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INTRODUCTION

The NICE guidelines for integrated Health and Social Care for 

people experiencing homelessness were finalised in 2022. The 

guidelines recognise the need for improving access to health 

services and outcomes for those experiencing homelessness.

The new Homeless Outreach Support Team has also been created 

and funded by Department of Levelling up, Housing Communities 

(DLUHC). Our role is to work with rough sleepers and improve 

access to Health services.

In the initial stages of developing this team, we have made informal 

links with GRH and P3 hospital worker. This project works on 

formalising this relationship and establishing a referral pathway.

BACKGROUND & SAFETY CONCERN

The Homeless Outreach Support team are newly developed 

therefore the team are starting at a point of 0 referrals from GHFT.

However GHFT statistics report 400-600 presentations of people 

experiencing homelessness annually.

Initial joint working case studies have identified gaps in links 

between services. Analysis of a specific case study of J displays:

ED attendances – 81     Admissions – 42     Total nights in hospital –

256 

Our viewpoint was that a formal established working relationship 

would aim to  improve patient outcomes and reduce admissions/ED 

presentations

QI Team: M Jennings, K Conlon, HOST team, S.Duffy GHFT

OUTCOME & PROCESS MEASURES

• Our measures were taken from two separate 

figures

• Number of enquiries -

• Number of referrals -

• Our target group is homeless patients admitted 

to GHFT

• We decided to record enquiries separately as 

this can be a separate but equally important 

piece of work

• Our data is recorded in the table per month

INTERVENTIONS

• Work with GHFT 

Safeguarding Team and P3 

Hospital inreach to set up 

new pathways

• Create formal referral form

• Create referral guidelines

• Write and deliver 

presentation

• GHFT to alert team to 

admissions/presentations of 

people experiencing 

homelessness

SUMMARY & FUTURE AIMS

We now have a formal established link between our newly developed team and GHFT. The results show that we have started to accept enquiries & 

referrals. Our future aim will be to build on this relationship with GHFT and learn from specific case studies.

Our generic team development aims also apply to this project, they include: 1.Review of pilot referral form following feedback received. 2. Continue with 

communication plan to reach teams associated with this specific link between services eg Mental Health Recovery Team, Adult Social Services. 3. 

Replicate data collection throughout team operations in terms of enquiries & referrals. 4. Long term monitoring of specific case studies to consider 

improvement  of outcomes. 5. Feedback data to commissioners to work on development with support.

RESULTS

• Steady increase of 

enquiries over 4 

months

• Formal referrals 

starting to be made

Improving GHFT access to a newly developed 

community Health & Social care partnership team 

working with individuals experiencing homelessness.
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BALANCING MEASURES

• Time pressures to staff 

workload

• Reliant on informal 

relationships –

sickness/AL.

NEW REFERRAL FORM


