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[bookmark: _Toc162248285]EXECUTIVE SUMMARY
[bookmark: _Hlk158035388]People experiencing homelessness face severe health disparities, often dying young from preventable conditions. Their complex needs, including mental and physical health issues and substance use problems, often go unmet due to barriers in accessing care, particularly in primary care, mental health and substance use settings. Tackling these health inequalities requires a multidisciplinary (MDT), trauma-informed, and partnership-based approach across the healthcare system.
On April 26 2023, the first of three workshops was held as part of the work conducted by the London Homeless Health Primary Care Steering Group. The workshop focused on subgroup three, which looked at bringing together a MDT approach between mental health, substance use and primary care. Stakeholders from various backgrounds convened, including Integrated Care Board (ICB) Commissioning Leads, frontline clinical and non-clinical teams, public health and local authorities, outreach services, colleagues from NHS England London region and voluntary sector partners. The workshop aimed to identify barriers, showcase effective practices, and propose measures to improve access to services for people experiencing homelessness with multiple disadvantages. The workshop emphasised collaboration and inclusivity and the importance of centring people with lived experience in service design and delivery. 
Three presentations featured during the workshop and highlighted key practices and approaches around London and the UK, informing workshop breakout discussions. They were:
1. [bookmark: _Hlk157761811]View from Primary Care: Dr Natalie Miller shared examples of good practice at Great Chapel Street Medical Centre, including multidisciplinary teams, flexible appointments, and trauma-informed care. (Appendix 1)
2. The benefits of multidisciplinary, flexible support for people who are experiencing homelessness: Fran Busby discussed the START Homeless Outreach Service's model, emphasising assertive outreach, collaboration, and personalised, trauma-informed care. (Appendix 2)
3. Enhanced Vulnerability Forum: Victoria Aseervatham outlined the Enhanced Vulnerability Forum's MDT approach in City of Westminster, emphasising collaborative case working and support. (Appendix 3)
Throughout the workshop, participants identified key issues and proposed recommendations in several priority areas, some recommendations included:
· MDT and workforce development: Develop local homeless health community of practices, coordinate care through MDTs, and assign Lead Workers/Case Managers.
· Co-production of referral pathways and models of care: Person-centred care, training on multiple disadvantages, trauma-informed approaches, and co-designing services.
· Shared care approaches: Develop shared approaches to risk and care, multiagency MDTs, and standardised templates.
· Barriers to engaging with patients: Address dual diagnosis barriers, provide training in trauma-informed approaches, improve patient engagement, and offer flexibility in appointments.
· Suggestions for identifying patients for MDT case meetings and engaging with primary care: Establish clear processes and informal MDT meetings for patient concerns.
The report outlines recommendations for different services including primary care; training hubs; hospital services; and multiagency, multidisciplinary teams working across health and social care. A summary of potential short-, medium- and long-term next steps has also been included in the Transforming Primary Care for Homeless and Inclusion Health report which consolidates all three workshops that took place in 2023. The proposed recommendations and next steps aim to improve access, coordination, and care for people experiencing homelessness with multiple disadvantages.  
The workshop highlighted the value of partnership working and recommended collaborative actions to address the complex needs of people experiencing homelessness. While some solutions are more straightforward than others to implement, some require further exploration and discussion. Local community of practices for Homeless and Inclusion Health can tailor approaches to local needs. 
[bookmark: _Toc162248286]REPORT OUTLINE 
This report is intended for system partners working across the following sectors:
· Primary care
· Mental health
· Substance use
· Acute & intermediate care
· Primary care networks (PCN)
· Integrated neighbourhood teams
· Local authority
· Social care
· Training Hubs
· Voluntary Community Social Enterprise (VCSE)
· Health & Social Care Service Commissioners  
It provides a summary of key issues impacting access to services for people experiencing multiple disadvantages and provides recommendations to address them at PCN, neighbourhood, borough, and ICB levels.
[bookmark: _Toc162248287][bookmark: _Hlk157765722]CONTEXTUAL BACKGROUND
People experiencing homelessness exhibit some of the poorest health outcomes in society due to the staggering health inequalities they face. They frequently die young, often from preventable and treatable conditions. Studies comparing against the general population show mortality rates that are three to six times higher[footnoteRef:2] and an average age of death around 30 years younger[footnoteRef:3] in those experiencing homelessness. [2:  https://bmjopen.bmj.com/content/9/4/e025192#block-system-main]  [3:  https://www.nice.org.uk/guidance/ng214 ] 

Many will experience multiple disadvantages, with an overlapping of needs including mental health, physical health and substance use problems that usually stem from a history of complex trauma[footnoteRef:4] or trauma from being homeless.[footnoteRef:5] However, these needs are unlikely to be met due to poor and delayed access to services, particularly primary care. This means that they often don’t receive the care they need until they are in a critical condition, resulting in high rates of unplanned secondary care usage.4 One study found that people experiencing homelessness attended A&E around 60 times more than that of the general population.[footnoteRef:6] Although there are specialist homeless practices that focus on providing care for this patient cohort, a significant proportion of people experiencing homelessness are registered in mainstream practices that do not have the same resources. Some practices are supported by locally enhanced or commissioned services (LES/LCS) on homelessness, but this is not widespread across the region.  [4:  https://link.springer.com/article/10.1007/s00127-014-0937-6]  [5:  https://homelesslink-1b54.kxcdn.com/media/documents/Homeless_Health_Needs_Audit_Report.pdf ]  [6:  https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6607834/ ] 

Over the past couple of years, there have been several pieces of research and deep dives into the health needs of people experiencing homelessness in London. One example of this is from North Central London (NCL), who conducted an Inclusion health needs assessment which identified the common challenges to accessing care amongst inclusion health groups (e.g., people experiencing homelessness, sex workers, vulnerable migrants, individuals with a history of imprisonment, and Gypsy, Roma and Traveller communities). These included: 
· instability from dealing with co-occurring substance dependency and mental health conditions; 
· housing instability; 
· personal safety whilst sleeping rough; 
· difficulties associated with transitioning out of prison; 
· lack of desire and difficulty to prioritise physical health needs, but not being able to due to mental health issues or competing life priorities for basic survival.
Partnership working and outreach were viewed as essential in providing wraparound support, sharing learning, and preventing vulnerable people from falling through the gaps. These findings are likely to be similar across other subregions in London.
Tackling health inequalities requires an integrated and partnership approach across the system to address the complex needs of this population, with multidisciplinary services that can deliver personalised and trauma-informed care.
[bookmark: _Toc162248288]WORKSHOP OVERVIEW 
[bookmark: _Hlk157765766]This workshop was brought together through the collaborative working of sub-group three (bringing together and working in a multi-disciplinary approach between mental health, substance use and primary care) of the London Homeless Health and Primary Care Steering Group. This group’s focus was on aligning primary care with co-occurring conditions and multiple disadvantages.
It was led by ICB commissioning colleagues from Southwest London and North West London, in partnership with the TPHC Homeless Health Programme.
The workshop was held to:
1. Showcase examples of effective practice taking place across London that show the benefit of coordinated MDT support and case management. As well as showing effective GP/primary care models in place to support people experiencing multiple disadvantages. 
2. Identify barriers and gaps within the system, and establish measures needed to address these issues in order to improve access to services and delivery of care for people experiencing homelessness and facing multiple disadvantages.
The workshop comprised of various stakeholders (77 attendees) including representation from ICBs, frontline clinicians, local authority, public health teams, outreach services, and NHSE and VCSE partners. Two breakout sessions were held, focusing on:
1. existing examples and approaches; and
2. solutions to barriers faced when delivering effective services.
As the group comprised of multiple stakeholders from different backgrounds, the use of the term “patient” and “client” have been used interchangeably through the report.    
[bookmark: _Toc162248289]Overview of presentations
[bookmark: _Toc162248290]Presentation 1: View from Primary Care 
Presented by Dr Natalie Miller, Joint-lead GP at Great Chapel Street Medical Centre and Clinical Lead for Homeless Health Northwest London (NWL) ICB.
About
This presentation provided suggestions and shared examples of good practice to help remove barriers and improve access to primary care for people experiencing multiple disadvantages. The team shared an example from Great Chapel Street Medical Centre which provides a range of services including those on-site (podiatry, counselling, sexual health, alcohol), drop-in clinics, same day service, in-reach and outreach, MDT, complex case management, care navigation, access to step up/down beds, a women’s health improvement project and a Roma clinic.
Barriers to consider 
The presentation highlighted the importance of commissioning multidisciplinary, trauma-informed, holistic care that considers the individual’s health, housing, and social care needs. It emphasised barriers to consider including digital exclusion, challenges with engagement, safeguarding concerns, mental capacity, and premature frailty. 
Recommendations
Recommendations on removing barriers experienced by mainstream or non-specialist GP practices included Safe Surgeries training, booking multiple appointments, drop-in sessions, in-reach and outreach services, a flexible ‘did not attend’ (DNA) policy, considerations for patient preferences and use of HC2 certificates for access to medication.
[bookmark: _Toc162248291]Presentation 2: The benefits of multidisciplinary, flexible support for people who are experiencing homelessness
Presented by Fran Busby, Clinical Service Lead for the START Homeless Outreach Service.
About
The START Homeless Outreach team was set up in 1990 the Homeless Mentally Ill Initiative (HMII) but is now baseline funded by Southeast and Southwest London integrated care boards. More recently, they have received funding from NHS England, the Office for Health Improvement and Disparities (OHID), and the Department for Levelling Up, Housing and Communities (DLUHC) to work with clients with co-occurring conditions through an MDT approach.
Recommendations
The team presented some areas of good practice exhibited in their model, which included:
· Assertive outreach: a MDT statutory team (social work, nursing, occupational therapy, medical and psychology) delivering mental health, mental capacity, care act and safeguarding assessments, as well as treatment, housing and social support, to clients wherever they are.
· Collaboration: close working with third sector partners to provide joint outreach and support, as well engagement with local housing, police, street warden and primary care colleagues. 
· Engagement: flexible working to build rapport with clients and offer a service that is personalised and trauma-informed.
[bookmark: _Toc162248292]Presentation 3: Enhanced Vulnerability Forum. 
Presented by Victoria Aseervatham, Rough Sleeping Commissioning Manager at Westminster City Council.
About
This presentation provided an overview of an effective MDT approach in the City of Westminster. The Enhanced Vulnerability Forum is a monthly MDT forum attended by various partners including adult social care, housing, safeguarding, statutory mental health, substance use, health and voluntary sector colleagues. It was established in 2019 to discuss high risk clients accessing the rough sleeping pathway who may have fallen between the criteria of different services, may be very resistant to change and where there isn’t already an MDT plan in place. The forum provides a space for creative MDT case working and support in navigating the system, with key local partners who offer a range of expertise and resources.
[bookmark: _Toc162248293][image: ]Breakout session summary
[bookmark: _Toc162248294]Breakout room discussion
[bookmark: _Toc162248295]Multi-disciplinary coordinated care
It was widely recognised within the three breakout groups that although some areas in London have a good framework of MDTs with clear referral pathways in place, overall, there is a general lack of formal MDT or Integrated Networks and meetings for this population group that incorporates health, housing and social care. It was heard that a substantial proportion of current pathways do not work and that tailored approaches are required. There is some exception with this when it relates to a safeguarding concern. 
It was identified that without formal structures in place it can be challenging to draw the appropriate teams together to discuss patients. Also, without an assigned Lead Worker/Case Manager that works alongside the client, coordinating care is difficult and collaboration with what the client wants and needs is unlikely to happen. It was unanimously accepted that the patient voice needs to be heard and should be at the centre of service design and delivery. 
[bookmark: _Toc162248296]The role of primary care in coordinated case management
It was also recognised that GPs and social workers have limited capacity to allow them to contribute to MDT meetings, but that they do attend when capacity allows. The contribution from GPs was recognised as ‘piecemeal’ and that there are different response levels between different practices. 
It was largely agreed, particularly with GPs in the workshop, that it is virtually impossible to effectively manage and take care of someone experiencing homelessness and with multiple disadvantages in a Make Every Contact Count (MECC) approach. This is within the framework of a mainstream surgery setting that does not have additional resource in place to enable the principles of MECC. As such, it was recognised that patients are continually falling through the cracks. 
[bookmark: _Toc162248297]The importance of flexibility in primary care access
Flexible appointments and point of care blood tests are key examples of preventing disengagement and non-attendance of appointments from this cohort, which consequently puts the individual at considerable risk of falling off the radar. It was also noted that there was a general lack of consideration and understanding of the challenges faced by hostel staff, particularly if they have multiple clients to advocate for and have multiple barriers to overcome for each. For example, having long waiting times on telephones when trying to book an appointment or negotiating other reasonable adjustments in relation to engaging their client to attend.
[bookmark: _Toc162248298]The Importance of training in trauma and psychologically informed practice
It was recognised by the group that, in general, there is inadequate training for frontline staff in trauma and psychologically informed approaches as well as understanding the complexities and prevalence of unresolved trauma in people experiencing homelessness. It was widely agreed by the group that front facing staff would benefit from training and development of understanding around behavioural responses to trauma and how it can present in clinical settings.
[bookmark: _Toc162248299]Supportive funding structures 
Practices that receive additional funding through locally commissioned or enhanced services (LCS/LES) engaged people experiencing homelessness better, as GPs with an interest in this area of healthcare will be more able to participate, allowing additional time and resource for focused work. GP surgeries signed up to be a Safe Surgery through the Doctors of The World Safe Surgeries Initiative, also showed a general improvement in terms of access and registration. That said, unfortunately even within practices signed up to the initiative, there appears to be substantial inconsistency with approaches adopted between practices.
It was also recognised that some areas have GP fellowship programmes that focus on homeless or inclusion health, PCN Health Equity Leads in place, borough level or ICS level Inclusion Health Leads. Again, unfortunately, there remains inconsistency between the London boroughs and ICS sub-regions. 
The topic of Safe Surgeries and GP fellowship programmes have been discussed further during the July workshop. 
[bookmark: _Toc162248300]Access to adult social care
The lack of adult social care was highlighted as a gap and concern in each group. It was shared that the Life off the Streets programme is liaising with ADASS (Association of Directors of Adult Social Services) to advocate for improvement in this area. It was felt that these conversations appear to be challenging for several reasons such as: workforce shortages, lack of capacity, stigma, and poor understanding of the needs of the client group.
[bookmark: _Toc162248301]Co-occurring conditions
We heard from participants about dual diagnosis (DD) and the circles that patients, and clinicians trying to support them, go in when trying to address their mental health and substance use needs. Although there are several DD services operating across London, there continues to be a lack of understanding and appreciation by a wide number of clinicians about co-occurring conditions in general, and the impact it has on an individual in terms of addressing health needs and moving toward recovery. There continues to be inflexibility with services where patient referrals and cases are being closed from their list due to DNA (did not attend) appointments. This was recognised as services being extremely unhelpful and lacking insight into the challenges people who experience multiple disadvantages may have when trying to engage with the system.
[bookmark: _Toc162248302]Cross-borough working
Cross-borough movement was recognised as challenging for both primary and secondary care, for various reasons. Being outside of a practice catchment area was flagged, as were issues around which borough was responsible for inpatient health costs when they occurred. The issue of local connection was also flagged when it came to hospital discharge and possibly being offered accommodation that may be out of area.
Regarding hospital inpatient approaches, where there is a Pathway team embedded within the hospital, all patients referred to their service have an MDT case management approach. There are also Homeless Intermediate Care Resettlement Teams (HICT) that also aim to support people to leave hospital safely and provide step down and move on coordination.
[bookmark: _Toc162248303]Data & building the business case 
There were discussions regarding obtaining data through pilot projects to build a case for change. It was acknowledged that obtaining the relevant data can be difficult as goals which focus on prevention, particularly where proving something did not happen, is not straightforward. 
Moving towards a full picture view of the impact on the wider public pocket was suggested, as opposed to focusing only on health savings.  
[bookmark: _Toc162248304]Partnership and integrated approaches
In terms of positive steps being made in relation to a coordinated approach to care, participants reflected on the potential benefits and concept behind the proactive care model (formerly known as the anticipatory care model), as well as a homeless template being considered for the London Universal Care Plan (UCP). Although not yet actively in place, both approaches were recognised to potentially unblock some of the challenges encountered by people experiencing homelessness and multiple disadvantages.
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[bookmark: _Toc162248305]KEY ISSUES AND PROPOSED RECOMMENDATIONS
The following table includes key issues and proposed recommendations relating to four priority areas of primary care within the context of the workshop, these are: MDT and workforce development, co-production of referral pathways and models of care, shared care approaches, and barriers to engage patients.
	Priority area
	Key issues identified
	Proposed recommendations

	MDT and workforce development
	· Inconsistency of approaches and models of care.
· Unclear pathways into services.
· Understanding and education on the needs of people experiencing homelessness and multiple disadvantages.
· Limited trauma informed, psychologically informed practice. 
· Lack of shared care type approach between mental health, substance use and primary care – for prescribing and holistic management.
· Limited capacity in PC and social services.
· MARAC (multi-agency risk assessment conference) or Community MARACS are effective when working with probation, housing & third sector – but barriers exist when interacting with health.
	· Develop local homeless health community of practice – as a minimum, include mental health (MH), substance use (SU) and primary care (PC) teams.
· Develop a shared approach to risk and care between MH, SU and PC services.
· Services to be trained on trauma-informed and psychologically informed care. Local areas to explore with their MH trusts what is in place and can be shared locally.
· Local exploration of developing proactive care models that address health, housing, and social care – safeguarding is a common denominator where each sector overlaps.
· Development of LCS/LES on homelessness to support practices in being able to engage with provision of care.
· Address formal agreements for sharing information and unifying systems of communication.
· Assigned Lead Worker/Case Manager to work alongside the client to aid with coordinating care and collaborate with what the client wants and needs.
· MDT includes: primary & secondary care teams for physical and mental health, substance use services, local authority teams and social worker.
· Physical and mental health review – GP, MH case workers.
· MDT reviews to include patient wellbeing review, housing review, care act assessment eligibility, safeguarding and shared risk approach 
· London UCP – to include homeless template. 


	Co-production of referral pathways and models of care
	· General lack of coordinated approaches and models.
· Current referral criteria and framework excludes a large proportion of people experiencing homelessness and multiple disadvantages.
· Rigidity within services and the system as a whole can lead to disengagement.
	· Patient focused and centred care with a MECC approach is needed.
· Training around multiple disadvantages is required for PC, MH and SU services.
· Training around trauma-informed approaches and psychologically informed practices is required.
· Service development should be co-designed by all stakeholders. 
· The voice of lived experience should form the cornerstone of discussions and shape the overall direction of travel. 
· Informal MDT meetings convened when concerned about an individual – health teams leading on this – integrated network meeting. 
· Replication of the START team model.


	Shared care approaches
	· Current sharing between services is very difficult.
· Different systems that don’t talk to each other.
· Although there are some shared care agreements in place between primary care & mental health relating to some mental health drugs, and shared care agreements between substance use services and primary care, there is frequently no triangulation between primary care, mental health and substance use services.

	· Develop a shared approach to risk and care between Mental Health, Substance use services and Primary Care.
· Multiagency MDT working around a model of proactive care.
· London UCP – to include Homeless Template.

	Barriers to engage with patients
	· Dual diagnosis barriers – problems for getting mental health treatment for people with addictions. 
· Trauma informed approaches not always adopted by services.
· Lack of awareness and understanding of multiple disadvantages by clinicians in primary and secondary care.
· Digital barriers – e-consult – limited phone data, multiple irrelevant questions have to be answered in order to progress to the next stage.
· Language barriers. 
	· MDT should include: primary & secondary care teams for physical and mental health, substance use services, local authority teams and social worker.
· Training to include trauma-informed approaches
short video for GP practices around multiple disadvantages and how to engage this cohort.
· Flexibility around appointment, offer alternate forms of booking an appointment.
· Patient information leaflets to be available in multiple languages.
· When appointments are being made, ensure sufficient time (double appointments) is available for the consultation.
· Clarify with patient at the point of booking if interpretation is required. 
· Use of language interpretation services - details to be entered clearly by administration ahead of the consultation.
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[bookmark: _Toc162248306]Suggestions for identifying patients for MDT case meetings
A clear process is required to improve identification of people at risk or currently experiencing homelessness who are falling through gaps within the system and would benefit from a multi-agency MDT approach. This could align and run in parallel with existing statutory MDT approaches, such as MARAC and/or safeguarding processes (Care Act Assessment). The below table illustrates possible avenues to identify people who may benefit from MDT case meetings and where they typically encounter the system.

	HOSPITAL – ACUTE AND MENTAL HEALTH

	· A&E high intensity users;
· Obtained through history at the point of admission;
· Inpatient and hospital discharge teams.


	COMMUNITY

	· Someone who has been identified as being vulnerable and at high risk of 
self-neglect;
· Women who are exposed to violence and abuse and at risk of becoming homeless;
· From a local authority perspective, clients on the Target 1000 list *;
· Those identified by a hostel and/or outreach team.


	FALLING THROUGH THE GAPS

	· Identification of those who recurrently fall through the gaps - e.g. have a dual diagnosis but unable to engage with services due to lack of provision of dual diagnosis service in the area;
· Identification of clients who are non-engaging and have unmanaged health conditions.




*The T1000 (Target Thousand) project was launched in July 2020 with the intention of providing a focused and collaborative approach to ending rough sleeping for some of London’s most vulnerable people experiencing homelessness, particularly those most at risk of returning to the street and those who have been sleeping rough for a significant period. At the time of this report, there were 883 T1000s in London, with approximately 300 of those sleeping rough. The project is delivered sub-regionally with Westminster and the London Navigator Team treated as single sub-regions due to their cohort size. 


[bookmark: _Toc162248307]Suggestions for engaging with primary care
The below table outlines how the wider system stakeholders, including local authority actors, to link in with primary care and engage them as part of case management. 

	SPECIALIST OVERVIEW

	· Identify the local ICS Lead for inclusion health; 
· Identify the PCN Equalities Champion;
· Allocating people experiencing homelessness as the dedicated cohort for either personalised care (e.g., through the proactive care model), and/or through the "tackling neighbourhood health inequalities" PCN DES (directed enhanced service). 


	INTERACTION WITH PATIENT’S GP AND GP SURGERY

	· Direct engagement about client via email;
· Urgent cases can be discussed with duty GP;
· Link in with the local GP practice meetings;
· Inviting GPs to MARAC meetings;
· Invite GPs to T1000 meetings.


	POLICY RECOMMENDATIONS THAT PROMOTE THIS APPROACH

	· Fuller Report – encourage primary care to act as the anchor institution to help coordinate local community resources.





[bookmark: _Toc162248308]CONCLUSION
The workshop outcomes emphasise the importance and benefit of joined-up partnership working. Recognising that there are strained resources and limited capacity within the system, additional support is required to enable practices to act upon the recommendations identified through the workshop. It is proposed that ICBs, sub-regional and regional teams work together in actioning some of these recommendations in partnership with front-line teams, and those with lived experience.
There are some clear and relatively straightforward actionable recommendations, and others that require further exploration and discussion. The benefit of local community of practices for homeless and inclusion health would aid in tailoring approaches to what is required locally. 
The outcomes and recommendations from this workshop have been combined with the outcomes of the two other regional workshops that took place throughout 2023. All three workshop reports, their findings and overlapping intersectional themes have been analysed and formulated into a final set of recommendations grouped into 10 thematic areas. These are outlined in the ‘Transforming Primary Care for Homeless and Inclusion Health’ report. 


[bookmark: _Toc162248309]FURTHER RESOURCES:
· [Video] A Journey to Making Integration Work – Dr Aaminah Verity
· [Video] Top tips for GPs to support people with multiple disadvantage - Groundswell
· [E-learning] Co-occurring conditions training modules on Aneemo - https://academy.aneemo.com/p/improving-access-to-services-for-clients 
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- Enabling and ensuring healthcare follow-up - consider lack of
phone / address / need to move frequently

- Ensuring good documentation - rarely want to tell their story
twice

- Peer advocacy - Groundswell support or outreach workers /
keyworkers

- Safe prescribing - consider interactions, QT interval, avoiding
addictive medications where possible, safety of sedating
medications when rough sleeping etc
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Mainstream | Non-spocialist practicos

Be an advocate

-Safeguarding - self-neglect = abuse, substance misuse/alcohol
misuse/mental illness = vulnerability factors (homelessness is not)

-ASC input - premature frailty

-Consider Mental Capacity Act - impairment of mind / fluctuant
capacity- esp substance/alcohol misuse & brain injury

-Hold a professional’s meeting or an MDT - bring together all
aspects of the patients care and support

-Listen
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Simple advice for mainstream GPs

-Advise patients to avoid sleeping sitting up

-Pavement magazine lists soup runs / clothing stores / specialist
support

~Naloxone - local D&A service willlikely give you some to give out ‘to
save a mate’s life’

-Vaccinate - Hep A / B / Flu / covid / migrant catch up
“IM Pabrinex - oral B vits are poorly absorbed
-Socks / footcare
-SWEP (hot and cold)

. Great Chapel Street
~Streetlink

Medical Centre

1
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Commissioning for primary care

-Understand the need to reduce inequity
-Personalised care = high cost
-Minimum standards for all GP practices
-Some things should be non-negotiable/mandated
-Good quality care requires:
-paid time for liaison with other services
-paid time for MDTs
-paid time for escalation and advocacy and
-paid time for innovative thinking/problem solving
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THE BENEFITS OF MULTI-

DISCIPLINARY, FLEXIBLE
fron sty Ciircsl | SUPPORT FOR PEOPLE WHO

START Homeless Outreach ARE EXPERIENCING
Services HOMELESSNESS
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PREVALENCE rine to the t Dead

+ October fo December 2020, 3,307
people slept rough across London,
@23% increase on the previous
quarter (CHAIN figures)

+ 1,582 people were new fo rough
sieeping during this period (CHAIN),

+ Many of these rough sleepers wil
have complex needs.
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« Average mortality = 42 years

= Many suffer from treatable conditions
N E E DS « Issues accessing health care related to
chaotic lifestyles and poor mental health.
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POLICY CONTEXT

omm g NICE Guidan
ated local
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START TEAM

Set up under HMIl in 1990

Now baseline funded by the SE and
SW London ICB

New developments funded by
NHSE, OHID and DLUC to work with
clients with Co-occuring conditions

Team feature in NICE Practice
Guidance as example of fhe MDT
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ASSERTIVE OUTREACH

« Integrated statutory team (Social work,
Nursing, OT and medical, psychology)

+ Delivering MHA/ MCA/ Care Act and
Safeguarding

« Treatment, housing, social support

+ All offered in place and time that works

for client- street, day centre, hostel,
café

« Prioritise the relationship and
engagement through practical,
informal help
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COLLABORATION

« Working closely with 3" sector: joint
outreach, support and advice

« Clinics at day centres and drop ins

« Facilitate networks with housing, police,
street wardens, primary care

« Advocate with statutory services to meet
their obligations

« Strong partnership create opportunity
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ENGAGEMENT

Trauma focused/ psychologically
minded

+ Relational care

+ Work across fransitions

« Practical focus

+ Small caseloads

+ Flexible drop in/ outreach
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NHSE/OHID/ DLUC
PILOTS

Started in 2020: now offering service
fo wider range of clients with same
approach

+ Social work, Peer support ,
psychiatist, psychology and Nurse
Prescriber

+ Working with local addictions
agencies fo provide OST clinics on
site, weekly MDT meefings

+ Outreach, engagement, practical
help

+ Reflective practice groups, GP
Trainees, RGN

+ Outcomes measures show significant
improvements (NHSE fargefs)
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PRIMARY

CARE

GP Trainee programmes in
Deprivation Medicine/ Homeless
and Rootless: taking expertise back

Specidlist team with access to care
in all modaiities both in house and in
the network

Stand alone Duty Line for advice
and support

Weekly referral meeting and follow
up in 7 days if required
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‘FAIRER

WESTMINSTER

Commissioning for Complexity — an
example of an integrated MDT
approach — the Enhanced
Vulnerability Forum
Victoria Aseervatham
vaseervatham@westminster.gov.uk

L]

City of Westminster

irer Communities
Fairer Housing
Fairer Economy
Fairer Environment

Fairer Council __

Al

westminster gov.uki/fairer-westminster
#FairerWestminster
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“FAIRER

WESTMINSTER
A Whole New World: Fun

g and Commissioning in Complexity

- People are complex, issues are complex , systems are complex so embrace complexity
We needs ‘whole person’ responses , not siloed commissioning
- Measure the right thing or not at all (very easy to inadvertently create ‘gaming’ with numbers)
- Involve people with lived experience
Commission via relationships
- Support the workforce
- Have commissioning cycles that allow for service flex and evolution
Recognise learing and reflection drives improvements

New additions “Exploring the new world: practical insights for funding, commissioning and managing in
complexity” and Human, Learning Systems  All docs here:
Human Learning Systems - Collaborate (collaboratecic.com)

Brilliant concept of “System Stewardship” - person, organisation or group that takes responsibility for nurturing a
“healthy’ system. They work to help people achieve together, through making best use of collective relationships,
insights and resources.

Systems stewardship in practice: What it is and how to get started - Collaborate (collaboratecic.com)

westminster gov.uk/fairer-westminster  #FairerWestminster
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“FAIRER

WESTMINSTER

Enhanced Vulnerability Forum — What is it?

Monthly MDT forum, first Tuesday of the month 10am — 12noon

Attended by Adult Social Care, Housing, Safeguarding, Statutory Mental Health, Substance Misuse Teams, Health,
voluntary sector etc

Target group: rough sleepers and clients accessing the rough sleeping pathway, presenting with high risks, who may
have fallen between the criteria of different services, may be very resistant to change AND where there isn't already
an MDT plan in place

Any rough sleeping pathway service or partner can refer

10 minutes allocated per person

WCC Rough Sleeping chair and get the actions out promptly

Started in 2019 in person, now always on line

Why did we create it?

+ Gaps — high risk cases not picked up by statutory teams, not meeting the safeguarding enquiry criteria, difficulties,
getting MDT input — burden and risk left with outreach and hostels

westminster gov.uk/fairer-westminster  #FairerWestminster
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“FAIRER

WESTMINSTER

How does it help?
Action orientated meeting — ‘what is your ask?’

Look ups - one stop shop to glean extra information and avenues to follow up on — history, known to which services,
key health info

Helps workers navigate ‘the system’ and know which door to knock on
Offers of help - direct support, consultation, escalation

Helps prioritise limited pots of resources — Case load nursing, OT, SLT, STEP etc

Provides link up service afterwards — Link up with other teams, broker advice/assessment with mainstream teams
(and do chase ups)

Quality check in — reassurance everything possible is being done.
Creative ideas generated

westminster gov.uk/fairer-westminster  #FairerWestminster
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“FAIRER

WESTMINSTER

Why does it work?

Good Information governance ~ Info sharing and TOR in place, notes use CHAIN number and are password
protected

Consistent and reliable
Generosity ...
.but also gives a (quick) reality check at times

Systems lens and trauma informed frame really promote formulation and a team approach as a way to help make
sense of what's going on and broker link up with psychologists

Sharing the burden

westminster gov.uk/fairer-westminster  #FairerWestminster
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“FAIRER

WESTMINSTER

Systems lens / ‘eco system’ approach has helpe:

many ways:

Courage to get started — ‘eco systems’ need ‘eco system stewards' (you don't have to be an expert in everything to
chair)

Helps partners in different parts of the system come together and hear different perspectives and the challenges and
creates common understanding of gaps and ways forward

EVF trends have directly helped us to move forward and create new responses: STEP, SMD Case Load Nurses,
EVF equivalent for housed people, really highlights the prevalence of brain injury

Also have a dedicated forum for women - Monthly VAWG and MD Forum — 40 minutes: housing, psychology, health,
and DA specialists.

westminster gov.uk/fairer-westminster  #FairerWestminster
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