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Dear Colleagues, 
PHE Health and Wellbeing monthly update
Issue No : 28

Welcome to the Yorkshire and Humber Health and Wellbeing monthly update. Thank you for subscribing to the monthly update. This monthly update is our way of sharing any good and emerging practice, new developments, updates and guidance. The update is circulated at the beginning of each month with previous month’s updates. If you have anything that needs to be shared urgently, we will circulate as soon as possible.
	
Ensuring Every Child has the Best Start in Life (H&WB Team Lead: Alison Iliff and Gemma Mann)


	

	National Child measurement programme (NCMP) letter templates
Following feedback from parents, local authorities, schools and provider services, the National Child Measurement Programme result letters  for parents have been revised. The updated letters now show how the child’s growth compares to national growth charts and includes social norms messages, following input from academic and behavioural experts. The letters also provide an opportunity to let parents know about local child weight management service available in their area. It is recommended that local authorities now use these revised letters.

[bookmark: _GoBack]
The Active School Planner
The Active Scholl Planner is a tool for primary schools to track and improve physical activity levels in their pupils. 


School –Age Children Profiles:2017 Updates 
The school-age children profiles bring together a range of indicators on the health of school-aged children by local area. Click here to view the profiles.  


Influencing healthy eating habits through early years settings
Obesity is one of the biggest health problems facing our country. Levels of childhood obesity in England are amongst the highest in the developed world, with almost one in four children being overweight or obese before they start school. Therefore, reducing childhood obesity is a key PHE priority. Click here to read more on how to Influence healthy eating habits through early years settings.


Addressing Adversity Book 
https://youngminds.org.uk/resources/policy/addressing-adversity-book/
It’s an evidence, insight and case studies from leading experts, clinicians, commissioners and frontline professionals to raise awareness about the impact of adversity and trauma on the mental health of young people. 


	

	
Living Well 


	
Sector perspective: Launch of the Wellbeing Action Plan
It is the second in a series of blogs from Becky Thoseby, Group Head of Wellbeing at the Department for Transport. These highlight people putting wellbeing evidence into action in their work. Becky shares the experience of starting her role earlier this year and the realities of championing wellbeing in a large organisation. Click here to read more. 


Tackling Obesity (H&WB Team Lead: Nicola Corrigan)

Making obesity everybody’s business: A whole systems approach to obesity
Obesity is considered to be one of the most serious public health challenges of the 21st century. Without action, the health of individuals will continue to suffer, health inequalities associated with obesity will remain and the economic and social costs will increase to unsustainable levels.

A briefing, written in partnership with Public Health England and the Association of Directors of Public Health focuses on the Whole Systems Obesity programme, which will provide local authorities with a different approach to tackling obesity. The programme is exploring the evidence and local practice to develop guidance and tools to help councils set up a whole systems approach to obesity in their local area. This involves the whole local system of stakeholders, recognising that it is a problem that goes far beyond public health. It makes tackling obesity everybody’s business.


Updated national and regional slide sets on Child Obesity  and national slide set on Child Physical Activity published
PHE has published three separate slide sets: a national slide set on child obesity,  regional child obesity slide sets (one for each of the nine regions) and a national slide set on child physical activity. These PowerPoint slides present key data and information on the patterns and trends in child obesity and child physical activity in clear, easy to understand charts and graphics. 

The national child obesity slide set summarises the latest national level data from the National Child Measurement Programme (NCMP) and the Health Survey for England while the regional child obesity slide sets show customised data for each region from the NCMP. The national child physical activity slide set contains the latest physical activity data for children from the Health Survey for England, the What About YOUth? survey, the Health Behaviour in School-aged Children survey and the National Travel survey.

The slides can be downloaded and used freely with acknowledgement to Public Health England. Notes accompany each of the national slides and are available in the downloaded versions. The slides are a useful tool for practitioners and policy makers working on obesity and physical activity at local, regional and national level. They can be used in presentations to health and wellbeing boards, other committees and to elected members as well as in regional or national conference and workshop presentations.

All the slide sets are also available to download here: https://khub.net/web/phe-obesity-intelligence/public-library​


Everybody Active Every Day (H&WB Team Lead: Nicola Corrigan)

7th annual, national Bikeability training
7th annual, national Bikeability training conference is taking place on Wednesday 16th May and Thursday 17th  May 2018 . For more information click on below link:

http://www.tabs-uk.org.uk/wp-content/uploads/2017/12/2018-Bikeability-Conference-Background-Information-DELEGATES-v2.pdf 


Active Lives: Children and Young People Survey
Active Lives: Children and Young People Survey is a new survey to provide detailed picture of the physical activity habits of children and young people in England. 


Specialist Physical Activity Finder For Over 50s 
On Salusa you can find over 700 activities tailored for different health and mobility levels.
For more information visit www.salusa.co.uk or see attached document. 




Get Yourself Active
Please see attached the latest from Get Yourself Active: January 2018.
E-mail kirsty.mulvey@disabilityrightsuk.org  to register to receive further updates.  




Get Set to Go findings webinar 
Sport and Physical Activity team at Mind will be running two 1.5 hour webinars where we’ll be sharing the Get Set to Go findings. These will take place on the afternoons of the 8th and 14th of March.  If you are interested in taking part then please register here. 


Bristol’s 20mph limits have led to valuable reductions in speed and casualties, and benefit active travel 
The University of the West of England (UWE) has analysed the impact of 20mph roll-outs for Bristol City Council. It finds reductions of 2.7mph in average traffic speeds and an estimated cost saving of over £15m per year from fatal, serious and slight injuries avoided.
Report can be found here http://eprints.uwe.ac.uk/34851/7/BRITE%20Bristol%2020mph%20limit%20evaluation%20report%20final.pdf 



Healthy Places (H&WB Team Lead: Nicola Corrigan)

Active people, healthy places
The aim of this report is to share good practice and help decision-makers consider how their council can deliver on this agenda in the best way for local people and communities.


Reducing Harmful Drinking (H&WB Team Lead: Liz Butcher)

Alcohol and drug prevention, treatment and recovery: why invest?
This ‘Why invest?’ slide set provides information for commissioners and providers of substance misuse services to help make the case for investing in drug and alcohol treatment and interventions. This ‘Why invest?’ slide set is part of a collection of guidance and tools to assist local commissioners and providers to demonstrate the scale of harms caused by drug and alcohol misuse and make the case for investing in drug and alcohol treatment and interventions. 

The resources available include commissioning support packs, social return on investment and value for money tools, and evidence reviews.


Mental Health (H&WB Team Lead: Corinne Harvey)

The NSPA’s 4th suicide prevention conference: Local Action, National Impact 
This year the conference focused on the development and evaluation of local suicide prevention plans, with further sessions on men and suicide, lived experience, and other high-risk populations. Click here to view presentations and event gallery. 


Sexual Health (H&WB Team Lead: Sharron Ainslie)

HPV Vaccination for MSM 
The first results from the pilot of HPV vaccination of MSM have been published:
https://www.gov.uk/government/publications/hpv-vaccination-for-men-who-have-sex-with-men-year-1-pilot 
This pilot to offer HPV vaccination of MSM aged under 46 years old was introduced in around 40 GUM and HIV clinics in England from June 2016. 
The first dose uptake in the first year was 45.5% (which is likely to be a slight underestimate) and we are continuing to monitor this within the department. These first results demonstrate a successful implementation of the pilot and that the vaccine could be delivered in this setting. 

Following the success of the pilot the government has announced that a national programme of HPV vaccination for MSM will be rolled out from April:
https://www.gov.uk/government/news/hpv-vaccination-programme-for-men-who-have-sex-with-men 


BMA MEDFASH Prize – now open for nominations
The BMA Foundation for Medical Research awards grants and prizes to further medical research. This year, the Foundation will be awarding the BMA MEDFASH prize for improving the quality of HIV and/or sexual healthcare. 

The prize is open to any health or social care professional or organisation actively involved in the delivery of HIV and/or sexual healthcare in the UK. Applicants do not have to be a doctor or BMA member to apply.  For further details on the prize or to find out how to apply, please visit the BMA Foundation webpages or email the BMA Foundation team on researchgrants@bma.org.uk   
  

PHE and NHS Digital are hosting a SRHAD data set webinar 
The dates of the webinar are below and you are able to join whichever date best suits you regardless of your region:
Midlands and East: Monday 19th March – 10-12 am
South and London: Thursday 22nd March – 1.30-3.30 pm
North: Wednesday 28th March – 10-12am

The webinar will aim to: 
•	focus on data quality and how to improve coding
•	explain how the data is used 
•	improve the experience of uploading SRHAD to NHS Digital
•	respond to provider queries

Please book your space by using this link:
https://surveys.phe.org.uk/TakeSurvey.aspx?SurveyID=n6KH3plK2 


Drugs Recovery (H&WB Team Lead: Liz Butcher)

Life in Recovery Survey 
The Life in Recovery (LiR) survey is designed to document the lives of people who have reduced or stopped problematic use of illicit drugs (not including Alcohol or Prescription Drugs), and how overcoming their problematic use has changed their lives and the lives of those around them. The survey will gather information primarily from people in England, Scotland, Belgium and the Netherlands. This survey should take no longer than 20 minutes, and needs to be completed in one sitting as there is no save function. Survey link: http://www.rec-path.co.uk/ 


Statistics on Drug Misuse: England, 2018
This statistical report presents a range of information on drug use by adults and children drawn together from a variety of sources. It focuses on England only where possible although some statistics are only readily available at GB or UK level or for England and Wales combined. Some of this is new information whilst some has been published previously.
Hospital admissions for drug-related mental and behavioural disorders fall by 12% in a year 
Hospital admissions for drug-related mental and behavioural disorders dropped by 12% in a year, from 8,621 in 2015/16 to 7,545 in 2016/17. Admissions are still 12% higher than 2006/07 when they totalled 6,743. The statistics are from a new report by NHS Digital.


NHS Health Checks and CVD (H&WB Team Lead: Melanie Earlam)

Dementia element of the NHS Health Check
Outcome from the consultation on dementia risk reduction messaging, together with the results from the Age 
40+ pilot project, led to a recent submission from our Expert Scientific Clinical Advisory Panel (ESCAP) to the Public Health Minister. He has approved the recommendations for dementia risk reduction messaging to be included in the NHS Health Check, for everyone eligible, aged 40-74.  The Minister’s response outlining the next steps is due at the end of April. In the meantime, PHE continue to be working closely with all of our partners to strengthen the dementia risk reduction messaging in our guidance, training and public facing messaging. We would therefore like to highlight the range of tools and resources available to you, some of which have been quite recently updated. 

Resources on Dementia Risk Reduction

· The findings from the pilot project have been summarised by Alzheimer’s Society and Alzheimer’s Research UK and published here. 
· A ’Top Tips’ paper for NHS Health Check providers, practitioners and commissioners on talking about Dementia in the NHS Health Check from age 40-64 years is available on the NHS Health check website.
· The NHS Health Check Dementia leaflet can be found here. It is available in a number of different languages to order and to download
· The revised NHS Health Check 30 minute e-learning for practitioners to introduce the dementia risk reduction component, updated January 2018
· A page providing links to Training tools and resources

These include:

· 3 Videos-1) Dementia and the NHS Health Check; 2) Delivering the dementia component; 3) A walk through the dementia leaflet
· A slide set on ‘Helping your brain to stay healthy’
· NHS Health Check Dementia Component-Prompt sheet for Health Care Practitioners
· References and statistics to support the dementia NHS Health Check slide deck
· How to use the NHS Health Check dementia leaflet in your appointments

There is also a video with Angela Rippon which highlights ways to reduce the risk of developing dementia


Using the NHS health check programme to prevent CVD 
Public Health England has published resources explaining how the NHS health check is playing an important role in the prevention and early detection of cardiovascular disease (CVD) in England. 
We will also examine options for increasing the coverage and uptake of evidenced-based interventions following the NHS health check to ensure that we are optimising the benefits of the programme. Click here to read more. 



	
Ageing Well (H&WB Team Lead: Alison Iliff, Dementia: Melanie Earlam)


	
Productive Healthy Ageing and Musculoskeletal Health
Longer, healthier lives are a benefit to society in many ways, including financial, social and cultural, because older people have skills, knowledge and experience that benefit the wider population. There is an opportunity to utilise this increased longevity as a resource, whilst challenging ageism and the view that retirement is about ‘sitting more and moving less’. This resource for health professionals and local authorities makes the case for action in midlife to support healthy productive later life. Click here for resource. 


Dementia Action Week
This year, Dementia Awareness Week is changing to Dementia Action Week (21 to 27 May). Raising awareness and offering support will always be important, but it’s time we all act to make change happen for people affected by dementia. Click here for more information and to sign up. 


Falls prevention return on investment tool
The falls ROI tool has now been published and is available at: https://www.gov.uk/government/publications/falls-prevention-cost-effective-commissioning 


Promising approaches to live well with dementia 
Age UK has set out a number of scalable and cost-effective interventions that can support people with dementia. Click here for report. The report acknowledges that there is already a significant amount of activity going on in communities around the UK which is supportive of the aspirations people with dementia told us they had for their later lives. However, it is also clear that there is still too little evidence about the impact of interventions designed to support people with dementia on their wider wellbeing and quality of life. There are also too many initiatives which are confined to pockets of the country and which are therefore not widely available to people with dementia. As a result, people with dementia face a postcode lottery for support with living well.
 

UKCO 2018 
The Association for the Study of Obesity (ASO) is proud to announce the fifth UK Congress on Obesity (UKCO) which takes place at Newcastle University from the 6-7th of September 2018.  
Further information on the meeting is at https://www.aso.org.uk/event/save-the-date/



	
Data, Documents, Letters, Reports & General Information 


	

Evidence review:Adults with complex needs (with a particular focus on street begging and street sleeping)
Public Health England South East Centre was asked by Portsmouth and Southampton City Councils to provide an independent review of the literature around homelessness. With particular reference to those who are street homeless and those who street beg to support efforts to prevent and reduce homelessness and the adverse outcomes associated with this. Please see attached full report. 





Health Survey for England, 2016
The Health Survey for England series was designed to monitor trends in the nation's health; estimating the proportion of people in England who have specified health conditions, and the prevalence of risk factors and behaviours associated with these conditions. The surveys provide regular information that cannot be obtained from other sources. The surveys have been carried out since 1994 by the Joint Health Surveys Unit of NatCen Social Research and the Research Department of Epidemiology and Public Health at UCL. Click here for more information. 

West Yorkshire Financial Exploitation and Abuse Team (WYFEAT)
West Yorkshire Trading Standards now work closely with other professionals to protect vulnerable adults from scams and fraud. Social Worker Tracey Ward has been working alongside them in the West Yorkshire Financial Exploitation and Abuse Team (WYFEAT) for the past year.
The team works across West Yorkshire to investigate financial exploitation and abuse of vulnerable and older residents in relation to scams, frauds and doorstep crime. The problem is growing with an estimated 10 billion being lost to fraud each year and with only 5% reported it is a somewhat hidden problem, scams can go undetected for years.

Evidence confirms older victims decline in health faster than non-victim peers, two years after the incident, victims are 2.4 times more likely to have died or be in residential care, and in the 3 months following the crime, 10% of victims have unexplained hospital admissions. 

If you would like to know more or organise some awareness training for your team please contact Tracey Ward on 07891279828 or email tracey.ward@wyjs.org.uk  

For further information on scams/fraud professionals can email Trading Standards for advice on dutyofficer@wyjs.org.uk 

The general public can speak to Trading Standards via the Citizens Advice Bureau on 03454 04 05 06. They also have good advice on their website- www.citizensadvice.org.uk/consumers/scams.


End of Life Care Profiles
New mortality data for 2016 has been added to the End of Life Care Profiles for local authorities. The update shows almost half of all deaths in England (46.9%) occurred in hospital, while nearly a quarter of deaths (23.5%) occurred in people’s own home – the highest figure in twelve years. The trend over recent years has been a reducing proportion of deaths in hospital, and an increasing proportion of deaths in care homes and private homes, suggesting more people are choosing to die in familiar surroundings.


Engaging patients survey
PHE is inviting Healthcare Professionals (HCPs) (Doctors, Nurses, Allied Health Professionals and other health professionals) working in England, to participate in a survey on work as a health outcome. As trusted professionals, healthcare professionals are ideally placed to help people stay in work. 
The survey aims to understand how HCPs see their role in engaging patients with health and work discussions. It aims to identify any current knowledge and skills gap, and how to address these. The survey also looks at the workplace health of NHS staff.


NHS England launches additional perinatal mental health funding 
NHS England has launched wave 2 of the perinatal mental health community services development fund. 
The £23m fund for 2018/19 will allow existing specialist community teams to expand or resource new teams. STPs are invited to submit funding proposals to NHS England by 9 March. Guidance to support applications is available on the NHS England website.


Prescribed medicines that may cause dependence or withdrawal 
Public Health England is reviewing the evidence for dependence on, and withdrawal from, prescribed medicines. Withdrawal is more accurately defined as discontinuation syndrome in relation to anti-depressants.

The review was launched on 24 January 2018 and is due to report in early 2019.
PHE will carry out a public-health focused review of commonly prescribed medicines, authorised for adults who have non-cancer pain, anxiety, insomnia or depression.


Guidance note: local authority public health services and the NHS (Charges to Overseas Visitors) Regulations 2017
Please see the attached information issued by Department of Health and Social Care for local authorities on the interpretation of the NHS (Charges to Overseas Visitors) Regulations 2017 and how they apply to public health services commissioned or provided by local authorities.





Get animated about our new screening resource 
 Katie and Thomas are the stars of our new screening animation, which in just 2 minutes 30 seconds explains all the types of screening offered during pregnancy and for new born babies.
 
The video has just been launched. You can view the animation on YouTube and on the screening tests in pregnancy page on NHS Choices.
 
Please watch the video, share it with your colleagues and professional networks, and like or retweet it if you spot it on social media. We hope you enjoy watching the video as much as we enjoyed developing it.


Don't be Left in the Dark: Children and Young People's Mental Health
At least one in 10 children and young people are affected by mental health problems, and the unreported figures are likely to be even higher. Young people are increasingly struggling with problems like anxiety, depression and self-harm, with nearly 19,000 young people admitted to hospital after harming themselves in 2015 - a 14 per cent rise over three years. We are also just beginning to understand how the increasing prevalence of social media in young people’s lives is negatively impacting their emotional health. 

This short guide provides an overview of the challenges facing mental health and wellbeing services for children and young people.

Click here for guide. 


The Homelessness Reduction Act and the duty to refer
Attached is a briefing note you may wish to use for you to disseminate your stakeholders, Trusts and homelessness health stakeholders on the duty to refer and how it affects health services.  The first is briefing from MHCLG and the second attachment is more specific to NHS Trusts and Foundation Trusts providing Emergency Departments, Urgent Treatment Centres and inpatient services, we have also included a mailbox for views and feedback Homelessness@dh.gsi.gov.uk.



[bookmark: _MON_1581231105]   

Useful links: 
Homelessness Reduction Act: policy factsheets 
Homelessness Reduction Act: new burdens funding 
Homelessness code of guidance for local authorities: consultation 
Hospitals, prisons and Jobcentres to refer people at risk of homelessness 


	

	Upcoming Meetings and Seminars
	

	
Equal North Network Event: ‘Improving the Experience of Children, Young People & Families’  
Venue:      St James’ Park, Newcastle upon Tyne

Date:         Friday, 9th March 2018
Time:        10.00 – 16.00

This free event will bring together a community of individuals from both academia and practice, with a common interest in the health of children and young people, from across the north of England. It will also develop connections across policy and practice with The Great North Children’s Research Community which aims to promote and deliver the best health outcomes for children and young people across the region. See attached programme for full information and registration details. 

Please register HERE and lunch will be provided


Recovery College 2 - 2018
This event will follow on from the Sheffield Hallam University Recovery College, a CPD programme for workers in Alcohol & Drug Services, peer mentors and for students of addiction studies. 
Below if the link for Prezi form Recovery College 1 which will explain the focus/ purpose.  

https://prezi.com/view/FD1Sn2XPnYLls0oAlt6j/ 

Please can you register if you are wanting to attend Recovery College 2 – at Northern College on the 24-4-18 on the below. 
https://www.eventbrite.co.uk/e/recovery-college-2-2018-tickets-42460781340?utm_campaign=new_event_email&utm_medium=email&utm_source=eb_email&utm_term=viewmyevent_button 


Second national Arts in Health Conference & Showcase: An event for health decision-makers
Thursday 19 April 2018, 10.00 – 17.45
Guildhall School of Music & Drama
Milton Court, 1 Milton Street, London EC2Y 9BH
Presented in association with the Guildhall School of Music & Drama and College of Medicine

The event will showcase 24 arts programmes already helping deliver current health priorities. Each will feature a presentation of the programme, testament from beneficiaries and health and cost-effectiveness perspectives.
Please see attached for more information and link to book. 
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Salusa Social Enterprise.pdf
www.salusa.co.uk
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PHYSICAL ACTIVITY
FINDER FOR

OVER 50S

=) Over 700 activities tailored for different health and mobility levels

=) Activities include Yoga, Pilates, Chair Exercise, Tai Chi and more
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Email: hello@salusa.co.uk Website: www.salusa.co.uk

Salusa CIC (c) All Rights Reserved. Registered Community Interest Company No. 10980168





www.salusa.co.uk

What is Salusa

Salusa - meaning health and well-being in Latin - is a social enterprise connecting older
adults with specialist physical activity and health therapy services in their area. Our
objective is to completely change how residents can access these services by making the
information accessible and providing a platform for health professionals to refer to.

What do we provide?

Each organisation or professional listed on our platform- ranging from personal trainers
and exercise classes to physios and yoga teachers - is specifically qualified and experienced
to work with long term health conditions, disabilities or older adults in general. Importantly,
we allow the user to search for services by specific health or disability experience.

Services are independently reviewed by the users and we only accept listings from
individuals with a minimum level 3 specialised exercise qualification or an appropriate
health degree, e.g chartered physiotherapist. We plan to verify our users through proof of
qualification and registration with a professional body.

Growing the resource

Growing the resource is a combination between open opportunity data from larger
providers created through APIs from the Open Active initiative, and direct engagement with
individual professionals such as Personal Trainers and Physiotherapists who provide
specialist one-to-one support. We have already actively engaged these professionals and
currently list over 700 specialist activities on the platform. We will continue to support the
open data initiative for physical activity and our future goal is for our platform to be
powered entirely by open data.

Partnership opportunities

We are looking to form close partnerships with both the public sector and feel that our
platform can be well positioned within a number of physical activity campaigns including
Public Health's One You.

Salusa can provide the tangible next step for those who are seeking physical activity
opportunities in their area tailored for their ability.

Email: hello@salusa.co.uk Website: www.salusa.co.uk

Salusa CIC (c) All Rights Reserved. Registered Community Interest Company No. 10980168
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 The latest from Get Yourself Active: January 2018 



 

From: Kirsty Mulvey [mailto:kirsty.mulvey=disabilityrightsuk.org@mail71.atl31.mcdlv.net] On Behalf Of Kirsty Mulvey
Sent: 31 January 2018 16:21
To: Nicola Corrigan
Subject: The latest from Get Yourself Active: January 2018 

 

The latest news from Get Yourself Active straight to your inbox
#WhatsYourPB 

View this email in your browser 

	        Get Yourself Active News: January

 

	If you would like us to promote any activities or opportunities then please contact us at kirsty.mulvey@disabilityrightsuk.org 



Personal Experience | Meet Laura

Read Laura's story 'Women's Blind Football'

We revisit the latest stage of Laura Turner's physical activity adventures as she delves into the world of women's football. 

"Not only does blind-football encourage you to be physically active, it also helps improve your listening and your communication skills, your ability to work as a team, your spatial awareness and your balance and flexibility." 

 

Personal Experience | Meet Danny

Read Danny's story 'Being physically active has given me back a life worth living'

Danny went from being a sporty teenager to having to learn to do the very basics again after being diagnosed with an autoimmune condition.

"Sport has a way of boosting people up, it's often social, and if you stick with whatever it is long enough you will learn something about yourself. I know. I have." 

Do you want to feature on our personal experience blog? Encourage others by sharing with us how you get active. Email kirsty.mulvey@disabilityrightsuk.org for more information.  

 

 



We are looking for local authorities (adult social care and public health) to collaborate with



Disability Rights UK is working with local partners to increase opportunities for disabled people to get active through working with social care and public health colleagues across the country. 

If you are interested in developing co-production methods, implementing our evidence-based social work guidelines or replicating the coordination model, we want to hear from you.

Our project has just been extended by one year starting from February 2018. We are looking for areas with an interest in exploring this approach so that we can share our evidence base and models of practice as well as measure the impact of this. 
 
Click here for more information or contact Leanne Wightman at leanne.wightman@disabilityrightsuk.org.  

 

 

News
 

New Year New Cheer for Get Yourself Active
Great news for Get Yourself Active as Sport England has agreed to fund the project for a fourth year.

Top Tips for Involving Disabled People in Physical Activity and Sport
Whether you're an individual or an organisation, read this top-tips document and learn about co-production as well as practical advice and resources. 

One year on volunteering with Get Yourself Active
Get Yourself Active volunteer, Iyiola, reflects back on his time spent with Get Yourself Active. 

CQC Tell us about your care project extended
Disability Rights UK is pleased to announce the extension of our work with the Care Quality Commission as part of their ‘Tell Us About Your Care’ partnership.

I Can Make a Pledge
Join I Can Make It on Tuesday 20 March 2018 to celebrate the end of the first phase of the project. If your organisation that can give young disabled people an opportunity to participate in your workforce. The event will be a fantastic opportunity to meet the ICMI Champions, chat to the ICMI and DR UK team, make new contacts and discuss ideas on getting more young disabled people into employment.  


What's coming up...

WheelPower invites you to join its Primary Sports Camp

Visit the Get Yourself Active events page for upcoming events that may be taking place near you

 

 



Take part in our research and receive a £15 Amanzon voucher




Get Yourself Active and the University of Birmingham want to find out what you think about how information about physical activity and sport is presented to disabled people. You can do this in your own home and it would take in total about 15 minutes of your time.  

Click here to find out more information. 

 

 



Social workers needed to support with health and wellbeing research




Disability Rights UK has partnered with the University of Birmingham and Sport England to develop evidence based guidelines to help social workers to have conversations with disabled people in receipt of social care support (personal budgets and direct payments) about how and where to be physically active and importantly why.

Click here to find out more information. 

 

 

We have moved!
 

Disability Rights UK has moved office to 14 East Bay Lane, Here East, Queen Elizabeth Olympic Park, Stratford, London, E20 3BS. Find out how to get here. 

 

 

Get Yourself Active Resources

Getting Active and the Care Act
Using your personal budgets and personal health budgets to get active
Disabled People's User Led Organisations 
Useful Links
Information in your local area
Health, Social Care and Disability Information
Physical Activity and Sports Information
Get Out Get Active 

 

	

 

Twitter

Website

YouTube

 

Disclaimer: Please note that inclusion of information in this newsletter does not imply endorsement of products, campaigns or services by Disability Rights UK. Disability Rights UK is not responsible for the content of external internet sites.

Copyright © 2018 Disability Rights UK, All rights reserved.

You are receiving this email because you opted to receive it via our website.

Our mailing address is:
Plexal
14 East Bay Lane
Here East
Queen Elizabeth Olympic Park
Stratford
London
E20 3BS
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Adults with complex needs (with a particular focus on street begging and street sleeping)

About Public Health England

Public Health England exists to protect and improve the nation’s health and wellbeing,
and reduce health inequalities. We do this through world-leading science, knowledge
and intelligence, advocacy, partnerships and the delivery of specialist public health
services. We are an executive agency of the Department of Health, and are a distinct
delivery organisation with operational autonomy to advise and support government,
local authorities and the NHS in a professionally independent manner.

Public Health England

Wellington House

133-155 Waterloo Road

London SE1 8UG

Tel: 020 7654 8000

www.gov.uk/phe

Twitter: @PHE_uk

Facebook: www.facebook.com/PublicHealthEngland

Prepared by: Emma Seria-Walker. For queries relating to this document, please contact
Emma Seria-Walker: emma.seria-walker@phe.gov.uk

OGL
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Executive summary

Public Health England South East Centre was asked by Portsmouth and Southampton
City Councils to provide an independent review of the literature around homelessness.
With particular reference to those who are street homeless and those who street beg to
support efforts to prevent and reduce homelessness and the adverse outcomes
associated with this.

The purpose of this document is, therefore, to provide an overview of the national
picture in relation to homelessness and provide insights into the current evidence base
to support action in preventing and reducing homelessness, particularly with those who
are street sleeping and street begging.

Homelessness in the UK is increasing and projections indicate that it set to continue to
rise over the coming years, with significant numbers affected by the lack of availability
and affordability of housing; changes to the benefits system; and a range of risk factors,
which have been identified that mean that individuals have an increased likelihood of
becoming homeless.

Sections 2, 5, 6 and 7 explore the data, risk factors and reasons why people street beg,
street sleep and/or experience homelessness and indicate that it is a highly complex
mix of issues that combine, stemming from early childhood experiences through to the
development of substance misuse and mental health problems. This, coupled with the
significant social exclusion faced by these adults with complex needs, serves to make
the provision of interventions and services to reduce and prevent homelessness
incredibly difficult.

Section 9 explores promising interventions from the literature that may support efforts to
prevent and reduce homelessness. Some of the key interventions include:

¢ No Second Night Out

e Housing First

e Psychologically Informed Environments
e Personalised Services

e MEAM

There was little primary research looking at interventions specifically to prevent or
reduce street begging or street sleeping. Much of the literature relating to this is found in
grey literature, policy or strategy papers, or informal news pieces. However, there are
some key themes that have emerged, including:

e early intervention in the context of homelessness
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e integrated working
e interventionist approaches Vs non-interventionist approaches

In addition, there has been a recent review of the evidence in relation to interventions
for inclusion health, which highlight a number of areas where there is good evidence to
support intervention, including:

e pharmacological interventions

e psychosocial interventions

e case management

e disease prevention

e housing and social determinants

e other interventions

e interventions tailored to women

e interventions tailored to young people

What is clear is that no one single intervention on its own will reduce or prevent
homelessness. A system wide, integrated approach is needed to ensure that there a
range of linked services available to meet the needs of those with highly complex
needs. A home is one of the key things required to support this group. Evidence
suggests that simply having appropriate long-term accommodation can have a
significant impact on those with complex needs, who are often the most socially isolated
and excluded people within our communities.

Sections 8, 10 and 11 explore some of the impacts associated with homelessness and
particularly street begging and street sleeping, where evidence exists and highlights
some of the potential savings that could be made through tackling this complex issue.
There are a lack of return on investment tools to provide a robust judgement on the
extent of those savings, but there is likely to be substantial gains to health and social
services as well as benefits to the criminal justice system of addressing this issue.

This review highlights some of the gaps in data, research and evidence that exist and
recommends that:

¢ |ocal authorities consider the findings of this review and how they may be able to
utilise it in the context of their local situations (some toolkits, guides and strategies
that may be useful can be found in Appendix C)

e PHE considers the research/evidence/data gaps in this area and how we may be
able to overcome some of these and support the development of the evidence base
for this highly complex and vulnerable group
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1.0 Introduction

Public Health England South East Centre was asked by Portsmouth and Southampton
City Councils to provide an independent review of the literature around homelessness.
With particular reference to those who are street homeless and those who street beg to
support efforts to prevent and reduce homelessness and the adverse outcomes
associated with this.

The purpose of this document is, therefore, to provide an overview of the national
picture in relation to homelessness and provide insights into the current evidence base
to support action in preventing and reducing homelessness, particularly with those who
are street sleeping and street begging.

2.0 Context

Homelessness in England is increasing, with data on statutory homelessness,
prevention and relief and rough sleeping all showing an increasing trend year on year,
particularly since 2010. However, the scale of homelessness is even larger when you
consider the number of people who are not captured in national statistics. For example,
those staying with friends and family on a temporary basis.

The outcomes associated with homelessness and particularly rough sleeping or street
sleeping, the most visible form of homelessness, are poor with many experiencing
mental health problems, substance misuse problems and a range of physical health
problems as a result of the conditions in which they live. Life expectancy in those
sleeping on our streets was found to be as low as 47 years on average for men living on
the streets and was even lower for women.?!

Whilst there are a range of services in place to meet the needs of those sleeping on the
streets, they are often geared towards specific issues like drugs and alcohol or mental
health. As a result, people find themselves falling between services or not having high
enough needs to meet thresholds and, thus, continue to struggle with the increasing
complexity of being homeless and having a number of needs to address.

The Department for Communities and Local Government is the government department
with responsibility for developing policy and strategy to tackle homelessness and have a

1 Thomas, B. (2012) Homelessness kills: An analysis of the mortality of homeless people in early twenty-first century England.
London: Crisis.
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responsibility to support local authorities in their statutory duties under the Housing Act
1996 (as amended).?

Local authorities have a statutory duty to provide accommodation to those who fall
within certain categories of ‘priority need’ and who are not deemed intentionally
homeless. These categories are specified in the Housing Act 1996, section 189 and
include:

e people with dependent children who are residing or might reasonably be expected to
reside with them

e people who are homeless or threatened with homelessness as a result of any
emergency such as a flood, fire or any other disaster

e where any person who resides or who might reasonably be expected to reside with
them, is vulnerable because of old age, mental illness, handicap or physical
disability or other special reason

e pregnant women, or a person who resides or might reasonably be expected to
reside with a pregnant woman

If an applicant does not qualify for accommodation under one of these categories, the
council has a lesser duty to provide ‘advice and assistance’ to help them find
accommodation.

The above categories make it very difficult for single homeless people and those
couples without children to qualify for housing under the Act.

The Homelessness Act 20022 introduced the power for local authorities to take
reasonable steps to prevent homelessness for those households that do not meet any
of the categories for priority need and where their homelessness would be unintentional.
The National Audit Office (2017)# in their recent report on homelessness indicate that
local authorities with high applications for assistance, used these new powers to provide
‘housing options’ services and used this approach to asses a household’s housing
needs and attempt to prevent homelessness before it happens.

This focus on preventing homelessness has been further cemented through the new
Homelessness Reduction Act 2017°. The Homelessness Reduction Bill was introduced
in the House of Commons on 29 June 2016, with legislation completing its passage
through Parliament on 23 March 2017, receiving Royal Assent on 27 April 2017. It is
expected to come into force in April 2018.

2 Housing Act (1996). The Stationary Office. https://www.legislation.gov.uk/ukpga/1996/52/contents

3 Homelessness Act (2002). https://www.legislation.gov.uk/ukpga/2002/7/crossheading/homelessness-reviews-and-strategies
4 National Audit Office (2017). Report by the Comptroller and Auditor General. Department for Communities and Local
Government. Homelessness. HC 308 SESSION 2017-19; NAO September 2017.

5 Homelessness Reduction Act (2017). http://www.legislation.gov.uk/ukpga/2017/13/pdfs/ukpga_20170013_en.pdf
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An article in Housing Matters®, in August 2017 states that ‘The Homelessness
Reduction Act 2017 will make the most far-reaching changes to homelessness
legislation since the original Housing (Homeless Persons) Act was enacted forty years
ago’

The new Act seeks to address some of the problems with the current Acts, particularly
in relation to single homelessness, by tackling it more effectively through earlier
intervention, prevention, appropriate assessment of needs and the development of
individualised plans. Key elements include:’

e a change to the definition of a person who is threatened with homelessness — now
‘threatened’ if it is likely that they will become homeless within 56 days (was 28
days)

e if an applicant was found to be threatened with homelessness and therefore eligible
for assistance, the local authority must take ‘reasonable steps’ to help them avoid
becoming homeless — the prevention duty would continue for 56 days or earlier/
longer in some circumstances

¢ local authorities will now be required to provide free information and advice on
preventing homelessness, securing accommodation if homeless, the rights of people
who are homeless or threatened with homelessness and any help that is available
for those who are homeless or likely to become homeless, including how to access it

e local authorities will need to ensure that services are designed to meet the needs of
those at increased risk of becoming homeless such as care leavers, those leaving
prison, those leaving the armed forces, victims of domestic abuse, those leaving
hospital and those with mental health problems

e where an eligible applicant is homeless or at risk of becoming homeless, local
authorities will have a duty to carry out an assessment and agree the actions to be
taken through the development of a personalised plan of action. This must be done
irrespective of their priority need status

¢ local authorities must take ‘reasonable steps’ to help all eligible applicants secure
accommodation for at least 6 months — the relief duty would continue for 56 days or
earlier in certain circumstances

e there is a requirement on all applicants to cooperate with local authority attempts to
comply with their duties. Local authorities can serve notice on an applicant that it
considers has ‘deliberately and unreasonably refused’ to cooperate

Where the local authority is unable to relieve or prevent the applicant’'s homelessness
by providing or assisting them to obtain suitable accommodation within 56 days, then
further action will be dependent on whether or not the applicant is found to be in priority

6 Gallagher, John (2017). Homelessness Reduction Act 2017. Housing Matters; Issue 119, p4-5; August 2017.

7 Chartered Institute of Housing (2017). What you need to know about the Homelessness Reduction Act 2017.
http://www.cih.org/resources/PDF/Policy%20free%20download%20pdfs/What%20you%20need%20to%20know%20Homelessn
ess%20Reduction%20Act%202017.pdf
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need. If there is no priority need, then the authority will have no further duty, if there is a
priority need, then they would then fall under the main housing duty in the Housing Act
1996.5

In relation to street begging specifically, one of the key pieces of legislation that remains
in force today is the Vagrancy Act 1824 (as amended). Begging is an offence under
section 3 of the Act and is a recordable offence, with the maximum sentence being a
fine at level 3 on the standard scale (currently £1000).8

There are other provisions that also criminalise begging behaviour, including:

o wilfully blocking free passage along a highway is an offence contrary to section 137
of the Highways Act 1980 (as amended), punishable by a level 3 fine

e using threatening or abusive words or behaviour is an offence under section 5 of the
Public Order Act 1986, which also carries a level 3 fine

In addition to the legislative framework, there have been significant changes to the
benefit system over recent years, particularly in relation to housing benefit, which
appears to be having an impact on the extent of homelessness in the UK. These
changes are reflected on through the later sections in this review.

8 Cromarty, H and McGuiness, T (2016). Rough sleepers and anti-social behaviour (England) Briefing paper number 07836, 13
December 2016. House of Commons Library.
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3.0 Literature review methodology and
scope

See Appendix A for the full review scope, methodology and results. The key lines of
enquiry for the review were:

e who street begs and/or is street sleeping?

e what needs do they have?

e what works to meet those needs?

e what works to reduce the number of people street begging and/or street sleeping?
e what is the return on investment?

A literature search was undertaken looking at primary research, systematic reviews,
grey literature, evaluations, national guidance and policies over the last 5 years (2012-
2017). However, older work was identified through looking at references within texts.

Summary of results:

MEDLINE: 104

PSYCINFO: 4

SCOPUS SOCIAL SCIENCE: 3
GOOGLE: 21

One person looked through the abstracts and resources identified and full articles were
selected to look at in more detail based on relevance to the scope outlined in Appendix
A and with the definitions outlined below in mind.

The majority of the literature was from the US, Canada and the UK, with some limited
research from Europe and other countries.

Further literature was identified through looking at the references within the resources
identified.

12
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4.0 Definitions

For the purposes of this review, the following definitions have been used when
searching through the literature identified.

Homeless

Homelessness means not having a home. A home is a place that provides security and
links to a community and support network. It needs to be decent and affordable. Under
the law, even if someone has a roof over their head they can still be homeless. This is
because they may not have the right to stay where they live or their home may be
unsuitable to live in.® The statutory definition of a homeless person, as set out in Part VII
of the Housing Act 1996, is:

(1) A person is homeless if he has no accommodation available for his occupation, in
the United Kingdom or elsewhere, which he -

(a) is entitled to occupy by virtue of an interest in it or by virtue of an order of a court,

(b) has an express or implied licence to occupy, or

(c) occupies as a residence by virtue of any enactment or rule of law giving him the right
to remain in occupation or restricting the right of another person to recover possession

(2) A person is also homeless if he has accommodation but -

(a) he cannot secure entry to it, or

(b) it consists of a moveable structure, vehicle or vessel designed or adapted for human
habitation and there is no place where he is entitled or permitted both to place it and to
reside in it

(3) A person shall not be treated as having accommodation unless it is accommodation
which it would be reasonable for him to continue to occupy*®

Hidden homeless

Many people who become homeless do not show up in official figures. This is known as
hidden homelessness. This includes people who become homeless but find a
temporary solution by staying with family members or friends, living in squats or other
insecure accommodation.!?

9 Street Homelessness Factsheet. This factsheet was produced by Shelter. Written by Rita Diaz 2006.

10 House of Commons ODPM: Housing, Planning, Local Government and the Regions Committee. Homelessness. Third
Report of Session 2004-05, Volume 1 — Report. https://publications.parliament.uk/pa/cm200405/cmselect/cmodpm/61/61i.pdf
11 http://lwww.homeless.org.uk/facts/homelessness-in-numbers/hidden-homelessness.
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Multiple Exclusion Homelessness (MEH)

Fitzpatrick, S et al'*? describe MEH as; ‘People have experienced MEH if they have
been ‘homeless’ (including experience of temporary/unsuitable accommodation as well
as sleeping rough) and have also experienced one or more of the following other
domains of ‘deep social exclusion’: ‘institutional care’ (prison, local authority care,
mental health hospitals or wards); ‘substance misuse’ (drug, alcohol, solvent or gas
misuse); or participation in 'street culture activities’ (begging, street drinking, 'survival'
shoplifting or sex work)’.

Rough sleepers

The Department for Communities and Local Government (DCLG) defines rough
sleeping as ‘People sleeping, about to bed down (sitting on/in or standing next to their
bedding) or actually bedded down in the open air (such as on the streets, in tents,
doorways, parks, bus shelters or encampments). People in buildings or other places not
designed for habitation (such as stairwells, barns, sheds, car parks, cars, derelict boats,
stations or ‘bashes’’

The definition does not include people in hostel or shelters, people in campsites or other
sites used for recreational purposes or organised protest, squatters or travellers.
Bedded down is taken to mean either lying down or sleeping. About to bed down
includes those who are sitting in/on or near a sleeping bag or other bedding.

Street homeless

Street homelessness is a much wider term than rough sleeping, taking into account the
street lifestyles of some people who may not actually sleep on the streets. Street
homeless people are those who routinely find themselves on the streets during the day
with nowhere to go at night. Some will end up sleeping outside, or in a derelict or other
building not designed for human habitation, perhaps for long periods. Others will sleep
at a friend’s for a very short time, or stay in a hostel, night-shelter or squat, or spend
nights in prison or hospital.®

Begging

Begging is defined in the dictionary as the solicitation of money or food, especially in the
street.

12 Fitzpatrick,S; Bramely, G and Johnson, S (2012). Multiple Exclusion Homelessness in the UK: An overview of key findings.
Institute of Housing, Urban and Real Estate Research, Heriot-Watt University, 2012.
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5.0 National profile of people who street
beg and/or street sleep

Much of the literature focuses on rough sleepers as a cohort of the homeless
population. There is little data specifically on those who are purely street sleepers.

There is a lack of literature focusing on street beggars, as there are no national
databases or regular reports published on the subject. Much of the information outlined
below is taken from charity websites and news articles. There are a small number of
reports based on freedom of information requests, which give an indication of the scale
of begging based on the number of arrests under the Vagrancy Act (1824).

Street begging

Begging is an offence under Section 3 of the Vagrancy Act (1824). According to a
Freedom of Information request response in July 2016 from the Crown Prosecution
Service, there were 2,365 arrests under Section 3 of the Vagrancy Act (1824) in
England in 2015/16.13 There has been a 36% increase in arrests since 2006/07,
peaking at 3,071 arrests in 2014/15 (Chart 1).

13 This response to the Freedom of Information request is published online at:
https://www.whatdotheyknow.com/request/being_an_incorrigible_rogue (accessed 19 September 2017).
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Chart 1: Number of Offences under the Vagrancy Act 1824, section 3, which
reached a hearing in the UK from 2006/07 - 2015/16
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Source: Crown Prosecution Service, Freedom of Information Release, 6 July 2016.

Unlike rough sleeping, there are no national counts or estimates on the number of street
beggars in the UK. Therefore, the data on arrests as a result of police action is likely to
underestimate the true extent of begging.

There is little data from studies or other analyses that provide us with much information
on demographic features of this population in terms of age, gender, ethnicity, geography
and the like. Much of the literature focuses on street begging in developing countries
and those which do focus on developed countries have tended to focus on a specific
sub set of this population. For example, beggars from the Roma community.4

What is evident from the literature that does exist is that street begging, as one might
expect, is usually focused around popular tourist destinations'® and other urban areas,
where the opportunities are likely to be greater.

14 Carlgvist, | (2016). Sweden: A Beggar on Every Corner. Gatestone Institute, 9th April, 2016
https://www.gatestoneinstitute.org/7782/sweden-roma-beggars

15 Andriotis, K (2016). Beggars — tourist’s interactions: An unobtrusive typological approach. Tourism Management 52 (2016)
64-73.
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Rough sleepers

The Department for Communities and Local Government publishes an annual count
and estimates of rough sleeping in England every autumn. The rough sleeping counts
and estimates are single night snapshots of the number of people sleeping rough in
local authority areas.® Local authorities decide whether they are going to carry out a
count or do an estimate each year. In 2016, 14% (47) of local authorities conducted a
count and 86% (279) provided an estimate based on local intelligence gathered from
local services.

The 2016 publication includes demographic information about those sleeping rough for
the first time.

In the autumn of 2016, the total number of rough sleepers counted and estimated was
4,134 this was an increase of 16% (565 people) from the autumn of 2015.

London has the greatest number of rough sleepers in England, 964, which makes up
23% of the total number of rough sleepers. This is down from 26% of the total number in
2015. The rest of England has seen a 21% increase in the number of rough sleepers
between 2015 and 2016, from 2,629 to 3,170.

When we look at the 10 local authorities with the highest number of rough sleepers in
2016, we see that Brighton and Hove is the only local authority in the South East that
features and has the second highest number of rough sleepers at 144. Westminster has
the highest at 260.

Of the 4,134 people sleeping rough in 2016:

e 12% (509) were women

e 7% (288) were under 25 years old

e 17% (714) were EU nationals from outside the UK
e 5% (194) were from outside the EU

An upward trend in rough sleeping can be seen over the period 2010-2016 in almost all
regions, particularly London, the South East, the South West and the North West (Chart
2).

16 Department for Communities and Local Government, 2016: Rough Sleeping Statistics Autumn 2016, England.

17





Adults with complex needs (with a particular focus on street begging and street sleeping)

Chart 2: Rough sleeping by region 2010-2016
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2 Local Authorities (Brighton and Hove 85% increase — 78 to 144 and Portsmouth 147%
increase — 15 to 37) in the South East are in the top 10 local authorities with the largest

increases in the number of rough sleepers between 2015 and 2016 (Table 1).

Table 1: Top 10 local authorities with largest increase in the number of rough

sleepers, 2016

Local Authority Region 2015 | 2016 | Change %
from change
2015 on 2015
Brighton and Hove South East 78 144 66 85%
King's Lynn and West Norfolk | East 5 42 37 740%
Cornwall South West 65 99 34 52%
Wigan North West 3 28 25 833%
Luton East 53 76 23 43%
Portsmouth South East 15 37 22 147%
Cambridge East 18 40 22 122%
Norwich East Midlands 13 34 21 162%
Nottingham East Midlands 14 35 21 150%
Walsall West Midlands 7 26 19 271%

Source: DCLG.
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When you look at the snapshots for some of the local authorities in the South, we can
see that there has been a huge rise in the numbers of rough sleepers between 2010
and 2016 (Table 2). Whilst the numbers are small and numbers are largely based on
estimates, figures indicate that there has been a step change in the number of rough
sleepers since 2010. Trends in rough sleeping for all local authorities (upper and lower

tier) in the South East can be found in Appendix B.

Table 2: Rough Sleeping in Top 11 Local Authorities for Number of Rough Sleepers in
the South East of England, 2010 compared to 2016

Local Authority Number of Rough Number of Rough % Change 2010-
Sleepers in 2010 Sleepers in 2016 2016

Brighton and Hove 14 144 929
Canterbury 3 50 1567
Portsmouth 5 37 640
Maidstone 27 35 30
Thanet 1 33 3200
Oxford 11 33 200
Hastings 3 26 767
Basingstoke and Deane 3 26 767
Aylesbury Vale 10 26 160
Slough 14 25 79
Southampton 5 23 360

Source: DCLG.

Chart 3 shows the trend by year for the 11 local authorities in the South East with the

highest estimated number of rough sleepers in 2016.
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Chart 3: Trend in the Number of Rough Sleepers by Local Authority in the South East,
based on the 11 Local Authorities with the Highest Number of Rough Sleepers in 2016,
2010-2016
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e Brighton and Hove

e Canterbury 3 22 20 22 38 47 50

e Portsmouth 5 11 11 7 8 15 37

e Maidstone 27 19 19 14 25 38 35

e Thanet 1 9 8 14 15 17 33

e Oxford 11 8 12 19 26 39 33

@ Hastings 3 5 3 15 12 16 26

e Basingstoke and Deane 3 4 8 5 8 20 26

Aylesbury Vale 10 10 4 14 17 15 26

e Slough 14 7 8 30 26 17 25

Southampton 5 24 18 13 19 31 23

Source: DCLG.

The Combined Homelessness and Information Network (CHAIN) database provides
further data on rough sleeping in London and is published by the Greater London
Authority on a quarterly basis.’

In April — June 2017, outreach teams recorded:

e 2,584 people sleeping rough across London, a 4% decrease on the 2016 figure of
2,689

e Of the 2,584 people sleeping rough, 362 (14%) were living on the streets, 1,206
(47%) were new rough sleepers (sleeping rough for the first time) and 1030 (40%)
were intermittent rough sleepers

e 1,352 (56%) rough sleepers were of UK origin; 522 (21%) were of Central and east
European origin, with those from Poland and Romania being the majority within this
group (168 - 7% and 198 - 8% respectively)

e 1,374 (76% — base no. 1,808) reported one or more support need (ie alcohol, drugs
and/or mental health) — excludes those that were not assessed

17 Greater London Authority (July 2017). CHAIN quarterly Report, Greater London, April 2017 — June 2017.

20





Adults with complex needs (with a particular focus on street begging and street sleeping)

e 797 (44%) had support needs for alcohol; 730 (40%) had support needs for drugs;
887 (49%) had support needs for mental health — base no. 1,808

e 936 (54% - base no. 1,733) reported experiences of the armed forces (8%), care

(12%) or prison (37%)

The homeless monitor: England 201718 is a longitudinal study, which provides an
independent analysis of the impact of policy and economic developments on

homelessness in England and other parts of the UK. The monitor is published annually,
with this latest report being the 6™ edition.

Table 3 below outlines some of the key trends in homelessness over the period 2009/10

— 2015/16 and indicates that:

e rough sleeping in England has increased by 134% over the period and by 120% in

London

e the number of statutory cases of homelessness and acceptances of such cases has
increased by 29% and 44% respectively over the period

Table 3: Summary of homelessness statistics

Summary of Homelessness 2009/10 | 2014/15 | 2015/16 % %

Statistics change | change
2014-15 - | 2009/10 -
2015-16 | 2015/16

Rough sleeping in England —

snapshot? 1,768 3,569 4,134 16% 134%

Rough sleeping in London - annual® 3,673 7,581 8,096 7% 120%

Local authority statutory

homelessness cases - annual® 89,120 | 112,350 | 114,780 2% 29%

Local authority homelessness

acceptances - annual® 40,020 | 54,430 | 57,740 6% 44%

Local authority homelessness

prevention and relief cases® 165,200 | 220,800 | 213,300 -3% 29%

Total local authority homelessness

case actions 205,220 | 275,230 | 271,050 -2% 32%

Source: Taken from the Homeless Monitor: England 2017.

a = Numbers estimated by local authorities on given date (based on counts in a minority of local authorities).
b = Numbers recorded as sleeping rough at least once during financial year.
¢ = Homelessness applications processed under statutory procedures.

d = Households formally assessed as ‘unintentionally homeless and in priority need’.
e = Instances involving non-statutory assistance provided to homelessness applicants in retaining existing accommodation or

securing a new tenancy.

18 Crisis (March 2017). The homeless monitor: England, 2017. Crisis, 2017.
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Using data contained within the homeless monitor, CHAIN and rough sleeping counts
and estimates data, Crisis have published projections in relation to ‘core
homelessness,*® which includes:

e rough sleeping

e sleeping in tents, cars, public transport

e squatting (unlicensed, insecure)

e unsuitable non-residential accommodation eg ‘beds in sheds’

e hostel residents

e users of night/winter shelters

e DV victim in refuge

e unsuitable temporary accommodation (which includes bed and breakfast
accommodation, hotel etc)

e sofa surfing

They indicate that between 2011 and 2016, core homelessness has increased by
33.4% in Great Britain, with rough sleeping increasing by 49.2% from 6,100 to 9,100.
They used a sub-regional housing market model?® and adapted it to forecast future
levels of homelessness.

Chart 4 indicates that levels of core homelessness are projected to rise over the coming
years. Rough sleeping in particular is projected to increase from 6,100 in 2011 to
40,100 in 2041 in Great Britain and within this a rise from 5,000 in 2011 to 38,000 in
England.

19 Bramley, G (August, 2017). Homelessness Projections: Core Homelessness in Great Britain - Summary Report. Crisis,
2017.

20 Bramley, G., Leishman, C., Cosgrove, P. and Watkins, D. (2016), What Would Make a Difference? Modelling Policy
Scenarios for Tackling Poverty in the UK: Heriot Watt University, Joseph Rowntree Foundation.
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Chart 4: Forecast of Core Homelessness, Great Britain, 2011-2041
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Source: Crisis Core Homelessness Projections, 2017.
Homelessness more generally

There are a couple of studies from the US that have used data from a more
representative sample of the population. So that they could compare experiences of
those who have had periods of homelessness with those who have not.?12?

These studies give us an indication of how prevalent homelessness is in the context of
a generic population. Roos et al?! found that in their study population of 34,653 non-
institutionalised people aged 20 years or older in the US, 3.1% (1,103) reported lifetime
homelessness. In this study, lifetime homelessness was determined based on 2
guestions: in wave 1 of the study they were asked ‘In your entire life, did you ever have
a time that lasted at least 1 month when you had no regular place to live — like living on
the street or in a car?.’ In wave 2, respondents were asked the same question and were
also asked whether homelessness had occurred since the last interview.

21 Roos, L.E et al (2013). Relationship Between Adverse Childhood Experiences and Homelessness and the Impact of Axis |
and Il Disorders. American Journal of Public Health, Supplement 2, 2013, Vol 103, No S2, p.S275-S281.

22 Shelton, K.H et al (2009). Risk Factors for Homelessness: Evidence From a Population Based Study. Psychiatric Services,
ps.psychiatryonline.org — April 2009, Vol 60, No.4, p.465-472.
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Of the 1,103 people experiencing lifetime homelessness, 44.6% (493) were women and
55% (610) were men. This equated to 2.3% and 4% of the total sample respectively.

If we extrapolate this to the general population of England and Wales, using ONS
mid-year population estimates (2016), there would be an estimated 1,381,625 people
aged 20+ years that have experienced lifetime homelessness.

Shelton et al? focused on a cohort of young adults (18-28 years) and analysed data for
14,888 young adults (mean age 22) who patrticipated in a longitudinal study of
adolescent health and was a nationally representative, population based sample in the
US. They found that 4.6% (682) of the sample were classified as ever being homeless.
Inclusion as homeless was based on responses to 3 questions, ‘Have you ever been
homeless for a week or longer — that is, you slept in a place where people weren'’t
meant to sleep, or slept in a homeless shelter, or didn’t have a regular residence in
which to sleep’, ‘Have you stayed in a homeless shelter?’ and ‘Where do you live now?’

Of the 682 young adults that were ever homeless, 48% (328) were women and 52%
(354) were men. This equated to 2.2% and 2.3% of the total sample respectively.

If we extrapolate this to the general population of England and Wales using ONS
mid-year population estimates (2016), there would be an estimated 240,548 people
aged 18-28 years that have ever been homelessness.

Hard Edges??, a study that looked at the overlap between problems such as
homelessness, drug and alcohol misuse, poor mental health and offending behaviours,
also gives us an indication of the scale of the issue in relation to homelessness. They
sought to understand the extent and nature of this form of severe and multiple
disadvantage (SMD) and developed a statistical profile through an integrated analysis of
specific ‘administrative’ datasets. These datasets were the Offender Assessment
System (OASys), the National Drug Treatment Monitoring System (NDTMS) and the
Supporting People (Client Record and Outcomes Short-Term Services). They
complemented these with the MEH Survey 2013 and the ESRC Poverty and Social
Exclusion Survey 2012.

They found that 63,047 people in England in 2010/11 experienced homelessness only
based on the data analysed. Using this, they suggested a national prevalence rate for
SMD 1 (experiencing one disadvantage domain only — homelessness only, substance
misuse only or offending only) of 9.3 people per 1,000.

23 Bramley, G; Fitzpatrick, S et al (2015). Hard edges. Mapping severe and multiple disadvantage. The LankellyChase
Foundation, 2015.
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If we extrapolate this to the general population of England and Wales using ONS
mid-year population estimates (2016), there would be an estimated 188,895 people
aged 18-28 years that have ever been homelessness.

Whilst the above prevalence estimates are based on figures from American literature
and, therefore, provide a crude estimate of the likely numbers of people having ever
experienced homelessness. They do help to provide an indication of potential scale.
Given the difference in demography, levels of deprivation and the like between the US
and parts of the UK; figures are likely to be an underestimation, particularly in areas
where levels of deprivation are high.

Figure 1. Overlap of SMD disadvantage domains, England, 2010/11

HOMELESS

188,802 / 112,246

SUBSTANCE OFFENDING

Source: Hard Edges, 2015.

Gender, age, ethnicity and learning difficulties

In their annual review 201624, Homeless Link report the findings of their annual review,
which is based on surveys with 394 accommodation projects and 53 day centres;
analysis of Homeless UK secondary data sources; and case studies collated through
telephone interviews with staff working in homelessness services.

24 Homeless Link (2016). Support for single homeless people in England. Annual Review 2016. Homeless Link, 2016.
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They found that in a ‘snapshot’ of who was resident ‘last night’ in 1 of the
accommodation projects (Base number = 312):

e 72% were male and 28% were female

e 45% were young people aged 16-24 years

e 12% were older people aged over 50 years

e 23% were prison leavers/ex-offenders

e 15% were from black or minority ethnic groups
e 9% were EEA nationals

e 7% were care leavers

e 4% were LGBT

e 3% were ex-service personnel

e 6% had learning difficulties

Hard Edges?® looked at SMD domains in relation to gender, age, ethnicity and family
status and found that:

e 78% of men experience all 3 SMD domains (homelessness, offending and
substance misuse) compared to 22% for women

e when you look at homelessness only, around 41% of men experience homelessness
only compared to 59% for women, suggesting that men face more significant levels
of SMD

e 36% of those experiencing all 3 SMD domains are aged 25-34 years, with 23%
being aged 35-44 years. Only 2% were aged 65+ years

e when you look at homelessness only, over 40% were aged under 25 years and there
were none aged 65+ years, suggesting that the homelessness only cohort is
younger, perhaps indicating that they have not yet been impacted by other SMD
domains

e 85% of those experiencing all 3 SMD domains are white, which is in line with the
working age population of England as a whole

o for those who were homeless only, there was more diversity with 74% being white.
Black and mixed race clients were over represented in the homeless only domain

e 90% of those experiencing all 3 SMD domains were single homeless. However, they
found that almost 60% either lived with children or had ongoing contact with their
children

e nearly a third of homeless only clients were living as part of families with children
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Geographic spread

Hard Edges?® also looked at geographic spread in relation to SMD and found that there
was a pattern of SMD concentration in specific types of locales:

e northern urban areas

e both ‘core’ cities and former manufacturing towns

e some coastal areas, including major seaside resorts and former port cities,
particularly Bournemouth and Plymouth who feature in the top 24 local authorities

e certain London authorities, particularly the central borough eg Westminster,
Islington, Camden and Tower Hamlets

They state that the mapping exercise suggests that there is an association between
SMD prevalence rates and areas of the country where poverty tends to be
concentrated, and that all other things being equal, the factors most associated with
higher levels of SMD include:

e demographic factors: having a high proportion of the population aged 16-24 years
and/or large numbers of single person households

e economic factors: high rates of unemployment and/or poverty

e housing factors: housing markets with concentrations of smaller properties (eg
bedsits and small flats) — although indicators of housing pressure (overcrowding) or
low quality (lack of central heating) were not associated with areas of high SMD

e health factors: a poor health profile amongst the local population

e institutional factors: concentrations of institutional populations, especially those
living in mental health hospital or units, or in homeless hostels. There was also an
association with local concentrations of holiday accommodation, tying in with the
overrepresentation of seaside towns

Length of time spent on the streets and/or homeless

Reaching Out?®, in their consultation with those who are street homeless, found that
amongst the 257 people they interviewed:

e 32% had not had a permanent place to stay for more than 3 years
e 11% had not had a permanent place to stay for more than 10 years
e 10% had had a permanent place to stay within the last 6 months

e 44% had occupied permanent accommodation in the last year

25 Rice, B; Hough, J; Smith, J; and Francis, M (2007). Reaching Out. A consultation with street homeless people 10 years after
the launch of the Rough Sleepers Unit. Shelter in partnership with Broadway, 2007.
http://england.shelter.org.uk/professional_resources/policy_and_research/policy_library/policy_library folder/reaching_out
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They indicate that this suggests that many have lost their homes only recently and are not long-
term rough sleepers.

There is nothing in the literature about how long people street beg for.
The overlap between street begging and street sleeping

The extent to which street begging and street sleeping overlap is difficult to quantify.
There are mixed findings in the literature, ranging from a statement from Crisis in 2005
as part of written evidence they submitted to the House of Commons, which suggested
that ‘the vast majority of people who beg are street homeless’.?® They go on to say that
‘begging and street homelessness constitute overlapping parts of a broader
homelessness problem....a Crisis survey found that 58% of people who begged had
slept rough the night before and a report by Fitzpatrick and Kennedy on behalf of the
Joseph Rowntree Foundation came to similar conclusions. The research identified a
high degree of overlap between begging, rough sleeping and Big Issue vending and
found that people’s experiences of rough sleeping invariably preceded their involvement
in begging’.

In a factsheet on Street Homelessness produced by Shelter, the charity states that
‘there is a lack of clarity about the relationship and crossover between rough sleepers
and other people who participate in street-based activities, but who have
accommodation. A street lifestyle can precede, accompany or follow periods of street
homelessness, or be maintained while a person has long-term accommodation. Street
lifestyles can also encourage rough sleeping and provide a route into sleeping on the
streets’.?

Within this factsheet, Shelter cites research from 2001,%” which suggests that only 6
individuals out of a sample of 260 people who beg were living in their own home. They
state that whilst begging and homelessness are inextricably linked, not all rough
sleepers beg and not all beggars are rough sleepers, but the vast majority of those who
beg are in unstable accommodation of one kind or another.

However, there have been a number of more recent reports and news articles, which
suggest that the majority of those who beg are not homeless. For example, a BBC
News article in July 2015 stated that fewer than one in five people arrested for begging
in England and Wales last year were homeless....Freedom of Information figures from
34 out of 43 police forces showed 1,002 people arrested for street begging in 2014 — of
whom 199 were legally defined* as homeless’. 28

26 publications.parliament.uk/pa/cm200405/cmselect/cmhaff/80ii/80we15htm. Prepared January 2005. Accessed 1 September
2017.

27 Department for Transport, Local Government and the Regions, Looking for a change: The role and

impact of begging on the lives of people who beg, 2001.

28 www.bbc.co.uk/news/uk-33729766. 31 July 2015. Accessed 1 September 2017.
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(*The legal definition of homelessness, used by the police, says someone is homeless if they have no
accommodation they are entitled to occupy - or if the standard of their accommodation is so bad they cannot
reasonably be expected to occupy it).

The homelessness charity, Thames Reach, have also provided evidence to suggest
that a large proportion of those who beg are not homeless and state that ‘only 40% of
people arrested for begging in a Metropolitan Police operation claimed to be
homeless....An operation in Birmingham in autumn 2013 showed that 6 out of 10
people arrested for begging had a home....Most people begging have accommodation
of sorts, either a hostel place or a flat or bed-sit’. ?°

The relationship between street begging and street sleeping is a complex one, but what
is clear from the literature is that those who street beg and/or are street sleepers are
some of our most vulnerable individuals. They have a range of complex needs and
experience severe and multiple deprivation over long periods of time. Further discussion
on why people street beg and/or street sleep can be found in the following section.

29 www.thamesreach.org.uk/news-and-views/campaigns/giving-to-beggars/fag/?locale=en.
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6.0 What factors may be driving increases
IN homelessness?

Section 5 clearly highlights that homelessness in all its forms has increased over the
last few years and particularly from around 2010. In a Briefing Paper for the House of
Commons, the authors state that ‘the increase in statutory homelessness since 2009/10
is attributed to a number of factors, of which the most important is identified as the
continuing shortfall in levels of new house building relative to levels of household
formation. Housing benefit reforms are also viewed as a significant contributory
factor...?°

Furthermore, The National Audit Office (NAO) in their recent report state that ‘it appears
likely that the decrease in affordability of properties in the private rented sector, of which
welfare reforms such as capping of Local Housing Allowance are an element, have
driven this increase in homelessness...the government has not evaluated the impact of
its welfare reforms on homelessness, or the impact of the mitigations that it has put in
place’*

The Institute for Fiscal Studies has also recently published a report on housing and
have looked at the cost of housing for low income renters.3! They estimate that benefit
reforms since 2011 have cut the housing benefit entitlements of 1.9 million privately
renting households, which contain 4.8 million people and 600,000 social-renting
households, which contain 1.3 million people. This includes two thirds of low income
private renters and one sixth of low income social renters.

They indicate that the shortfall between housing benefit entitlement and the cost of
renting a property for low income renters is much higher than it would have been
without the reductions made since 2011. Low income renters spend a higher proportion
of their income on rent than higher income renters, even after accounting for any help
they may get through housing benefit entittements and this differential has risen over
time. The proportion of low income renters who do not have all their rent covered by
housing benefit has risen from 74% in the mid 1990s to 90% in the mid 2010s.

For example, the market median rate for Southampton is:

e aroom is £390 per calendar month

30 Wilson, W and Barton, C (2017). Statutory Homelessness in England. Briefing Paper Number 01164, 9 October 2017.
House of Commons Library.

31 Joyce, R; Mitchell, M; and Norris Keiller, A (2017). The cost of housing for low income renters. The Institute of Fiscal
Studies, 2017.
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e astudio is £495 per calendar month
e aone bedroom flat is £595 per calendar month

Housing Benefit (where the LA can assure the landlord payment direct) or Universal
Credit (where the LA cannot assure payment direct to the landlord) will pay a ‘maxima’
of £294.91 per calendar month for a room.

For a studio or one bedroom flat, Housing Benefit or Universal Credit will pay a
‘maxima’ of £294.91 for those aged under 35, or £506.35 for those aged over 35 years
of age.

This means that there is very little incentive for landlords to let their properties to those
who are homeless, unless they are over 35, but even then, the gains for them from a
commercial perspective are limited. The lack of affordable housing coupled with the
benefit gap has had a significant impact on those who were already vulnerable.
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7.0 Why do people street beg and/or street
sleep?

Whilst the issues discussed in section 6 go a long way to explain why people are
increasingly becoming homeless, this section explores some of the reasons why people
become homeless in the first place and/or have an increased likelihood of experiencing
homelessness throughout their lifetime.

The reasons why people street beg and/or street sleep are many and the way in which
these interact is complex. What is clear from the literature is that many of those who find
themselves engulfed within a life on the streets, do so as a result of early exposure to
significant trauma/adverse experiences in early childhood?%22 3233 Such childhood
trauma/adverse experiences include:

e physical abuse

e neglect

e there sometimes not being enough food to eat at home
e homelessness

e domestic violence in the household

e parental substance misuse

e parental mental health issues

e poor family functioning

e socio-economic disadvantage/poverty

e separation from parents of care givers

Evidence suggests that this early trauma/adverse childhood experiences result in an
increased likelihood of being homeless in the future. 98% of those who experienced
such events, also had experience of being homeless at some point in their adult life

and/or were currently homeless.3?

Fitzpatrick et al (2013) sought to identify the pattern and nature of multiple exclusion
homelessness (MEH) across the UK. ‘People have experienced MEH if they have been
‘homeless’ (including experience of temporary/unsuitable accommodation as well as
sleeping rough) and have also experienced one or more of the following other domains

Ik

of ‘deep social exclusion:’ ‘substance misuse (drug, alcohol or solvent misuse);

32 Fitzpatrick, S; Bramely, G; Johnsen, S (2013). Pathways into multiple exclusion homelessness in seven UK cities. Urban
Studies, 50(1),148-168.

33 Fitzpatrick, S; Bramely, G; Johnsen, S (2012). Multiple Exclusion Homelessness in the UK. Heriot Watt University and
ESRC, Institute for Housing, Urban & Real Estate Research, 2012.
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participation in ‘street culture activities’(begging, street drinking, survival shoplifting or
sex work)’.

Whilst this is wider than street sleepers and street begging; it helps to understand the
circumstances, experiences and severe and multiple deprivation/social exclusion, which
have impacted significantly on those individuals who have found themselves on the
streets.

Fitzpatrick et al®>22 describe these pathways into MEH almost as a life course, with
particular MEH experiences happening through our lives, which then increase the
likelihood of us experiencing homelessness and other complex issues such as mental ill
health and substance misuse (figure 2). Through their work, they were also able to
‘cluster’ MEH experiences and identify sub groups within the MEH population with
similar sets of experiences.

Figure 2: The life course of multiple exclusion homelessness experiences
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Source: Fitzpatrick, S, 2013.

They found that experiences that happened earliest in individual's pathways were:

e abusing solvents, glue or gas

e being thrown out by parents or carers

e using hard drugs

e developing a problematic relationship with alcohol and/or street drinking

They suggested that this implies that these factors, when they apply, may often be
contributory factors in the commencement of an MEH pathway.

Fitzpatrick et al (2013)%? found that the set of experiences that occurred in the middle —
later phases of an MEH individual's pathway seemed to confirm a transition to street
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lifestyles and those occurring in the late phase of the pathway eg official forms of
homelessness (repossession, partner death etc) were not part of the initial set of
originating causes, but are often outcomes of a sequence of events, which are more
likely to have started with combinations of the kinds of factors that occur in the earlier
phases of the pathway.

As part of their study, Fitzpatrick et al (2012)%3 undertook a Census Questionnaire
Survey of low-threshold service users (those services that make relatively few
‘demands’ of service users, such as day centres, soup runs, direct access
accommodation, street outreach teams, drop in services, needle exchange etc).

They used the results from this to demonstrate that the experience of specific domains
of deep social exclusion (homelessness, institutional care, substance misuse and street
culture activities) was extremely widespread amongst this population. Figure 2 below
shows the complex nature of the interactions between the domains and indicates that
almost all had experienced homelessness (98%); 70% had experienced substance
misuse; 67% had experienced street culture activities and 62% had experienced
institutional care. The degree of overlap is huge and some 47% of people have
experienced all 4 domains (Figure 3).

Figure 3: The Overlap Between the Domains of Deep Social Exclusion

Homelessness (98%)

Street Culture

Activities (67%) Institutional Care (62%)

Substance Misuse (70%)

Source: Fitzpatrick, 2012.

The census survey also demonstrated that homelessness was a particularly prevalent
form of exclusion.
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Through the census survey and extended interviews, they were able to identify what
predicts whether an individual within the MEH population has had a more or less
complex set of MEH experiences. Factors associated with more complex MEH
experiences (with other being equal), included:

e being male

e being aged between 20-49 years old (especially 30s)

e having experienced any of the following as a child: physical abuse or neglect, there
sometimes not being enough to eat at home, or homelessness

e having parents with problems such as domestic violence, substance misuse or
mental health issues

e having had poor experiences of school ie truancy, exclusion, victim of bullying etc

e being brought up in a household with at least 1 adult in paid work all or most of the
time

¢ having lived on welfare benefits for most of your adult life

e being recruited to the study from a ‘non-homelessness’ service

Roos et al?! looked at the relationship between adverse childhood experiences and
homelessness and the impact of Axis | and Il disorders34. They state that ‘childhood
adversities are found to be substantially overrepresented in homeless samples and a
history of childhood adversity has been related to particularly poor outcomes among the
homeless’. They used the National Epidemiologic Survey of Alcohol and Related
Conditions (NESRAC) to investigate whether a history of different childhood adversities
were associated with increased odds of developing lifetime homelessness and whether
Axis | and Il mental disorders mediated these relationships.

They found that in the entire sample of 33,728, a very small proportion reported lifetime
homelessness — 3.1% (1,103). Of these, 4% (610) were men and 2.3% (493) were
women. Those with lifetime homelessness experienced higher rates of all childhood
adversities compared to those without lifetime homelessness (85% of women lifetime
homeless compared to 49.8% of those without lifetime homelessness, and 77.1% of
men with lifetime homelessness compared to 50.3% of those without lifetime
homelessness).

The most prevalent childhood adversities for both men and women experiencing lifetime
homelessness were:

e physical abuse
e physical neglect

34 Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition (DSM-1V). Washington DC; American Psychiatric
Association, 1994.
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e general household dysfunction

Nearly half of women with a history of lifetime homelessness experienced childhood
sexual abuse.

Odds ratios (OR) were calculated for each type of childhood adversity, they found that
the ORs for each childhood adversity was significantly (P<.001) associated with an
increased likelihood of lifetime homelessness in both men and women. Those most
strongly associated with lifetime homelessness and/or Axis | and Il disorders were:

For women:

e childhood emotional abuse (OR = 4.24) was most strongly associated with both
lifetime homelessness and any Axis | or Il disorder (OR = 4.04)

For men:

e emotional abuse and sexual abuse (OR for both = 3.25) related to highest likelihood
of experiencing lifetime homelessness

e whereas emotional abuse was most strongly related to any Axis | or Il disorder (OR
= 4.54)

They also adjusted for Axis | and Il disorders and estimated the extent to which lifetime
homelessness could be attributed to adverse childhood experiences, and found that the
attributable fraction for men and women were 45% and 61% respectively.

Shelton et al?? similarly looked at the factors associated with lifetime experience of
homelessness and used a representative sample who participated in the National
Longitudinal Study of Adolescent Health. They collected data from 14,888 young adults
who were involved in the study, 6 years after they enrolled in the study as adolescents.

4.6% (682) of the respondents were classified as ever being homeless (610 had been
homeless for a week or more; 199 had stayed in a homeless shelter and 6 were
currently homeless during the interview period).

They found that several factors were uniquely associated with homelessness:

e ever having run away from home (OR = 4.03)

e ever having been ordered out of the home by parents (OR = 3.16)

e placement in foster care (OR = 2.15)

e incarceration of the biological father (OR = 1.45)

e parental-caregiver neglect (OR = 1.47)

e duration of welfare assistance to the family before age 18 (OR = 1.14)
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e economic difficulty in the last 12 months (OR = 1.23)

e adiagnosis of depression (OR =1.61)

e having had a psychiatric hospitalisation in the past 5 years (OR = 1.82)
e problems with drugs in the last 12 months (OR = 1.16)

Interestingly, they found that parental physical aggression and sexual abuse;
investigation of the family by social services; expulsion from school; current recipient of
welfare benefits; prescription medication for antidepressants; suicidal ideation; problems
with alcohol and gambling; and none of the indicators of criminal behaviour or violence
were independently associated with homelessness.

Shelter?® undertook a consultation with rough sleepers in 2007. They found that the key
factors contributing to homelessness in that population were:

e relationship breakdown (41%)

e Dbeing asked to leave the family home (28%)
e drug problems (31%)

e alcohol problems (28%)

e leaving prison (25%)

¢ mental health problems (19%)

On average the interviewers found that the majority of those interviewed had 2 or 3
factors that contributed to their homelessness and 30% identified 4 or more factors that
contributed, which again supports the issues raised above in terms of multiple exclusion
homelessness and the complex needs of this group.

Respondents talked about how drug problems can lead to homelessness and make it
more difficult for people to get off the streets. They also talked about how the lack of
pathways into housing/suitable accommodation from institutional care (hospital or
prison, for example) can lead to homelessness and often relapse into drug use.
However, where there were such pathways in place, those interviewed felt that they
were effective when used.

Homeless.org.uk indicate that the most common reasons people give for losing their
accommodation is that a friend or relatives are no longer able to provide support, or
because of relationship breakdown.3> However, they also recognise that there are a
number of factors in play that can impact on an individual and mean that they arrive at a
point where they become homeless. They indicate that such factors include (Figure 4):

35 Pasted from: http://www.homeless.org.uk/facts/understanding-homelessness/causes-of-homelessness
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Figure 4: Factors Impacting on the Likelihood of Becoming Homeless
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Mental health problems Housing supply and affordability
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Bereavement between the two Unemployment

Experience of the criminal justice ..
Income policies
system

In relation to begging specifically, Thames Reach, through evidence gathered by their
outreach teams and others state that one of the key drivers is drugs and alcohol and
indicate that ‘overwhelming evidence shows that people who beg on the streets of
England do so in order to buy hard drugs, particularly crack cocaine and heroin and
super-strength alcoholic beers and ciders....the evidence comes from a number of
sources. Firstly, Thames Reach’s outreach teams....they estimate that 80% of people
begging do so to support a drug habit...secondly, when the Metropolitan Police did
some drug testing of people arrested for begging, the figures indicated that between 70
and 80% tested positive for Class A drugs....most recently, in a police crackdown in
Birmingham on begging in autumn 2013, every single one of the 40 people arrested
failed a drug test’. 2°

A number of other homeless charities echo these findings and similarly state that drugs
and alcohol are often the key drivers for street begging.283°

Those experiencing complex problems and who are homeless are at increased risk of
sleeping rough, being involved in street drinking, begging and becoming involved in

prostitution. One study on the experiences of homeless individuals found that there is
a:se

36 Taken from Homelessnes.org.uk: www.homeless.org.uk/facts/understanding-homelessness/impact-of-homelessness
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e 77% chance that someone could sleep rough

e 53% chance that someone could be involved in street drinking
e 32% chance that someone could beg

e 10% chance that someone could be involved in prostitution
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8.0 The impact of street begging and/or
street sleeping

Homelessness has a significant impact on the individuals themselves, their families and
the communities in which they participate in street culture/lifestyles or utilise services to
support their needs.

The impact on individuals

Figure 5 below, highlights the impact of homelessness on the individual experiencing
it.36 Those who are homeless are significantly more likely to be unemployed, have poor
mental health, have long-term physical health issues and use drugs compared to the
general population.

Figure 5: The Impact of Homelessness on the Individual
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Source: homeless.org.uk.
Impact of homelessness on health

The Local Government Association has recently published a guide for local authorities
aimed at addressing the health needs of those who are homeless.3” The document
states that a recent audit found that:

e 41% of homeless people reported a long-term physical health problem, compared to
28% in the general population

87 Leng, G (2017). The Impact on Health of Homelessness. A Guide for Local Authorities. LGA, September 2017.
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e 45% had a diagnosed mental health problem, compared to 25% in the general
population

e co-morbidity amongst the longer-term homeless population is not unusual; the
average age of death of a homeless person is 47 (and is lower for women at 43)

As part of the interviews for the Hard Edges research, they asked about health
problems or disabilities and found that those in all SMD domains had significant health
problems, with alcohol and drug misuse being the main issue, followed by
‘problems/disability with arms, legs, hands, feet, back or neck’ (Table 4). Issues relating
to respiratory conditions and heart conditions were also high.

Table 4: Health problems reported (prompted) by MEH sample, by SMD category

Do you have any of the health problems or disabilities listed on this card?

lliness/Health problem SMD1 SMD2 SMD3 All MEH Wkg Age
Alcohol or drug related problems 30% 60% 78% 43% 1%
Problems/disability with: arms, legs, hands, feet, back or neck  27% 23% 30% 27% 20%
Chest/breathing, asthma, bronchitis 24% 26% 25% 24% 12%
Stomach/liver/kidneys/digestive 14% 19% 32% 19% 6%
Heart/high blood pressure or circulation 21% 10% 13% 16% 12%
Skin conditions/allergies 15% 12% 13% 14% 14%
Migraine or frequent headaches 10% 10% 18% 12% 7%
Difficulty in seeing (excl normal glasses) 11% 13% 17% 12% 7%
Difficulty in hearing 7% 7% 17% 8% 5.2%
Epilepsy 6% 7% 0% 5% 1%
Diabetes 1% 0% 1% 2% 3.2%
Other health problems 4% 0% 3% 2% 5%
Cancer 1.6% 2.5% 0% 1.6% 0.8%
Hepatitis 1.7% 0.7% 2.2% 1.2%

Stroke 16% 09% 1.9% 1.2% 0.5%
ADHD 1.4% 0% 3.8% 1%

HIV positive 1.7% 0% 0% 0.8%

Chronic fatigue/tiredness 1% 0.4% 0% 0.6%

OCD 0.4% 0% 1.9% 0.4%

Autism 0.0% 0% 0.6% 0.1%

None

Source: Hard Edges, 2016.
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Montgomery et al*®® in their study, compared the characteristics of people experiencing
homelessness who were sleeping primarily in unsheltered situations with those who
were accessing homeless shelters and other sheltered situations. They were looking at
the correlated between unsheltered status and increased risk of mortality and found
that:

e those sleeping in unsheltered situations had 12% higher adjusted odds of having at
least 1 risk factor for mortality compared to those sleeping in sheltered situations

Impact on children and families

LGA document

Children who start life in an environment where housing is insecure eg temporary
accommodation, have an increased risk of poor access to universal healthcare such as
immunisations and associated with an increase in accidents and greater rates of
infection.®” Homeless children are at greater risk of:

e stress and anxiety, resulting in depression and behavioral issues

e lower educational attainment — accessing school places may be difficult
e absenteeism from school

e hbullying

e isolation

Parents are also at greater risk of suffering from anxiety, depression and isolation and
as a result may neglect the needs of their child(ren).

Impact on communities

Rough sleeping is often associated with nuisance activities such as begging, street
drinking and anti-social behaviour and can have a negative impact on communities.2
The literature does not go into this in much detail, but talks about things in relation to the
legal framework underpinning this and the extent of the use of civil measures.

38 Montgomery, AE et al (2016). Homelessness, Unsheltered Status and Risk Factors for Mortality: Findings from the 100,000
Homes Campaign. Public Health Reports 2016, Vol. 13(6) p765-772. Association of Schools and Programs of Public Health,
2016.
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9.0 Interventions — what works to prevent/
reduce street begging and street
sleeping?

Much of the evidence around interventions found relates to homelessness in its
broadest sense; particular aspects of homelessness. For example, homeless veterans
or institutional homelessness; or some specific issues, including drugs and alcohol or
mental health.

There was little primary research looking at interventions specifically to prevent or
reduce street begging or street sleeping. Much of the literature relating to this is found in
grey literature, policy or strategy papers, or informal news pieces.

As discussed in earlier sections, the reasons why people become embroiled in a life on
the streets or homeless more generally are wide and the interactions between them are
complex. However, there are some key themes that have emerged, including:

e early intervention
e integrated working
e interventionist approaches Vs non-interventionist approaches

Early intervention in the context of homelessness

A number of studies discussed earlier highlight the way in which the risk of becoming
homeless in the future is increased significantly if there are particular experiences in
early childhood and that as a result, one the key ways to prevent or reduce such
outcomes would be to identify and intervene at the earliest opportunity. Preventing
childhood adversity and/or finding ways of mitigating against the negative outcomes
associated with such experiences is crucial.?

Similarly, Shelton et al?? believe that young people at the greatest risk of becoming
homeless should be identified early through schools, paediatric services, social services
and other similar types of contact points with children and families. They went on to say
that prevention efforts should also be directed towards other factors that appear to
predispose young people to homelessness such as a diagnosis of depression and
receiving psychiatric care in the past 5 years (mid to late teens).

Fitzpatrick et al®? again reiterate the importance of intervening at the earliest
opportunity. They suggest that the current preventative focus in the UK on the provision
of housing options services, at the point of homelessness applications to local
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authorities, is far too late for those with multiple exclusion homelessness. They believe
that preventative interventions should focus on earlier signs of distress wherever
possible. For example, with schools, drug and alcohol services, and the criminal justice
service who are likely to come into contact with those vulnerable to MEH well before
housing and homelessness agencies do.

Integrated working and system wide approaches

This theme came up particularly in the studies and commentaries relating to
enforcement, where Johnsen et al®*® found that enforcement could result in positive
outcomes for those who are homeless if there is also strong integrated working
practices in place. This integration leads to less opportunities for vulnerable people to
fall through the gaps between services and professionals and enables strong and
coherent pathways for people.

One of the key examples of where integrated working and a system wide approach is
vital is at the points in time when a person is leaving some form of institutionalised care
be that a hospital, prison or mental health facility, for example. The point of discharge
from an institution is a particularly challenging time for any individual, but again having
strong integrated pathways within a system wide framework of care and support would
reduce the impact of such experiences in relation to homelessness.

Interventionist approaches Vs non-interventionist approaches

Again, this theme arose primarily in the work looking at enforcement, where the
researchers looked at interventionist approaches (enforcement and/or services that
impose criteria or certain conditions to be met) and non-interventionist approaches
(services like ‘soup runs’ that impose no criteria or conditions for access).

Johnsen et al*C talk about the fact that ‘conditionality’ has become more apparent,
where eligibility for support is more explicitly tied to service user compliance. They cite
No Second Night Out (NSNO) as an example of where this is clear. It requires ‘new’
rough sleepers to engage with a ‘single service offer’ developed by homelessness
agency staff, and failure to do so renders them ineligible for support from participating
agencies in that area.

They felt that stakeholder opinion on interventionist approached vs non-interventionist
approaches was divided currently.

39 Johnsen, S and Fitzpatrick, S (2008). The Use of Enforcement to Combat Begging and Street Drinking in England: A High
Risk Strategy? European Journal of Homelessness, Volume 2, p.191- 204, December 2008.

40 Johnsen, S et al (2016). First Wave Findings: Homelessness. Economic and Social Research Council, 2016.
www.welfareconditionality.ac.uk
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Promising interventions

There are a range of interventions discussed in the literature, most of which are focused
on homelessness in its wider form, rather than street sleeping or street begging. Table 5
outlines some of the literature in relation to interventions linked to homelessness and
rough sleeping. Although, by tackling some of the issues linked to homelessness, street
begging is likely to be reduced. Key interventions include:

e No Second Night Out

e Housing First

e Psychologically Informed Environments
e Personalised Services

e MEAM
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Table 5: Promising Interventions for Street Sleeping/Homelessness

Intervention

Description of the intervention/
Summary of the report

Type of evidence/
Methodology

Sample Size/
Participant
Characteristics/
Population
aimed at

Results

Conclusions

No Second Night
OUt41,42

24 hour helpline and website so that
members of the public can report and
refer rough sleepers.

Outreach worker dispatched to contact
the person as quickly as possible.

An assessment hub staffed by a
professional team.

Piloted in London until the end of
September 2011.

Principles:

e new rough sleepers should be
identified and helped off the
streets immediately so that they
do not fall into a dangerous rough
sleeping lifestyle

e members of the public should be
able to play an active role by
reporting and referring people
sleeping rough

e rough sleepers should be helped
to access a place of safety where
their needs can be quickly
assessed and they can receive
advice on their options

e they should be able to access
emergency accommodation and

Policy document.

Aimed at rough
sleepers/street
sleepers.

It needs to sit alongside
efforts to tackle the
multiple needs of the most
entrenched rough
sleepers through
personalised approaches.

41 Department for Communities and Local Government (2011). Vision to end rough sleeping: No Second Night Out nationwide. Crown Copyright, April 2011.
42 Homeless Link (2014). No Second Night Out Across England. Homeless Link, 2014.
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other services, such as
healthcare, if needed

o if people have come from another
area or country and find
themselves sleeping rough, the
aim should be to reconnect them
back to their local community
unless there is a good reason why
they cannot return. There, they will
be able to access housing and
recovery services, and have
support from family and friends

The longer someone sleeps rough, the
greater the risk that they will become
trapped on the streets and

vulnerable to becoming a victim of
crime, developing drug or alcohol
problems, or experiencing problems
with their physical or mental health.

In response to this, the concept of No
Second Night Out (NSNO) was
developed. The idea behind NSNO is
to ensure rough sleepers are helped
off the streets as quickly as possible,
that nobody lives on the streets, and
that once helped, people do not return
to the streets.

Evaluation report —
analysis of
Homelessness
Transition Fund
data and follow up
surveys with local
authorities and
charities.

Sample of 20
areas in the
England with
higher levels of
rough sleeping as
measured by the
annual rough
sleeper counts
and estimates.

These 20 areas
represent 69 local
authorities,
covering a
mixture of major
cities, smaller
towns and rural
areas.

These areas have
all had funding
from the
Homelessness
Transition Fund.

across the 20
areas, they
worked with 2,546
rough sleepers
67% of rough
sleepers worked
with were taken
off the streets
after the first night
that they were
found to be
sleeping rough
78% of this group
did not return to
the streets once
helped

The most important
outcomes of NSNO,
according to respondents,
were:

e improved services for
rough sleepers

e strengthened or
improved partnership
working between local
authorities and
voluntary sector
providers

Most services catered for
‘new’ rough sleepers,
rather than entrenched
rough sleepers and there
was concern raised about
this group.

The biggest challenge in
implementing NSNO
services was getting buy-
in and agreement from all
partners.

The second biggest
challenge was finding
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sufficient resources to
provide the services,
including staffing, physical
and financial resources.

Housing
First43 44 45 46

Housing First is designed to provide
open-ended support to long-term and
recurrently homeless people who have
high support needs.

People using Housing First services
are much more likely to have complex
needs including severe mental illness,
poor physical health, long-term limiting
illness, physical disabilities and
learning difficulties compared to the
general population.

Clients do not have to be abstinent
from drugs or alcohol to access
services.

Getting housing or remaining in
housing is not conditional on accepting
support or treatment.

It operates within a harm reduction
framework.

Observational study
of 9 services in the
UK.

143 service users
across the 9
services.

Data was
collected from 60
(42%) service
users.

23 service users
agreed to in
depth interviews.

Focus groups
were held with
staff from all 9
services.

5 services
operated in
London, 2 on the
south coast, one
in the midlands
and one in the
north east.

27% of all service
users were
female.

78% of service users
were housed, as at
December 2014.

59 service users had
been housed for a
year or more by 5 of
the services,
representing 74% of
their clients.

There was evidence
of improved mental
and physical health —
43% reported ‘bad or
very bad’ physical
health a year before
Housing First,
reducing to 28% when
about current health.

52% reported ‘bad or
very bad’ mental
health a year before
Housing First,
reducing to 18% when
asked about current
health.

Housing First services that
offer security of tenure,
are client—led, use harm
reduction, offer open
ended support and do not
make access to, or
retention of, housing
conditional on compliance
with treatment or
modification of behaviour,
all appear to be effective.

Gains in health, mental
health, social integration,
drug and alcohol use and
levels of anti-social
behaviour were not
uniform. There was also
the possibility of
deterioration in mental and
physical health. However,
there was no evidence of
increases in drug or
alcohol use, or anti-social
behaviour, since engaging
with Housing First.

Housing First is not a
panacea and it is not the

43 Bretherton, J; Pleace, N (2015). Housing First in England, An Evaluation of 9 Services. Centre for Housing Policy, University of York, February 2015.

44 Homeless Link Policy and Research Team (June 2015). ‘Housing First’ or ‘Housing Led?’ The current picture of Housing First in England. Homeless Link, 2014.

45 Collins, S et al (2012). Project-Based Housing First for Chronically Homeless Individuals With Alcohol Problems: Within-Subjects Analyses of 2-Year Alcohol Trajectories.
American Journal of Public Health, March 2012, Vol. 102, No.3 p.511-519.
46 Kirst, M et al (2015). The impact of a Housing First randomized controlled trial on substance use problems among homeless individuals with mental illness. Drug and Alcohol
Dependence, 146 (2015) 24-29.
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There was some
evidence of reduced
drug and alcohol use
— 71% reported that
they would ‘drink until
they felt drunk’ a year
before Housing First,
reducing to 56% when
asked about current
behaviour.

66% reported drug
use a year before
Housing First,
reducing to 53% when
asked about current
use.

There was positive
evidence around
social integration
within communities
and reconnecting with
family and in
reductions in anti-
social behaviour.

case that Housing First
should simply replace
existing homelessness
services.

While Housing First offers a long-term
accommodation solution, the evidence
base on the scale of Housing First in
England and the extent to which the
principles of the model are being used
in practice, is limited.

Whilst there is a large body of
research and evaluation on the
effectiveness of the model in the US,
Canada and some European
countries, less exists in the English
context.

This report summarises evidence
about the scale of the current use of

Review

Target clients for
Housing First
were rough
sleepers (71%)
and those with
multiple and
complex needs
(70%).

17% target their
service to women
only and young
people aged 16-
25 years.

There is strong
evidence that Housing
First provides strong
and consistent
outcomes for tenancy
sustainment of
between 70 to 90%.

Outcomes in relation
to mental and physical
health, substance
misuse and social
integration are more
mixed but are
generally positive.

There is no single
definition of Housing First,
but there some core
principles from the original
Pathways model in the

Us:

housing is a human
basic right

immediate provision of
permanent scattered
site housing

respect, warmth and
compassion for all
clients
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Housing First in England, how it is e no requirement
funded, and the challenges and regarding housing
opportunities for rolling it out on a readiness
national scale. e acommitment to
working with clients
It examines the gaps in current for as long as they
evidence, policy and practice that need
could be addressed to help Housing e separation of housing
First be a credible housing solution to and services
people experiencing multiple e use of an assertive
disadvantage across England. case management

(ACM) and an
intensive case
management team
(ICM)3

e consumer choice and
self-determination

e arecovery orientation;
harm reduction rather
than abstinence with
regards to substance
misuse

They suggest that through
their scoping research,
Housing First would be
targeted at between 10-
20% of people currently in
contact with
homelessness services.

Whilst some services are
adhering to the principles
of Housing First, others
have moved to what they
call ‘Housing Led’
services, which they
describe as lower intensity
support, range and
duration.
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Funding sources were
insecure, relying on
charitable funds, LA
grants and housing related
support funds.

By far the biggest barrier
to setting up a Housing
First project was reported
as access to suitable and
affordable accommodation
in both the social and
private rented sectors.

Looked at alcohol use over 2 years
among residents in a project based
Housing First project in the US.

Project-based Housing First provides
immediate, low-barrier, non
abstinence-based, permanent
supportive housing to chronically
homeless individuals within a single
housing project. The study aim was to
address concerns that non abstinence
based housing may enable alcohol
use.

This was a follow
up study of 2 year
alcohol use
expanding on
findings from an
earlier publication.

Data were collected
in the

context of a non
randomised
controlled trial
comparing the
effects of project-
based Housing
First and a wait list
control condition on
public

system use and
associated costs.

Participants were
followed up at 3, 6,
9,12,18 and 24
months. Response
rates went from
100% at baseline to
61% at 24 months.

Participants were
chronically
homeless
individuals

with alcohol
problems who
had been
allocated to the
project-based
Housing First
condition in the
parent study.

Sample size = 95
participants.

Participants were
predominantly

male (93.7%) and
ethnically diverse.

Multilevel growth
models indicated
significant within
subjects decreases
across alcohol use
outcomes over the
study period.
Intervention
exposure, represented
by months spent in
housing, consistently
predicted

additional decreases
in alcohol use
outcomes

Although the
project-based Housing
First program did not
require abstinence or
treatment attendance,
participants decreased
their alcohol use and
alcohol-related problems
as a function of time and
intervention exposure.
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There is strong evidence that Housing
First interventions are effective in
improving housing

stability and quality of life among
homeless people with mental illness
and addictions. However, there

is very little evidence on the
effectiveness of Housing First in
improving substance use-related
outcomes in this population.

Randomised
Control Trial -
Substance use
outcomes were
compared between
a Housing First
intervention and
treatment as usual
group in a sample
of 575 individuals
experiencing
homelessness and
mental illness, with
or without a co-
occurring
substance use
problem, in the
AtHome/ChezSoi
trial in Toronto,
Canada.

Generalised linear
models were used
to compare study
arms with respect
to change in
substance use
outcomes over time
(baseline, 6, 12, 18
and 24 month).

575 participants —
301 in the
intervention arm
and 274 in the
treatment as
usual arm.

Participants were
mostly male
(68%).

At 24 months,
participants in the
Housing First
intervention had
significantly greater
reductions in number
of days experiencing
alcohol problems and
amount of money
spent on alcohol than
participants in the
Treatment as Usual
group. No differences
between the study
arms in illicit drug
outcomes were found
at 24 months.

These findings show that
a Housing First
intervention can contribute
to reductions in alcohol
problems over time.
However, the lack of effect
of the intervention on illicit
drug problems suggests
that individuals
experiencing
homelessness, mental
illness and drug problems
may need additional
supports to reduce use.

Psychologically
Informed
Environments*’

The concept of a Psychologically
Informed Environment was originally
developed by Robin Johnson and Rex
Haigh as part of the Royal College of
Psychiatrists’ Enabling Environments
initiative.

47 Psychologically Informed Services for Homeless People, Good Practice Guide (2012).
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The purpose of a PIE is to enable
clients to make changes in their lives.
Usually this would be changes in
behaviour and/or emotions.

There are a number of psychological

frameworks that can be used

Including:

e Humanistic

e Psychodynamic

e Cognitive Behavioural Therapy
(CBT)

e Dialectical Behaviour Therapy
(DBT)

There is no single right approach to
addressing someone’s emotional and
psychological needs and organisations
may decide to use more than one
framework.

Personalised
Services?*®

Homeless Link was commissioned by
Broadway to carry out a review of
services, which aim to deliver
personalised responses to rough
sleeping and entrenched
homelessness.

They examined how 5 projects
working with long-term rough sleepers
and people with complex needs who
had often been sleeping rough for
some time, were using personalised
approaches to support people
sleeping on the streets.

Personalisation means recognising
people as individuals who have
strengths and preferences and putting

Review

Their key findings were
that:

Personalised approaches
were effective in
supporting rough sleepers
who had previously not
engaged with services to
move off the streets; that
they put homeless people
at the centre of their
support; building trusting
relationships with project
workers are essential;
being given a choice was
central to engaging rough
sleepers; flexible
approaches of staff,

48 Homeless Watch (2013). Personally Speaking. A review of personalised services for rough sleepers. Homeless Link, December 2013.
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them at the centre of their own care
and support. Central to personalisation
are personal budgets in social care
and personal health budgets in the
NHS.

enabling them to be
responsive were
important; can enable
rough sleepers to engage
with other local support
services.

However, there was
sometimes a lack of
mutual understanding
between existing services
and personalised services;
there was no clear
evidence about the cost-
effectiveness of
personalised services;
there is more to be done
to support them better
through existing local
services.

MEAM#®

3 pilots in Cambridgeshire, Derby and
Somerset. The purpose of the pilots
was to coordinate existing local
services to provide better support to
individuals suffering from multiple
needs and exclusions.

This report is an updated evaluation of
the pilots after 2 years since inception.
Their first evaluation report was after 1
year.

Evaluation - The
pilot areas started
to work with clients
in late 2010 and
early 2011. The
pilot areas collected
data on client
wellbeing and
service use, which
they gave to the
evaluation team.

They requested the
same set of data
from the pilot areas
for Year 2 as

In Year 1, each
area established
a caseload of up
to 15 clients and
in total the pilots
worked with 69
people in the first
12 months.

They compared
the wellbeing and
service use of 39
clients after
participating in
the pilot with their
wellbeing and

In Year 1 nearly
all clients showed
significant
improvements in
wellbeing across
3 quantitative
measures (The
NDT Assessment,
The Warwick
Edinburgh Mental
Well Being Scale
and the Outcome
Star)

Year 1
improvements in
wellbeing were
maintained in

Survivorship bias.

It was difficult for them to
evaluate Year 2 effectively
as they were unable to get
any data from Somerset
on the sample used in
Year 1 and the data from
Derby was incomplete.

The authors acknowledge
that the sample size is too
small to draw any
significant conclusions
and that ‘Survivorship
bias’ may have had an
effect on the Derby data.

49 Battrick et al (2014). Evaluation of the MEAM pilots - Update on our findings. A report by FTI Consulting and Compass Lexecon for Making Every Adult Matter, February

2014.
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collected during
Year 1.

service use
before enrolling.

Cambridgeshire
and improved
between Year 1
and 2 in Derby
The Year 1 cost
reduction
increased in Year
2in
Cambridgeshire
(26.4% against
the baseline)

In Derby, costs
increased in Year
1 and decreased
(by 15.8%) in
Year 2

Survivorship bias would
arise if those participants
for whom we could not
collect data had different
characteristics from those
for whom data was
collected. That would lead
to a bias in the observed
results, with the
programme appearing
more or less successful
than it actually was.
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Other promising evidence and interventions

A rapid systematic review of interventions to improve health and housing status in
homeless people®® found that:

e concurrent issues of substance abuse, mental illness and infectious disease make
designing interventions to improve health and housing status of homeless individuals
challenging — less than 1% of the research they found met the inclusion criteria for
their systematic review. None of the evidence was found to be strong
methodologically and only 10 were found to be of moderate quality

e provision of housing is associated with decreased substance use, relapses from
periods of substance abstinence, health service utilisation and increased housing
tenure

e abstinent-contingent housing appears to provide greater impact on sustained
abstinence than non-abstinent-contingent housing

e interventions that included post-detoxification stabilisation, abstinent-contingent work
therapy or an intensive residential treatment programme all showed significantly
greater reductions in substance use than the usual care groups

e for homeless people living with mental health illness, provision of housing during
discharge planning from hospital is associated with maintaining stable housing

Inclusion health

Inclusion health seeks to address the health and social inequities faced by some of our
most vulnerable and excluded populations.®! Risk factors and the subsequent
complexity inherent within these vulnerable populations are discussed in section 7.
However, The Lancet have recently published a paper online, which looks at ‘What
works in inclusion health’®? in terms of effective interventions and looks at these under
the following categories:

e pharmacological interventions

e psychosocial interventions

e case management

e disease prevention

¢ housing and social determinants

e other interventions

e interventions tailored to women

e interventions tailored to young people

50 Fitzpatrick-Lewis, D et al (2011). Effectiveness of interventions to improve the health and housing status of homeless
people: a rapid systematic review. BMC public health, 2011; Vol.11, p.638.

51 Luchenski, S et al (2017). What works in inclusion health: overview of effective interventions for marginalised and excluded
populations. Published online 11 November 2017. http://dx.doi.org/10.1016/S0140-6736(17)31959-1.
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Key messages from their research were:

e people who are excluded from mainstream society, such as those experiencing
homelessness, imprisonment, drug addiction and sex work, have considerably
higher rates of disease, injury and premature mortality than the general public.
Services need to tackle the so-called tri-morbidity of physical illness, mental illness
and addiction

e multiple evidence based individual and structural interventions are available to
prevent and address the excess burden of disease in these populations, but the
need to translate and scale effective practice into action is crucial

e removal of barriers to access and uptake of services can be accelerated by involving
people who have experience of social exclusion

e extreme exclusion is associated with frequent use of acute services, providing a
strong economic case for preventive action

e the most effective upstream prevention policy is likely to be reduction of material
poverty and deprivation, especially among families with children who are high risk of
maltreatment

e gaps in knowledge remain, particularly around interventions to improve upstream
determinants of social inclusion, such as employment and education, which are also
instrumental to long-term recovery from social exclusion

e people who have experienced exclusion have identified appropriate housing as the
most important intervention and systematic reviews have established the
effectiveness of this intervention for improving health and social outcomes

Table 6 below provides a summary of the effective interventions by category as
described in the paper.

Table 6: Effective interventions for inclusion health populations

Category Effective Interventions

Pharmacological interventions e methadone and buprenorphine are
effective for treating opioid dependency;
however methadone is more effective at
retaining people in treatment

e supervised injectable heroin might also be
indicated for people resistant to standard
treatment

e no other effective treatments for
substance use disorders only were
identified

e long acting injectable antipsychotics are
effective for people with schizophrenia
and substance use disorders

e hepatitis C treatment is as effective
among people who inject drugs as the
general population. Retention in treatment
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is improved when treatment of substance
use disorders is provided simultaneously
new short-term antiviral drugs are highly
promising for inclusion health target
populations

HIV treatment outcomes are improved by
directly observed therapy, medication
assisted therapy, contingency
management and multi-component nurse-
delivered interventions

adherence to tuberculosis treatment is
improved in the short-term by incentives,
but stand-alone directly observed therapy
is ineffective without case management

Psychosocial interventions

psychosocial interventions are most
effective when provided in combination,
although no clear evidence indicates the
optimum intervention

contingency management (ie vouchers or
incentives), motivational interviewing and
cognitive behavioural therapy have shown
some benefits for substance use
disorders and in therapeutic communities
for reincarceration

mental health and drug treatment services
might be more effective when provided in
an integrated setting

Case management

case management can improve and
enhance links with services and improve
mental health symptoms

evidence is mixed as to whether or not
this approach improves outcomes in
substance use disorders and other health
related outcomes

when used with assertive community
treatment, case management might also
help to reduce homelessness

Disease prevention

harm reduction schemes including needle
and syringe programmes, substitution
programmes and safe injecting site
programmes can reduce risk behaviour,
risk of blood borne viruses and overdose
risk

generally, multicomponent interventions
are more effective than stand-alone
interventions

interventions in community and criminal
justice settings are effective
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out reaching interventions can reach
younger users and individuals with greater
risk taking behaviours

training drug users to recognise opiate
overdose and administer naloxone can
reduce risk of fatal overdose

uptake of screening for hepatitis C can be
increased through targeted screening in
primary care, use of dried blood spots
instead of venous blood samples and
outreach

in criminal justice settings, HIV risk
reduction interventions and hepatitis B
vaccination are beneficial

Housing and social determinants

provision of housing improves a range of
health and social outcomes for homeless
populations, particularly among those
experiencing mental illness and
substance use disorders

occupational therapy might increase
education, employment and life skills
among homeless populations

supported work placements, which are
effective for individuals with severe, long-
term mental iliness, might also help other
socially excluded populations to secure
employment

Other interventions

medical respite can reduce the number of
future hospital admissions and use of
emergency departments in homeless
populations

computer based interventions and
physical exercise interventions might
improve outcomes for substance use
disorders

complementary and alternative therapies
and spirituality or religion might also have
potentially positive effects, but more
rigorous evidence is needed

Interventions tailored to women

a variety of sex sensitive interventions can
improve the health and social outcomes of
women, including structured counselling
and social support, therapeutic
communities, case management and
integrated programmes and advocacy
and empowerment

effective interventions for excluded
women address the role of motherhood,
trauma and violence, substance use
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disorders and education and
empowerment as key aspects for
recovery

interventions can be delivered in
community and institutional settings to
support women

Interventions tailored to young people

generally, evidence about young people
who are excluded is scarce, but
potentially promising results have been
reported for family based therapy,
cognitive behavioural interventions and
brief interventions for a range of outcomes
foster care might help to reduce criminal
activity and improve mental health;
however, no evidence based transition
support services are available for looked
after young people approaching the end
of care

Source: Luchenski et al, 2017.

Models of homelessness provision

In their Annual Review 201624, Homeless Link look at emerging models of
homelessness provision and suggest that there are signs of innovation within the

homelessness sector. Key approaches include:

e shared accommodation schemes — 70% of accommodation projects reported using

(49%) or exploring (21%) this approach

e rent deposit and bond schemes — 65% are using (50%) or exploring (15%) such

schemes

e Housing First schemes — 39% are using (21%) or exploring (18%)

¢ floating support — 87% are using (74%) or exploring (13%)

e homelessness prevention — 81% are using (70%) or exploring (11%)

¢ independent lodgings for move on — 38% are using (19%) or exploring (19%)

e social investment methods, such as social bonds — 17% are using (5%) or exploring

(15%)

e peer landlord schemes — 23% are using (6%) or exploring (17%)
e private sector leasing schemes — 48% are using (33%) or exploring (15%)

Street begging evidence

Much of the evidence in relation to reducing and preventing street begging is linked to
enforcement, which is discussed in section 10. There are a number of case studies or
examples of areas that have taken enforcement approaches, which are largely media or
news items discussing the pros and cons of giving money to street beggars and local
responses to such issues. Homeless Link have published a document, which pulls
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together some of these case studies and sets it out in the context of what the local
issues are; what steps they’ve already taken; what the outcomes have been; and any
learning to share.5?

Oxford City Council carried out an evaluation of a begging initiative “Your Kindness
Could Kill’>3 which was launched in mid - July 2012 and focused on the prevalence of
drug and alcohol use amongst beggars. They carried out 35 in depth interviews with
service providers, beggars and Big Issue Vendors and a sample of 120 surveys was
carried out with members of the public. They found that:

e campaign awareness amongst the general public was quite low at 27% and no
tourists could recall the campaign

e the campaign was generally well received by the public, although there questions
about how to help, concerns about stereotyping and concerns that the information
was inaccurate

e giving to beggars reduced — survey results show that 30% changed their giving, but
the researcher indicates that in the interviews this was anywhere between 0% and
70%

e although had not significantly increased the enforcement of begging legislation since
the campaign, the perception of the begging population was that it had increased

e little evidence was found that service usage had increased since the campaign

e no reliable data was found to support a hypothesis that giving to homeless charities
had actually increased

52 Homeless Link (2016). Responses to begging. Case Studies of Local Responses. Homeless Link, December 2016.
53 Wabhlstedt, E (Date unclear). Evaluation Study for the Oxford Begging Initiative. Oxford City Council.
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10.0 Impact of enforcement on street
begging/street sleeping

Evidence around the impact of enforcement on street begging and/or street sleeping is
lacking. There are differing views on whether or not enforcement should play any part in
addressing the issue of street begging/street sleeping, with charities like Crisis who
strongly feel that there is fittle evidence to show that the use of enforcement measures,
such as banning beggars from public spaces or fining them are effective means of
tackling the underlying causes of begging and homelessness...not only are such
methods ineffective, but they are extremely expensive with the average cost of securing
anti-social behaviour order reported to be as high as £5,000.'1°

Similarly, Cromarty and McGuiness in their briefing paper for the House of Commons
also highlight that voluntary sector organisations have voiced concerns about the
increased use of legal powers as they feel it criminalises homelessness and leaves
these vulnerable people in an even more marginalised position.®

Their briefing paper highlights the concerns of a number of voluntary sector
organisations, for example Liberty, a Human Rights charity, state that “PSPOs don't
alleviate hardship on any level. They are blunt instruments which fast-track so-called
‘offenders’ into the criminal justice system...handing hefty fines to homeless people ...
is obviously absurd, counterproductive and downright cruel”.

They also discuss concerns that enforcement activity in one area simply shifts the
activity to another area and forces these vulnerable people further away from the
services they need.

It is not only the use of anti-social behaviour powers that has caused concern amongst
voluntary sector organisations. The use of physical measures by planners, businesses
and security companies to stop people resting or sleeping outdoors also appear to be
on the increase.

Cromarty and McGuiness cite a survey by Crisis, which suggests that there has been
an increase in ‘street cleansing' tactics intended to deter rough sleeping. They describe
such measures as the use of spikes; curved or segregated benches; gated doorways;
wardens and night security guards in public spaces; noise pollution (such as loud
music); and the use of sprinklers or hose pipes.
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Johnsen and Fitzpatrick®* undertook a research project to evaluate the impact of
enforcement interventions on street users in England. They undertook in depth
interviews and focus groups with 66 current or ex street users; service providers; and
enforcement agencies in 5 case study areas, Westminster, Southwark, Birmingham,
Leeds and Brighton. They found that:

e it was mainly local rather than national pressures that led a shift towards the use of
enforcement

e begging and street drinking in large groups were perceived by local residents and
businesses to have had a very negative impact within concentrated areas

e members of the public and enforcement agencies were not unsympathetic to the
vulnerability of street users, but their top priority was a reduction in the negative
impact of street culture on their daily lives

e ‘harder forms of enforcement (particularly ASBOs) had a deterrent effect and were
key to reducing street activities in a targeted area. Even the threat of an ASBO could
bring about substantial changes in street behaviour because of the possibility of long
prison sentences for breaches of conditions

e when preceded by warning stages (such as Acceptable Behaviour Contracts) and
integrated with intensive supportive interventions, ASBOs could lead to positive
benefits for some street users — enforcement in these cases acted as a ‘crisis point’
prompting reflection and change

o ‘softer’ forms of enforcement (especially controlled drinking zones and
environmental designing out measures) were highly effective in reducing the visibility
of street activities, but there were no benefits for street users

e both soft and hard enforcement measures clearly led to geographical displacement
and there was also consistent evidence of activity displacement (street users turned
to things such as shoplifting, for example)

They were clear that where enforcement ‘worked’ was in those situations where
measures were integrated with intensive support and where there was appropriate
interagency working in place. Those street users who were most likely to respond
positively to such measures, when these support services are in place, were those that
had something positive to return or aspire to and/or had experienced other recent ‘crisis
points’ that had sought them to think about their lifestyle. Unsurprisingly perhaps, those
that were less likely to respond positively to enforcement measures had a long history of
street living and/or substance misuse, had inadequately treated mental health problems,
already had a criminal record, or considered themselves to be a ‘hopeless case’.

They describe the use of enforcement as a ‘high risk strategy’ due to the unpredictability
of the outcomes for specific street users.

54 Johnsen, S and Fitzpatrick, S (2007). The Impact of enforcement on street users in England. Published for the Joseph
Rowntree Foundation by The Policy Press, 2007.
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In 2016, Johnsen, Watts and Fitzpatrick published a briefing paper on the issue,
essentially updating some of their findings from 2007 and adding additional insights
from their in depth interviews. Their key findings were that:

e there has been an increasing (but not unanimous) consensus amongst
homelessness service providers in England that enforcement has a role to play in
combatting rough sleeping and street culture

e homeless people support the use of enforcement in some circumstances, but resent
measures that are implemented in an obviously discriminatory manner

e enforcement does prompt some homeless people to discontinue harmful behaviours
and/or engage with support, but it also sometimes displaces the problem

e many rough sleepers are also subject to benefit conditionality, this can lead to
increased compliance with Claimant Commitments, but there is little evidence that
the current regime is effective in helping homeless people into paid work

e while rough sleepers in Scotland are affected by benefit conditionality in a similar
way to those elsewhere in the UK, there is less appetite to use enforcement to
address street culture and interventionist approaches to support are present, but
less fully developed

They continue to stress that the use of enforcement is a high-risk strategy.
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11.0 Financial costs of homelessness —
what Is the return on investment?

Literature on the return on investment for street begging and or street sleeping
specifically is very limited. One systematic review on public health measures in general
and the return on investment of such approaches is positive.>®

Masters et al®® sought to determine the return on investment from a range of public
health interventions through undertaking a systematic review of the literature. They
found that the median return on investment for public health interventions was 14.3 to 1,
meaning that every £1 invested yields a return of £14.30 plus the original investment.
They looked at specialisms within this and in particular, ‘wider determinant.’

There were 12 studies in this specialism, which focused primarily on the effectiveness of
early years interventions, particularly those targeted at young offenders, or those
deemed at risk of offending. These studies looked at factors beyond health with
participants reporting improvements literacy, job prospects and earnings, thereby
showing a return on investment to society and the wider economy. The median ROI for
the studies in the wider determinants specialism was 5.6 to 1.

Through their work on ending homelessness, Crisis has developed a knowledge hub,
which looks at this aspect. They estimate that:

e if 40,000 people were prevented from experiencing 1 year of homelessness, public
spending would fall by £370 million®®

e the cost of rough sleeping for 12 months is £20,128 compared to the cost of a
successful intervention (£1,426)°’

e 30 people sleeping rough would cost an additional £600,000 in public expenditure,
rising to £1.2m if the situation continued for 2 years®’

¢ the longer someone is homeless, or the more frequently they experience
homelessness, the more they will cost the taxpayer®’

Hard Edges?? also gives some estimates about the financial costs of homelessness or
multiple exclusion homelessness. They estimate that:

55 Masters, R et al (2017). Return on investment of public health interventions: a systematic review. Epidemiology &
Community Health Online First, 29 March 2017.

56 www.crisis.org.uk/ending-homelessness/homelessness-knowledge-hub/cost-of-homelessness/

57 Pleace, N (July 2015). At what cost? An estimation of the financial costs of single homelessness in the UK. Centre for
Housing Policy, University of Leeds, July 2015. Published by Crisis 2015.
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e the cost of an individual with multiple needs including homelessness costs around
£19,000 per annum (including benefits). This is 4-5 times the cost of an average
person (£4,600)

In addition, Battrick et al®® in their study of the MEAM pilots found that better
co-ordinated interventions can reduce the cost of wider service use for people with
multiple needs by up to 26.4%. They found that the average service use costs per
individual prior to intervention (excluding benefits) were between £36,696 and £43,400
per year.

The Calouste Gulbenkian Foundation and MEAM®® have used the Hard Edges and
Battrick et al data to make the case for investment in meeting the needs of those with
multiple needs. They go on to state that if you take the 58,000 people identified in Hard
Edges with overlapping needs (see Figure 1) then the costs of this cohort per annum is
likely to be in the region of £1.1b-£2.1b per annum.

They then look at this in terms of the level of investment that may be needed to ensure
there is a focus on this particular cohort of people and use The Troubled Families
Programme as an example. They state that ‘The Troubled Families programme cost
£448m over three years for 120,000 families. If we assume a national focus for the
58,000 individuals identified to date with multiple needs could be delivered at the same
proportional cost, it would require an investment of £216m over three years. This
represents a proactive investment of between 3.4% and 6.5% of total current annual
costs [of this cohort]".

In terms of the return on investment of the MEAM approach, The Calouste Gulbenkian
Foundation and MEAM®® indicate that total service costs were either flat or had
increased in the first year. As people got access to the services they needed and it took
until the end of the second year for overall costs to be reduced. The fall in costs, they
say, was primarily driven by a reduction in criminal justice costs and a rise in what they
call ‘good’ costs (such as housing, health and treatment costs) that did not offset the
criminal justice savings.

There is evidence that Housing First services have the potential to save money.
Housing First services across 9 services in England were estimated to cost in the region
£26 - £40 per hour. If one assumes that someone using Housing First would normally
access high intensity supported housing, potential savings could be between £3,048
and £4,794 per person in support costs. They state that there is the potential for further
savings for the NHS through reduced emergency medical services and the criminal
justice system through reduced anti-social behaviour and crime. They estimate that

58 Battrick et al (2014). Evaluation of the MEAM pilots — update on our findings. London, FTI/PBE.
59 Calouste Gulbenkian Foundation and MEAM (2015). Individuals with multiple needs: the case for a national focus. The
Calouste and Gulbenkian Foundation and MEAM, April 2015.
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Housing First could, therefore, deliver potential savings in excess of £15,000 per person
per annum.

The Department for Communities and Local Government undertook an evidence review
of the costs of homelessness in 2012 and found that there were a number of research
studies that have tried to calculate the total costs to government of homelessness. From
these studies estimates of the annual costs to government range from £24,000 -
£30,000 (gross) per person, anything up to £1bn (gross) annually.®® They indicate that it
is very difficult to extract solely the cost of homelessness.

They outline 4 main areas for government spend:

e Department of Work and Pensions
e Department of Health

e Ministry of Justice

e English Local Authorities

Evidence also shows that people who experience homelessness for 3 months or longer
cost on average: !

e £4,298 per person to NHS services
e £2,099 per person for mental health services
e £11,991 per person in contact with the criminal justice system

Homelessness, particularly the more extreme forms like street sleeping are estimated to
cost society significant amounts of money across health, social care, criminal justice
system and local communities. There is a lack of return on investment evidence and/or
tools available to accurately quantify the extent of savings that could be made through
responding early to the needs of this complex group of individuals. However, the
evidence does suggest that early signs from the MEAM pilots and other research are
positive and that following a relatively small investment, significant savings can be
made.

60 Department for Communities and Local Government (August 2012). Evidence review of the costs of homelessness. Crown
Copyright, 2012.

61 Pleace, N. & Culhane, D.P. (2016). Better than Cure? Testing the case for Enhancing Prevention of Single Homelessness in
England. London: Crisis.
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12.0 Conclusion

This review highlights the complexities associated with homelessness in terms of the
risk factors for becoming homeless, the level of vulnerability of individuals experiencing
homelessness, the range of health and social needs of those experiencing
homelessness, the challenging housing market and changes to the benefits system,
which are increasingly making it very difficult for local authorities to support those with
complex needs including homelessness.

There is a great deal of information and research now about why people are homeless
or experience homelessness. There is increasing evidence around interventions to
support those with complex needs, including substance misuse, mental health problems
and other physical conditions. Much of the evidence relates to homelessness in general,
rather than specifically aimed at those who street sleep and/or street beg. Indeed, there
is very little evidence around interventions to prevent street begging as a particular
subset of this vulnerable group.

In terms of the return on investment of tackling homelessness and particularly street
sleeping and street begging, there is very little literature on this. Dealing with the health
and social outcomes associated with these vulnerable groups is highly expensive and
there is likely to be a financial benefit in preventing such poor outcomes, but these have
not been quantified robustly.

Whilst there is a plethora of data on the number of those who are homeless, much of
this relates solely to those that are known to services because they have made an
application to their local authority for assistance. As a result, much of the information on
the numbers of people/households that are homeless, is likely to be an underestimation
of the true scale of the issue as it does not capture those ‘hidden homeless’ who sofa
surf and the like.

In addition, the data on rough sleepers is largely based on estimates from local
authorities. Whilst around a third of local authorities provide a number based on a count
of actual rough sleepers on a given day, two thirds are estimates based on local
intelligence from service providers. Again, this means that there is likely to be an
underestimation of the number of rough sleepers across the country.

Despite the limitations in terms of data; it is clear that homelessness, both in terms of
statutory homelessness and rough sleeping, is increasing year on year and has done so
since around 2010. Projections indicate that this is set to increase further over the
coming years.
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The new Homelessness Reduction Act 2017 places further duties on local authorities to
prevent homelessness and support all those requesting help irrespective of whether or
not they meet the criteria in relation to priority need through assessing their needs and
developing a plan with them to meet those needs. With the lack of housing/affordable
housing currently in the market and changes to the benefits system, this will be
extremely challenging.

There are a number of interventions outlined in the review, which are promising in terms
of reducing and preventing homelessness (section 9), but no single intervention will
solve the complex issues surrounding homelessness. There needs to be a whole
system, integrated approach to tackling homelessness, which needs to include all
stakeholders both statutory and non statutory, including those with lived experience in
order to ensure that services developed meet the needs of those who require them.

Recommendations

The purpose of this review was to highlight some of the key issues from a national
perspective in relation to homelessness and identify any interventions that may be
effective in relation to this, with a particular focus on street begging and street sleeping.
It is therefore not appropriate for PHE to give any formal recommendations as such, but
we would:

e encourage local authorities to consider the findings of this review and how they may
be able to utilise it in the context of their local situations (some toolkits, guides and
strategies that may be useful can be found in Appendix C)

e encourage PHE to consider the research/evidence/data gaps in this area and how
we may be able to overcome some of these and support the development of the
evidence base for this highly complex and vulnerable group

69





Adults with complex needs (with a particular focus on street begging and street sleeping)

Appendix A:

Literature search — scope and results

Full results from the literature search are available on request.

Searcher: Barbara Norrey. Person requesting search: Emma Seria-Walker.

Date of request: 10/08/17. Date results sent: 22/08/17.

Search question

agrONE

1
a.
b.
i.

iii.
c.
i
ii.
iii.
iv.
V.
Vi.
Vii.

Viii.
iX.
X.
Xi.
Xii.
Xiii.

Questions in summary:

Who street begs and/or is street sleeping?

What needs do they have?

What works to meet those needs?

What works to reduce the number of people street begging and/or street sleeping?
What is the return on investment?

In more detail, we would benefit from understanding the following, priorities highlighted:

The national profile of people who street beg and/or street sleep:

To what extent do these two groups overlap?

Brief description of both

Person — demographics including sexuality plus housing status, eligibility for benefits and whether

receiving them, relationship and family status

Place — where — patterns nationally, in urban areas, in port and coastal towns, movement, nationality,

citizenship status.

Time — seasonal, trends over time

Risk factors and complexity. Percentage of people who street beg who:

Are homeless

Lived in care

Veterans

Are ex-offenders

Have a drugs problem

Have an alcohol problem

Have a mental health condition (diagnosed and undiagnosed; chronic but stable/acute or unwell; mood

disorders, PTSD, psychosis, personality disorders; dementias)

Have a learning disability including autism

Have a long-term physical health condition

Have a physical disability or sensory impairment

Are sex workers

Had ACE — child abuse or neglect, domestic abuse, parental substance misuse, parental offending
Have children — with them, in care

The impact of street begging - costs and harms for:
Those who beg

Their families (including children)

Public services

Wider society
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3. The trajectory of street begging

a. What brings people to street beg? Eg including benefits (not claiming, sanctions, not eligible),
exploitation and people trafficking, exacerbation of mental health, drug and/or alcohol use, housing.

b. How long do people street beg for? Is there any relation to access to services?

C. What happens to people who street beg to end their street begging?

d. What is the relationship between street begging and drug use? Eg, does reducing street begging divert

people into other criminal behaviour? Temporal relationship.

The trajectory of street sleeping

What triggers people to sleep on the streets?

How long do people street sleep for? What is the relation to access to services?

What happens to people who street sleep to end their street sleeping?

What is the relationship between street sleeping and mental health? Eg What are the key ‘tipping points’
WhICh mean that people go from having mental health needs with a home to having mental health needs and
street sleeping.

eoop s

5. Interventions

a. What works to reduce street begging and street sleeping?

i Including, but not limited to, public education to reduce people donating

b. What works to meet the needs of people with multiple complex needs, including dual diagnosis?
Including psychologically informed approaches.

C. Where are the opportunities for prevention, early intervention, support and enforcement? Both for those
at risk of street begging and/or sleeping, and also those already street begging and/or sleeping.

d. Does enforcement cause problems for other parts of the system?

e. Do any other interventions have negative impacts on other parts of the support system?

f. How long does it take to have a measurable impact?

g. How much does it cost?

h. What is the return on investment?

i. What has been tried but does not seem to work?

6. Tools

a. Frameworks

b. Self-assessment tools

C. To evaluate our strategies and interventions

d. Any further research due?

e. Any further policies due? Eg Government Green Paper on Supported Housing due?

f. Any further tools due?

g. Literature search terms and strategies

NOT for PHE August 2017 review - Additional, related issues:

1. How much drug litter do other areas have? What works to reduce drug litter? What is the cost-
effectiveness?

2. The impacts of Diamorphine prescribing and supervised consumption rooms on anti-social behaviour.

Eg https://www.jrf.org.uk/report/prescribing-heroin-what-evidence:
http://www.actiononaddiction.org.uk/Documents/Community-Impact-Study.aspx

Summary of resources searched and results:

Source Results
MEDLINE 104
EMBASE 0
PSYCINFO 4
SCOPUS SOCIAL SCIENCE 3
GOOGLE 21
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Appendix B:

Trends in Rough Sleeping by Local Authority in the South
East, 2010-2016

Table: Trends in Rough Sleeping by Local Authority (Upper and Lower Tier) in the South East, 2010-2016

Local Authority 2010 2011 2012 2013 2014 2015 2016
Brighton and Hove 14 37 43 50 41 78 144
Canterbury 3 22 20 22 38 47 50
Portsmouth 5 11 11 7 8 15 37
Maidstone 27 19 19 14 25 38 35
Thanet 1 9 8 14 15 17 33
Oxford 11 8 12 19 26 39 33
Hastings 3 5 3 15 12 16 26
Basingstoke and Deane 3 4 8 5 8 20 26
Aylesbury Vale 10 10 4 14 17 15 26
Slough 14 7 8 30 26 17 25
Southampton 5 24 18 13 19 31 23
Reading 6 5 4 8 12 16 22
Eastbourne 6 3 11 6 11 10 19
Chichester 15 15 26 19 14 17 19
Arun 25 10 26 18 13 15 19
Spelthorne 1 2 3 7 5 12 18
Fareham 6 3 1 8 8 6 18
Cherwell 0 0 2 14 14 21 17
Isle of Wight 1 9 2 9 4 4 16
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Crawley 16 11 17 17 21 33 15
Tunbridge Wells 9 13 10 12 15 15 15
West Berkshire 5 6 11 8 23 15 14
Medway 7 12 17 6 2 14 14
Guildford 6 4 10 8 10 14 13
Wycombe 15 14 9 9 11 13
Surrey Heath 0 2 0 4 18 12
Woking 2 2 8 9 12 12
Gravesham 1 8 10 8 3 6 12
Worthing 5 7 8 17 17 19 11
Wokingham 1 2 2 3 2 14 11
Bracknell Forest 1 1 1 2 4 5 10
Rushmoor 0 3 4 7 11 15 9
Dartford 0 15 16 12 19 10 9
Shepway 9 12 5 4 4 13 9
Dover 8 14 5 5 4 9 9
Ashford 2 7 4 1 5 5 8
Vale of White Horse 0 0 0 5 5 5 8
Havant 5 3 3 0 3 10 8
Mo eng o 7 el el m[ s
South Oxfordshire 1 0 0 5 3 5 7
Mid Sussex 3 5 6 6 11 6 7
Wealden 0 0 0 0 1 0 7
Gosport 4 2 1 6 1 4 6
Horsham 6 2 2 5 2 3 6
Swale 0 2 6 5 2 6 6
Runnymede 1 8 6 2 13 3 5
Test Valley 2 7 6 6 7 3 5
South Bucks 0 0 0 2 0 0 4
Winchester 5 9 7 11 14 5 4
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Waverley

Tonbridge and Malling

Elmbridge

New Forest

Adur

Epsom and Ewell

Lewes

Oldham

Tandridge

East Hampshire

Sevenoaks

Mole Valley

Chiltern

Rother

Reigate and Banstead

Eastleigh

Hart

RPION|MMO|IOIOIO|W|FRP|FP|dFP|IORP|M|FL|O
QP WO INOIOCIRPININOIWIW|IO|M|PL|AM|N
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West Oxfordshire
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Source: DCLG.
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Table: Rate or Rough Sleepers per 1,000 Households by Local Authority (Upper and
Lower Tier) in the South East, 2016

Local Authority 2016 Rough Sleeping Rate per 1,000
households
Brighton and Hove 1.12
Canterbury 0.77
Hastings 0.61
Oxford 0.56
Thanet 0.52
Maidstone 0.51
Slough 0.46
Spelthorne 0.43
Portsmouth 0.41
Eastbourne 0.40
Fareham 0.37
Chichester 0.37
Basingstoke and Deane 0.35
Surrey Heath 0.34
Aylesbury Vale 0.34
Reading 0.33
Crawley 0.33
Tunbridge Wells 0.30
Woking 0.30
Cherwell 0.28
Gravesham 0.28
Arun 0.27
Isle of Wight 0.25
Rushmoor 0.24
Guildford 0.23
Southampton 0.22
Worthing 0.22
West Berkshire 0.22
Dartford 0.21
Bracknell Forest 0.20
Wycombe 0.18
Shepway 0.18
Dover 0.18
Wokingham 0.17
Gosport 0.16
Ashford 0.15
Vale of White Horse 0.15
Havant 0.15
South Bucks 0.14
Runnymede 0.14
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Windsor and

Maidenhead 0.13
South Oxfordshire 0.12
Medway 0.12
Mid Sussex 0.11
Adur 0.11
Wealden 0.10
Horsham 0.10
Swale 0.10
Test Valley 0.10
Epsom and Ewell 0.09
Winchester 0.08
Waverley 0.08
Tonbridge and Malling 0.08
Elmbridge 0.07
Lewes 0.07
Tandridge 0.06
New Forest 0.05
East Hampshire 0.04
Sevenoaks 0.04
Oldham 0.03
Mole Valley 0.03
Chiltern 0.03
Rother 0.02
Reigate and Banstead 0.02
Eastleigh 0.00
Hart 0.00
West Oxfordshire 0.00

Source: DCLG.
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Appendix C:

Toolkits, guides and strategies that may be
useful

Westminster Begging Strategy
Westminster Rough Sleeping Strategy

Prevention Opportunities Mapping and Planning Toolkit (PrOMPT)

This is a practical resource to help to identify opportunities to prevent rough sleeping
locally. It guides you through 4 stages:

e building partnerships — including securing the involvement of clients locally

e audit and analysis — mapping routes into rough sleeping, identifying opportunities
for early intervention and rapid preventative action, and identifying gaps in local
services and safety nets

e action planning — identifying key steps needed to remodel services, commission
new services and ensure prevention

e review — monitoring progress and updating the audit and analysis

Importantly it involves people who have direct experience of sleeping rough as experts.

Psychologically informed services for homeless people — Good Practice Guide

Meeting the psychological and emotional needs of homeless people. Mental
Health Good Practice Guide

What it's worth? Guidance on using financial savings analysis in the homeless
sector

The impact on health of homelessness: A guide for local authorities

No excuses: under the youth accommodation pathway section

Homeless Link developed a model to support young people at risk of homelessness, or
who are already homeless. There are 4 key steps:
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https://www.westminster.gov.uk/sites/www.westminster.gov.uk/files/rough_sleeping_strategy.pdf

https://www.homeless.org.uk/our-work/resources/prevention-opportunities-mapping-and-planning-toolkit-prompt

http://www.rjaconsultancy.org.uk/6454%20CLG%20PIE%20operational%20document%20AW-1.pdf

https://eprints.soton.ac.uk/187695/1/meeting-the-psychological-and-emotional-needs-of-people-who-are-homeless.pdf

https://eprints.soton.ac.uk/187695/1/meeting-the-psychological-and-emotional-needs-of-people-who-are-homeless.pdf

https://www.homeless.org.uk/sites/default/files/site-attachments/What%27s%20it%20worth%20FINAL.130501.pdf

https://www.homeless.org.uk/sites/default/files/site-attachments/What%27s%20it%20worth%20FINAL.130501.pdf

https://www.local.gov.uk/impact-health-homelessness-guide-local-authorities

https://www.homeless.org.uk/sites/default/files/site-attachments/No%20Excuses%20Report%202013.pdf
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e prevention

e assessment
e housing

e support

The document below provides some of the key statistics around young people and
homelessness and provides an outline of the model with some case study examples
from other areas as part of their description of the model.
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Guidance_for_Local_Authorities_on_the_NHS_charges_to_OV.01.pdf
Department
of Health &
Social Care

January 2018

Guidance note: local authority public health services and the NHS (Charges to Overseas
Visitors) Regulations 2017

1. This note is intended to provide guidance for local authorities (LAs) and others on the
interpretation of the NHS (Charges to Overseas Visitors) Regulations 2017 as they apply to public
health services commissioned or provided by LAs under section 2B of the NHS Act 2006.

2. People who are not ordinarily resident in the UK (“overseas visitors”) must be charged for health
services in certain circumstances. These health services include those provided or commissioned
by LAs under the National Health Service Act 2006, except where the service is one that is
exempt. Also, some groups of overseas visitor are themselves exempt from charge for health
services they access.

3. Services free to all overseas visitors include:

a) accident and emergency services, until admission to hospital as an inpatient;

b) diagnostic tests and investigations for specified infectious diseases, including
sexually transmitted infections and, if positive, treatment for those
diseases/infections;

c) primary medical, primary dental and primary ophthalmic services provided under
parts 4, 5 or 6 of the 2006 NHS Act and services ‘equivalent’ to these services.

4. When considering if a service being provided is an ‘equivalent’ service, it may be relevant to
consider factors such as whether it is a first point of contact service or a service provided on
referral, and whether it is the type of service that could be provided at a GP surgery. There may
also be other relevant considerations depending on the nature of the particular service under
consideration. The Department of Health and Social Care’s Guidance makes clear, for example,
that school nursing and health visitor services are not considered to be chargeable. The
extensive guidance on the Regulations can be found at:
https://www.gov.uk/government/publications/guidance-on-overseas-visitors-hospital-charging-

regulations

5. Groups of overseas visitors not to be charged include:
a) refugees and asylum seekers;
b) failed asylum seekers receiving support from the Home Office under either section
4(2) or 95 of the Immigration and Asylum Act 1999 or from a LA under section 21 of
the National Assistance Act 1948 or Part 1 (care and support) of the Care Act 2014
by the provision of accommodation;
c) victims, and suspected victims, of modern slavery (including human trafficking);



https://www.gov.uk/government/publications/guidance-on-overseas-visitors-hospital-charging-regulations

https://www.gov.uk/government/publications/guidance-on-overseas-visitors-hospital-charging-regulations



d) children looked after by a LA;
e) anyone liable to be detained under the Mental Health Act 1983;
f) anyone required to submit to treatment imposed by a court order.

6. Itisfor providers of healthcare services — including LAs or other organisations commissioned by
LAs to provide healthcare services - to satisfy themselves that the services they provide are
either exempt from charge or chargeable, and if the latter, whether the patient is an overseas
visitor who is exempt from charge or chargeable. However, taken together, the information
provided in the above paragraphs means that it is likely that charges will not apply to LA
provided/commissioned services, or overseas visitors that may access them, in many — but not
all - cases.

7. The following examples may be useful in considering if charges would apply to overseas visitors
receiving these services provided pursuant to LAs’ public health functions:

a) the weighing and measuring of children — not chargeable as this is a service provided
by school nurses, which is considered to be equivalent to a primary medical service;

b) health visitor checks on children under 5 — not chargeable as this service is
considered to be equivalent to a primary medical service;

c) adult health check assessments — not chargeable as the service can be considered
to be equivalent to a primary medical service having regard to the factors set out in
paragraph 4 above;

d) sexual health services — the diagnosis and treatment of sexually transmitted
infectious, including routine screening and vaccinations, is expressly exempt from
charge;

e) weight management services - not chargeable if the service can be considered to be
equivalent to a primary medical service having regard to the factors set out in
paragraph 4 above;

f) substance misuse services — where the overseas visitor is required to submit to the
treatment by court order there will be no charge. In other circumstances these
services will not be chargeable if they can be considered to be equivalent to primary
medical services having regard to the factors set out in paragraph 4 above

g) smoking cessation services - not chargeable if the service can be considered to
equivalent to a primary medical service having regard to the factors set out in
paragraph 4 above.

8. This note is confined to the effect of the Charging Regulations on public health services.
Guidance produced by the NRPF Network on the implications for people with no recourse to
public funds is available at:
www.nrpfnetwork.org.uk/Documents/NHS-healthcare.pdf

Department of Health & Social Care January 2018
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Briefing Paper: The Homelessness Reduction Act and the inclusion of health Services under the Duty to Refer

The Homelessness Reduction Act: Background  

The Homelessness Reduction Act (HRA) was introduced to the House of Commons as a Private Members Bill in summer 2016 by Bob Blackman MP. The Bill received cross-party support and secured Royal Assent in April last year. 

The Act amends current homelessness legislation contained in Part 7 of the Housing Act 1996. It introduces an enhanced prevention duty which requires Local Housing Authorities (LHAs) to take reasonable steps for 56 days to help prevent any eligible person, who is at risk of homelessness from becoming homeless. This means either helping them to stay in their current accommodation or helping them to find a new place to live. Where an eligible person has sought help from the LHA when they are already homeless or if homelessness prevention work has not been successful, they will be owed a new 56 day relief duty. The relief duty requires LHAs to take reasonable steps to help secure accommodation for any eligible person who is homeless. The prevention and relief duty are owed to all eligible applicants, regardless of whether they have a priority need or would be found to be intentionally homeless. The Act will come into effect on 3rd April 2018.

The Government is providing £72.7 million to local authorities to fund the additional costs of the Act in line with the longstanding ‘new burdens’ arrangements. 

The Duty to Refer: Background  

The Act sits within the Government’s wider agenda to ensure more people are prevented from becoming homeless in the first place. As part of this, the HRA introduces a new duty on specified public services to refer customers they consider may be homeless or threatened with homelessness to a LHA. The referring authority must have the person’s consent. The customer will need to decide which LHA they are referred to, mirroring the way people choose which LHA to seek help from when approaching directly for housing assistance.

There are varied and sometimes complex reasons behind a person’s homelessness, and we know that many people come into contact with a range of public services before reaching a homelessness crisis or approaching their LHA for assistance. The duty to refer will ensure that where a specified public service becomes aware that someone may be homeless or at risk of homelessness the person is given the opportunity to be referred for help. 

The duty to refer seeks to extend the good practice that already exists in many local areas across England and aims to ensure services are working together to prevent homelessness. The duty will create a more joined up public service approach to homelessness and significantly increase the contact points that an individuals’ homelessness or risk of homelessness can be identified, therefore creating earlier opportunities  for prevention or relief and resulting in cost-savings across public services.

LHAs identified hospitals, emergency departments and urgent treatment centres[endnoteRef:1] as a priority for the duty to refer. The Ministry of Housing Communities and Local Government (MHCLG) and the Department for Health and Social Care is currently seeking the views from sector on how the duty may work in practice.  [1:  Urgent treatment centres include services locally designated as such, and all other providers of community and primary urgent care, including services locally designated as urgent care centres, minor injury units, minor injury services and walk in centres.] 


The Duty to Refer: The ask  



Who: Customers who are homeless or threatened with homelessness. This may be individuals who services are actively working with, or it could be individuals who do not meet care thresholds but who, through an assessment or other interactions, Adult Services become aware there may be a housing need. 

When: If a service considers that a customer may be homeless or threatened with homelessness or if the customer made a positive disclose to a member of staff that they were homeless or at risk of homelessness, the service would be required to ask the individual is they would like to be a referred a LHA. 

The HRA defines an individual as “threatened with homelessness” if they are likely to become homeless within 56 days. However, MHCLG would encourage arrangements between referral services and LHAs to focus on identifying individuals that may be at risk of homelessness as early as possible to maximise the opportunities to prevent homelessness. Upon receiving a referral, the LHA will contact the individual and assess whether they meet the criteria to open an application. 

How: The basic legal requirement for a referral is the inclusion of the individuals contact details, consent, and the agreed reason for the referral (i.e. that they are homeless or threatened with homelessness). LHAs and service partners will work together to design how the referral process will work in each local area and the updated Homelessness Code of Guidance encourages LHAs to establish simple online referral tools for referring authorities to use. Joint arrangements may determine that in certain circumstances it will be beneficial for the referral information to build on the basic requirements.  

Timeframes

The duty will come into force in 1st October 2018, six months after the rest of the Act to ensure the new services that applicants will be referred into are well established and to allow time for referring authorities and LHAs to develop arrangements. 
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The Homelessness Reduction Act and the duty to refer 

Briefing note for NHS Trusts and Foundation Trusts providing Emergency Departments, Urgent Treatment Centres and inpatient services 



What is the Homelessness Reduction Act?

The Homelessness Reduction Act 2017 (the Act) comes into force 3rd April 2018 and introduces new duties for local housing authorities to help prevent the homelessness of all families and single people, regardless of priority need. Under the new duties in the Act, local housing authorities will now offer individuals who are homeless or threatened with homelessness a greater package of advice and support. The Act should mean more people get the help they need earlier, to prevent them from becoming homeless in the first place.

The Act also introduces a ‘duty to refer’ for other public services. For health services the impact will be on NHS Trusts and Foundation Trusts in connection with the provision of any of the following NHS health services:

· accident and emergency services in a hospital;

· urgent treatment centres;

· in-patient treatment (of any kind). 

What will change in how local authorities respond to housing referrals?

The Act introduces new duties for Local Housing Authorities, which will change the way Local Housing Authorities respond to housing referrals. These will come into effect on 3rd April 2018.

The Act introduces an enhanced prevention duty which requires Local Housing Authorities (LHAs) to take reasonable steps for 56 days to help prevent any eligible person, who is at risk of homelessness from becoming homeless. This means either helping them to stay in their current accommodation or helping them to find a new place to live. 

Where an eligible person has sought help from the LHA when they are already homeless or if homelessness prevention work has not been successful, they will be owed a new 56 day relief duty. The relief duty requires LHAs to take reasonable steps to help secure accommodation for any eligible person who is homeless. 

The new homelessness prevention and relief duties are owed to all eligible applicants, regardless of whether they have a priority need or would be found to be intentionally homeless.

This means that on receipt of a health sector referral the local authority will contact the person and confirm their circumstances, which in most cases will trigger a homeless application and provision of help to prevent them being homeless.  The Act should ensure interventions begin earlier, to help address problems that might lead to homelessness.




What is the ‘duty to refer’?

The Act introduces a new duty on specified public services to refer service users they consider may be homeless or threatened with homelessness to a local housing authority. The referring service must have the person’s consent. The service user will need to decide which local housing authority they are referred to, mirroring the way people choose which local housing authority to seek help from when approaching directly for housing assistance.

Health services already support and refer individuals who are homeless or at risk of homelessness, as part of their safeguarding responsibilities and normal daily work. The duty to refer seeks to extend the good practice that already exists in many local areas across England and aims to ensure services are working together to prevent homelessness. 

What is the legal requirement for services with a duty to refer?

Who does the duty to refer apply to?

If a specified service considers that a service user may be homeless or threatened with homelessness or if the service user made a positive disclosure to a member of staff that they were homeless or at risk of homelessness, the service would be required to ask the individual if they would like to be referred to a LHA. 

· Service users may be patients, or other individuals for whom the health service exercises a function. 

· The Act defines an individual as “threatened with homelessness” if they are likely to become homeless within 56 days. However, the Department of Health & Social Care encourages health services to refer individuals that may be at risk of homelessness as early as possible to maximise the opportunities to prevent homelessness. 

What does a referral need to include?

The basic legal requirement for a referral is the inclusion of the individual’s: 

· contact details, 

· consent, and 

· the agreed reason for the referral (i.e. that they are homeless or threatened with homelessness).

When will the duty to refer come into force?

The duty to refer will come into force in 1st October 2018, six months after the rest of the Act to ensure that the new services that applicants will be referred into are well established and to allow time for referring authorities to develop arrangements. 

What happens if the duty to refer is not fulfilled?

There is no sanction specified in the Act. A breach of the duty could be subject to Judicial Review and a failure to comply with the duty could also be addressed through contractual means where a provider’s contract requires a contract holder to comply with all their legal duties.

Will the duty introduce new bureaucracy?

The new legal duty is not intended to be onerous nor to add an administrative burden to health services. There are no extra data collection requirements specified in the Act. Applying the legal duty only to selected functions within NHS Trusts and Foundation Trusts would aim to avoid the need for new data systems to track referrals.

What resources are available to support best practice, beyond any legal duty?



Public Health England publishes best practice guidance to service providers and commissioners here:

https://www.gov.uk/government/publications/homelessness-applying-all-our-health/homelessness-applying-all-our-health

The Faculty for Homeless and Inclusion Health are currently updating their Standards for commissioners and service providers. The updated standards will include an example referral form for hospitals, when published.



The updated Homelessness Code of Guidance encourages local housing authorities to establish simple online referral tools for referring authorities to use. 



Health services expecting to make a high volume of referrals are encouraged to work with their local housing authorities to agree a local procedure for local referrals.

What about other services?

The Act was a Private Member’s Bill and the ‘duty to refer’ will come into force in October 2018. Therefore, only limited health services were considered for specification in the regulations being published. 

The Act should mean more people get the help they need earlier, to prevent them from becoming homeless in the first place. 

We hope this will encourage all health services who come into contact with people who are homeless or at risk of homelessness to renew their efforts to identify them and to refer them; confident that this will help that patient access the support they need. We will be writing to all health service providers and commissioners between April and October 2018 to highlight the resources available to support health services identify and support homeless people.

Local housing authorities will be capturing data on applicants and referral sources. Future amendments to the regulations have not been ruled out, if a need is identified. 

How can I feedback on the duty to refer in health?

The Department of Health & Social Care would welcome feedback. Please contact Homelessness@dh.gsi.gov.uk with views and any feedback.


3



image1.jpeg

&

Department
of Health &
Social Care







image8.emf
Aesop Conference   Showcase 2018 E-Flyer - FINAL.pdf


Aesop Conference  Showcase 2018 E-Flyer - FINAL.pdf
Building on the success of Aesop’s first national Arts in Health Conference &
Showcase in 2016, the event is back in 2018 in partnership with the Guildhall School of
Music & Drama and the College of Medicine.

Darcey Bussell CBE

President of the Royal Academy of Dance & Founder of Diverse Dance Mix

Professor Gillian Leng
NICE Deputy Chief Executive & Director of Health and Social Care

Professor Tim Kendall
NHS England National Clinical Director for Mental Health

Dr Martin Vernon
NHS England National Clinical Director for Older People

Image: Singing for Better Breathing

For the second Conference & Showcase, the focus is on the arts contributing
to current health priorities

It will also celebrate the expressive power of the arts to share experiences of ill health
and of the health system.

The event will showcase 24 arts programmes already helping deliver current health
priorities. Each will feature a presentation of the programme, testament from
beneficiaries and health and cost-effectiveness perspectives.

66 Awesome, Inspiring, Brilliant, Game Changing -
we need more of this! 29

Professor Tony Young, NHS England’s National Clinical Director for
Innovation tweeted about 2016

Image: Dance to Health

As well as the showcase, the day will include the world premiére of music involving care
home residents and staff, strategy inspiration from health and arts leaders and the
announcement of Aesop initiatives to help bring the arts into the health mainstream.



http://ae-sop.org

http://aesopmarketplace.org

mailto:info@ae-sop.org

https://www.eventbrite.com/e/national-arts-in-health-conference-and-showcase-tickets-41005492532
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