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Total Number of Guests who 

stayed this year 

55 
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Current Situation 

 

 

 

 

Estimated Time in Current Situation 
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Last Known Tenancy Type 

 

 

 

 

Local Authority Homelessness Applications and Housing Needs Register 
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Clients with diagnosed Mental 

Health Issues 17/18 

71% 

Offending 
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Clients with diagnosed Mental 

Health Issues 16/17 

77% 



Symptoms Experienced 

 

Physical Conditions 17/18 

 

  Client had car accident 2.5 years prior (to date 30/12/17). Awaiting major surgery to neck and pre-
assessed for knee surgery, double shoulder surgery, rota cuff and broken wrist 

  Asthma 

  Frozen Shoulder - doctor will not medicate owing to alcohol abuse 

  Abscess on leg 

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

  Slow heart beat and sciatica, blind in one eye. 

  Low pulse 

  Anorexia and Asthma 

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

  Psoriasis 

  Osteoporosis, Ankylosing spondylitis, Asthma 

  Spinabifida, historic glandular fever and current chest infection. 

  Vision blurry, feels very weak 

  Asthma, chronic back pain 

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

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

  Heart murmur since a baby 

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

0

5

10

15

20

25

30

16/17

17/18



Clients with Substance Misuse 

Issues 17/18 

55% 

% 

  Liver Function problems. Still undergoing tests. 

  Heart Arrhythmia, damage from previous heavy drinking. 

  Deteriorating spinal disease, heart attack 18/11/2017 (discharged from hospital back to prison), Epilepsy 

  Sciatica 

  Mild Haemophilia 

  COPD Stage 2, Swelling in right leg, Asthma 

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

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

  Has a shoulder injury. 

  Arthritis 

  Has had Kidney transplant - has been on dialysis. 

  Hernia in throat diagnosed during admission to hospital for Overdose 11/2015. 

  Asthma - Blue pump. 

  No information recorded 

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

  Sciatica, gastric problems - potential ulcer 

  Stomach problems and liver or kidney problems 

  Seizures 
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Clients with Alcohol Issues in Jan-18 

36% 
Minimum Units consumed per week 

2259 

 

Alcohol Misuse 
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Clients with Alcohol Issues in Jan-17 

28% 
Minimum  Units consumed per week 

2443 
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2% 

7% 
7% 4% 

2% 

18% 

7% 

2% 1% 9% 4% 

Reasons for Homelessness 
Relatives/friends unable/unwilling
to house

Relationship breakdown (excluding
divorce)

Domestic violence

Harassment/illegal eviction

Private Accomm Rent Arrears

Unable to afford rent in PR Accomm

Anti-social behaviour

Prison Release to Street
Homelessness

Hospital Discharge to Street
Homelessness

Lost Tied-Accommodation with Job

Evicted from Supported
Accommodation

Intentionally Homeless

Other



 

 

 

 

 
 

 

 

 

 

 

 

 

 

 
 

 

29% 

33% 

14% 

24% 

Outcomes 

Client reconnected

Client received temporary
accommodation

Client accommodated in private
rent accommodation

Client accommodated in
supported accommodation

3% 7% 
5% 

14% 

12% 

2% 
2% 

2% 14% 

2% 

9% 

28% 

Housing Issues 
Homeless Discrimination

LA Processes & procedures

LA Homelessness assessments

LA Homelessness provision

LA Quality of administration,
advice & support
LA Review/appeals

LA Form Completion

LA Other

LA Emergency accommodation

LA Council/HA
allocations/transfers/exchanges
LA Suitability of
accommodation

Social Policy Issues 

Total number of clients who have successfully stayed in the Canterbury Community Shelter so far, 8 of those 

clients have raised 116 issues whilst engaging with social policy 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. 



 

 
 

 

 
 

  

6% 6% 

16% 
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5% 

5% 
5% 5% 5% 

16% 

16% 

5% 5% 

Health Issues  
Hospital Communication/information to
patients

Hospital Liaison with other agencies

Hospital Discharge & aftercare

Hospital Other

Community Care (Non MH) Availability
of care/treatment

Community Care (Non MH)
Communication/information to patients

Community Care (MH) Availability of
care/treatment

Community Care (MH) Quality of Care

Community Care Poor Inter-Agency
Communication

GP Availability of care/treatment

GP Other

MH Availability of care/treatment

MH Liaison with other agencies

20% 

20% 

40% 

20% 

Other Issues 

Victim of Crime Against the individual

Local authority/social services

Child protection (including LA care)

Signposted Social Services



Evidence Report 

Prison Release to Street Homelessness 

Cause of the Problem 

Client has bi-polar disorder, ther most serious form of this condition for which monthly injections are received. 

 

Client spend four months in prison, and has probation terms that preclude client from having a knife or carrying an 

unlicensed firearm.  On release from prison 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 eligble 

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 manipluated by others in the same situation.  

Client is not taking correct medication currently.  Client is extremely vulnerable. 

What needs to be Changed? 

Client should have been given proper support to move on from Prison.  Resettlement should have happened in this 

case, rather than release to street homelessness with such significant mental health issues. 

 

Evidence Report 

Discharged from Prison and Hospital to Street Homelessness 

Cause of the Problem 

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 in Canterbury, but remained close to them because he 

wanted to be near his mother to support her as her partner is terminally ill. He rough slept for 2 months and partly this 

led to his increased ill health, such as his painful back and deep vein thrombosis.  

 

He was admitted to QEQM hospital, in Margate, where they asked him to return the next day for a CT 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 that night nor any other alternative accommodation. The medication he was on was too weak and he says it 

would be impossible for him to cope with a night in Margate rough sleeping, so he returned to Canterbury as it is a place 

he feels safe. He had no other option than to continue rough sleeping and during this time he stayed in SWEP a number 

of nights (at the Catching Lives day centre). He was in constant pain with his leg, and on one of the nights a project 

workerI rang the ambulance for him as his leg had swollen to three times the size, he was extremely pale and he 

described his leg as ‘feeling like it had exploded’.   He spent 5 days in hospital, with a prolapsed spine and DVT.  

 

He was discharged by William Harvey Hospital, in Ashford in December 2017, with a supporting letter from the hospital 

stating ‘he should be urgently considered for housing as if he returns to living on the streets he will be at risk of 

increased physical deterioration which will impact on his recovery’.  

 



Please note that he ‘required pain management and rest to heal’ at this stage, which he was unable to do because he 

was rough sleeping. The hospital made an appointment with the council, but it was for the next day. So he spent a night 

rough sleeping 21/12/17, (again this is hugely detrimental to his health).  

 

The appointment the next day confirmed that he would be provided with interim accommodation and the Local 

Authority bought him a ticket to travel to Medway for the following day, again leaving him to rough sleep overnight.  

 

The interim accommodation and supposed ‘aftercare’ was in Chatham. When he arrived there he was given only a 

mattress and a blanket. He spent 7 days there, 3 of which he spent at Medway hospital (day visits) due to problems with 

his leg, he was given medication and discharged back to his accommodation. Despite having a roof over his head, the 

accommodation was poor and badly equipped.  

 

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 in Chatham as, again, he would have to navigate steep hills in order to do so. 

 

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’. Not only was his physical health deteriorating, but also his 

mental health, rapidly. On the Saturday 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 come back to 

Canterbury and has been staying in the winter night shelter. 

 

CampaignKent CIC visited the property with the client and took the following 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, however the client remained street homeless and disengaged with Catching Lives 

to a certain extent, continuing to utilise SWEP when necessary.  . 



Impact on Client 

The evidence shows how the client has been discharged to street homelessness from both prison and then hospital 

multiple times, not being provided with accommodation has partly led to further 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. Not only this 

but placing him in Chatham meant he was far away from support from his family, but also far away from the services of 

Catching Lives, a place he used for his essential needs, security and food.  

 

The client has 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 recouperate 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. 

What needs to be Changed? 

This evidence shows a failure in both the support for people coming out of prison, and the support for people coming 

out of hospital. For both cases there needs to be stable, secure and safe accommodation for people leaving both prison 

and hospital, otherwise it can be extremely detrimental to someones well being, physical and mental health. 

 

 

Evidence Report 

Prison Release to Street Homelessness 

Cause of the Problem 

Client released from prison and was given an appointment that morning for a hostel in Ramsgate. This was unfeasible 

though as the journey for the appointment in Chatham would mean he wouldn'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'. 

What needs to be Changed? 

There needs to be more secure accommodation and support for people coming out of prison, to allow them to re-build 

their lives. 

 

 

  



Evidence Report 

Prison Release to Street Homelessness 

Cause of the Problem 

Client was released from prison to street homelessness. The month before his release, he was also was discharged from 

hospital where he spent two days, after suffering from a heart attack. 

Impact on the Client 

The client suffers from ill-health, he has a deteriorating spinal disease which he is on medication for. This makes it 

extremely uncomfortable for him to be rough sleeping, and doing so also means his condition is likely to worsen. He also 

has epilepsy, and trouble with his heart after suffering from a heart attack whilst in prison. These factors make him 

considerably vulnerable whilst on the streets. He has a history of crack and heroin drug use, 20 years on and off, which 

he is currently in recovery for as he hasn't used in 3 months. He realises that the environment of rough sleeping 

increases the likelihood of him using again, which he doesn't want to do. 

What needs to be Changed? 

There needs to be more secure and direct accommodation for people coming out of prison. Not only this but there 

needs to be more support and help provided on this basis, especially for people with ill-health which makes them more 

vulnerable on the streets. 

 

 

Evidence Report 

Prison Release to Street Homelessness 

Cause of the Problem 

The client had been released from prison to no fixed abode, 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 

affect 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 'viscious 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. 

What needs to be Changed? 

There needs to be more secure, planned accommodation for when someone leaves prison instead of releasing them to 

street homelessness, which is hugely detrimental to them. 

 

 

  



Evidence Report 

Hospital Discharge to Street Homelessness 

Cause of the Problem 

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

Deputy CCS Co-ordinator received call from QEQM about a man that they wanted to refer to Canterbury Community 

Shelter.  We were told he was 72 and had been the victim of a robbery. He was a recent returnee from France where he 

had been living.  QEQM were told that this would not be a suitable place to refer him. 

An hour later we received a phone call from his daughter to ask if we had received a referral for him, from the hospital. 

It was at this point that we discovered he had dementia. We had not, and she told us that he was on his way to us in a 

taxi. 

CCS Co-ordinator contacted QEQM 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 we informed 

his daughter that we had done this. 

General Manager emailed the IDT Manager at QEQM, to emphasise his concerns about the way this had been handled. 

Impact on the Client 

He was very anxious when he realised that we weren’t going to offer him a bed space and said “I won’t be any trouble” 

and “What’s going to happen to me now?” 

What needs to be Changed? 

The staff who handle these discharges need proper training and there should be a clear and easy route to a 

homelessness application for anyone who is to be discharged from hospital, particularly anyone who may have mental 

capacity issues. 

 

This is clearly what we refer to as a “dump and run”; where an agency try to dump responsibility for a person on 

another organisation. Our CCS referral criteria makes it clear that we won’t accept these types of referral. 

 

 

 

Evidence Report 

Prison Release to Street Homelessness 

Cause of the Problem 

Released from HMP Elmley 17/01/2018 to no fixed abode. Client has spent many years in prison. 

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. 

Impact on the Client 

The client has spent many years in prison and 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 drug misuse and is concerned that being street homeless will mean an increased 

use of drink and drugs which could be extremely detrimental to his health and wellbeing. 

What needs to be Changed? 

There needs to be secured accommodation and support ready for people leaving prison. 

 

 

 

Evidence Report 

Hospital Discharge to Street Homelessness 

Cause of the Problem 

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 an alcoholic. 

The hospital had arranged his treatment at East Grinstead hospital 05/01/18. The transport would pick him up from K&C 

hospital to take him there. When he arrived at K&C hospital however they transferred him over to QEQM, Margate. The 

patient transport to East Grinstead however arrived at K&C and he was in Margate, the mistake made by the hospital 

meant he could not get to East Grinstead until after the weekend. The client therefore was discharged from QEQM, 

whilst on a detox (given Librium) but released to street homelessness 05/01/18. No transport was provided and so the 

only option was for his 82 year old mother to pick him up to take him back to Canterbury. 

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.  

He says that he did stay with a friend over the weekend, and on the Monday night when he did eventually get to East 

Grinstead he stayed in a B&B (which cost £50 of his own money). He admits that if he hadn’t have been paid that 

weekend, or known anyone to stay with it could have easily slipped the other way. 

The clients words were that effectively they had ‘signed a death warrant’, by releasing him from hospital to street 

homelessness, and if the circumstances of his own willpower and luck of knowing someone, hadn’t been the case; it 

could have resulted very differently and very dangerously. 

What needs to be Changed? 

Interim accommodation needs to be provided for those being released from hospital, especially in the case of a mistake 

made by the hospital, in the circumstances where someone is detoxing from alcohol and medicated to do so. 

 

  



Evidence Report 

Prison Release to Street Homelessness 

Cause of the Problem 

Client released from HMP Elmley on 16 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. 

What needs to be Changed? 

There needs to be secured accommodation and support ready for people leaving prison. 

 

 

Evidence Report 

Barrier to Attending Hospital owing to Location and Lack of Transport on Return 

Cause of the Problem 

Client arrived around 8.45pm for SWEP.  Immediately the client told 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".  Ambulance was called, they attended and carried out tests in the church venue.  The ambulance 

service indicated that the issue was probably not client's heart but could not be ruled out.  Client refused many times to 

go to hospital, 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 G4S, which is the 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 Canterbury, 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 willl be the same each time. 

What needs to be Changed? 

Clients who are unable to get back to their place of safety should be helped rather than put off attending hospital 

because of location and lack of transport available. 

  



Conclusion 
 

There is a dramatic increase in Severe Multiple Disadvantage Level 3 in the clients accessing the shelter, this doen’t take 

into account those accessing SWEP – who are more chaotic and difficult to reach usually owing to alcohol and substance 

misuse and mental health.  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 

 

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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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 Catching Lives in getting incredibly good outcomes 

for services users experiencing MCD and SMD.  This is because of the holistic way the work is carried out, Catching Lives 

is fortunate enough to have a mental health team and a nurse on-site; which many day centres and winter night shelters 

do not.  I believe that the positive outcomes for service users prove that this is best practice.  Essentially, this is already 

a small community of practice, and one that could 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 eventually eradicate duplication of services, 

which will in turn save each service time, resources and money, all of which are scarce in the current climate.  

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 
 

 

  



Multi-Agency Working 

 Whilst joint/multi-agency working on homelessness is generally seen as a necessity and strength of current provision 
of services to homeless people, most initiatives have been developed relatively recently. 

 

o Other than the various homelessness forums that are held, there is nothing that resembles community 
practice specifically for homeless clients.  This is an excellent opportunity for the clients of Catching 
Lives, to have a well-rounded, multi-agency network of help. 

 

 Joint/multi-agency working occurs most frequently between statutory and voluntary sector organisations. 
 

o Catching Lives are already loosely working in partnership with other statutory and voluntary sector 
organisations. The community practice would provide more coordination of services; and therefore 
make these partnerships more stable and more effective. There would be clear lines for responsibility 
drawn and would eventually eradicate duplication of work for all.  Communication is the key to this 
process. 

 

 This most commonly involves planning, information sharing, referrals and liaison, and less frequently joint service 
delivery, satellite or outreach work with other organisations. 
 

o Campaign Kent would chair the meetings in order to take minutes and make action points for each 
service, and would promote joint service delivery with other organisations.  Catching Lives has always 
provided a one-stop-shop for clients; this could eventually include other relevant services not provided 
by the in-house team. 

 

 The motivations or rationale for organisations working together generally involves two core issues: an identified 
need and gap in service provision; and the availability of funding. Partner agencies are generally selected on the 
basis of a known track record or prior knowledge or relationship. 

 

o There is a gap in provision, and now that services have been cut to the quick there is an even bigger 
need to work collaboratively towards the same aims.  

 

 Enablers to the development and practice of joint/multi-agency working include: committed staff; good working 
relationships; communication; a clear demand; common understandings; shared aims and goals; expertise; the 
availability of funding; adequate staff and time; senior political support; a flexible and reflexive approach; and being 
developed at an operational rather than a policy level. 

 

o It is imperative that all involved aspire to be enablers of the community practice; this will ensure 
meaningful meetings with outcomes that can be measured. 

 

 The difficulties encountered include: organisational and professional boundaries; a lack of understanding of 
organisational remits, duties and limitations; a lack of understanding or trust; inadequate or unequal funding 
between the partners; differing aims and remits; inadequate staffing; and the time involved in developing and 
sustaining relationships. 

 

o There will be times when organisational and professional boundaries may become troublesome, for 
example when it comes to data protection, however, with the use of a unique identifier code for mutual 
clients there could be a breakthrough.  There would need to be a culture shift within all agencies in 
order to promote partnership working, and the Homelessness Reduction Act will promote this; it is one 
of the strategic aims of local authorities.  Working together will promote trust and understanding; and 
there would be increased opportunities for joint funding projects. 

 

 Good practice in relation to joint/multi-agency working centres on more qualitative and inter-personal aspects 
including: communication; commitment; close working relationships; clear and agreed roles, aims and boundaries; 
and trust. 

 



o The Community Practice will promote best practice in all areas, and agencies will share information 
through CampaignKent with other agencies so that we have a better understanding of what is available 
within the practice and how it can be delivered.   

 

 

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, with the Homelessness Reduction Act all clients who approach the local 

authority, and come April 2018 that should be every client who accesses Canterbury Open Centre and Canterbury 

Community Shelter, each client 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, on speaking to Homelesslink at a recent conference; this makes perfect sense.   

 

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

I suggest that the data collected by CatchingLives is looked at again, and that it incorporates data that can be used by 

the Campaign Team.  Currently the data collected is already captured on the registration form but is not used in the way 

demonstrated in the report. 

 

We have used evidence codes when collecting data, used in the pie charts detailing issues.  As this data is collected 

retrospectively by us, unless we go through the handwritten log book we are unable to acertain what has happened to a 

client.  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.  If there is an electronic based log book, with issue, 

action and outcome coding we will be able to evidence the work done on behalf of each client; and we all know that the 

workload is huge.  If we use real evidence our funding outcomes will be much greater, we can evidence need for further 

staffing – or the need to introduce more volunteers to different avenues of work in the day centre and the shelter.   

 

This data could also be used for performance management, as it would clearly indicate all the client work done by all 

staff and volunteers. 

  



The Effect of SWEP on the Canterbury Day Centre 

Owing to the amount of days that SWEP was implemented, a number of staff and volunteers have indicated the 

pressure on them was much greater.  As you can see from the initial occupancy charts, on some days a large number of 

clients were accessing both options.  Whilst it is recognised that the Local Authority pay for this services, the cost 

benefit analysis could be looked at again.  In order to prove the level of pressure on staff and volunteers, and to the day 

centre itself, I have looked at the number and type of incidents that occurred during the period of the winter shelter. 
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Canterbury Community Shelter/Day Centre Incidents 
Number of Clients: 20, Number of Incidents: 25 

Abusive/Intimidating Behaviour

Assault

Breaking Centre Rules

Inappropriate Behaviour

Other

Refusal To Leave The Building

Substance Affected/Suspected

Substance Use On Station Road East

Suspected Substance Use In The Centre

Theft

Threats
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SWEP Incidents  
Number of Clients: 29, Number of Incidents: 52 

Abusive/Intimidating Behaviour

Assault

Breaking Centre Rules

Inappropriate Behaviour

Other - Damage to Front Door

Other - Self Harming Thoughts

Other : Suicidal Thoughts and Discussion

Refusal To Leave The Building

Substance Affected/Suspected

Substance Use in the Centre

Substance Use on Station Road East

Suspected Substance Use In The Centre

Theft

Threats



Campaigns Update 

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

is evident from the issue codes recorded.   

 

CampaignKent CIC have 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. 

 

The pilot project will run for between 6 months to a year, and if successful more properties may become available to the 

campaign. 

 

With regard Hospital Discharge to Street Homelessness, CampaignKent CIC had a meeting with the 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 are more than service providers; 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 ensure staff, volunteers and students complete the 

Evidence and Impact Statements for every unjust issue that clients endure, and collect the relevant data we need in 

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

 

 

The more voices we have, the louder we shout! 


