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Introduction 

CampaignKent CIC is a newly formed community interest company.  We aim to make connections and influence change in the 

homelessness sector, both locally and nationally.  In order to do this we rely on data collected by the services that support 

rough sleepers and those experiencing homelessness in Kent.  Initially our work focused on the Canterbury district, however, 

we realised that the social injustice affecting those in Canterbury extended across the county into the rest of Kent.  We opened 

up our services to other organisations; therefore enabling all those without homes to have a voice.  We asked services to 

inform us of social injustice by completing Evidence and Impact Statements online, this process is simple and we provide 

guidance on our website www.campaignkent.co.uk.  Evidence and Impact Statements enable us to highlight issues, identify 

trends and campaign for change, the client always remains anonymous as does the service provider. 

 

In order to access the data to identify trends and needs, we offered our database to Winter Night Shelters in Kent free of 

charge. Across Kent and Medway there are ten Winter Night Shelters. They vary in form with some being attached to existing 

provision for rough sleepers and the vulnerably housed through day centres and charities and others being run in areas with 

limited day service provision. All have in common the aim to provide shelter for those sleeping rough during the coldest 

months of the year and they rely heavily on the support of the communities in which they are situated, perhaps the biggest 

success of Winter Night Shelters is their ability to rally and engage the local community to volunteer their time and resources 

to offering shelter to those sleeping rough.  

 

Two Winter Night Shelters took us up on the offer to engage in this data pilot project; our research derives from those who had successful 

stays at the shelters.  The campaign data collected has been compiled for your perusal, alongside some statistics.  The clients are 

anonymised, as are the shelters.  We wish to give you the following assurances:  All information given to CampaignKent CIC is regarded as 

confidential and this information will be used anonymously to identify trends and influence change in the sector, unless the service or the 

client give express permission to be media willing in a campaign.   

 

This report has been produced not only to highlight the high numbers of people sleeping rough, but to evidence the need to provide services 

that support people back into accommodation in a holistic way.  However, please note that our statistics are based on two of the ten Winter 

Night Shelters in Kent and there are many more individuals out there  

Homeless Statistics 

An estimated 4,751 people are thought to be sleeping rough in England on any one night.1  This figure is based on estimates and counts 

conducted by local authorities. Street counts and estimates do not aim to provide an indisputable figure regarding rough sleeping; rather it is 

snapshot that is used to monitor developments and changes in rough sleeping. Local Authorities differ in the way they submit their estimates 

with some using data from local services whilst others engage in street counts, some use a mixture of both street counts and estimates to 

reach their figure.2   Within the South East we can see the following increases:  

 

 
 

 

 
1Ministry of Housing, Communities & Local Government. (2018). Rough Sleeping Statistics Autum 2017, England (Revised). London: Ministry of 

Housing,Communities & Local Government. 
2 Homeless Link. (2018). 2017 Rough Sleeping Statistic. An analysis of 2017 rough sleeping couts and estimates. London: Homeless Link. 
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It is important to note that homelessness is not just limited to rough sleeping. You are classed as legally homeless if the 

following apply: 

➢ Private tenants facing eviction ➢ When your notice ends 
➢ If you live with your landlord ➢ Council or housing association tenants facing eviction 
➢ Asked to leave by family or friends ➢ At risk of violence or abuse 
➢ Repossession by a mortgage lender ➢ After a possession hearing 
➢ If you don't have a home ➢ If you have a home you can't stay in 
➢ Overcrowded or poor housing conditions ➢ Nowhere to put a caravan or boat3 

 

Within the data collected from the Winter Night Shelters who engaged with our project we found the current housing 

situations to be: 

Current Situation 

 

Estimated time in current situation 

 

 

The data also evidenced the reasons for clients leaving their last tenancy.  41% of Winter Night Shelter Guests last 

tenancy was in the private rented sector. There are a variety of reasons given for leaving the last tenancy with 

Relationship Breakdown and Rent Arrears as the biggest causes.  

 

 
3 Shelter. 2018. Legally homeless. May 2004. (Accessed May 25, 2018.): https://england.shelter.org.uk/housing_advice/homelessness/rules/legally_homeless. 
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Reasons for Leaving Last Tenancy 
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Abandoned property

Anti Social Behaviour

Benefits stopped

Cannot Return owing to Bail Conditions

Client left because they received death threats.

Client signed an end of tenancy agreement

Cuckooing

End of Tenancy

Had to leave when turned 21

Harrassment from other tenants

Illegal Eviction

Landlord would not accept housing benefit.

Left due to his depression and alcohol dependancy.

Left owing to fear of violence

Left property to care for mother

Left to find work

Lost son so unable to accommodate Family Unit

Mental Health Breakdown

Mother Died

Property Sold

Property uninhabitable

Reconciled with partner

Relationship breakdown

Re-located owing to rent and landlord issues.

Rent Arrears

Temporary Bed & Breakfast accommodation - client found non priority.

Tenants in shared house unmanageable

Was evicted as a result of receiving a prison sentence

Work ended

Start here 



Wilson and Barton identify that structural causes of homelessness are a ‘lack of affordable housing supply’, decline 

in availability of social housing and ‘affordability of home ownership’4.   Clarke and Oxley5  found a link between 

rising eviction rates, growth of the private rental market and cuts to local housing allowance.   

Landlords not accepting housing benefit is a significant barrier to people experiencing homelessness accessing 

accommodation6.  Wilson7 explores the relationship between landlords and housing benefit recipients and 

identifies that in previous years landlords may have refused those on housing benefit due to delays in processing 

applications, however, the introduction of local housing allowance in April 2008 and housing benefit being paid 

directly to tenants further impacted on the reluctance of landlords to accept housing benefit. Furthermore Wilson 

argues that the freezing of Local housing allowance rates further contributes to landlords’ reluctance to rent to 

housing benefit clients due to the discrepancy between LHA and rent levels. 

 

Last Known Tenancy Type

 

Private Rented Accommodation 

The rise in homelessness lays bare the devastating impact that expensive and unstable private renting is having on 

peoples’ lives. What's worse is that behind these shocking statistics, we know there are thousands more renters 

living in constant fear that just one slip up - like a cut in hours or sudden rent rise – could leave them homeless. 

Private renting is quickly becoming one of the only places someone who is homeless can find a home – but just a 

fifth of landlords would consider renting to someone who is homeless.8 Thousands of vulnerable people trying to 

move on from homelessness have no way of finding a home when deposits can demand more than £1,000, and 

problems with roll-out of universal credit9, fraught with delays in payments, are putting landlords off even further, 

with just 2 in 10 private landlords saying they would rent to people receiving universal credit.10  

  

 
4 Wilson, W. Barton, C. (2018). Statutory Homelesness in England. Briefing Paper 01164, London: House Of Commons Library. 
5 https://www.jrf.org.uk/report/using-incentives-improve-private-rented-sector-three-costed-proposals 
6 www.crisis.org.uk/media/237168/home_no_less_will_do_access_crisis.pdf 
7 www.parliament.uk/commons-library, BRIEFING PAPER Number 7008 
8 Reeve, K., Cole, I., Batty, E., Foden, M., Green, S. & Pattison, B. (2016). Home No less will do Homeless people’s access to the Private Rented Sector. . London: 

Crisis. 
9 https://www.theguardian.com/society/2017/sep/16/universal-credit-rent-arrears-soar 
10 National Landlords Association. 2017. Two in ten Landlords willing to house Universal Credit tenants. October 18. (Accessed May 25, 2018.) 

https://www.landlords.org.uk/news-campaigns/news/two-in-ten-landlords-willing-house-universal-credit-tenants. 
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Local Housing Allowances for Shared Accommodation 

Area Weekly LHA 

amount 

Monthly LHA 

amount 

Avg. Rent in area 

pcm 

Gap  

Medway 
£65.66 £284.53 £494 £209.47 

Canterbury 
£76.29 £331.50 £1,058 £726.50 

Dover/Shepway 
£59.09 £256.06 £399  £142.94 

Maidstone 
£68.28 £295.88 £475 £179.12 

Thanet 
£63.27 £274.17 £451 £176.83 

Swale 
£74.62 £323.35 £507 £ 183.65 

Ashford 
£75.25 £326.98 £442 £ 115.02 

 

Local Housing Allowances for a 1 bed property based on average age of clients 

Area Weekly LHA 

amount 

Monthly LHA 

amount 

Avg. Rent in area 

pcm 

Gap/’top up’  

Medway 
£110.67 £479.57 £697 £217.43 

Canterbury 
£123.86 £538.20 £662 £123.08 

Dover/Shepway 
£86.30 £373.97 £488 £114.03 

Maidstone 
£123.58 £535.10 £692 £156.90 

Thanet 
£83.15 £360.32 £549 £188.68 

Swale 
£110.67 £479.57 £679 £217.43 

Ashford 
£119.09 £517.47 £552 £34.53 

 

37% of those who successfully stayed in the Winter Night Shelters are under 35 and therefore only entitled to a 

room in a shared property.  Based on the above figures, the average rental top up from renting a room in a shared 

property is £247.65.  The average rental top-up from renting a one bedroom property is £150.30. 

You will notice that there are discrepancies in the average rent for a room in a shared property and local housing 

allowance. We can see the largest discrepancy between average rent and local housing allowance is in Medway and 

Swale with Ashford being the area with the smallest amount of rent to ‘top up’. Given that there are Winter Night 

Shelters in all of the above locations demonstrates the difficulties that those moving from rough sleeping into 

accommodation will experience in accessing the private rental market and maintaining rent payments due to the 

level of ‘top up’ necessary.  

  



Client Demographic 

 

20% of the guests in the winter shelters were women. The national average for women sleeping rough is 14%.11 It is 

thought that women are more likely than men to rely to informal support systems such as friends and family to 

avoid sleeping rough.12 Reeve notes that women experiencing homelessness have had adverse life experiences 

including; ‘sexual abuse, neglect, abandonment and other family problems, 'maternal trauma' (reproductive health 

issues, loss of children), experience of violence [and] bereavement’. 13 A survey conducted in 2016 found that 

women sleeping rough were more likely than men to experience violence (inc. being kicked/hit by members of the 

public unknown to them), verbal abuse, (inc. insulted/shouted at) and be the victims of theft as compared to men 

sleeping rough. 14 

This increased ratio of homeless women to men in the shelters is concerning and we recommend that Winter Night 

Shelters respond to the Call for Evidence recently issued by Homeless Link and the Women’s Resource Centre15  

Age Range 

 

 
11 Homeless Link. 2018. 2017 Rough Sleeping Statistic. An analysis of 2017 rough sleeping couts and estimates. London: Homeless Link. 
12 Bretherton, J. (2017). "Homelessness and Gender Reconsidered." European Journal of Homelessness 1-22. 
13 Reeve, K. (2018.) Women and homelessness: putting gender back on the agenda. People, Place and Policy 165-174. 
14 Albanese, B. Sanders, F. (2016). 'It's no life at all'. Rough Sleepers' experieces of violence and abuse on the streets of England and Wales. London: Crisis. 
15 https://www.homeless.org.uk/sites/default/files/site-attachments/Gender%20informed%20homelessness%20services%20-

%20Call%20For%20Evidence.pdf).   

Youngest 

19
Average 

41
Oldest

64

https://www.homeless.org.uk/sites/default/files/site-attachments/Gender%20informed%20homelessness%20services%20-%20Call%20For%20Evidence.pdf
https://www.homeless.org.uk/sites/default/files/site-attachments/Gender%20informed%20homelessness%20services%20-%20Call%20For%20Evidence.pdf


Nationality 

 

Non-British Nationals Accessing Winter Shelters 

 

We can see by the data that the number of non-British nationals has significantly decreased in winter shelters over 

just three years.  Whilst this reduction has affected the percentage of non-British nationals accessing services, 

homelessness continues to increase during this same period of time.  The decrease in non-British national accessing 

the Winter Shelters over the past three years may be indicative of a reduction in rough sleeping within this 

demographic with decreases (albeit significantly smaller) seen in national statistics. 16 However, it is difficult to form 

conclusions in relation to this change without examining county wide statistics in relation to nationality, further 

adding to the need for consistent data collection across services.   

 
16 Ministry of Housing, Communities & Local Government. (2018). Rough Sleeping Statistics Autum 2017, England (Revised). London: Ministry of Housing, 
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Ethnicity 

 

Of those who stayed in the winter night shelters 74% were white British, 16% were from any other white 

background, 4% were of Black Minority Ethnic origin, 2% were Indian and 2% were of gypsy or Irish traveller 

backgrounds. Ethnicity was unknown for 2% of clients. The ethnic background of guests that stayed in the Winter 

Night Shelters broadly reflects that of the general population in the South East when comparing with census data 

from 2011.17  

 

Care Leavers and Ex-Service Personnel 

 

 

 

 

 

 

 

  

 
17 https://www.ons.gov.uk/census/2011census 
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It is estimated that a quarter of those sleeping rough have had been experience of the care system18  and there is 

evidence that within the first two years of leaving care a fifth of young people experienced homelessness19.  

Difficult experiences in childhood have been linked to poorer health outcomes20  and research shows that abuse, 

neglect and maltreatment is injurious for young people21.    

That 8% of Winter Night Shelter Guests were Ex-Service Personnel is marginally higher than that estimated in the 

wider population of rough sleepers with estimates ranging from 3-6%22. During the mid to late 90s Ex-Service 

Personnel were estimated to make up 20% of the single homeless population in London, the reduction seen in 

figures is thought to be due to improvements in resettlement, more effective interventions from charities and a 

reduction in those leaving service23.  

Trauma 

 

Links have been made between the experience of childhood trauma and 

homelessness.24 The relationship between homelessness and trauma has been 

described as ‘bi-directional’, with trauma being both a consequence and cause of 

homelessness. 25 

Homelessness and trauma are thought to be linked through at least three 

mechanisms; 

➢ The experience of losing a home is in itself is traumatic 

➢ Trauma can be experienced during homelessness as this population are often 

explosed to or witness crimes including violence.  

➢ Those who experience homelessness have previously experienced trauma, 

often in childhood.26 

 
 

It is clear that Winter Night Shelters are providing care and support to people who have histories of trauma and are 

at risk of trauma due to the experience of being homeless. Winter Night Shelters are identified as places with the 

opportunity to be Psychologically Informed Services.27 As the winter night shelter projects advance, we feel it is 

essential to realise the opportunity that they have to not only respond to the immediate crisis of homelessness, but 

to also contribute to the longer-term healing of these individuals.  

  

 
18 National Audit Office. 2015. Report by th Comptroller and Auditor General. Care leavers' transition to adulthood. London: National Audit Office. 
19Shelter. (2005). Shelter Factsheet. Young people and homelessness. London: Shelter. 
20 Bellis, M. Lowey, H. Leckenby, N. Hughes, K. Harrison, D. (2013). Adverse childhood experiences: Retrospective study to determine their impact on adult 

health behaviours and health outcomes in a UK population. Journal of public health  
21 Bowyer, J. Wilkinson, S. (2017). The impact of abuse and neglect on children; and comparison of different placement options. Evidence Review. London: 

Department of Education. 
22 Ministry of Defence. 2017. Veterans Key Facts. London: Ministry of Defence. 
23 The Royal British Legion. (No Date). Literature review: UK veterans and homelessness. The Royal British Legion: London. 
24 Herman, D. B., Susser, E. S., Struening, E. L., & Link, B. L. (1997). Adverse childhood experiences: Are they risk factors for adult homelessness? American 

Journal of Public Health, 249-255. 
25 Phillips, M. Collins, J. (2002). Disempowerment and Disconnection: trauma and homelessness. Glasgow: Glasgow Homelessness Network. 
26 Feantsa. (2017). Recognising the link between trauma and homelessness. Brussels: European Federation of National Organisations Working with the 

Homeless. 
27Keats, P. Maguire, H. Johnson, N. Cockersell, R. (2012). Psychologically informed service for homeless people. Southampton: Communities and Local 

Government (Good Practice Guide). 

 



We can assume that due to the duration of time spent homeless, clients are at risk of being exposed to adverse 

experiences and trauma and therefore may need more structured and therapeutic work in order to for them to 

recover from difficult live events and successfully move into accommodation. 

 

 

 

 

 

Given that the delivery of Winter Night Shelters is largely provided by volunteers there is a need for the existing 

training and resources on Psychologically Informed Services to be delivered to those on the front line in order to 

successfully work with these complex individuals.   
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Mental Health 

Homelessness can be attributed to and is recognised as impacting significantly on an individual’s mental health28. 

Mental health issues amongst those experiencing homelessness have been found to be more common than in the 

general population29 with rates of depression and anxiety being twice as high and psychosis being up to 15 times as 

high30. Rates of personality disorders are higher in the homeless population than those in accommodation31, and a 

2009 report found that staff in homelessness services estimate that ‘two thirds of their clients presented with 

characteristics consistent with personality disorder, many of whom were thought to be undiagnosed.’32 

 

Mental Health Conditions 

 

 

 

 
28 Mental Health Foundation. (2015). Homelessness and Mental Health. December 2015. (Accessed May 25, 2018. 

https://www.mentalhealth.org.uk/blog/homelessness-and-mental-health. 
29 HM Government. (2011). No Health without Mental Health. London: Stationary Office. 
30Leng, G. (2017). The impact of homelessness on health. A guide for Local Authorities. London: Local Government Association. 
31 Craig, J. Perry, T. (2015). Homelessness and mental health. Trends in Urology and Men's Heath 19-21. 
32 Rees, S. (2009). Mental Ill Health in the Adult Single Homeless Population. A review of the literature. London: Crisis. 
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Mental Health Symptoms 

 

 

 

In the winter of 2016/17 Kent and Medway Partnership Trust ran a pilot which saw mental health assessments and 

one to one sessions offered to the guests of Thanet Churches Winter Shelter. Over the period of the shelter this 

service provided 23 sessions (80.5 hours) with an estimated £35,510 saving to the health economy by providing this 

service.33 Given the extent of this saving and the rates of mental health issues, there is need for further targeted 

support for this population. 

  

 
33 Kent and Medway Partnership Trust. (2017). Thanet Winter Shelter Conclusions and Outcomes. Kent and Medway Partnership Trust. 
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Number of 

Clients with a 

Physical Health 

Issue 

65%  

The client came out of Kent prison in October 

2017. Released to street homelessness, and as a 

result had no alternative than to rough sleep. He 

was unable to stay with his family, but remained 

close to them because he wanted to be near his 

mother to support her. He rough slept for 2 

months and this led to his increased ill health, such 

as his painful back and deep vein thrombosis. 

 

He was admitted to a Kent hospital, where they 

asked him to return the next day for a scan. He told 

them he couldn’t come back in the morning unless 

he slept on the streets overnight. They were 

unable to provide him a bed for neither that night 

nor any other alternative accommodation. The 

medication he was on was too weak and he said it 

would be impossible for him to cope with a night 

on the streets, so he returned to where he was 

sleeping as it is a place he felt safe. He had no 

other option than to continue rough sleeping and 

during this time he was accommodated through 

SWEP.  

 

He was in constant pain with his leg, and an 

ambulance was called for him as his leg had 

swollen to three times the size. He described his 

leg as ‘feeling like it had exploded’.  After 5 days in 

hospital, with a prolapsed spine and DVT he was 

discharged by a further hospital in December, with 

a supporting letter from the hospital. The hospital 

made an appointment with the local authority, but 

it was for the next day. So he spent a night rough 

Sleeping.  The accommodation was poor and badly 

equipped. The ‘aftercare’ which he needed, he was 

unable to get. He lost 7 kilos in one week due to 

the poor conditions of the place; he explains it as 

somewhere he felt like he was ‘dying’ 

Physical Health 

The health of those experiencing homelessness is poorer than that of the general population, 

there are also barriers to accessing good quality health and social care.34   

 

Homeless Link’s 2014 Health Needs Audit found that 73% of respondents reported physical 

health conditions and that 41% of these were ongoing. Although 90% of participants were 

registered with a GP, A & E visits were 4 times higher than the general population and those 

‘sleeping rough or in other forms of insecure accommodation used GP services the least’. Just 

over a quarter of those surveyed had had a hospital admission in the previous six months.35    

In 2013 St Mungo’s analysed several case studies of those 

experiencing homelessness with chronic and multiple illnesses. 

They found the costs to health care (excluding mental health, 

medication and substance use) over a 12 month period ranged 

from £6,468 to £44,612 per person. 36 Leng (2017) notes that ‘The 

last conservative estimate (2010) of the healthcare cost associated 

with this population was £86 million per year.’ 

Within the clients seen by the winter night shelters the following 

physical health issues were recorded. 

Issues  

➢  2 months pregnant.  Asthma. Spondylosis Spine.  
Unable to use medication. 

➢  2 prolapsed lumbar - inoperable.  Arthritis - 
severe in back, breaks legs x 6, arms x 9, all toes, 
neck x 1, skull x 1, ribs, Has emphysema, 
pancreatitis/gall bladder. Angina, Pneumonia. 

➢  Abscess on leg 

➢  Anorexia and Asthma 

➢  Arthritis 

➢  Asthma, chest infection, arthritis in knees, 
slipped disc in back 

➢  Asthma, chronic back pain 

➢  Asthma, Vit B Deficiency, Gastro Reflux 

➢  Asthma.  Fractured spine 20 years ago, when it 
goes client feels crippled and struggles to walk 
and care for himself.  GP prescribes Tramadol 
when it gets bad. 

➢  Back and shoulder pain, breathing difficulties 
(COPD), investigations are ongoing 

➢  Bronchitis. Unable to get rid of it. Have had it 
for approx. 1 month.  Traumatic cataract to 
right eye approx. 40 years ago. Was removed in 
2016. Due to operation have now got detached 
retina. This was operated on in 2016. Silicon oil 
from this removed in 2017. Blind in right eye.  
Psoriasis. 

 
34 Leng, G. (2017). The impact of homelessness on health. A guide for Local Authorities. London: Local Government Association. 
35 Homeless Link. 2014. The unhealthy state of homelessness. Health audit Results 2014. London: Homeless Link 
36 St Mungo's. (2013). Health and homelessness: Understanding the costs and role of primary care services for homeless people. London: St Mungo's. 

 



➢  Cholesterol, back pain, blood pressure.  Spinal injury from work.  Fractured lower lumbar, low blood pressure.  
Eczema - large area on legs.  DVT over 1 month with no medication. 

➢  Chronic Pancreatitis.  Poor blood pressure, nerve and bone damage to thumb and little finger on left hand.  
Broken foot for 11 months until 2015. 

➢  Client had car accident 2015.  Awaiting major surgery to neck and pre-assessed for knee surgery, double 
shoulder surgery, rota cuff and broken wrist 

➢  COPD Stage 2, Swelling in right leg, Asthma 

➢  Deep vein thrombosis, but other health issues including a prolapsed spine 

➢  Deteriorating spinal disease, heart attack 2017, Epilepsy 

➢  Diverticulitis 

➢  Double slipped disc, sciatic nerve damage, suffers from asthma and has cataracts in both eyes.  Acid reflux.  
Joint pains. 

➢  End stage liver disease, asthma, pancreatitis, Hepatitis C, Dislocated Shoulder 

➢  Enlarged womb. Heart disease - faulty heart valves. Fibroids - benign cancerous cysts in womb. Type 2 
diabetes - controlled by diet. Thoracolumbar scoliosis – curvature of the spine - uses walking stick 
DVT/Varicose veins - left leg. Wears compression stockings. 

➢  Epilepsy 

➢  Frozen Shoulder 

➢  Had stomach cancer, has possible spine damage, tendonitis, has had two heart attacks and recurring pleurisy. 

➢  Has a shoulder injury. 

➢  Has had kidney transplant - has been on dialysis. 

➢  Head injury November 2012 which client states still gives him pain and sometimes he faints. 

➢  Heart Arrhythmia, damage from previous heavy drinking. 

➢  Heart murmur since a baby 

➢  Hernia in back - unknown diagnosis date 

➢  Hernia in throat diagnosed during admission to hospital for Overdose 2015. 

➢  High Blood Pressure, Stomach Issues, Displaced Disc in neck and lower spine, in growing toenail 

➢  HIV 

➢  Hypermobility, thyroid problem and low iron count. 

➢  Kidney Infection 

➢  Liver Function problems.  

➢  Low pulse 

➢  Metal plate in head, imbalance, legs and feet afflicted, trapped nerve.  Pins and needles in his hand. 

➢  Mild Haemophilia 

➢  Osteoporosis, Ankylosing spondylitis, Asthma 

➢  Pancreatitis 

➢  Partially deaf.  No hearing aids at the moment. Need a hearing test. 

➢  Permanently broken collarbone from hit and run accident in 2008.  Broken finger/nerves/tendons after 
accident at work over 30 years ago.  Broken back approximately 25 years ago. 

➢  Polycystic Ovaries, gall stones (on waiting list for surgery) 

➢  Poor circulation, musculoskeletal issues. Nerve damage in hands and feet.  
Uncontrolled spasms. Sleep apnoea 

➢  Psoriasis 

➢  Sciatic nerve operated on approximately two years ago.   
High blood pressure  

➢  Sciatica 

➢  Sciatica, Arthritis, Asthma 

➢  Sciatica, gastric problems - potential ulcer 

➢  Seizures, vision blurry, feels very weak 

➢  Slow heart beat and sciatica, blind in one eye. 

➢  Spinabifida, historic glandular fever and current chest infection. 

➢  Spinal Thrombosis - diagnosed four years ago (2013) 

➢  Stomach problems and liver or kidney problems 

Homeless people in 

the UK don’t die from 

exposure. They die 

from treatable 

medical conditions. 

Dr Nigel Hewett, Medical 

Director Pathway 



Physical Health by System 

 

From the data collected we can see a wide range of physical health conditions.  However, to our knowledge, this 

information is not currently recorded in existing services.  There are opportunities for commissioners and health 

services to work in partnership with the winter night shelters and target interventions and screening for clients. 

CampaignKent CIC is currently working with the NHS and a Local Authority in order to produce a discharge policy 

for a local Hospital.  This was achieved through providing a Local Authority with Evidence and Impact Statements 

demonstrating the issue of discharge from hospital to street homelessness.  CampaignKent CIC have worked on a 

flow chart to have at discharge nurse stations in order to have a visual, practical guide as to what needs to happen 

when discharging a patient who is homeless.  See Annex A. 
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Substance Misuse 

 

 

 

 

 

 

 

 

 

 

 

 

Substance 
Misuse

Heroin

10%

Cannabis

30%

Crack Cocaine

12%

Amphetamines 

1%

Methadone

8%

Prescription 
Drugs

2%

Clients with Substance Misuse 

Issues   

45% 

Minimum amount spent on 

drugs per week by all those 

using drugs 

£795 

32%  
of female guests use drugs 

33% of those took  

Class A drugs 

49%  
of male guests use drugs 

64% of those took  

Class A drugs 



Alcohol Misuse 

 

 

 

 

 

 

 

 

 

 

 

 

Alcohol 
Misuse

Stong Lager 
or Ale

14%

Cider

9%

Lager or Ale

9%

Unrecorded

9%

Spirits

5%

Alcopops

2%

Wine

1%

 

Clients with Alcohol Issues 

35% 

Minimum number of alcohol 

units consumed per week  

by all guests who stayed 

3611 

11%  
of female guests have 

an alcohol issue and 

consume a minimum 

of 245 units per week 

42%  
of male guests have an 

alcohol issue and 

consume a minimum 

of 2777 units per week 



Client has a severe alcohol dependency.  He 

states that he used to be a mental health 

worker, and feels that this may be the reason he 

has no help, he thinks that people assume he’s 

playing the system.  Crisis workers have actually 

stated this to him.  That was the last time he 

phoned them. Client has been picked up on a 

S136 several times because he was suicidal, he 

has walked into traffic, he has self-harmed, 

stabbed himself in the throat and various other 

things, but he feels that he’s not taken seriously. 

He states that his mental health definitely came 

first and then he started to self-medicate with 

alcohol.   

This is a cycle that he wants to break; he wants 

to be reconnected with his two brothers and 

two sisters, who he is currently estranged from. 

 

There are well established links between alcohol/substance 

misuse and mental health issues.37  Alcohol and substances 

can be used to self-medicate symptoms of mental health; 

however the symptoms of taking this path has its own 

unique set of symptoms that can affect an individual’s 

ability to cope with stress, being able to relate to others and 

indeed function.  Substance misuse can have a huge impact 

on mental health issues.  There is a need to work in a 

joined-up way with alcohol and substance misuse treatment 

organisations alongside mental health in order to tackle the 

issues effectively. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Homeless Links 2014 health needs audit found that 36% of participants reported substance misuse issues and 27% reported 

having or recovering from alcohol misuse. Further research from Crisis found that 27% of participants reported a drug/alcohol 

issue38.   The data collected from this pilot indicates similar levels of substance and alcohol misuse.  

It is concerning that 8% of guests that accesses the Winter Night Shelters reported physical dependency on alcohol, with a 

further 21% being unsure whether or not they had a physical dependency. These figures further demonstrate the extent of 

complex needs that organisations that run Winter Night Shelters manage and the need for targeted intervention for those 

guests wishing to reduce or stop using substances and alcohol.  

  

 
37 2017. Emma Christie. London: Public Health England. 

Drinkaware. (2017). Alcohol withdrawal symptoms. (Accessed May 25, 2018). https://www.drinkaware.co.uk/alcohol-facts/health-effects-of-alcohol/mental-

health/alcohol-withdrawal-symptoms/ 
38 Bretherton, J. Please, N. (2017). Crisis Skylight. Final Report of the University of York Evaluation. London: Crisis. 

8% of the 35% of clients with an alcohol issue stated 

that they are physically dependent on it. 

Of the 21% for whom physical dependency on 

alcohol was recorded as ‘Unsure’; the minimum 

number of alcoholic units consumed per week was 

2133. 

Alcohol dependence can lead to withdrawal 

symptoms, which if occur regularly indicate that the 

individual needs medical supervision to reduce or 

stop their drinking.   

Symptoms include: 

Anxiety Sweating and tremors 
Nausea Vomiting 
Hallucinations Seizures 
Insomnia Irritability 
  
 This could be traumatic for volunteers to witness 

and also places pressure on clients who are unable 

to access winter night shelters owing to their 

dependency. 

To access local support and treatment 

services: 

➢ in East Kent (Ashford, Canterbury, 

Dover, Shepway, Swale and Thanet) call 

0300 123 1186 or visit the Forward 

Trust website. 

➢ in West Kent (Dartford, Gravesham and 

Swanley, Maidstone, Sevenoaks, 

Tunbridge Wells and Tonbridge and 

Malling) call 0844 225 0652 or visit the 

Change,Grow, Live website 

➢ find out how you can dispose of needles 

 

https://www.drinkaware.co.uk/alcohol-facts/health-effects-of-alcohol/mental-health/alcohol-withdrawal-symptoms/
https://www.drinkaware.co.uk/alcohol-facts/health-effects-of-alcohol/mental-health/alcohol-withdrawal-symptoms/
http://www.forwardtrust.org.uk/
http://www.forwardtrust.org.uk/
http://www.changegrowlive.org/
http://www.changegrowlive.org/
https://www.kent.gov.uk/waste-planning-and-land/rubbish-and-recycling/i-want-to-get-rid-of/n#tab-2


After spending many years in prison, 

client was released to street 

homelessness. 

Client suffers from a range of health 

issues including sciatica and epilepsy 

caused by a brain injury. He also suffers 

from depression and has a long history 

of self-harm. 

The client describes himself as 

‘institutionalised’. He admits he’d find it 

easy to commit crime so he can go back 

to prison and have shelter over his 

head. 

He has a long history of alcohol and 

substance misuse and is concerned that 

being street homeless will mean an 

increased risk in starting to use drink 

and drugs which could be extremely 

detrimental to his health and wellbeing. 

Rough sleeping will also have a 

detrimental effect on his physical and 

mental health. 

Offending 

 

38% of clients had criminal convictions and 7% of those had recently 

been released from prison to street homelessness. Whilst it may be 

interpreted that this makes clients more of a risk to others, the 

reality is that it highlights their vulnerability. Most of the offences 

they are convicted of are related to their mental health and/or 

addiction issues.  

In addition, someone sleeping rough is 17 times more likely to be a 

victim of violence than a person in accommodation. 39 For those 

who have been in prison, “more than three-quarters of prisoners 

(79%) who reported being homeless before custody were 

reconvicted in the first year after release, compared with less than 

half (47%) of those who did not report being homeless before 

custody.”40 

It follows that by providing a safe place for people to stay over a 3 

month period, the winter night shelters both protect vulnerable 

people from being victims of crime for a quarter of the year and 

helps prevent people with a history or risk of committing offences 

from doing so for the same period of time. 

In 2017 20% of women released from prison were released to 

homelessness, compared to 30% of men.  Of those released from 

prison to the Canterbury District (May – October 2017) 43% were 

released to street homelessness.  People leaving prison are known to 

re-commit crime to avoid homelessness. Having stable accommodation can reduce the risk of re-offending by 20%. 

As reoffending can cost the economy £13.5bn annually, we welcome the Homeless Reduction Act implementation, 

which promises to address prison release to homelessness. 

 
39Albanese, B. Sanders, F. (2016). 'It's no life at all'. Rough Sleepers' experieces of violence and abuse on the streets of England and Wales. London: Crisis. 
40 Williams, K. Poyser, J. Hopkins, K. (2012). Accommodtion, homelessness and reoffending of prisoners: Results from the Surveying Prisoner Crime Reduction 

(SPCR) Survey. London: Ministry Of Justice. 
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Severe Multiple 
Disadvantage 1

Experiencing one 
disadvantage domain only

(i.e. ‘homelessness only’, 
‘offending only’,or 

‘substance misuse only’)

Severe Multiple 
Disadvantage 2 

Experiencing two out of 
three disadvantage 

domains (i.e. ‘homelessness 
+ offending’; ‘substance 

misuse + offending’; 
‘substance misuse + 

homelessness’)

Severe Multiple 
Disadvantage 3 

Experiencing all three 
disadvantage domains (i.e. 
‘homelessness + offending 

+ substance misuse’) 

What is Severe Multiple Disadvantage? 

The concept of Severe and Multiple Disadvantage (SMD) is one that will be considered in this report. SMD is a term 

introduced by Lankelly Chase and is a way of conceptualising the impact that homelessness and rough sleeping has 

on individuals. It considered that homelessness, substance misuse and offending can be considered as ‘domain of 

disadvantage’. It is split into three categories: 

 

 

This concept may not seem new to those working on the frontline in services that work with people experiencing 

homelessness. However, it is arguable that SMD differs from other types of disadvantage due to the extent of 

‘stigma and dislocation from societal norms that these intersecting experiences represent’. 

 

A report mapping SMD (Lankelly Chase, 2015) in England found that: 

 

• White men aged 25-44 were predominantly affected. They had lengthy histories of ‘economic and social 

marginalisation’, alongside childhood trauma, challenging family relationships and poor experiences in 

education.  

• There are large concentrations of people experiencing SMD in Northern Cities, coastal towns and the 

central boroughs of London.  

• Those facing SMD experience much lower quality of life, particularly in relation to mental health and social 

isolation, when compared to other groups of vulnerable people on low incomes. 

• SMD has a substantial cost to the rest of society due to disproportionate use of public services including... 

• When working with people experiencing SMD short-term improvements do occur, however, those with the 

most complex issues make slow progress. 

 



Severe Multiple 
Disadvantage 1

23%

Severe Multiple 
Disadvantage 2

26%

Severe Multiple 
Disadvantage 3

52%

73%  

of guests facing SMD3 

have a mental health 

condition that has been 

diagnosed by a 

professional 

With this in mind, the number of clients who accessed the winter night shelters had the following levels of SMD: 

 

 

 

 

Over half of the clients who successfully stayed in the shelters have experienced Severe and Multiple 

Disadvantage of the highest degree. 

 

 

 

 

 

 

The rates of mental health issues experienced by clients with SMD3 further 

demonstrates the need for specialist mental health services accessible to clients 

staying in winter night shelters in Kent.  

  



Severe Multiple Disadvantage creates significant costs for public services, in addition to the human costs 

for individuals and their families. The corollary of this is: that investment in more effective interventions 

might bring about significant savings or ‘offsets’ which might outweigh, or at least mitigate, the costs of 

investment. (Lankelly Chase, 2015) 

Mental health conditions experienced by clients with SMD3 
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The Homelessness Reduction Act 

Local Authority Approaches Prior to the Act 
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The Homelessness Reduction Act 2017 has placed new legal duties on English councils so that everyone who is 

homeless or at risk of homelessness will have access to meaningful help, irrespective of their priority need status, 

as long as they are eligible for assistance. 

The new framework began as a Private Member’s Bill introduced to Parliament in June 2016 by Bob Blackman, 

backbench Conservative MP for Harrow East. The Bill was published following a homelessness inquiry conducted by 

the cross party Communities and Local Government (CLG) Select Committee and takes into account the 

recommendations of the Committee‘s pre-legislative inquiry. 

This briefing outlines the main measures being introduced by the Homelessness Reduction Act 2017. 

Definition of homelessness/ threatened homelessness  

Part VII of the Housing Act 1996, as amended by the Homelessness Act 2002, sets out the duties owed by English 

local housing authorities (LAs) to someone who is homeless or threatened with homelessness. Section 175 of the 

1996 Act defines that a person is threatened with homelessness if it is likely that they will become homeless within 

28 days. The Homelessness Reduction Act 2017 extends the number of days from 28 to 56. In addition, people who 

have received a valid notice under section 21 of the Housing Act 1988 and the expiry date is within 56 days, will be 

treated as being threatened with homelessness. 

Duty to provide advisory services 

Currently, section 179 of the 1996 Act places a general duty on English LAs to ensure that advice and information 

about homelessness, and preventing homelessness, is available free of charge to everyone in their district. Under 

the 2017 Act, LAs would be required to provide or secure the provision of free services to give people in their area 

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 people who are homeless or likely to become homeless as well as how to 

access that help 

 LAs would be required to ensure services are designed to meet the needs of particular groups that are at increased 

risk of becoming homeless; including (but not limited to);  

➢ care leavers,  
➢ people leaving prison,  
➢ people who have left the regular armed forces, 
➢  victims of domestic abuse,  
➢ people leaving hospital and  
➢ people suffering from a mental illness or impairment.  

New duties  

Currently LAs in England are required to make inquiries to establish what duty, if any, is owed to someone seeking 

homelessness assistance. As part of LAs’ investigations, they must determine if an applicant has a ‘priority need’ for 

homelessness assistance. Categories of priority need are set out in section 189 of the 1996 Act, and are extended 

by the Homelessness (Priority Need for Accommodation) (England Order) 2002.  

Those who are found to be in priority need and unintentionally homeless are owed what is referred to as the ‘full 

housing duty’ meaning LAs are obliged to secure that suitable accommodation is made available for them.  



However, non-priority need households, which are most likely to be single people without children, or childless 

couples, are owed the ‘advice and assistance’ duty only. The 2017 Act would legally oblige LAs to assess and 

provide more meaningful assistance to all people who are eligible and homeless or threatened with homelessness, 

irrespective of their priority need status. 

Duty to assess all eligible applicants’ cases and agree a plan  

The first step in the amended framework is for LAs, once they are satisfied someone is homeless or threatened with 

homelessness and also eligible for assistance, to carry out an assessment of the applicant’s case. These assessments 

should include the circumstances that have caused homelessness and the housing and support needs of the 

applicant and their household. LAs must aim to reach an agreement with applicants on a personalised plan which 

must be recorded and should set out the steps the applicant and the authority are required to take to ensure 

accommodation is secured and/or retained. Applicants’ assessments and agreements must be kept under constant 

review until the LA has determined that no other duty is owed to the applicant under part VII of the 1996 Act. 

The prevention duty: In cases of threatened homelessness  

If an LA is satisfied that an applicant is threatened with homelessness and is eligible for assistance, they must take 

‘reasonable steps’ – with reference to the applicant’s assessment - to help them avoid becoming homeless. Once 

triggered, the prevention duty would continue for 56 days - or longer if a valid section 21 notice has expired and no 

alternative accommodation has been secured - unless it is brought to an end via one of the prescribed conditions. 

Applicants will have a right to request a review of a decision to end this duty 

The relief duty: In cases where the applicant is homeless  

Under this clause, LAs must take ‘reasonable steps’ – with reference to the applicant’s assessment - to help all 

homeless eligible applicants to secure accommodation for at least six months unless the applicant is referred to 

another local authority due to having no local connection to the authority they have applied to. Once triggered, the 

relief duty would continue for 56 days unless it is brought to an end via one of the prescribed conditions. Applicants 

will have a right to request a review of a decision to end this duty. Interim accommodation duties owed to people 

under the existing provisions (section 188) continue to apply during this stage – the duty to provide 

accommodation to people who the LA have reason to believe may be homeless, eligible for assistance and in 

priority need - pending a decision on whether the council is obliged to provide some form of longer term settled 

accommodation. 

Failure to co-operate by an applicant for assistance  

This provision will place a requirement on all applicants to cooperate with LAs’ attempts to comply with their 

prevention and/or relief duties. If an LA considers that an applicant has ‘deliberately and unreasonably refused’ to 

cooperate or take any of the steps set out in the personalised plan, they can serve a notice on the applicant to 

notify them of their decision as long as the notice explains, what the consequences of the decision are and that 

they have a right to request a review of the decision. Notice can only be served if LAs have provided a ‘relevant 

warning’ to the applicant and a ‘reasonable period’ has elapsed since the warning was given. Consequences of 

deliberately and unreasonably refusing to cooperate include the ending of the prevention and/or relief duties and 

in cases where the applicant would normally be owed the full housing duty (section 193), this duty would be limited 

to securing that accommodation is made available for their occupation for a temporary period until the applicant 

either;  

➢ ceases to be eligible for assistance  

➢ becomes homeless intentionally from accommodation made available for the applicant’s occupation  

➢ accepts an offer of an assured tenancy from a private landlord, or  

➢ decides to cease occupation of the accommodation made available to them  

➢ accepts or refuses a ‘final’ offer of accommodation  



In deciding whether an applicant has deliberately or unreasonably refused to cooperate, LAs must take into 

account the applicant’s particular circumstances and needs. In addition, the Secretary of State may set out 

regulations to stipulate the procedures for LAs to follow when serving notices under this section. 

Care leavers  

All care leavers under the age of 21 will be considered as having a local connection with an area if they were looked 

after, accommodated or fostered there for a continuous period of at least two years. 

Public authority duty to refer  

Where a “specified public authority” considers that someone they are working with is or may be homeless or 

threatened with homelessness, they must refer that person’s details to a local housing authority but only if the 

person agrees to the notification being made. Further details about what is meant by “specified public authorities” 

will be set out in regulations.  The public services included in the duty are as follows: 

➢ prisons; 

➢ youth offender institutions; 

➢ secure training centres; 

➢ secure colleges; 

➢ youth offending teams; 

➢ probation services (including community rehabilitation companies); 

➢ Jobcentre Plus; 

➢ social service authorities; 

➢ emergency departments; 

➢ urgent treatment centres; and, 

➢ hospitals in their function of providing inpatient care. 

Encouraging public bodies to work together to prevent and relieve homelessness 

through a duty to refer  

Effective prevention and relief of homelessness requires public bodies to work together to help address the 

multiple factors that cause an individual’s homelessness. Under the Act, public bodies in England will have a duty to 

refer an individual’s case (with consent) to a housing authority they identify. The duty provides an ‘impetus to 

develop effective referral arrangements and accommodation pathways that involve all relevant agencies to provide 

appropriate jointly planned help and support to prevent homelessness.  

How the duty works in practice will be determined in each local area. For example, housing authorities may want to 

develop standard referral mechanisms or forms, and public bodies may want to undertake training to support them 

in identifying people who are homeless or threatened with homelessness. Public bodies are not expected to 

necessarily conduct housing needs assessments. This duty should be incorporated into a local authority’s wider 

homelessness strategy. 

  



Campaigning Issues 

Of the 93 clients who engaged with the shelters, 26 of those clients raised 114 issues whilst engaging with Evidence 

and Impact recording.  These are broken down below.  Often a client will raise their presenting enquiry, but more 

often than not there are a number of other issues on further investigation. 

Reasons for Homelessness 

 

Hospital Services (non-MH) 
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Intentionally Homeless

Other

9%

18%

9%

18%

28%

9%

9%
Quality: diagnosis/care/treatment

Communication/information to
patients

Attitude of staff

Liaison with other agencies

Discharge & aftercare

Issues of choice

Other



Community Care 

 

Discrimination 

 

Local Authority Homelessness Service 

 

12%

25%

12%12%

13%

13%

13%
GP Other

Mental Health Availability of
care/treatment

Mental Health Quality of care

Mental Health Act issues

Mental Health Issues of choice

Poor inter-agency communication

Addiction support services

20%

20%

20%

40%

Mental health

Disability excluding Mental Health

Poor basic skills

Homeless

17%

18%

16%
18%

2%

3%

3%

2% 14%

2%

3%

2% Processes & procedures

Homelessness assessments

Homelessness provision

Quality of administration, advice &
support
Review/appeals

Housing options/prevention

Form completion

Other

Emergency accommodation

Sheltered & supported housing

Suitability of accommodation



Other Housing Issues 

 

Evidence and Impact Statements 

Prison Release to Street Homelessness 

 

 

  

9%

42%

9%

8%

8%

8%

8%
8% Suitability of accommodation

Prisoners/ex-prisoners housing
issues
Domestic Abuse against woman
by current/ex male partner
Domestic Abuse Involving
children
Domestic Abuse Physical

Domestic Abuse Emotional,
psychological
Domestic Abuse Sexual

Domestic Abuse Other

Client has bi-polar disorder, the most 

serious form of this condition for which 

monthly injections are received. 

Client spent four months in prison, on 

release in July 2017 client made a 

homelessness application with the local 

authority.  Interim accommodation was 

not offered to the client.  A decision was 

made by the local authority that client 

was eligible but not priority need.  The 

decision letter was not made available to 

the client, even though the local authority 

knew of engagement with the Winter 

Night Shelter.   

Client has been street homeless for some 

time and has mentioned that there are 

two different medications he should be 

taking for Bi-Polar, which client is not 

currently taking. 

Impact on Client 

Client has been living in a tent for some 

time, and has been coerced and 

manipulated by others in the same 

situation.  Client is not taking correct 

medication currently.  Client is extremely 

vulnerable. 

Client released from prison in December 

and was given an appointment that 

morning for a hostel in East Kent. This was 

unfeasible though as the journey for the 

appointment 46 miles away would mean 

he couldn't get there in time. The 

appointment was re-arranged to January, 

leaving him street homeless for at least 1 

month. 

Impact on the Client 

The client has spent the past 14-15 years 

in prison, meaning he describes himself as 

being 'institutionalised', and as a result is 

anxious and stressed. He has recovered 

whilst in prison from addictions, and is 

concerned that 1 month living on the 

streets will lead him back into a life of 

drugs and violence. He says himself he 

cannot turn his life around all the time he 

is street homeless, due to the chaotic 

nature of it, and admits the temptation to 

commit crime again because at least it 

means 'having a roof over his head'. 

 



 

  

Client was released from a Kent prison to street homelessness.  His health deteriorated and he was 

admitted to several Kent hospitals and discharged to street homelessness.  His last discharge from hospital 

resulted in a referral being made to the local authority.  The local authority arranged temporary 

accommodation which was poor and badly equipped for his recovery.  It was also 26 miles away from his 

support network.  Client has deep vein thrombosis and a prolapsed spine. 

Considering the condition with his leg, it would have been appropriate not to house him surrounded by 

hills with a huge incline – he couldn’t even walk to the shop for food, as it was situated at the top of one of 

the hills, he was unable to access the food bank as, again, he would have to navigate steep hills in order to 

do so. 

The ‘aftercare’ which he needed, he was unable to get. Not only was his physical health deteriorating, but 

also his mental health, rapidly. One night, his door was kicked through by men who were also staying at 

the accommodation and for this reason he felt unsafe and so fled from violence. Since then, he has 

returned to his safe place and accessed the winter night shelter. 

CampaignKent CIC visited the property with the client and took photographs, which show the state of the 

accommodation and evidences his door being kicked in.  These photographs were shared with the Local 

Authority, and they told CampaignKent CIC that they were disgusted and would rehouse the client 

immediately.  This never happened, despite many email communications from the project workers at the 

winter night shelter.  The client remained street homeless and disengaged with the winter night shelter to 

a certain extent, continuing to utilise SWEP when necessary.   



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Impact on Client 

The client has been released from prison and then discharged from hospital multiple times to street 

homelessness, not being provided with accommodation has contributed to his ill-health which has 

eventually resulted in further deterioration. He has been let down by the system time upon time. Without 

stable and secure accommodation he has been unable to recover and rest fully, and when he was provided 

with accommodation it was badly equipped and was an unsafe environment for him to stay in, resulting in 

him rough sleeping again.  

The client had no time to recover, and felt like he was completely fobbed off and discriminated against 

because of his homeless situation.  He was made to feel that he was worthless, and deserved to recuperate 

in such disgusting conditions.  Client feels like there’s no way for him to rehabilitate or secure any form of 

suitable housing in the area he feels most safe.  Client states that he "feels like shit", like the only option he 

has is to leave the country, which he is doing imminently.  He doesn't want to die on the streets because he 

owes it to his family not to – he feels that if he stays here he will be left to die.  He has been let down by 

everyone that he's reached out to for help, and treated “like scum”.  He has no faith left in the UK system 

and feels as though there is nothing for him here, other than a life on the streets. 

The client had been released from prison to street homelessness, causing him to be rough sleeping for the 

past 6 months. 

Impact on the Client 

Client suffers from PTSD, and this condition makes him extremely vulnerable. Living on the streets has had a 

detrimental effect on his mental health. He has used drugs and alcohol in the past, and understands that the 

lifestyle of rough sleeping may cause him to go back into a life of violence and drug use. He admits it is more 

complex to not take drugs whilst living on the streets as it is what he describes a 'vicious cycle' in that he has 

used substances in the past to help deal with his mental health issues, but his mental health issues worsen as 

a result. This has sent him into a downward spiral where he feels he is unable to address his situation without 

safe and stable accommodation. 

Client released from prison to street homelessness, having lost accommodation by going to prison. This leaves 

client intentionally homeless in the eyes of the local authority. Client accessing a Winter Night Shelter for 

accommodation. 

Impact on the Client 

Client has a history of drug abuse in the past, by being left in this vulnerable position there is a high risk of 

relapsing. Also, when released from prison after serving an 18 month sentence to street homelessness this 

must crush any confidence of being able to abstain from crime. Client currently has a pending benefits 

application and has no money. 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Client is a rough sleeper and has been in prison two thirds of his adult life. Has had a 2 month tenancy in 

the past 6 years. Has been sectioned 4-5 times in the past 10 years. Has significant mental health issues. 

Had a mental health worker whilst in prison but not since release. Previous substance misuse issues but 

not currently using. 

Client was released to street homelessness from a Kent Prison mid October 2017 after 26 month 

sentence. Client approached Local Authority in order to make a homelessness application. Client given 

assessment form, he completed it; but was told he was non-priority before an official homelessness 

application had been made. Client therefore kept from making a homelessness application.  

Email sent by local authority to client's keyworkers indicating that a non-priority decision letter would be 

provided should he want to make a homelessness application. The client's keyworker supported client to 

make a homelessness application. On arrival keyworker explained that we wished to make a 

homelessness application, however the welcome desk at the local authority did not realise that the pre-

assessment form was not the homelessness application. Keyworker explained that a pre-assessment 

form had already been completed for the client, and that we wished to speak to a housing options 

officer regarding the case. Keyworker and client asked to wait to see someone.  

When eventually seen, Client and Keyworker were given another assessment form and asked to 

complete it by customer services. Keyworker explained that one has already been completed - but 

customer services replied that this is another, different form, that needs to be completed before a 

homelessness application can be made.  The form was completed by the keyworker.  

 

Eventually the two were able to see Housing Options Officer an hour after first asking. The Housing 

Options Officer stated that she has been advised by her manager to inform client that he is non-priority 

and intentionally homeless due to having been in prison. Keyworker explained about client's mental 

health issues, however housing options officer stood by the advice given to her that client is non-priority 

and intentionally homeless, and stated that client has not provided enough evidence for mental health 

issues.  

 

Keyworker expressed concern that a decision had been made before any inquiries had been done by any 

member of staff at the local authority, and that no opportunity had been given to provide evidence of 

medical history. Housing Options officer then hastily asked for medication and a supporting letter from 

GP, which was then provided by client. Keyworker and client waited whilst Housing Options looked into 

the case. Housing Officer returned 15 minutes later with a letter stating that client was non-priority due 

to not having to take depot injections or receive ECT treatment for mental health issues.  

 

Keyworker asked if a homelessness application had therefore now been made - stating that client and 

Keyworker had still not been given any opportunity to explain client's homeless situation, but that a 

letter has been issued despite this. Housing Options Officer explained that the conversation that we had 

had before she made the inquiries was the homelessness application, and that the pre-assessment form 

was the information used to make the decision. The letter provided, however, was not a decision letter. 

Keyworker therefore stated that we would like the opportunity to fully explain the homeless situation of 

the client, to which the Housing Options Officer hastily pulled out a piece of paper and a pen to make 

notes.  Keyworker gave a case of vulnerability due to length of time in prison, length of time it had been 

since release, the fact of previous sectioning under mental health act and mental health issues currently 

experienced by client. Client was informed that he was still non-priority regardless of new information.  

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

Client released from prison in January 2018 to street homelessness. 

 

Impact on the Client 

Client feels concerned that he has no other choice than to be street homeless.  It is worsened by the fact that he 

has no friends or family in the UK, or any local connection, so he is left very isolated in a vulnerable position, he is 

also only 20 years old. 

 

Impact on the Client 

The client felt hopeless, he was anxious of sleeping on the streets more and shocked at how he is even rough 

sleeping despite his history of imprisonment and mental health. The client also expressed thanks to the keyworker 

as he probably wouldn’t have completed the forms.  He appreciated that the keyworker had tried his best. 

The client spent 6 months in prison and released to street homelessness in November 2017.  She spent some 

time in the Winter Night Shelter but began rough sleeping again and at the end of the year was re-called back to 

prison for bad behaviour for 28 days. After which, she was again released to street homelessness in January 

2018. This highlights that she was released from prison to street homelessness, twice, within the space of 3 

months. 

 

Impact on the Client 

The client is in recovery for heroin and crack cocaine use, but the environment of rough sleeping makes it more 

likely for her to slip back into addiction as a coping mechanism.  The client suffers from health issues including 

COPD, asthma and arthritis in her back.  Each of these conditions makes it extremely uncomfortable for her to 

sleep on the streets; and doing so will certainly cause her health to deteriorate further.  It is difficult for her to 

re-build her life when she is street homeless again as she feels it is likely she will re-offend owing to this vicious 

cycle 

Client is ex-military in receipt of a war pension and suffers from epilepsy, along with alcohol dependency and 

undiagnosed mental health issues.  Client was in prison for assault conviction and burglary. 

Client lost his accommodation due to the prison sentence. Upon release he was found to be intentionally 

homeless by the LA due to his prison sentence. 

Impact on the Client 

Client appeared to be often very intoxicated and described feeling very let down after having served in the armed 

forces. He found it very difficult to engage with help and described feeling very low and depressed. He was unable 

to manage taking his epilepsy medication effectively. He described feeling abandoned and misunderstood. 

He was provided with respite accommodation via help from SSAFA which resulted in him reducing his alcohol 

intake considerably and much improved in mood despite this accommodation being temporary. 



Hospital Discharge to Street Homelessness 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Client is male and aged 72; he has dementia and is described as frail, elderly and confused. 

Deputy Co-coordinator of the winter night shelter received call from a Kent hospital about a man that they 

wanted to refer. The coordinator was told he was 72 and had been the victim of a robbery. He was a recent 

returnee from abroad where he had been living.  The hospital was told that the winter night shelter would not 

be a suitable place to refer him. 

An hour later the winter night shelter received a phone call from the man’s daughter to ask if they had 

received a referral for him, from the hospital. It was at this point it was discovered that the man had dementia. 

The winter shelter had not, and she told us that he was on his way in a taxi arranged by the hospital. 

The winter night shelter coordinator contacted the Hospital Navigator and informed them that he would be 

sent straight back and that it was wholly inappropriate for them to do what they had.  He was sent back in the 

taxi he arrived in, and his daughter was informed. 

Impact on the Client 

The man was very anxious when he realised that he wasn’t going to be offered a bed for the night, because it 

was inappropriate, and said “I won’t be any trouble” and “What’s going to happen to me now?” 

 

The client was awaiting treatment for a burns injury on his leg, he required a skin graft. In order to do so he had 

to be detoxed completely from alcohol as he is severely alcohol dependent. 

The hospital had arranged for his treatment at a specialist unit in January 2018.  The specialist unit was 64 miles 

away.  It was arranged for him to be collected by patient transport from his local hospital, however, owing to a 

hospital admin error he was taken further away to another Kent hospital; therefore missing his appointment and 

delaying his treatment.  The client was discharged from the other Kent hospital, whilst on a detox (he was given 

Librium), with no transport available to take him back to the winter night shelter.  He was discharged to street 

homelessness.   

Impact on the Client 

For a client who has been detoxed it could have been extremely detrimental to release him to street 

homelessness. He was medicated, but returning to the environment of rough sleeping could have easily led to 

him returning to using alcohol in this situation.  Also there could have been complications by mixing alcohol with 

the medication. The clients words were that effectively they had ‘signed a death warrant’ by releasing him from 

hospital to street homelessness. 



 

 

 

 

 

 

 

 

 

 

 

  

Client has undergone surgery, secondary to 

severe pancreatitis. He has been forced to 

sleep in a tent in the winter, leaving him 

unable to properly recover and leaving him 

open to infection. Client was unable to 

access the winter night shelter until 14 

December 2017. 

Impact on the Client 

Client has undergone surgery, secondary to 

severe pancreatitis. He has been forced to 

sleep in a tent in the winter, leaving him 

unable to properly recover and leaving him 

open to infection. 

The client recently collapsed in the street with 

chest pains and dizziness, client has a long 

history of poor health.  He was taken to a Kent 

hospital by ambulance where he was treated 

and informed me he remained for some time; 

he was discharged to street homelessness. He 

then had a recurring incident where he was 

again taken to the same hospital by ambulance 

for further treatment.  He was discharged again 

in the early hours (approx. 4.15 am), to street 

homelessness.  

Impact on the Client 

The client was a little disorientated and weak. 

He had not eaten so was hungry and tired. He 

was tearful and upset due to numerous 

stressful situations including his stay in hospital 

and being discharged with no place to stay. 

When asked about how he feels and his health 

now, he said he won't go back to the hospital 

again. 

Client was not feeling well and tried to make an appointment with his GP surgery but said they did not 

get back to him with an appointment despite more than one attempt to make one.  Client became 

unwell in the winter shelter and an ambulance was called as he collapsed. 

Client was taken to hospital and found to have a significant ear infection. He was prescribed medication 

but discharged around midnight. He had been provided with a telephone number for the on-call winter 

shelter management phone and the ambulance crew had also been provided with this. Nobody from the 

hospital called the number and client had to find his own way back to the shelter, which was 14 miles 

away. He was given a lift by the relative of another patient but not for the whole journey and had to walk 

for three hours to get back to the shelter in the rain. His prescription was destroyed by the rain. 

He told us the discharge nurse said to him "we are not a taxi service". When the hospital staff were 

contacted the next day they said he was challenging and walked out of the hospital.  Client has no mental 

health or substance misuse issues so this seems odd and out of character behaviour for him. 

Impact on the Client 

Client felt discriminated because he was homeless and was dealt with inconsistently by hospital staff. He 

said he was upset by being spoken to rudely.  Client was suffering with an infection which could have 

been exacerbated by his prolonged exposure to rain and cold as well as the physical exertion so soon 

after collapsing from his illness. 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

Male in his 50's, homeless as of January 2018. Client has a history of mental health issues, physical 

health issues, substance misuse, self-neglect and a risk to both himself and others due to severe 

hygiene issues.  

The client is known to both social services and the community mental health team, however neither 

organisation have agreed to work with him due to both agencies disagreeing with the other over 

whose responsibility the case is. Social services were involved for self-neglect concerns and the 

community mental health team were involved for capacity concerns. Multi-agency meetings have 

been held for this man with social services, mental health team, police and necessary charities 

attending - with no real progress being made. Talks of a Section 136 for this man have previously 

occurred, with no outcome. 

The client accessed a local homeless charity stating that he can no longer live in his property due to 

signing papers that relinquished his tenancy. He presented as having cuts, bruises and holding his arm 

as though it was in pain - stating that he had been beaten up whilst sleeping rough. The social worker 

was informed, as were the police and an ambulance was called in the hope that this man be sectioned 

through a 136. The paramedics attended the man and took him to a Kent hospital through A&E. A local 

community safety police officer spoke with staff at the hospital to arrange for a psychiatric nurse to 

conduct a mental health assessment for the client due to the concern for his welfare.  

During an outreach session the client was found walking the streets in hospital pyjamas, with his 

genitalia showing. The outreach worker was with a member of staff from the homeless charity (who 

has had a good working relationship with the client for a number of years now) however the client did 

not recognise the staff member, stating that he had just come back from a court hearing and wanted 

help finding a new home. The client had no recollection of being in hospital just a few hours earlier, 

and could be heard rambling loudly in the streets 20 minutes after this conversation (indicating that he 

was under the influence of gas again. Social services were of this interaction as well as the community 

safety police officer mentioned above. The police officer informed us that the hospital had discharged 

the client at 1am this morning without carrying out any mental health assessment, and that security 

had to escort him off of the premises due to him refusing to leave. The man had then walked 4 hours 

along the M20 before being picked up by Police and taken back to where he was sleeping rough to 

spend the morning on the streets. 

Impact on the Client 

This situation could have been prevented if social services and the community mental health team 

worked together on the case instead of arguing whose case it was. A lot more mental health support is 

needed for people in the community who have these issues, and it needs to be easier for clients to be 

considered for a Section 136. In addition to this, it is unbelievable that the hospital discharged the 

client without conducting a mental health assessment despite it being arranged for one to take place - 

and that the procedure was to then discharge him onto the streets in hospital clothing. 



Local Authority Housing not accepting duty of care to accommodate child aged 17 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Lack of local hospital A&E creating a barrier to access 

 

 

 

 

 

 

 

 

 

 

When the client arrived for SWEP he immediately told a project worker that he had some pain in his chest.  PW sat 

client down and got him some water.  Client collapsed off his chair, clutching his left side of his chest, saying "Pain" 

and "Dying".  An ambulance was called and indicated that the issue was probably not client's heart but could not 

be ruled out.  Client refused many times to go to hospital because he wouldn’t be able to get back, the ambulance 

crew deemed him to have capacity to make this choice despite the levels of intoxication.  They gave client spray 

and aspirin and instructed PW to call emergency services should client deteriorate.  The ambulance crew stated 

that he would not be eligible to meet the criteria for patient transport.  Client states that he has been in and out of 

hospital A&E and in 2016 he was in approximately 30 times.  Each time he was discharged from hospital to street 

homelessness. 

Impact on the Client 

This has marred his view of the hospital, as he feels that medication is thrown at him and there's no aftercare, or a 

place for him to recover on the streets. He can get this service from his doctor.  He has borrowed money before to 

get back from hospital to where he stays on the street, which has put pressure on him financially. The situation has 

put client at risk with regards his health as he refuses to go hospital, even when advised to do so because he feels 

the treatment will be the same each time. 

Client is currently 17 years old. Dad has refused to have client home, client has refused to return home 

to mum. 

Social Services have been working with client who is eligible as a ‘child in care’ and has been offered 

foster accommodation but has refused to engage with this. Social Services consider that there may be 

lots of wider issues and that client is quite vulnerable, finding it difficult to trust and is therefore not 

managing to engage with the support on offer. 

It is understood that client is sleeping rough currently.  Client is registered as a missing person and the 

local PCSO’s are aware.  Social Services have spoken also with the Urban Pastors about looking out for 

client when they do their rounds. Client has been accompanied to the GP and a referral has been made 

to CAMHS for him. 

Client is eligible to be a "child in care"; however, Social Services are unable to force this to happen as 

client has capacity. This means the only option was to present at the Local Authority which Social 

Services did with the client over one week ago. The local authority did not accept immediate duty and 

client returned to rough sleeping. Social Services team continued to advocate for the client to try and 

persuade the local authority to provide temporary accommodation; which they eventually offered, 6 

days after services were aware of the client sleeping rough and more than a week since Social Services 

approached them with the client. 

Impact on Client 

Although there has been no contact with the client, the primary impact is that he has been forced to 

continue sleeping rough for more than a week since approaching the Local Authority. Due to his age 

and legal status as a child this makes him very vulnerable. He is at considerable risk of harm as a result 

of ongoing emotional distress due to rough sleeping. It has also been reported to me that he has been 

shoplifting to access food as he has no recourse to money. 



Limited Stay in Probation Hostel means Release to Street Homelessness 

 

 

 

 

 

 

 

 

Poor service from local authority 

 

 

 

 

 

 

 

 

Victim of domestic abuse given non-priority decision 

 

 

 

 

 

 

 

 

 

  

Client released to probation hostel in which he was able to stay in the initial one for 19 days.  Client then moved 

to another approved premises, however, was only able to stay at this address for four and a half months.  There 

was no sufficient move on after said period as client has now registered with winter night shelter.  This case is 

essentially prison release to street homelessness. 

Impact on the Client 

Client has a history of drug and alcohol misuse, he has been abstinent from both for 7 years, however he also 

stated his mental health is under significant pressure currently, owing to his situation.  This could lead to a 

relapse, and as he is street homeless this could lead to reoffending. 

Client and her partner stayed in a winter shelter operating over the winter of 2016/17. During this time they 

were placed in temporary accommodation as they were thought to be in priority need. After 7 months of being 

in temporary accommodation they were given a non-priority decision and evicted to street homelessness. They 

presented at the winter shelter for the winter of 2017/18 still homeless. 

Impact on the Clients 

Client and her partner felt let down by being left for so long in temporary accommodation. They believed they 

were going to be resettled into social housing due to being kept accommodated for so long and hadn't made 

any other plans due to this. They ended up moving into a "slum landlord's" property. 

Client was in domestically abusive relationship in which ex-partner was financially abusing her; including 

charging fees for babysitting own children. Client fell into rent arrears and was evicted from home. Her 

children are with her mother and the Local Authority did not investigate the reasons for her falling behind 

with rent, nor take into account her recently being violently sexually assaulted. 

Impact on the Client 

Client was visibly traumatised by the experience and was shaking and fearful as she described her situation.  

She told the project worker she had been drinking to calm her nerves in the evenings.  She has a difficult 

relationship with her own mother which as making the situation worse as her mother has accommodated her 

children. 



Client with a learning disability evicted from emergency accommodation 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Non-priority decision made against vulnerable person 

 

 

 

 

 

 

 

 

 

  

Client has learning disabilities and speech problems. He is under Social Services and has never lived 

independently in his own tenancy. 

LA placed him in temporary accommodation for around 18 months after he presented to them and made 

a homeless application. He was sent letters demanding payment from LA after not paying his top up 

payment for the accommodation and the arrears reached over £1500. Client was scared of the letters 

and shoved them in a corner of his room and ignored them.  LA did not communicate any of the issues to 

his social worker.  Social worker found out and referred him to CAB for help with addressing the arrears. 

In the meantime the LA evicted him from the accommodation by letter a few days before Christmas. 

Impact on the Client 

Client approached the winter shelter and was scared. He did not understand how to resolve the issues 

but felt he had been left in the temporary accommodation for too long by the LA without being provided 

permanent accommodation. 

Social services were contacted and paid for him to return to the temporary accommodation whilst they 

challenged the LA decision; so he was able to avoid further drastic consequences, such as sleeping rough 

despite being a vulnerable adult. 

Client is ex forces, has a historical head injury, was medically discharged from the army, suffers with 

depression, has been sectioned previously for suicide attempts; and is homeless as a result of being 

assaulted by his mother and her partner. He has been in recovery from drugs and alcohol since 2015. 

Client approached LA but was told he was non-priority and they referred him to the winter night shelter 

without investigating his case further. Client was visibly very anxious and stated he was as well. 

Impact on the Client 

Client was unaware he was being treated unfairly but was very low in mood and was anxious. He scored 

very high on a depression screening test and was at a high risk of relapsing into substance and alcohol 

misuse. He is at a considerably increased risk of self harm as this has happened in the past. 



Local Authority refusal to accept priority need 

  

Client was initially placed in B&B the Local Authority (LA) following concerns that he was neglecting 

himself so badly that he may die whilst sleeping rough. Client was evicted after one night due to 

being incontinent in the B&B room, with the LA staff stating that this was "chosen behaviour".  

Client returned to rough sleeping and after a further 3 weeks was registered for the winter night 

shelter. Client was found not in priority need by the LA in retrospect. 

He was given a space in the winter night shelter despite being considered too high support for the 

service due to concerns over his health. Client appeared to be suffering with memory issues and had 

a history of alcohol dependency. He was found to have large pressure sores covering both buttocks 

and the back of his thighs. Emergency treatment was provided and he was registered with a GP. 

In the meantime, KASAF had been raised and the Multi-Agency Policy and Procedures to Support 

People who Self-Neglect was instigated. Client was assessed by mental health services as 17/30 in a 

Mini Mental State Examination, showing signs of moderate dementia.  

The local authority attended multi-agency meeting alongside a significant number of local statutory 

agencies. LA still refused to accommodate despite a support package being offered by Social Services 

and the suspected dementia. Client improved in health for a while whilst in the shelter but began to 

disengage and was admitted to hospital on several occasions. LA made further Non-priority decision. 

Client was seen by a psychiatrist who confirmed he was likely to have Korsakoff Syndrome and 

referred for brain scan. LA refused to accept new homeless application due to "no material change". 

Winter shelter ended and client returned to rough sleeping full time. Whilst sleeping rough it is 

suspected that client is extorted for money by other people.  Client continues to self-neglect. 

Impact on the Client 

Client said "I just want a roof over my head - somewhere to live". 

Client has expressed suicidal thoughts and is prescribed anti-depressants. Client is unable to manage 

taking his medication or attending appointments on his own and his physical and mental health 

deteriorate, along with his memory. 



Recommendations 

Data Collection 

If service providers kept data, as this pilot project shows, we would have a much more accurate and evidenced 

count.  Although our data pilot is focussed on those who had successful stays in the winter night shelters, the data 

set is much bigger based on those who were referred to the shelters but didn’t access; and of course the other 

eight shelters who didn’t collect the same data.   

There is an increased need to collect data from clients, and although it may not seem relevant – it is, by reading the 

statistics we can evidence need.  Also, for example, with the Homelessness Reduction Act; all clients who approach 

the local authority will be given an Individual Housing Plan to complete.  These unfortunately look very similar to 

the documentation provided to Job Seekers by the Department of Work and Pensions.  If clients do not engage with 

the Individual Housing Plans it is suspected this will be used to relinquish duty of care by the council.  At the 

moment, there is scope to argue the case for not being able to engage, and this is based on mental health 

diagnosis.  As we know, from the data we collect, many of our clients do not have a diagnosis as they haven’t been 

able to engage.  However, we have started to collect a range of symptoms that the client is dealing with in order to 

be ready to challenge these suspected sanctions. 

Having the ability to stand by our clients and help them achieve real rehabilitation from homelessness is key.  

Therefore we suggest that the data collection is looked at again and that it is collected in a uniformed manner by all 

Kent Winter Night Shelters.   

We have used evidence codes when collecting data, used in the charts detailing issues.  By coding each issue a 

client faces, and each action and outcome that is achieved, we are able to evidence the amount of work that is 

undoubtedly done on behalf of the client; and we all know that the workload is huge.  If we use real evidence 

funding outcomes will be much greater, we can evidence need for further staffing – or the need to introduce 

volunteers to more specified roles within Winter Night Shelters.   

CampaignKent CIC are currently developing a cloud based system to collect data, and we hope to be able to offer 

this database for free to Winter Night Shelters and Day Centres in Kent.  This will enable us to highlight trends, 

identify issues and campaign for change.  The more data we collect, the louder our voice will be when campaigning 

for the rights of those without homes. 

SMD 

There is a dramatic increase in Severe Multiple Disadvantage Level 3 in the clients accessing the shelter.  In the 

previous year, there was a stepped increase, this year it seems that the leap from SMD1 to SMD3 is huge.  

Seemingly clients are leaping from being homeless to being homeless, offending and substance misusing.  This 

means that the shelter is dealing with a larger number of clients who are harder to reach in our society, which 

would prove the need for more specialist staff to be funded for the next shelter and the need for a community of 

practice to surround the Shelter.   

  



The experience of a service users with multiple complex needs and severe multiple 

disadvantage 

 

Those in our community who experience multiple complex needs (MCN) and severe multiple disadvantage (SMD) 

are statistically the hardest group to reach.  However, this doesn’t stop the Winter Night Shelters in getting 

incredibly good outcomes for services users experiencing both.   

Based on the evidence we’ve collected we feel that the Winter Shelters can be in a position to help guests longer 

term with a more holistic approach.  This service would need further funding, but this report evidences that need.  

Communities of Practice (CoP) should be introduced to encompass all services related to the service user and the 

work they carry out on their behalf.  If there were more joined up working it would give clients a clearer pathway,  

eventually eradicate duplication of services, which will in turn save each service time, resources and money, all of 

They experience several problems at the 
same time, such as mental ill health, 
homelessness, drug and alcohol misuse, 
offending and family breakdown. They may 
have one main need complicated by others, 
or a combination of lower level issues which 
together are a cause for concern. These 
problems often develop after traumatic 
experiences such as abuse or bereavement. 
They live in poverty and experience stigma 
and discrimination.

They have ineffective contact with services.
People facing multiple needs usually look for 
help, but most public services are designed to 
deal with one problem at a time and to support 
people with single, severe conditions. As a 
result, professionals often see people with 
multiple needs (some of which may fall below 
service thresholds) as ‘hard to reach’ or ‘not my 
problem’. For the person seeking help this can 
make services seem unhelpful and uncaring. In 
contrast to when children are involved, no one 
takes overall responsibility.

And they are living chaotic lives. Facing 
multiple problems that exacerbate each 
other, and lacking effective support from 
services, people easily end up in a 
downward spiral of mental ill health, drug 
and alcohol problems, crime and 
homelessness. They become trapped, living 
chaotic lives where escape seems 
impossible, with no one offering a way out.
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which are scarce.   The CoP doesn’t have to be intrusive, it should be held regularly during the shelters in order to 

ensure all services are taking responsibility for their part in the client’s pathway. 

Communities of Practice 

In every local area people with multiple needs and severe multiple disadvantage are living chaotic lives and facing 

premature death because as a society we fail to understand and coordinate the support they need.  Yet evidence 

shows that by working together local services can develop coordinated interventions that can transform lives. 

CampaignKent CIC wants to bring agencies together with common clients, interests and goals, who then work 

collaboratively without duplication; in order to provide a solution based community of practice.  This will make 

services more efficient, more streamlined and will offer the client a clearer pathway to inclusion and positive 

opportunities. 

To understand the challenges that staff face, how systems and processes can be improved, how strategies to 

support the most vulnerable in society might be positively affected by the work and passion that frontline staff 

have, and how by including the voice of those they support – client and service needs will be able to be met with 

Community Practice engagement. 

 

 

 

 

 

 

 

 

 

 

 

 

 

  



What the Community Practice should look like with regards representation 

 

Service types Operational and strategic examples 
Frontline agencies – homelessness • Service managers and frontline workers from voluntary 

and statutory services (i.e. hostels, day centres, treatment 
agencies, criminal justice agencies, community mental 
health teams, community and residential mental health 
providers, social care and learning disability services) 

• Chief executives and directors of voluntary and statutory 
services 

• Service users from all relevant services 
 

Frontline agencies – criminal justice 

Frontline agencies – substance misuse 

Frontline agencies – health and mental health 

Other frontline agencies –  
(i.e. learning disabilities, social care) 

Policy/strategy/commissioning – housing and 
homelessness 

• Homelessness/rough sleeping coordinators 
• Senior managers in housing options/homelessness 
• Directors of Housing 

 

Policy/strategy/commissioning – substance 
misuse 

• DAAT managers and commissioners 
 

Policy/strategy/commissioning – criminal justice • Community Safety managers and directors 
• Safer Future Communities partnership leads 
• Police and Crime Commissioners 

 

Policy/strategy/commissioning – social care • Social care service managers and directors 
• Safeguarding leads 

 

Policy/strategy/commissioning – health, public 
health, mental health 

• Public Health officials 
• Director of Public Health 
• Members of Health and Wellbeing Boards 
• CCG leads and GPs 
• Mental health commissioners, managers and directors 

 

Police • Frontline officers and senior police with responsibility for 
strategy 
 

Courts • Magistrates and court workers 
 

Probation • Probation officers, managers and directors 
 

Prison • Prison governors and officers 
 

 

Using the Community of Practice alongside a Housing First model would be ideal, and could work out to be more 

cost effective to our communities.   

  



Housing First 

The move towards Housing First has been slower in the UK41 than in some countries, including France42 , most of 

the Scandinavian countries, Canada43 and the US44. However, Housing First has now become mainstream policy. It 

is a major element of Scottish homelessness strategy45 and a part of the Northern Ireland Homelessness Strategy46 

and Welsh policy47.  

In England, £28 million has recently been allocated by central government to run a three-site pilot (in the West 

Midlands Combined Authority, Greater Manchester Combined Authority, and the Liverpool City Region) with a view 

to developing Housing First as a national strategic response to rough sleeping48 .  

In 2017, a modelling exercise centred on the potential use of Housing First was conducted in the Liverpool City 

Region, exploring the use of Housing First at strategic level49.  Housing First is also up and running in several areas: a 

service has been commissioned by Newcastle Upon Tyne from Changing Lives50; two Housing First pilots, run by 

Threshold51 and Inspiring Change Manchester52, are running in the Greater Manchester Combined Authority; and St 

Mungo’s is running several Housing First services commissioned by local authorities, including London boroughs53. 

What does Housing First look like? 

People have a right to a home - this means…  

➢ Housing First prioritises access to housing as quickly as possible  

➢ Eligibility for housing is not contingent on any conditions other than willingness to maintain a tenancy  

➢ The housing provided is based on suitability (stability, choice, affordability, quality, community integration) 

rather than the type of housing  

➢ The individual will not lose their housing if they disengage or no longer require the support  

➢ The individual will be given their own tenancy agreement. 

Flexible support is provided for as long as it is needed - this means…  

➢ Providers commit to long-term offers of support which do not have a fixed end date; recovery takes time 

and varies by individual needs, characteristics and experiences  

➢ The service is designed for flexibility of support with procedures in place for high/low intensity support 

provision and for cases that are ‘dormant’  

➢ Support is provided for the individual to transition away from Housing First if this is a positive choice for 

them  

 
41 DIHAL (2016) The experimental programme “Un chezsoi d’abord” Housing first main results - 2011/2015. Paris: DIHAL 
http://housingfirst.wp.tri.haus/assets/files/2016/04/unchez-soi-dabord-EN.pdf.  
42 Goering, P., Veldhuizen, S., Watson, A., Adair, C., Kopp, B., Latimer, E., Nelson, G., MacNaughton, E., Streiner, D. and Aubry, T. (2014) 
National at Home/Chez Soi Final Report. Calgary, AB: Mental Health Commission of Canada. 
43 Padgett, D.K., Henwood, B.F. and Tsemberis, S (2016) Housing First: Ending Homelessness, Transforming Systems and Changing Lives. 
Oxford: Oxford University Press. 
44 Padgett, D.K., Henwood, B.F. and Tsemberis, S (2016) Housing First: Ending Homelessness, Transforming Systems and Changing Lives. 
Oxford: Oxford University Press 
45 Housing First Scotland: Seminar Report (2017) http://www.ghn.org.uk/shien/wpcontent/uploads/sites/5/2017/05/Housing-First-
Report1.pdf. 
46 Boyle, F. and Pleace, N. (2017) Op. cit. 
47 Barker, N. (10/4/17) Welsh Government considers Housing First scheme to tackle homelessness. Inside Housing 
https://www.insidehousing.co.uk/news/news/welshgovernment-considers-housing-first-scheme-to-tacklehomelessness-50349. 
48 https://www.gov.uk/government/news/governmentto-lead-national-effort-to-end-rough-sleeping. 
49 Blood, I. et al (2017) Op. cit. 
50 https://www.newcastle.gov.uk/sites/default/files/wwwfil eroot/housing/housing-advice-

andhomelessness/newcastle_homelessness_strategy_2014_- _full_version.pdf 
51 http://thp.org.uk/services/HousingFirst and see Quilgars, D. and Pleace, N. (forthcoming, 2018) Threshold Housing First: Report of the 
University of York Evaluation. 
52 http://icmblog.shelter.org.uk/a-housing-first-future/ and see Pleace, N. and Quilgars, D. (forthcoming, 2018) The Inspiring Change 
Manchester Housing First Pilot: Interim Report. 
53 https://www.mungos.org/work-with-us/latestinnovations/. 

http://www.ghn.org.uk/shien/wpcontent/uploads/sites/5/2017/05/Housing-First-Report1.pdf
http://www.ghn.org.uk/shien/wpcontent/uploads/sites/5/2017/05/Housing-First-Report1.pdf
https://www.insidehousing.co.uk/news/news/welshgovernment-considers-housing-first-scheme-to-tacklehomelessness-50349


➢ The support links with relevant services across sectors that help to meet the full range of an individual’s 

needs  

➢ There are clear pathways into, and out of, the Housing First service. 

Housing and support are separated -this means…  

➢ Support is available to help people maintain a tenancy and to address any other needs they identify  

➢ An individual’s housing is not conditional on them engaging with support  

➢ The choices they make about their support do not affect their housing  

➢ The offer of support stays with the person – if the tenancy fails, the individual is supported to acquire and 

maintain a new home. 

Individuals have choice and control - this means that they…  

➢ Choose the type of housing they have and its location within reason as defined by the context. (This should 

be scattered site, self-contained accommodation, unless an individual expresses a preference for living in 

shared housing). 

➢ Have the choice, where possible, about where they live  

➢ Have the option not to engage with other services as long as there is regular contact with the Housing First 

team  

➢ Choose where, when and how support is provided by the Housing First team  

➢ Are supported through person-centred planning and are given the lead to shape the support they receive. 

Goals are not set by the service provider. 

An active engagement approach is used - this means…  

➢ Staff are responsible for proactively engaging their clients; making the service fit the individual instead of 

trying to make the individual fit the service  

➢ Caseloads are small allowing staff to be persistent and proactive in their approach, doing ‘whatever it 

takes’ and not giving up or closing the case when engagement is low  

➢ Support is provided for as long as each client requires it  

➢ The team continues to engage and support the individual if they lose their home or leave their home 

temporarily 

The service is based on people’s strengths, goals and aspirations - this means…  

➢ Services are underpinned by a philosophy that there is always a possibility for positive change and 

improved health and wellbeing, relationships and community and/or economic integration  

➢ Individuals are supported to identify their strengths and goals  

➢ Individuals are supported to develop the knowledge and skills they need to achieve their goals  

➢ Individuals are supported to develop increased self-esteem, self-worth and confidence, and to integrate 

into their local community. 

A harm reduction approach is used - this means…  

➢ People are supported holistically  

➢ Staff support individuals who use substances to reduce immediate and ongoing harm to their health  

➢ Staff aim to support individuals who self-harm to undertake practices which minimise risk of greater harm  

➢ Staff aim to support individuals to undertake practices that reduce harm and promote recovery in other 

areas of physical and mental health and wellbeing.54 

  

 
54 https://www.homeless.org.uk/sites/default/files/site-attachments/Housing%20First%20in%20England%20The%20Principles.pdf 



Campaigns Update 

There is still a huge issue with Prison Release to Street Homelessness and Hospital Discharge to Street 

Homelessness, as is evident from the issue codes recorded.   

CampaignKent CIC has been working on the #BreakTheCycle Campaign for some time now, and we are waiting for 

the go-ahead from the Diocese in order to pilot an innovative supported housing project.  Working in partnership 

with Together Canterbury and Porchlight we are hoping to secure a property in Ramsgate, candidates for the 

project will be picked from HMP Elmley. Together Canterbury and the Parish surrounding the property in Ramsgate 

will coordinate prison visits from members of the church to the candidates, providing friendship and support.  

Porchlight will also ensure that candidates go through their Tenancy Training Course, and upon release the 

candidate will be collected from prison, taken to the property and welcomed into the community. 

The support provided will be led by CampaignKent CIC, owing to the research we carried out with service users, 

project workers and organisations linked to the issue.  Porchlight will be the landlord of the property, and will put 

in place support workers.  There is talk of social enterprises in order to get the candidates back to becoming 

contributors to society and no longer a drain on it.  The most positive news is there’s talk of real rehabilitation. 

With regard Hospital Discharge to Street Homelessness, CampaignKent CIC had a meeting with a Local Authority 

and the NHS in order to show them our evidence and ask how we can move forward.  It was proposed that a new 

discharge policy for East Kent Hospitals was needed, and CampaignKent CIC and the Local Authority are working 

together in order to achieve this. 

Now more than ever, organisations have a crucial role to play in devising resourceful solutions to society’s 

problems. CampaignKent CIC is more than a service provider; we are direct channels to all the things that could be 

changed for the better within the homelessness sector in Kent.  Campaigning is a critical element of civil society. It 

is a way of making our voices heard, establishing rights, and changing behaviour or the law. It is one of the tools we 

use to help build a good and fair society. 

CampaignKent can shine a light on new issues and needs that haven’t yet been picked up by policy-makers. We 

work at the grass roots, so must communicate to our local authorities and government about how well policies are 

working. No doubt where there are problems services will respond, and so we will step up to campaign because 

we’re led by the needs of homeless services and their users. 

We aim to provide a lightning rod that conducts the passions and interest of the people they represent to decision-

makers. If their voices aren’t heard, a critical pillar of democracy will be lost.  However, we can’t do it alone, we 

have to have evidence in order to affect change, so we urge you to complete the Evidence and Impact Statements 

for every unjust issue that your clients’ are put through, and collect the relevant data we need in order to 

highlight trends. Be the change you want to see in the world. 

 

 

 

 

Behind every statistic is an individual who deserves to be heard! 

  



ANNEX A 

Discharge Housing Procedure Flowchart 

 

 
Do you have a tenancy 

in your name? 

Is there any reason why 

you cannot stay at your 

property? 

Yes No 

Is your home suitable for 

your needs after 

discharge? 

Yes 

Can you access your 

property?  Do you have a 

key? 

No 

Can you access your 

bathroom on discharge? 

Is it on a floor you can 

access? 

Can you access your 

bedroom on discharge? 

Is it on a floor you can 

access? 

No 

No 

Do you live alone?  

Would you need 

someone to care for 

you? 

Yes 

Do you feel safe to 

return to your property? 

 

No 

Is your rent up to date? No 

Have you been given 

notice by your landlord? 

Have you been asked to 

leave? 

Yes 

You have a duty to 

refer your patient to 

the Local Authority in 

order to seek 

assistance with their 

housing situation 

No 


