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Background

There is a high prevalence of health problems among single people who are homeless; since the 1980s,
specialist primary health care services have been developed in several locations across England for
them. These include dedicated health centres and mobile health teams that visit hostels and day centres.
There have been very few evaluations of these services, however, and their effectiveness is unknown. In
2010, the Department of Health (now Department of Health and Social Care) reported a lack of
systematic data on the use of health services by people who are homeless and on the costs of such
services, and a lack of evidence of the potential to improve primary care and health outcomes, and thus
reduce secondary costs. This study aimed to address these knowledge gaps.

Objectives

The study’s overall aim was to evaluate the effectiveness and costs of different models of primary health
care provision for people who are homeless. The research questions were as follows.

e Which models or service elements are more effective in engaging people who are homeless in health
screening and health care?

e Which models are more effective in providing continuity of care for long-term or complex
health conditions?

o What are the associations between integration of the models with other services and health
outcomes for people who are homeless?

e How satisfied are service users, primary health care staff and other agencies with the services?

Study design and methods

The study concerned single people (not families or couples with dependent children) staying in hostels,
other temporary accommodation or on the streets. A mapping exercise was conducted across England to
identify primary health care services for them. Information about access to primary health care was
collected from staff at these services and from managers of hostels and day centres for people who are
homeless. From these two surveys, four existing Health Service Models were selected for evaluation:

=

specialist health centres primarily for people who are homeless (Dedicated Centres)

2. mobile homeless health teams that hold clinics in hostels or day centres for people who are home-
less (Mobile Teams)

3. mainstream general practices that also provide targeted services exclusively for people who are
homeless (Specialist GPs)

4. mainstream general practices that provide ‘usual care’ services to the local population, including to

people who are homeless (Usual Care GPs), as a comparison.

Two Case Study Sites (CSSs) were recruited for each of the three specialist models, and four for the
Usual Care GP model. The primary outcome was the extent of health screening among people who were
homeless and evidence of an intervention if a problem was identified (scored O or 1). Six ‘Health
Screening Indicators’ were selected: body mass index, mental health, alcohol use, tuberculosis, smoking
and hepatitis A. Data for the primary outcome came from the medical records.
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A secondary outcome was the effectiveness of the models in providing health care for five Specific
Health Conditions (SHCs) that may be difficult to manage or require integration with other services.
These were hypertension, chronic respiratory problems, depression, alcohol problems and drug
problems. Each condition had five outcomes (each scoring 1 or 0). Outcomes 1 and 2 assessed whether
or not a treatment plan had been initiated and whether or not continuity of care/follow-up was provided
by the CSS. Outcomes 3 and 4 concerned patient satisfaction with information provided about the
condition and treatment received. Outcome 5 assessed stability or change in the health condition over
the study period. Other secondary outcomes included (1) changes over time in health and well-being; (2)
oral health status and receipt of dental care; (3) use of health and social care services over 12 months,
and service use costs; and (4) satisfaction with the service by patients, practice staff and external
agencies.

The study commenced in April 2015, and fieldwork ran from January 2016 to June 2019. Patients who
had been homeless in the previous 12 months were recruited as ‘case study participants’; they were
interviewed at baseline and at 4 and 8 months, and information was collected about their circumstances
and service use in the preceding 4 months (totalling 12 months of data). Overall, 363 case study
participants were recruited: 96 at each of the three specialist models, and 75 at the Usual Care GP
model. Medical records were obtained for 349 of the 363 case study participants, from which the
primary outcome and some outcomes for the SHCs were scored, and service use data extracted.
Interviews were also conducted with 65 staff and sessional workers at the CSSs, and with 81 service
providers and stakeholders.

Various indicators were used to measure the relative effectiveness of the four Health Service Models,
and each model was analysed separately. Comparisons were performed using appropriate regression
techniques to explore associations between Health Service Models, demographic and health profiles of
participants, and outcomes. Differences in outcomes between models were investigated in relation to
contextual factors and mechanisms (service delivery factors). Qualitative data from the interviews with
case study participants, practice staff and other agencies were examined using NVivo (QSR
International, Warrington, UK) and themes identified. Service use was valued using national tariffs at the
individual participant level to provide a cost by service use item, and by groups of items over 12 months.

Key findings

At baseline, the majority of Specialist and Usual Care GP participants were living in staffed
accommodation, whereas 41.7% of the Mobile Team participants and 27.1% of the Dedicated Centre
participants were sleeping rough. Dedicated Centre and Specialist GP participants were significantly
more likely to be using heroin or cocaine, injecting drugs and receiving opioid substitution treatment.
A higher percentage of Mobile Team participants were not born in Britain, and they were less likely to
have drug problems. Unlike the other three models, the Mobile Teams did not have a ‘fixed’ base or a
GP in the team. Instead, nurses ran clinics in hostels and day centres and patients were encouraged to
register with local GPs. In most cases, medical records were shared. Much of the work of the Mobile
Teams’ nurses concerned assessing health needs and linking patients to general practices or other
services, rather than acute disease management.

Primary Outcome Scores ranged from O to 6 (6 being the most favourable), with an overall mean of 3.30
(standard deviation 1.24). There were no significant differences in scores between Dedicated Centres,
Specialist GPs and Usual Care GPs, but Mobile Teams had a highly statistically significant lower score.
Regression analysis revealed that more favourable scores were also associated with self-reports of
depression or drug use at baseline; spending a higher proportion of the study period in staffed
accommodation; and more consultations with a GP, nurse or health care assistant at the CSS.
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Regarding SHCs, more than one-fifth of participants reported chronic respiratory problems or
depression at baseline, completed instruments that indicated severe problems, yet these were not
documented in the medical records. This applied to all Health Service Models, suggesting a failure at
times by staff to identify or record these problems. The most noticeable differences between Health
Service Models concerned continuity of care (outcome two). Dedicated Centres, followed by Specialist
GPs, were significantly more likely to have achieved this for participants with depression, alcohol
problems and drug problems. Mobile Teams were least likely to have maintained continuity of care

for all conditions apart from drug problems, for which Usual Care GPs scored slightly lower. When
interventions by general practices were included in the Mobile Teams' scores, continuity-of-care rates
reached levels comparable to, or above, those of Usual Care GPs, but not as high as those of Dedicated
Centres or Specialist GPs. Overall, there were significant associations between the availability of on-site
substance misuse services and continuity of care for alcohol and drug problems.

Across all models, poor oral health was common: many participants did not seek dental care, and dental
pain and other dental needs were unaddressed. Dental services specifically for people who were
homeless or vulnerable were available at or near seven CSSs, but many participants did not access these.
Participants of the three specialist models rated the service and care they received considerably more
favourably than the general population’s ratings of their general practice, whereas Usual Care GP
participants rated the service less favourably. Regression modelling revealed a highly statistically
significant beneficial effect for the specialist models, compared with the Usual Care GP model, regarding
overall experience of the CSS and quality of care received.

Participants of the specialist models were more likely to say that they had confidence and trust in the
doctors and nurses, and generally welcomed the friendly attitude of staff, the flexibility of the service
and the availability of drop-in sessions. Most staff at the specialist models had considerable experience
of working with people who were homeless and had developed innovative ways to address their health
needs. They were also more likely than staff of the Usual Care GPs to be well integrated with local
homelessness services. A common problem reported by staff and external agencies of all except one CSS
was the poor availability of mental health services.

The number of contacts with GPs over the 12-month study period was considerably higher among the
study participants than among the general population. In addition, 33.1% had at least one hospital
admission, and 65% used out-of-hours services such as NHS 111 or accident and emergency
departments. The number of out-of-hours service contacts was positively correlated with the number of
GP and nurse contacts, suggesting that out-of-hours services are not necessarily a substitute for GP or
nurse consultations. Stepwise logistic regression of out-of-hours service use found that the only
significant predictor was number of changes of accommodation during the study period, with each
additional change rendering a participant 1.45 times more likely to use such services.

Service use and costs were significantly highest among Dedicated Centre participants, and significantly
lower among Usual Care GP participants. Higher Grand Total Costs were also associated with spending a
higher proportion of the study in staffed accommodation and more changes of accommodation during
the study period; lower Grand Total Costs were associated with being black or Black British, and recent
involvement in education/training/employment.

Conclusions and implications

In this study, participant characteristics, contextual factors and mechanisms were influential in
determining outcomes. Analyses have mainly focused on differences between the four Health Service
Models, but there were key differences between CSSs within the same model, which are also reported.
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Overall, outcomes for Dedicated Centres and Specialist GPs (particularly Specialist GP 1) were relatively
favourable, especially in relation to continuity of care for health conditions and service use by
participants. Their relative success is likely to be attributable to service delivery factors. They had
dedicated staff working with patients who were homeless, and provided flexible ‘drop-in’ services.
Multidisciplinary working was prominent, with on-site mental health and substance misuse services, and
the sites were well integrated with local hospitals, street outreach teams and homelessness sector
services.

With no GP in the Mobile Teams, patients received health care from both Mobile Team nurses and local
GPs. The less favourable scores associated with this arrangement for health screening and continuity of
care for health conditions suggest poor co-ordination between the services. Health care by Dedicated
Centres and Specialist GPs was delivered by GPs and nurses from the same practice, and patients were
registered with a single primary health care provider, whereas the Mobile Team model involved the
delivery of primary health care by multiple providers at different sites. This may have negatively affected
collaborative working among staff and led to uncertainty and confusion among patients. Although the
mean number of nurse consultations was considerably higher among Mobile Team participants than in
other models, their number of GP contacts was less than that of participants in the Dedicated Centre
and Specialist GP models.

Usual Care GPs operated very differently to other models, and service delivery factors are likely to have
been crucial in contributing to their relatively poor performance for some outcomes. Their practice list
sizes were large; they had no dedicated staff or targeted services for patients who were homeless; they
did not offer drop-in clinics, meaning patients were required to book appointments; and they were not
well integrated with homelessness services. However, positive scores for health screening at two sites,
and higher satisfaction ratings at one site, suggest that some mainstream general practices can
accommodate the needs of patients who are homeless, given the right circumstances.

Implications

Implications for NHS commissioners and health care service managers and practitioners arise from the
study’s findings. In areas with unmet health needs among people who are homeless, commissioners
need to consider what models of provision are most appropriate, taking into account the scale and
nature of local homelessness. Questions arise as to the function of Mobile Teams and their collaboration
with GPs, and whether or not a more effective service could be delivered if they operated as part of a
general practice, rather than as a separate service. Likewise, different configurations of dental care
delivery need to be explored, and consideration given to the poor availability of mental health services.

There needs to be improved health screening for people who are homeless, leading to an intervention
when indicated. Awareness needs to be raised of the links between homelessness and chronic
respiratory problems and depression, and assessments should be undertaken to detect these conditions
and initiate treatment if required. The relatively poor performance of Usual Care GPs for some outcomes
raises questions about their role in providing health care to patients who are homeless, and when the
practices might require additional support. Consideration should be given to the introduction of a
‘homelessness lead’ at these practices to enable more focused work to be undertaken with patients who
are homeless. Finally, the evaluation of services is critical, including their performance against national
and local indicators, comparisons of different service delivery models, and monitoring of longer-term
outcomes.

Limitations

There were limitations to the study. One of the main difficulties was recruiting mainstream general
practices with enough patients who were homeless for the Usual Care GP model. Medical records could
not be accessed for 14 participants of this model. Given the innovative nature of this study, various
measures were used for the first time to assess the performance of the CSS. Screening for the primary
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outcome and the management of SHCs did not rely on validated tools for scoring (as none could be
found). Instead they depended on the expertise of the research team and other clinicians. Various ‘rules’
were adopted for the scoring, which undoubtedly had an influence on outcomes.

Funding

This project was funded by the National Institute for Health and Care Research (NIHR) Health and Social
Care Delivery Research programme (HSDR 13/156/03) and will be published in full in Health and Social
Care Delivery Research; Vol. 11, No. 16. See the NIHR Journals Library website for further project
information.

Copyright © 2023 Crane et al. This work was produced by Crane et al. under the terms of a commissioning contract issued by the Secretary of State for Health and Social Care. This is
an Open Access publication distributed under the terms of the Creative Commons Attribution CC BY 4.0 licence, which permits unrestricted use, distribution, reproduction
and adaptation in any medium and for any purpose provided that it is properly attributed. See: https:/creativecommons.org/licenses/by/4.0/. For attribution the title, original
author(s), the publication source - NIHR Journals Library, and the DOI of the publication must be cited.

vii






Health and Social Care Delivery Research

ISSN 2755-0060 (Print)
ISSN 2755-0079 (Online)

Health and Social Care Delivery Research (HSDR) was launched in 2013 and is indexed by Europe PMC, DOAJ, INAHTA,
Ulrichsweb™ (ProQuest LLC, Ann Arbor, MI, USA) NCBI Bookshelf and MEDLINE.

This journal is a member of and subscribes to the principles of the Committee on Publication Ethics (COPE)
(www.publicationethics.org/).

Editorial contact: journals.library@nihr.ac.uk

This journal was previously published as Health Services and Delivery Research (Volumes 1-9); ISSN 2050-4349 (print), ISSN
2050-4357 (online)

The full HSDR archive is freely available to view online at www.journalslibrary.nihr.ac.uk/hsdr.

Criteria for inclusion in the Health and Social Care Delivery Research journal

Reports are published in Health and Social Care Delivery Research (HSDR) if (1) they have resulted from work for the HSDR
programme, and (2) they are of a sufficiently high scientific quality as assessed by the reviewers and editors.

HSDR programme
The HSDR programme funds research to produce evidence to impact on the quality, accessibility and organisation of health and
social care services. This includes evaluations of how the NHS and social care might improve delivery of services.

For more information about the HSDR programme please visit the website at https:/www.nihr.ac.uk/explore-nihr/funding-
programmes/health-and-social-care-delivery-research.htm.

This report

The research reported in this issue of the journal was funded by the HSDR programme or one of its preceding programmes as
project number 13/156/03. The contractual start date was in April 2015. The final report began editorial review in September
2021 and was accepted for publication in June 2022. The authors have been wholly responsible for all data collection, analysis
and interpretation, and for writing up their work. The HSDR editors and production house have tried to ensure the accuracy of
the authors’ report and would like to thank the reviewers for their constructive comments on the final report document. However,
they do not accept liability for damages or losses arising from material published in this report.

This report presents independent research funded by the National Institute for Health and Care Research (NIHR). The views
and opinions expressed by authors in this publication are those of the authors and do not necessarily reflect those of the NHS,
the NIHR, the HSDR programme or the Department of Health and Social Care. If there are verbatim quotations included in this
publication the views and opinions expressed by the interviewees are those of the interviewees and do not necessarily reflect
those of the authors, those of the NHS, the NIHR, the HSDR programme or the Department of Health and Social Care.

Copyright © 2023 Crane et al. This work was produced by Crane et al. under the terms of a commissioning contract issued

by the Secretary of State for Health and Social Care. This is an Open Access publication distributed under the terms of the
Creative Commons Attribution CC BY 4.0 licence, which permits unrestricted use, distribution, reproduction and adaptation

in any medium and for any purpose provided that it is properly attributed. See: https:/creativecommons.org/licenses/by/4.0/.
For attribution the title, original author(s), the publication source - NIHR Journals Library, and the DOI of the publication must
be cited.

Published by the NIHR Journals Library (www.journalslibrary.nihr.ac.uk), produced by Prepress Projects Ltd, Perth, Scotland, and final
files produced by Newgen Digitalworks Pvt Ltd, Chennai, India (www.newgen.co).



NIHR Journals Library Editor-in-Chief

Dr Cat Chatfield Director of Health Services Research UK

NIHR Journals Library Editors

Professor Andrée Le May Chair of NIHR Journals Library Editorial Group (HSDR, PGfAR, PHR journals) and Editor-
in-Chief of HSDR, PGfAR, PHR journals

Dr Peter Davidson Interim Chair of HTA and EME Editorial Board. Consultant Advisor, School of Healthcare
Enterprise and Innovation, University of Southampton, UK

Professor Matthias Beck Professor of Management, Cork University Business School, Department of Management
and Marketing, University College Cork, Ireland

Dr Tessa Crilly Director, Crystal Blue Consulting Ltd, UK

Dr Eugenia Cronin Consultant in Public Health, Delta Public Health Consulting Ltd, UK

Ms Tara Lamont Senior Adviser, School of Healthcare Enterprise and Innovation, University of Southampton, UK
Dr Catriona McDaid Reader in Trials, Department of Health Sciences, University of York, UK

Professor William McGuire Professor of Child Health, Hull York Medical School, University of York, UK
Professor Geoffrey Meads Emeritus Professor of Wellbeing Research, University of Winchester, UK

Professor James Raftery Professor of Health Technology Assessment, School of Healthcare Enterprise and
Innovation, University of Southampton, UK

Dr Rob Riemsma Consultant Advisor, School of Healthcare Enterprise and Innovation, University of
Southampton, UK

Professor Helen Roberts Professor of Child Health Research, Child and Adolescent Mental Health, Palliative Care
and Paediatrics Unit, Population Policy and Practice Programme, UCL Great Ormond Street Institute of Child Health,
London, UK

Professor Jonathan Ross Professor of Sexual Health and HIV, University Hospital Birmingham, UK

Professor Helen Snooks Professor of Health Services Research, Institute of Life Science, College of Medicine,
Swansea University, UK

Please visit the website for a list of editors: www.journalslibrary.nihr.ac.uk/about/editors

Editorial contact: journals.library@nihr.ac.uk



