tonight aims to bring such issues alive. The people | can see sitting —and standing —
all around this room are individuals who have made a huge impact on homeless care in general and

homeless health specifically. What we need now is a coherent framework for them to work in.

Charles Fraser
/ 9hz {4 adzy3a2Qa

| just want to start by saying a few words about St. Mungo’s, as there will be some of you in the
room who will not be that familiar with us. We are a secular organisation set up by a Glaswegian at
a time when Glaswegians formed a very high proportion of people sleeping in rough in London. He
thought a charity named after the bishop at the biggest Catholic Cathedral in Glasgow —and the
patron saint of wandering Celts —would have resonance to people sleeping on the streets in the late

1960s.



We are now L ondon’asisatioraandper patticulardonugid oe those wiothaye
nowhere else to go. We house about 1,500 men and women each night, of which just over half are
in hostels. These hostels constitute the largest single strategic resource in London for tackling street
homelessness, though we also run a range of other projects such as housing, training programmes

and a prison servicethatai ms t o prevent homel.essness o0n

This evening, however, | want to concentrate on our hostels. | want to cut straight to the point and
say many homeless people, particularly those at the sharp end, get a poor deal from our healthcare
system. Last time we carried out a needs survey, it showed that 32 per cent of our residents had a
drink problem; 43 per cent had a physical illness; 49 per cent had a mental illness; and 63 per cent
had a drugs problem. | think these are shocking figures —and worse than those revealed in needs
assessments on London’
a third higher); and 41 per cent had a drugs problem (in our hostels it is 63 percent, that is half as
high again). These figures suggest that people are coming off the street, but stopping in hostels

because there is nowhere downstream for them to go.

And the problem is mirrored upstream (in the health system). In the very recent past, we had a
hostel where 95 per cent of the residents were injecting drug users. Why do we get them? Why are

they not being picked up and treated by the health system?

Such problems upstream and downstream smack to me of more than a whiff of institutional failure.
I don’t under e sahdwmkhdwehattomgoundirig fieflth nditiohsicaa s
undermine treatment programmes. We know also that the lifestyle of homeless people can
sometimes make it genuinely difficult for healthcare professionals to make successful interventions.
But it is also very well known that vulnerable people, in particular, find the health system
intimidating. How many of us, for example, have worked with people with severe mental illness

who a r ia flight form treatment’ ?

We should, in my view, reconsider the delivery of health care for these people on a practical and
moral imperative — not just in this room, but beyond its confines, and of the confines of
Westminster. We need to break down the barriers that stand in the way: barriers of self-neglect,
certainly, but also barriers of exclusion by medical services and social occupation. It is not

impossible to do this.

As | said earlier —and | hope this came through —some homeless people get a very poor deal from

our heal th s yaddfthem.do, bedausedthatdvould be a gageyty. Those in some of

peopl e

s st r &medtaillness (iDonur hdsthlsditiss t r e et s



our hostels get a really good service from excellent GPs, dedicated nursing teams and innovations
like the first intermediate care service in London —all supported by a range of specialist social care

and mental health services.

But then there are some hostels with virtually no services at all. It is the unevenness that is the
problem, which | put down to structural neglect. A t St . Mhava guiotdgetherw lgealth
strategy, based on our experience, the help and advice of sympathetic professionals and from past

homeless people.

1 First, we’' v e r ededa mmber of quite simple steps, which make up a service model
for drugs, alcohol, mental health, physical healthandwell-b e i n g . We’ ve set S on
standards and achievable targets. But we ha\
people to tell us what is wrong with the service models and how they can be improved —all

comments welcome. But the point is that we are trying to set a basic standard.

9 Second, we believe these services should be delivered onsite in hostels, simply out of

recognition of the reality of engaging people who can be quite chaotic.

9 Third, medical and social care professionals have to pull together to make these
interventions effective. At this level we recognise the absolutely crucial importance of
practice-based nurses to the delivery of health care in hostels and the importance of

intermediate care backing up primary care.

I n t he 1t i twantto daethree things. ewfartt to talk about health inequalities,

commissioning and influencing policy.

Policy on health inequalities has so far focused on measures that narrow the gap at the macro-level,

things like average life expectancy. But in part these miss the point, which is that issues such as

unequal access and inequality of outcomes almost certainly demand that we look at health

inequalities from more of a social perspective. For even if you accept such measures, how come

homeless people are acutely disadvantaged? The homeless charity Crisis established several years

ago that the average age of death for homeless people in England is 42 years. I n our hostel s
years. There are 189 countries in the world with a higher average age of death than homeless

people in Engl and. I't’s i ncomprehensi bl e.

Here’' s part of t he Firg, ghstechnocfatir reasdn.hHealthdtatsscr epancy .

measured at borough, or sometimes ward, level, but even when conducted at ward level the
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problem is that homeless people — particularly those towards the rough-sleeper end —are not very

numerous. The average life expectancy of the homeless is ironed out: some of the hostels we run

are large enough to constitute an entire postcode, butdatasimplyi sn’'t col | ectaed at tt
level. The convenient view in social policythat'i f it can’ t ebsen’ nie atshuerset dp,| aiyts
out. This is idiotic. lt’s very well known that

group with particularly high health needs and who find mainstream services hard to reach.

But the second reason for the discrepancy is simply that not enough people care. And this is one of

the things | hope we can galvanise tonight. It
person are eight times that of the non-homeless person; and that the cost differential reflects a

more complex case mix. Eventhoughtheh o0 me | e s s avgpageresgth of sty in hospital is

more than twice thatof thenon-h o me | e s s per s o-blgckert. hieduétdstee not bed

seriousness of their condition and, in fact, homeless people are often discharged too early. Sowe ' r e

really |l ooking forward t o t ReyouMawtbeMaysrhah eal t h 1 ne

announced his intention to end rough sleeping by 2012 and i t S to haveistatugory force.

This brings me round to commissioning. | * ve w8t k®Mdngo’ s for nearly 30
time there nobody has ever been approached by a commissioner from a PCT, or any the their

predecessor bodies to ask about the health needs of our residents. Never. Not once. | thought the

first task of commissioners was to map needs. Have | missed something? Some PCTs, to be fair, do

recognise the needs of the homeless, do commission services for them and do provide good

services. | applaud these efforts. But, as a whole, health care for the homeless is disconnected.

| want to tell you what some commissioning looks, feels and smells like from the voluntary sector.

Here’'s what a commi ssioner wrote to me | ast year
ofhowwec ommi ssi on ser vi ces-cldsseammitsibning idoolyma ehbriesteps ' . Wo r
away! Health is not just about health care. Instead, we should be encouraging the NHS to

contribute to health improvements that flow from occupational opportunity and emotional well-

being. In practice, however, commissioners too often stifle such contributions. Partnership working

in practice tends to mean the NHS working on little bits itself, rather than with others.

My final point is about influencing policy. We ' r e q Uuwhattthere neddsetcebé a policy shift

around health care for the homeless;and wuntil that happens not a | ot
British fear not to see any connection at all between policymakers and practitioners. But it also

raises the questionrwh o’ s in control ? And i f you can find s

l evers, are the |l evers connected to anything in



the one thing that PCTs blood racing. So next time | met someone from a PCT |
appalling prematur e mo r.tSamethirg that wilaturrdon dP@Ténywnek i nd o f

part of the world won’t nec eslgodathieDH Butwhenh on a PC

approachthemthey sai d it’'s a | ocal i ssue, it's down to
PCTs, they say well, we have to go af teeegof t he t ar
pass-the-parcel. If t her e’ s anybody i n wehndothersllileiuscanc e wh o Kk n¢

influence policy we will bite your hand off after this meeting.

To finish, | want to say this. Seeing homelessness as just a housing problem is a very seductive
message, butitr e a | | ydotHomeesspeoie many favours. Why? Because it tends to justify
institutional inertia in our public services, when what we really need is for health for the homeless to

joinupwi t h the mainstream. We believe there’s a re€
health problem, the consequence being that ministerial responsibility for homelessness is largely

shifted to the Department of Health from CL G . That's really something w

| remember meeting a visiting professor recently who described his undergraduates as people who

lacked historic understanding, despite their knowledge having expanded considerably during their

studies. They still have large tracts of terra incognita. It sprung to my mind that homelessness and

health is terra incognita to those that pass by, can avoid putting their foot on it and keep their

certainties absolutely intact. Yetto t hose of us \vinhognitaatelh @hbblighton t i t '
this house is not homeless health; it is homelessill-h e a | t hvicious cycle Where hameless

people avoid services and health services avoid homeless people. This dynamic has got to be

overturned. I't must be possible to do it and pl



Dr Philip Reid
Great Chapel Street Medical Centre, Soho

I am a GP working mainly with single homeless people in London. My comments reflect my
experience, and | do apologise if | miss certain groups or issues. | thought what | would do is paint a
brief picture of homelessness and health in central London, talk about the things we have achieved,

and then discuss some areas of weakness.

There is a core group of chronic rough-sleepers living in the West End. Street counts in Westminster
suggest the number is around 100, but of course there are more across the central London area as a
whole. Then there is a flux of 2,000-3,000 a year coming onto the streets and moving off. This forms
the visible reality of homelessness, with many more in night shelters, hostels and other temporary

accommodation.

We know quite a lot about their backgrounds and where they come from: social care, the armed
forces and prison. More recently, many are failed asylum-seekers and A10 (EU accession countries)
migrants, showing that homelessness does not stay still. And then there is the group that move in

and out of temporary accommodation.

We also know a lot about their health problems: they are severe and often multiple. Drugs and
alcohol contribute a large proportion of the problems and their consequences, and mental health
conditions are highly prevalent. We see a lot of personality disorders —a subject that has often been
shunned by mental health services until recent NICE guidelines —and of course, psychosis, anxiety,

depression and post-traumatic stress.

Physically people suffer from many chronic diseases, some with Hepatitis B, HIV, tuberculosis, and
many acute infections. That's often the reason v
years of smoking and drinking too much, chronic respiratory, cardiovascular and liver problems are

common. And there are many patients with bad feet.

The effects of malnutrition, exposure to the elements, and the stress of living rough all compound
this, and people present late. They do not come with a little lump, they come with a lump you can

see as they walk through the door.



So how has this been addressed? It s been addre
difference to the numbers of rough sleepers on the street—reducing the amount of time they spend

there. The outreach teams in day centres identify people who become rough-sleepers and then

work with them to get them out of that situation as quickly as possible. They obviously go

somewhere, and Charles has talked about the numbers ending up in hostels; but the difficulty is that

perhaps health care has not quite caught up with them there.

That said, health services have improved in primary and secondary care over the last two or three
decades. There has been an increase in numbers of specialised clinics for homeless people, which
offer easy access to a range of services; sort of one-stop shops. | think even normal NHS patients

would be quite envious sometimes at the speed of access to things.

In our clinic at Great Chapel Street, for example, we have treated some 30,000 homeless people

over the past thirty years. We work with four other clinics in Westminster, sharing the same IT

system so that should a homeless person present at any one of thesewe ’ | | have their-r n ot
available. And our experience at Great Chapel Street enabled us to set up a form of intermediate

care for this vulnerable group, to address acute illness and discharges from hospital. In mainstream

general practice, there have also been many schemes set up to help homeless people. But | think

success has been variable.

One programme | ' als@been involved in is a project called Wytham Hall, which in the last 25 years
has enabled us to help about 2,500 homeless patients through their illnesses and to establish a
relationship with them. We have bought some accommodation for them to move on into and
sustain that relationship and many of them are in fact now registered at my other surgery in London

and are doing extremely well.

Moving onto secondary care, outpatient drug and alcohol services have become much more
accessible with either short or non-existent waiting lists, and there are outreach services on the
streets and in hospitals. Mental health services have been provided specifically for homeless people

in recognition of their high need.

But there are many areas of weakness where | think we can make improvements. There has been a

shift in the demographics of homeless people off the street and into hostels —and S t Mungo'’ s
research has highlighted the problems that they suffer. For me, health care has fallen behind here

and needs to catch up.



Mainstream primary care has become more focused on prevention and the active follow-up of
patients with chronic disease; a shift from its being mainly a reactive service that sees people simply
for what they walk in with. Now that a substantial proportion of homeless people are more socially
stable, we also need to be pro-active in seeking them out. For the most chronically ill there may be a
role for a more coordinated multi-disciplinary approach; we could take a leaf out of mental health

services, cancer teams and social services here.

In Leicester, for example, they have a multi-disciplinary team approach to homelessness that is
working very well. It shows that for the most vulnerable, there is a lack of intermediate care. Some
people do need residential or nursing home levels of care at least for short periods. But these
services are at the moment really for the elderly and are not suitable, so more specialised provision

would be extremely helpful.

Regarding mental health care, there is a need for more psychological therapies to help people
address their difficult backgrounds and behaviours, and to help them to build relationships. We see
some fantastic successes with counselling in primary care for the homeless—really quite moving and
visible changes in the way people behave. There was one man who was forever attending A&E, and

when he took to counselling, it radically changed his behaviour. He was much happier as well.

Hospital inpatient care and discharge arrangements are another area that is fraught with difficulty;

self-discharges, poor communication back to the GP, and poor follow-up are examples. Often it will

just say on the discharge summar ythso-an¢ppm®,i 'ntarech to ft
course there is no address to send it to, or contact with the patient to let them know. There really

does need to be a greater concentration of effort on improving the admission and discharge

processes because they are extremely expensive and a huge waste of resources.

Another complication is that homeless people will go to one hospital one day and another the next,

and there will be no exchange of information between the two; many tests will be repeated.

| think we could involve homeless people, or formerly homeless people, much more in developing
these services. Sometimes funding cannot be found for someone who needs health services
because no connection is established with any local authority or PCT. This leads to terrible delays in
getting treatment and can sometimes even prove fatal. | would suggest that we need to enable
services to flow across these geographic and administrative boundaries to cater for the mobile

population, which would make for a far better use of resources.
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| think it is worth getting all this right. It really can make a difference. It may sound a bit trite, but |

have seen so many people transformed—their lives and their health.

Sir David Varney

Prime Minister’s Advisor on Public Service Transformation

The reason for my rapid response to the invitation to participate tonight is partly because my son is
heavily involved in this area, and partly because | thought | would learn something about aspects of

public service delivery that | am not as well attuned to as you are.

| have looked at public services, as | was asked to do by the then Chancellor of the Exchequer in
2006. | looked at it through the prism of trying to find a more successful way of producing better

outcomes for the citizen, for employees and for taxpayers.

In the financially troubled time that we are in now, this becomes a more important agenda because
we will not be able to live within our reduced means simply by reducing headcount; we will have to

become more efficient and effective at what we do.

There are some things that struck me about public service. First of all, the incredible work ethic of
many employees that are motivated to enter public service by the opportunity to make a difference
to public outcomes. What | then tried to unravel was the conundrum that people with such noble

aims produced a system that yielded so many disappointments.

One of the reasons was the lack of customer- or citizen-focus. Often public services have been

designed with the convenience of the provider in mind, rather than the needs of the citizen.

One of the people | met who works in local government took the area she was responsible for and

surveyed people coming into their offices, asking them where they came from and how long it had
takenthemtogetthere. There’' s a | ittle algorithm Shell and
stations, because we found over time that you had to put service stations at places most convenient

for the highest number of motorists — not the places most convenient for you. What we learnt of

council offices was that the best objective function that described the location of the offices was to
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maximise the inconvenience to the people who used them. The reason? That the offices were put

there 20 or 30 years ago, and of course bus routes and populations have changed.

We thought this was funny until someone showed me the location of a local authority that had won
the prize for the best new office of the year; it was a fascinating, great office. Pity about the location
at the top of a hill with bus services stopping at the bottom, and that many people go there for

disability benefit!

Now a system that does that has issues about blindness and sensitivity; and measurement.
Whenever | meé@dsdrécan?weand wanted to measure ou

measurements of outputs.

There was one extraordinary exception to that; and that was the DVLA. The DVLA happened to get

about six million phone calls per year. They counted that four million of those were people ringing

up to ask ‘“Where's my driving l|licence? | ve appl
week; where’'s my driving |icence?’ and the agent
very clearly thatyouwould not get your driving licence for 21

So the person would put down the phone and wonder why it takes 21 days. The DVLA then decided
that they would produce driving licences within seven days, and they now do it in four days; there
arenowfourmill i on phone calls that don’t take pl ace.

measuring what they do in an effective way.

| have become interested then in what actually gets measured. From my experience in the private
sect or , bdthofmhe power ¢f @easuring things and of the way in which you can corrupt an
organisation by not measuring the right things. People may change their behaviour not to meet the
objective of serving the citizen or the customer, but actually to serve their own interest—by
delivering the output which is being measured by creatively interpreting the definitions to flatter the

outcomes.

But the thing that surprised me the most in the work | did was the inability in the public sector to
learn from best practice. It is not because | think the private sector is fantastic; at times they have
equally serious problems. There are people who are very good at implementing best practice, but

there are others that aren’t
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Sport is another good example. When | worked at Shell | ran their sponsorship of Formula 1 motor-
racing. Aryton Senna was our driver, and McClaren was our team. Here was an organisation where

learning from best practice was so intense.

Butthens omeone came up to me and sai d singsgoras&now, t h
example of best practice. Have you ever thought about high-jumpi n gH@ré an American called

Fosbury turned up at the state championship in the U.S. and jumped over the high-jump backwards.

Everyone said he was crazy. He won. But all the other competitors still said he was crazy. He

entered the U.S. national championships and was the only person to jump over backwards. He won,

but they all said he was just lucky. He went to the Olympic Games and was the only one to jump

over backwards. He won. At that point, world class athletes said ‘we had better change the way we

jump over the bar’. Even in an activity where your personal commitment to learning is about the

results you produce, best practice does not always travel very far.

So for me, one of the challenges in the public sector is to look at where there is best practice and
find out why it can’t be done el sewhere. What i s
learn from that best practice. And in some senses those in local government have put much more

learning into best practice than those in central government.

The last thing | just want to touch on is something Aidan (Halligan) and | talked about when he came
and had coffee a few weeks ago: death rates and outcomes that are unacceptable to a civilised
society. You tend to measure the worth of a society by how it deals with the weak and needy; that
for me is the hallmark of a civilised society. But what worried me about the discussion was the

guestion of who is taking responsibility for these outcomes. Who assumes responsibility?

| used to say when | was a chief executive that if anything happenson my wat c h, it’'s my
responsibility. | could not afford not to take that view. But | worry about the fact that there is not
enough clarity about the outcomes of this health system, of what it produces, and that no one is

going to say ‘I ’'m politically accountabl e

Now, if you keep changing ministers every three months, it is pretty hard to do this stuff. You do
need somebody who is going to spend some time on it. And ministers should spend more time

actually visiting some of the places to see the problems themselves.

Il n the end, this is a |l eadership challenge; it s

of this system. If you want to make a change you have got to be absolutely focused on helping
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people to understand, in very clear terms, the unacceptability of these outcomes and the existence

of best practice that delivers better outcomes.

Dr Jim O’Connell

President, Boston Health Care for the Homeless Project (USA)

| am really honoured to be here tonight. | want to tell you a bit about the Boston Health Care for the
Homeless Project. Boston is this curious town of both rebellion and conservatism, and we have in a
very small area — of about two miles square — 12 major teaching hospitals and 26 fabulous

community health hospitals.

In 1985, which was when | was finishing my residency so | take no claim for any of this, there was a
perception, a reality, that homelessness was on the rise in most of our major cities in the USA.
When | was finishing my training in Massachusetts General Hospital we were seeing droves of the

homeless coming into the emergency room with almost no care out in the community.

This was an embarrassment to us at the time. We considered ourselves to be a medical Mecca with
people coming from all over the world to get great care in our top hospitals, yet in the very shadows
of these glistening towers were people getting third world care. It was an acute embarrassment to
the medical community as well as to the government in Boston. So this was a rare opportunity to get

together with the state and the city to develop a plan as to how to care for homeless people.

| was not part of this, but a very feisty group of people met at City Hall, and they really stuck into the
medical community for not taking care of homeless people. Their assertion was that these people
had no continuity of care, so how could they have any kind of quality treatment? We had all of these
medical facilities across Boston, but somehow we were not taking care of the homeless people who

were wandering in and out of all our facilities.

So they came up with a city-wide plan to provide health care to homeless people; the community
demanded that this be an issue of justice and not charity, and they were not allowed to use a single
volunteer. For any of you who know America, we depend on volunteers to do this kind of work. But
they did not want a single volunteer. They wanted full-time doctors and full-time nurses and carers

to take care of homeless people and be there forthem. So—and | ' | | never forget
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to become a full-time oncologist! — I got caught as the community were demanding a full-time

homeless outreach doctor.

| thought it would be a good year for my late-60s conscience, but what | ended up doing was

extraordinary. | had a full-time practice for people that were homeless. But my great concern was

that most doctors | had known who had gone out to take care of people living on the fringe of

society had been rapidly marginalised by the profession. | didn’t want to get mar (
recent graduate, so the one promise | managed to exact from Massachusetts General was that we

would stay part of the mainstream.

But this was also exactly what the community wanted—to take care of the homeless as people, who,
if they needed to come into the hospital, would come into the hospital; if they needed restive care
then we would take care of them and follow them up. They wanted the continuity to be with the

clinicians, and they wanted us to work in teams.

So | started doing that in 1985. And | knew nothing, by the way; everything | learned was from
nurses, from dressing feet to learning that nothing happens unless you have the time to strike up a

relationship with the people you are taking care of that is enduring and trusting.

The other thing the programme did which really resonated with us was not using outreach workers.
They wanted the clinicians themselves to be the outreach workers, so | got stuck in this weird model
where | was the outreach worker. | can remember working in the van two nights a week—and | still

do—where we serve soup and sandwiches and give out blankets. Icoul d s ay by the way,

heal th car e, | " m al so a doctor ', and that tur neo

We now have clinics in two big hospitals in Boston; our doctors are part of the staff in those
hospitals and take care of anyone who has to be admitted. We also run clinics in about 80 different
shelters, soup kitchens, and outreach places around the city. All clients have computerised records
that Massachusetts General produced for us about 15 years ago, when we realised we had lots of

access but no coordination.
The last thing the community pushed us to do was come up with this concept of restive care.

In our shelters in Boston —we have roughly 7,000-8,000 homeless people at any one time —there is
a shelter bed that is made available for anyone who wants it, so there are a lot of people staying in

shelters. But what we found happened, where health care was concerned, was that shelter workers
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would push-back against the hospitals for sending homeless people to their shelters that were too

sick to be there.

When you are in a shelter, you have to be out at 5 or 6 a.m. and cannot return until 4 p.m., so if you
have flu or are recovering from surgery, you have to stand outside all day. Because of this, we
developed this concept of restive care—something like the equivalent of the sick room at college,

starting with a 25-bed unit in 1985 that was located in a shelter.

People back in those days would stay in hospital for five or six weeks. | remember as a senior
resident at Mass General, if you were having open-heart surgery, we would admit you a week before
surgery, and you would stay four or five weeks after. Now the average length of stay is 3.5 days.
Most surgery is done as day surgery. So what happens to homeless people when they leave hospital

after 3.5 days, when no-one comes to pick them up and take care of them?

Our restive programme has evolved into this step-down hospital: 104 beds in its own building,
staffed like a hospital with 12 nurse practitioners, three full-time doctors, and a couple of
psychiatrists and social workers. What it does is provide for hospitals a system of safe discharge. It
has been extraordinary for us to get such a leg into the mainstream system. Emergency rooms also
use it; if somebody is really sick on our night rounds we can bring them in here rather thanto a

shelter or somewhere else.

The last thing | want to share with you is that homeless people constitute a third to a half of our
board of directors —so my bosses are the people we serve. It is really interesting to have them in
that role, because they take very seriously the responsibility of representing the needs of the people

we are serving.

Il Il give you one example: when we first came upg
design this service, we worried about whether board members would have to be clean and sober in
order to participate. Initially we said well, at
half the people you serve are struggling with an active substance abuse issue—why are you going to

el iminate them fr ¢oweduiekly changed ietreqars semply tieatkhizy come

to the meeting not high and not drunk. We have people who are actively involved in our

programme who are struggling with alcohol and substance misuse, and it is the best thing that ever

happened to us because they don’t | et wus get awa
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| have been a street physician now for my entire medical career and have become fanatic about how
challenging it is to care for that group. The statistics you have heard tonight are mirrored in the

USA.

We’' ve been following a group of 119 people who &
started following them in 2000, to look prospectively at what would happen to them, because we

could not find any literature on this. It turns out that within five years, about half of them died,

another group were in nursing homes, another in housing, and another still on the streets. Looking

at causes of death, it was all what we have heard today: cancer, liver disease, emphysema; all stuff

that as physicians we should be preventing, treating or taking care of.

Additionally, Medicaid found that across the period we were looking at, those 119 people had
18,000 emergency room visits (not including inpatient admissions or anything else); costly beyond

comparison. That allowed us to get the attention of the hospitals and people at state level.

We have now actually been able to integrate our street teams, so | work side-by-side with
psychiatrists and interns. It is radical because, for the first time, | am seeing patients who | have seen
for a long time with conditions that are either chronic or acute, and if they are worrying about

something, the psychiatrist is with me, and they can discuss it there and then.

We have a weekly street clinic at Massachusetts General, where homeless people come in, not
because it’'s Mass Gen hospital, but because they
it’s the person t h ewy80 pr¥aplawho conse inefftlee streemeryharydey 7 0

-we are almost afraid the hospital will kick wus

We are not changing the world here; we are looking at the health care needs of homeless people. |
have realised that the solution to homelessness is way beyond good health care and way beyond
good housing, too; this is one part of a whole mosaic of things that has to happen for this situation

to get solved. But we can do our part.

The economic argument has to be made, we do have to look at the outcomes viciously, but it is the
stories of the people you take care of that really draw you in. How | wish we could convey those
stories in a way that would really grab you! Homeless people live lives of absolute courage outside

in the elements, and it is breathtaking to watch.

In any way that we can help people to get through that | think weshould. I t hi nk i t’' s just

what we are. When | look at this impressive array of organisations here, | am guessing that is what
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all of us do. | have never seen a gathering of so many people interested in this topic, so | am

honoured and hope something good can come of this.

Comments in discussion

Dr Mark Atkinson, Camden PCT: | can’t | e a vnehalléhped. THe BHS doésengagee r U

with providers frequently,and t hat i n c |ThedheosghsSftCamblen ind Westrainster

have some of the largest populations of rough-sleepers, butwe have taken the Mayor
have no rough-sleepers by 2012 proactively forward, by getting people off the street and into

hostels. In Camden PCT and Camden Borough Council we have an exemplar hostel pathway, which

Sir George Greener, former chair of NHS London, came to look at as a beacon example. This is about

moving people off the streets into intermediate tier accommodation and, ultimately, into permanent

accommodation and mainstream services, including health care. This is absolutely critical.

Charles has said that the voluntary sector and other providers haven’t bemmt'Agingaged,
we re-commissioned a homeless medical service, which includes the full range of services for mental

health, hepatitis, HIV, TB and podiatry. This is all about having an absolute focus on outcome

metrics and performance, in keeping with world class commissioning. We do liaise very closely, not

only with hostel users and the voluntary sector, but also with service users, rough-sleepers and

hostel workers so we have a service that meet their needs.

I t ' s u nthabyouttantheadNHS@s not listening, looking or addressing such needs, because |
can tell you that is certainly not the case in Camden, or indeed in Westminster. There is a high
degree of spend in this area and we spend a lot of time interfacing with our acute, mental health and

social care colleagues.

Dr David El-Kabir, Great Chapel Street Medical Centre: | have several comments to make, but | must
respond to the previous speaker who seems very keen on congratulating himself and histeam. | * m

S u r goin hirh iflhe perhaps assured me that everything he was doing was perfect. But | don’ t
think anything in the NHS is perfect, very far from it —and that is particularly the case for services for

the homeless people.

Dr Justin Varney, Barking & Dagenham PCT: Camden and Westminster PCTs are both fortunate in
having picked thisup asanissue. TOo some extent that's because the

visible in the two boroughs. But in the rest of London services are patchy, not very well resourced
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and, like every other specialist service at the moment,f i ght i ng t o survi ve. I foy

critical mass of populationitjustdoesn’t | i st in the top priorities

But the real issue for homelessness at the moment is the lack of leadership at the Department of

Health. We had a two-year project at the DH looking at homeless healthcare, that Dr Angela Jones

was part of, but it was part-time funded and put in the backwater of the department with no real

influence or power. TheDH policyd i d n’ t mo There Waga staatagic priority for gypsies

and travellers, but not the homeless population. The homeless were not named as a vulnerable

group in Choosing Health, and have not come down through Strategic Health Authorities as a

priority; s omet hi ng t hat when we draw up commi ssioning
popul ation?’ . I n Camden and Westminster the hon

the population; in other London boroughs they doc

Wh a t w e ' aVoeof pgopl¢ workisg very hard to make a difference, but what we also need is

something from the top coming down so that they really can.

CharlesFraser: | "' m a bit fl ummoxed byl Maark’ t( Akrka w shoonw smar
need to say it, and | repeat it, that some PCTs are doing things well when it comes to homeless

services.

Butasforhisassertion that we have beAetmllywechadsnul t ed, it
experience with Camden PCT, before his time, when my senior operational colleague made contact

with a commissioner about drugs, got pushed around the system for a year —no meetings, just email

—and only then someone said: ‘maybe you should speak to a commissioner’. So don’'t tell
everything' s f'i semeanéltBym anlolt nsesaytibsscgmratdsiodng is

impossible for PCTs — but on the whole we have a long way to go.

Your PCT is one of the good ones, but fleease don

from commissioning organisations have approached me, becausetheyh aven’ t .

5NJ WAY hWhatéef weSHink alout how well we are doing, the fact is that results we are
getting in Boston are still abysmal as health outcomes. What we are learning here tonight is that we
have a whole lot of good people who are very smart and trying to do something, but have too little

funds and not enough leadership.

Basically we’ ve ahdweafl@vhthaefdlyre. Wisat| swenawtisad t hi nk

acknowledgement of that, and we are now talking about the options in a productive environment.
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let’' s be cHugeehdllengett i £ aire dor a popul atiBun t hat S
believe that homelessness is probably the best prism to hold up to society, because it tends to
reflect the weaknesses in all of our sectors: in housing, in health care, in welfare, in jobs, in

agriculture and in industry. I m so excited abo

on from here.

Sir David Varney: | think what we are hearing is what you so often hear when we talk about public
services, which is that some services are doing

understand is why the ‘others’ don’t Il earn from

When | was in industry, | remember a review party that went out to analyse a US Aid programme

that dealt with malnutrition. Tpdychojogist. dleu | dn’ t f i r
looked at people in the village who had received grain from US Aid and also looked at people in

another t hat hadn’t. He noticed some of those in

doing was going to the river and digging up snails and putting that into their diet. He coined this

phr ase positive deviance

What | want to see is more positive deviance within public services. If somebody can get much

better outcomes than others, then why aren’t oth

Jane Cook, NHS East Sussex Community Health Services: | m a health visitor and
with homelesspeople f or over 20 years. Twenty years on i

sorted and where access is poor.

One of the things we' ve thatas sfBothelessamiliegwhichiison t hi s di
the rise. There are over 100,000 children who homeless. They may get a bed and breakfast in

temporary housing but they are still homeless and an integral part of the problem. | t °' s a hwuge i s
because—and!l * m al s o the VittarizaColambie Foundation —when we look at serious

case reviews, about a third of children who die are homeless. This has to be taken seriously.

What | would like to see is a formula, not just for number-crunching, but to give a really good picture
of need and then look at how the health service can respond. Whenever there have been cuts to
services to make savings, the vulnerable groups always come off the worst — particularly the

homeless.
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Too often we are left with lone-workers that are unable to meet their complex needs, or short-term
projectst hat wi | | be repeated again a few years | ate

term solutions.

Joanne Clarke, Blackfriars Community Drug & AlcoholTeam:I’ m a seni or substance
took a detour on my way down here to a local hospital to negotiate care for a client who is street

homeless. We ’ anlg known her for three weeks and she needs to be in hospital, but we can’t
her in there. As it stands | don’'t know i f shghes been
was discharged). She has a leg wound that goes from the tip of her ankle up to her knee and three-

quarters of the way round.

This sort of thing happens on a fairly regular basis with the street homeless. When | worked in
Westminster we used to march them down to Dr Reid’ surgeryandsay ‘' pl ease can you |
and when | worked in Camden we had a primary health care service for the homeless that we tried

to use where possible. In Southwark, if she gets into a hostel like Rushworth Street, there’”s a nu

t hat comes roundnobidtede a week, but it’' s

lamnotaprimarycarenurse,] ' m a substance misuse nur se, but C
for. Shei s a woman of 26 year s, she' s ,dndaemgust r eet ho
since her early teens. Shéeentexpeatt edgitet @8 giet in

driven out of hospitalb e c a u s e @rhpl with sitting dnd waitinggdoes n’ t get t o see

and on it goes.

Pippa Bagnall, House of St. Barnabas:| ' m Chi ef Executive of The House
charity based in Soho looking after homeless people. Most of our clients come from the boroughs of

Westminster and Camden.

| also chair a DH-funded steering group, which is funding a short-term project to take a mobile X-ray
machine out of hospitals to identify people with tuberculosis. The concern | have in my position as
chair is that nobody wants to take responsibility for TB services in London: a long-term and costly

issue for homelessness.

| want to make two suggestions: that we consider regional level responsibility (i.e. city-wide) for
commissioning services for the homeless, who are mobile and go across the city. But | also want to
suggest something a bit bolder, which is to talk about personal health care budgets. Maybe we can
help to restore dignity in homeless people if they come with the funding. People would have the

incentive to look after them and our attitudes towards the homeless would start to change.
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Jenny Edwards, Homeless Link: | m Exdeutive &f Homeless Link, the national umbrella body
for homeless charities. 1, likewise, think one of the big issues in homelessness is that homeless

people are not seen as real aeansidanmmemer s, t hey’' re s

The answer to this is to make them the ultimate customer, give them a gold card. Why? Because
their experience is the ultimate test of the services we are providing across the board. We can judge
the quality of many of the services we deliver by how well we treat the most vulnerable people,
through asking for feedback of their experience in using services. By changing the culture of service

for the most vulnerable people, we can change the culture of service to the great majority of people.

Charles Fraser: We run Rushworth Street and the nursing service that is attached to it, but | think
one of the problems with these very basic shelters is that the healthcare services are added in —if
you can get them. T tbegiyining aga criticaltpartdfehe dergice.eBat f r om t h e
while | also sympathise with the point about lone-wo r Ki n g, I can’ dfarduselisp but t |

better than none!

For some reason | ' ve st aVewYerkbr,t tiahlkiealnm ‘BMblbluar aMst
This is a long-term street drinker who is very well known by the police and is picked up almost every

year and carted into hospital and detoxed. This costs $150,000. He goes out and is fine, but he

deteriorates. Every year this repeats. The point is that it would be simpler and cheaper to go for a

cure, rather than to simply manage a problem. | think the way that we are conditioned to think

about things is endless rummaging management, rather than going for something more ambitious

that can really end the problem once and for all.

5NJ WAY hQ/wayhyfSttfoY pick up on this theme of who's
work in England, but | can tell you that one of the most nerve-wracking things in Boston is that once |
become a primary care doctor caring for the thousands of people living on and off the streets, |

becamer esponsi bl e. Il 11l get reports on quality of

We’ ve struggl ed wit h -ecabsaitatleasbgivds usbomathing tiishobtlfor. e d wi t h
What outrages me ab oofithe wimanethatsdeds to e admnétedyis ehativ e ar d
should be the case that if her doctor or nurse says she needs to be admitted, she is admitted. If no-

one has the responsibility for that, then the patient will continuously be passed around.

We need to be creating teams, be it in PCTs or whatever, that have the responsibility to reach across
into hospitals and can be judged on that. We need to take responsibility and be held to account for

our performance.
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Professor Aidan Halligan: What indicts us is that this is supposed to be a universal health care

system; there’'s no second tier health for peopl e
class commissioning. And wh a tpdrtigularly interestinginthisist hat i n t he States th
that when homeless people are properly looked after in big teaching hospitals, it improves quality

for other people too.

Dr Philip Reid: | think the problem is encapsulated with the lady we have been speaking about. She

clearly should be admitted, but then what'’'s goin
there a few days, be given some antibiotics and
you re not careful she’ll Dbe back in casualty two
This is exactly the sort ofthigpesorsshaedswileamvere we neec
we' ve really got t o c o0nleeeandttorh@vd tle oubcomesjubgadt. Inwe '’ r e do

the current system, unfortunately,it * s | u sotknow whéré to pututhlis tesponsibility.

Dr Mary Hickey, Dr Hickey's Surgery forthe Homeless: | ' m a GP f or t he homel ess
few yards from here, situated between the Palace of Westminster and Buckingham Palace, yet in
terms of unemployment, premature ageing, death and illness there are outcomes comparable with

the poorest nations on earth. For 22 years |’ ve

The problemisnotjustt hat homel es s ahane,putthe fadt cemadintthatmed @ n * t
have enough beds. If we had enough beds we could get people off the streets and ask the questions
afterwards. If we hadenoughbeds, the hospi t adostonwohastrebte,” t t hr ow

because they would know there is somewhere where they could send them.

We are the biggest provider for drug addicts in Westminster. | think on average we have between
100 and 200 people for which we provide methadone or other substitutes; that is an enormous
number. Butyoujustcan’t get people off alcohol or drugs i

asking too much of them. Yet too oftenyoucan’t get them rapidly into a

In addition, many will need inpatient services for alcohol and drug detox but there is a huge backlog
and the homeless have to go through far too many hoops to get funding. Andthent her e’ s a furt
problem: some of them are going to come back to hostels, and | hate to say this, but many of the

hostels around here are heroin and crack houses.

Caryn Hall, Gloucestershire PCT: | d lik¢ to mutta word in for the shires, because we do have

problems with homelessness there as well. In our homeless healthc ar e servi ces we've T
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change in the type of people who are attending, more families and younger people —the hidden
homeless. We now have homeless people who are walking 15 to 20 miles to access services. We
are looking at redesigning our services so that we can address these needs; and are doing a full
health needs assessment that looks at the wider determinants of health, the performance of the
health service itself and other services as well, including those provided by the voluntary sector. But

access is a huge problem because the population is spread more sparsely than London.
The wider point | want to make is this: homelessness is not just a city issue.

Selina Douglas, Westminster PCT: To reemphasise the point that Mark Atkinson made earlier,
Westminster and Camdendoinvestqui t e a | ot i n homel ess services,

got further to go.

I think from West mi n sdtealylikesosge o sormefcoordirfatiovbly 8H& wh at we
London. Camden and Westminster work well together, but geographical and funding boundaries do

hold us back. When you are talking about substance misuse, for example, you are talking about a

full treatment budget that is borough-based, which creates a lot of problems. We have tried to

address this through joint commissioning between the borough and the PCT, but —and I still manage

a social work team —we spend a lot of time talking to Lambeth, Southwark, Islington, trying to verify

people and sort out funding.

Another thing we could add to the discussion is that of offender health and prison health care. The
amount of people we get in Westminster who have been in prison for a short time and then come

back onto the streets is a huge issue that needs to be addressed.

Mary-Cate Maclennan, Westminster PCT: Something else we need to think about is A10 (EU

accession countries) migrants and housing for them. This group do not have full citizenship rights

because of a bureaucratic procedéds aalklsd!|l thet Wern
have protection and housing access, which creates a new generation of rough-sleepers; people who

are trapped on the streets. They have no housing and choose not to return home. And of course

there are problems with translation. We need to invest to ensure this group does not become the

next generation of rough-sleepers.

Laura Neilson, Eden Oldham: | was interested in the comment t ha
Boston homeless project being something of a result of the community demanding it. But the

members of public | know —and the friends and colleagues that | have —are actually incredibly naive
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about this issue; and therefore not passionate about it. The same applies to our leaders. Whileit ' s

really encouraging that this room is full of incredibly passionate people, how could we get the issue

into the public domain and understood?

Dr Gary Wannan, Parkside Clinic: | work as a consultant psychiatrist locally and would like to

provoke the debate. One of the thingsthatl * ve | ear nt iaboutthedevehof a doct or

tolerance and responsibility that we quite rightly give to people in a free society. People often visit
mewh o' ve ma gfe example to drinkaleohol to excess and in a free society people
should be able to do that. | need to accept that, as a doctor, | may be restricted in helping people by
some of the life decisions that they make. It may be that we cannot somehow increase the average
age of death amongst the homeless to the national average, because we need to respect the

decisions that people reach and some of the consequences of them.

I also think Sir David Varney’'s comments about p
best practice is a second point that should provoke discussion. A lot of the time in the NHS the

boundaries to moving things on and doing this differently actually come from central government;

and, in fact, some of the difficulties people are finding in working across boundaries are a result of

the actions of government departments themselves.

Alastair Storey, Department of Health: | m a TB nurse and work on the
was referring to earlier. I'n about 18 months we

releases resources from mainstream hospitals.

My point really relates to what w e ’ jwsteheard about life decisions. We work with a lot of people
who took the ‘decision’ to Il'ive in a hostel, wh @
took the ‘decision’ t o remai n ondyélshwhohastta eet s ano

share the same air as them.

This debate fascinates me because it really is a barometer of social justice. For me, one of the
causes of our not taking responsibility is a cultural problem within our society that is dominated by
self-interest. | work with people who are drug users and others who through no fault of their own
develop TB and transfer it to other people. | think we need to start with a more serious assessment
of what the problem is. We have the highest rate of TB in central London of any Western European

city, which is outrageous. And the highest rate within central London is found in homeless people.



25

People are dying on the streets of this city from a completely curable, preventable disease that is

highly infectious. How much does this city values its citizens?

Dr Philip Timms, South London & Maudsley NHS FoundationTrust:| ' m a psychi atri st i
London and have been working with homeless people for about 20 years. The last time there was
community pressure in London was in the late 1980s, early 1990s, when a lot of the old, traditional
hostels had shut and there were a lot more peoplesleepi ng on t he strheets. That

political and community pressure came from.

The problem i s tbhsatt owe weel |doneT hoeurre jaaolng ' t enoug
people out on the streets to command the politicians! What would be more helpful would be some

sort of arm-twisting legislation, target-setting for PCTs, which would absolutely mean that the

voluntary sector has to be involved in the provision of services. If | look at my little part of south

London, | think our relationship with the voluntary sector is what has kept us more or less on the

straight and narrow. That's one point

My other point is the coming of care pathways. We now have a psychosis pathway, a personality
disorder pathway et cetera, but the problem is that most of our clients fit most of those pathways so
the question is that who owns this particular patient/client/service-user/customer/human-

being/individual goes unanswered. | think this has the potential to exaggerate the problem.

Mike Hayward, Mayday Healthcare NHSTrust:1 " m t he oper ati onal manager
unscheduled care in the second biggest emergency department in London and would like to give a

couple of views from the acut e sdlestnehomelessThe f i r s
people do unfortunately receive sub-standard care, having worked in units in many different

emergency departments across the country we pride ourselves on delivering what is often the

frontline service for homeless people. It would pain me to think that some of my colleagues were

not doing this.

But the second point is about how the NHS works in the acute sector. Most of my working time at

the moment is spent chasing targets and deliveri
Hewitt invented. The reason | raise this is that we recognise we are not very proactive. As a

frontline emergency department we want to be; we want to get out there and actually do things.

But the sharp reality of my |jtobethdindovatoh @ahtresb don’ t
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many of us that want to do things, but are stifled because of the system that drives us: cost and
targets. From a politician’s point of view targets may well be a good thing, and it has driven up

quality in many areas, but there also needs to be a focus on allowing time to innovate.

And, for that matter, too many innovations are then cost-cut somewhere down the line.

Dr Damien Hatton, The StreetlLeague:| ' m t he founder and chief execut
League, which has been running for about eight years. As my previous hat, | was as an A&E doctor in

UCLH. Here, my experience was that we were providing a good service for homeless people on an

acute basis, but it was like a merry-go-round. It was really in response to that | have tried to come

up with a health solution that is based around sport.

Il " ve got t hr e earemlbabonthosv we neowa thik fgrwardwMyiexpehience of
working with homeless people through Street League is that they are our biggest resource in terms

of leading us and moving things forward. They are a fantastic wealth of stories that are extremely

persuasive. They are the individuals that know whatthern e eds ar e and what'’' s req
—even in their actual delivery. We also find that people who were homeless want to reinvest

themselves back into helping those that are currently homeless. So, to drive things forward,i t ' s

really important for us to engage with the service-users themselves.

And that brings me to the responsibility question that keeps coming up a lot. It seems to be that the

responsibility lies with the peopleinthis r o o m. We ' v e (o éxperisesartlhabee r of d
a number of years working inthisfield;and it seems |l i ke it’s our job t

joining up seems to be about joining up the people in this room collectively so that we can drive

things forward in a collective way.

DrWA Y h Q/Ighigkyviaiit fo Yonclude by emphasising that we should have no illusions about
the complexity of the issue we are dealing with and how difficult it will be to ‘solve’ it. If | was to
suggest a way to start it would be to put all the issues that have come up tonight together and put

our thinking caps on; whether the solution is going to come from the bottom up or the top down.

And we have to be in it for the long haul. | would be really interested to see where you go from

here, because a meeting such as this could really build momentum. In your introduction, Aidan, you
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mentioned Martin Luther King. There’s another v

you look at the long path of justice over time, it bends immeasurably towards it.

CharlesFraser:1 ' d | i ke to feel that after 30 years | ha
more of a sense of connecting with this path of justice! Phil Timms talked about pathways. We have
pathways, which | rather think of meandering across the Greek hills. What we need is a highway.

Let’'s have a bit of the deter mi naStorep)expredsadd s ense

The other thing that occurredtome—a nd we ' r lgere a snybgdy -isltHatywe too often set
up services for people in an emer geytegygt; we' || se
planning permission. Andt hen heal th car e whenmeughttobnabuitihtothee’ r e | u

design from the start.

| think there would be some benefitinhavi ng regi onal commi ssioning fo
a real issue when it comes to pressures on PCTs such as Westminster with large homeless

populations —who | think are an exemplar PCT when it comes to homeless services—wh en we' r e
working with a mobile populationthatd o e s n’' t f i tsoficommigionidg that ane baded |

on settled populations). 't s | i koemyKmawtedgd ng t he
ambulance services are provided through separate NHS trusts. If we can do this, would it be

conceptually difficult to do something similar for health care for the homeless?

Sir David Varney: | think we lack the story as yet to impress upon the public mind the importance of

homeless health care and to generate the political pressure for change.

| want to talk a little bit about personal budgets to finish, which | m a grBatawth aftand afon’t
understand is that | thought the government was also a great fan of them, yet out of a population of

about 1.4 million that would be eligible for personal budgets, so far only about 10,000 people have

them —and most of them live in Oldham. Oldham decided to see what could happen and got some

really incredible results.

And a further thought —and maybe this is a fantasy coming from having run a mobile phone
company—butwhy do you send | etters to people’s homes"
email? | find some of the ways of communicating in the NHS really world-class in the 19" century

sense of the word.



28

DrPhilipReid:Ye s, many homel ess peopl e do hlknawaghemobi I

number and lose them! But it can be useful in some cases, certainly.

One or two points came to my mind. First, about people making a choice to drink or take drugs.
Certainly people do make these choices, but | think we still have to continue to maintain a
relationship with them, whatever their choices,ands ay * f i ne, ¢ awhatwecaniqg
to help i n t haee ' nreea nhteirnee,’ paMmdavwsiiehangeaheieminbdsand k ’
decide that they do want help in kicking drink or drugs, and then we have to be ready to take to help
them along the way. A number of years ago now, we used to accommodate people with TB to
ensure that they took the six months of treatment and got better. We found that we could increase
the cure rate from around 30 per cent to somewhere around 70 per cent. That is a significant

difference, from a fairly simple intervention.

And who’'s responsi bl e? Yes, Il think we are

cases like the lady we have spoken about with the leg wound. We also have the responsibility where

i t does n’ alseitgvith pag@elinlthe RCTs, for example, who can take it further.

Concluding thoughts:
Hilary Armstrong, MP

Tonight has been fascinating. | was Minister for the Homeless for four years. While | think we did an
enormous amount to change the perception of homelessness, | accept that there was never

sufficient time dedicated to health and the homeless agenda.

But those of you who are running large organisations know that too often the focus will miss those
who are the most vulnerable and excluded in our society. It is only when you have a specific focus
on a particular vulnerable group that you actually begin to see the way in which services can be

reconfigured for them. For me this is one of the strongest things that have come through tonight.

The homeless are a group of patients who are very mobile. The problem is that most of our services
—and peopl e’ sarercdngrirctied bdseal ardutid @nmaddress, so the homeless simply slip
t hrough t he n et withseveral pragectdineAmatica,isom& of whicheard superb, but
i n ot her anmnppalisgladk df eviees. Whame t hey are super b,
a group who really make their voices heard and who have really worked together to raise the money

and build health into homeless projects. Here, however, because we have universal service —the

but

e

al

f
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NHS, which has the responsibility to meet the medical needs of everyone in our society, hence a tax-

funded system that is open and available to everybody based on need —we assume that it works for

everybody.
Ye s , people have been dying too early because th
the right sort of cardiac care, but the realityis—and t hat i s why t hreundgover nme

the reform of public services has been so important but also so challenging — universal services are
best accessed by the most able and the most articulate. When | looked, for example, at health
visiting, the better off you were the more visits you got from your health visitor. So when | was
Minister for Social Exclusion, looking at what we needed to do for the least well off who were
actually getting further and further apart from the most well off, we considered it not just to be a
guestion of having some pilot projects, we knew we had to change the system. Hence the

government'’' s public service agenda.

One of the major things that came out of the Social Exclusion Action Report was how we change

systems so that it responds better to the needsoft he most di sadvantaged. Wh
is that there is still a long way to go. However, | don’t want to enter an ar gt
whoser esponsi bility it is, because i f we do that w

actually doing anything. Therealityisthati t ' s al | of Somefthe lecsl qutharittes b i | i t y
that have been doing this well have made sure that every single head of service has taken on a

responsibility for watching what is happening for the socially excluded.

Neither am I goingto tellyouthatt her e’ s goi ng t o b ehealthaaregbecausen ey av a
therei s n ’ottey going Mto the NHS has increased six per cent per annum for five years (in real

terms), which is more thaninanyoth er system in the worl d. | don't
going to say in his budget tomorrow, b ut | mmenavtonsttumiedshaving those

for the next five years.

This means that the lessonswe haveh e ar d t o ni g lustabouttmbnayf must lielesnt. n ot |

t’s about how you use that mofroregoodpracticd. | ef 6egbi ngl
to be about how the NHS, working with local government, the voluntary sector and others, works

out how the services that are needed for the most vulnerable, like the homeless, are going to fit in,

in such a way that t he\Becaudewnflequentlythgyare. tlagndlessa s a b ur
people turn up in A&E —which is the most expensive access route you can get —requiring really high-

| evel servi ces bec auasdeespbnbed tp éffecavelyearlier. been treat ed
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The |inkage between the various agencies simply
David (Varney) published a very good and important report on data sharing. However,t he DH di dn’
want to know, because there are so many problems in getting the medical profession to agree to

protocols on this subject. I 't s al way she hameless, thdfdctehat thisis Beaally f or

difficult nut to crack means that services are disjointed and people are not treated as people.

Maybe, if they are lucky, they are seen in an emergency, but that is not good enough.

Il " m really pleased to see Chris &udidwbrengtwvithher e fr
others in government about how we identify the best ways of working with people such as the

homeless in a more holistic way. Chris is also the author of a report called Think Family, which goes

back to many of the points made here aswell. Youhave t o under stand the effec:

families, especially those that have broken down, on what is happening to them.

There are people in government who really do care about the homeless, but can | also say this. Do

not wait for government to have all the answers. Government will never have all the answers. All

that we can do is engineer a shared way forward, where people can work off one another and are

allowedt 0o do what they’  re very good ofigoadprgtedandon wi t h

spread it more effectively.

Onethingthatweneedtodoi s exactly as Char |havsbedrsang:®r and Ji r
build a health service into the homeless service. This has to be a very important way forward. Then,

of course, the fear —as Jim has outlined —is that health people start to feel excluded from the

mainstream, but that is going to depend on how the commissioners and everybody else treats the

issue.

There are ways in which London PCTs are working together on other issues, where one or two PCTs

are in the lead for the rest of London and have set down protocols and pathways. This needs to be

done i n homeless services too. As | say, you' ve
good blaming eachother. We " ve al | got ttaheseservicks mbroeffeetiveh er t o ge
My final point. We havetogetmu ¢ h , mu c h, better at early interve

crisis today, work out what we can do much more effectively so that much fewer people end up
being homeless, taking drugs, drinking to excess. I t ' s freeaxhoicea Mahy get gudhad t
into situations and make choices that, if they had had proper support earlier on, they would have
never ended up making. My last word, then, is early intervention. Thank you all so much for

coming.
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With thanks to Hilary Armstrong, MP, for hosting this debate.

James Gubb

Director, Civitas Health Unit
29 April 2009
www.civitas.org.uk/nhs/

© CIVITAS: Institute for the Study of Civil Society


http://www.civitas.org.uk/nhs/

