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Homelessness

1. Homelessness

Let’s start with some shocking numbers that will highlight why this is such
an important issue (BMJ 2025:388:08768):

e Itwasestimated that, on agiven night in England in 2024, over 350 000

people were experiencing some form of homelessness - that’s 1 in 160.

e 90% of those experiencing homelessness have been subjected to 1 or
more adverse childhood events (this includes physical, sexual or
emotional abuse; living with someone who abuses alcohol/drugs, has a
serious mental illness or has been in prison; being exposed to domestic

violence; and losing a parent through divorce, death or abandonment).

e The average life expectancy of the homeless population is 30 years

lower than the general population. That’s not a typo. 30 years shorter



life expectancy. What is more, 30% of the premature deaths are due to
causes that can be modified with effective healthcare. Health and

homelessness are intimately related.

e Ahomeless ‘mystery shopper’ with an urgent health problem that
needed same-day attention was sent to 13 practices in London in 2024.
Over half the practices refused to register the patient, despite them
having an urgent health need - often because of the inability to provide

proof of identity or proof of address.

What do we mean by homelessness? This may include (BMJ
2025:388:e08768):

e Sleeping rough.

e Livingin temporary accommodation (night shelters, hostels, women’s

refuges).

e Hidden homelessness (living in a squat or ‘bedsheds’, sofa surfing,

staying with friends).

Homelessness may be short or long term.

The support needs of homeless people vary hugely and depend on many factors.
A one-size-fits-all approach is unlikely to work. A critical part of care is getting
alongside people, identifying their needs and working to meet these. This

requires an individualised approach.

More effort and targeted approaches are often needed to ensure that those
experiencing homelessness receive the same level of health and social care as

the rest of the population (NICE guidance on integrated health and social care

for those experiencing homelessness, NICE NG214, 2022).

This article was last updated in July 2025.



1.1. Causes of homelessness

The causes of homelessness are wide-ranging, complex, often multifactorial
and interdependent. Despite the causes rarely being related to individual
choices, research shows that people who are homeless experience stigma
and discrimination from healthcare professionals who fail to understand the
complex issues underlying homelessness. People’s individual choices are
often blamed (BMJ 2025:388:e08768).
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Homelessness is an indicator of social exclusion. Often, other markers of
social exclusion - such as adverse childhood events or substance misuse -

may be present, and these can also have a profound effect on health.

1.2. Barriers to healthcare

The BMJ paper highlights a systematic review from the US and Canada that
identified barriers to healthcare among homeless people - both barriers at
the point of care and internalised barriers within the homeless person. The
review also highlighted systemic issues particularly pertinent to the NHS
and based on data from the UK (BMJ 2025:388:e08768). How can we




address these at a system level and with individuals we care for?

Barriers within the healthcare system

Primary care refusing to register patients|
(discussed later in article).

Frequently discharged from secondary
care with unmet health needs.
Discharged back to
streets/inappropriate accommodation,
with negative impact on health.

Poor communication between services
and with patient.

Preventative services (e.g. screening,
vaccinations) or chronic disease care
require a degree of patient
engagement/responsibility that may be
difficult when life is hard.

Barriers at point of care

Not feeling welcome.

» Not feeling cared for.

* Feeling labelled or
stigmatised.

« Being treated with a lack of
respect or lack of empathy.

Barriers around
medication
» Safe storage of medication. (=)
» Those experiencing homelessness
often develop multimorbidity (and
resulting polypharmacy) at a young
age. This may result in complex
medication regimens that may be
difficult to stick to, resulting in worse
health outcomes.

v

Internalised barriers within the
homeless person

Presumption that they will have
poor health/die young results in
ambivalence towards addressing health
issues.

« Expectation of rejection by services.

+ Feeling embarrassed about personal
hygiene reduces confidence/willingness
to address care.

» Missing appointments.

care.

These barriers affect healthcare use, and may result in:
« Late presentation of illness (often when crisis is reached).

« Self-discharge before treatment complete.
» Increased use of emergency and acute secondary care rather than primary care.
» Poor communication with patient may result in missed follow-up/appointments/

» Poor communication with other services may result in the patient losing access to
care/falling between the gaps.
» Poor adherence with medication regimens, leading to worsening health outcomes.

What can be done to reduce these barriers?

Barriers within the healthcare system

Have inclusive registration policies that
cater for those without an address.
Involve people with lived experience in
improving services.

Allow flexibility in appointment times.
Be opportunistic about chronic disease
care/screening/vaccinations — offer
the service today rather than at a later
date.

Do not routinely discharge people for
missing appointments.

Provide options for self-referral and
drop-in services.

Pause for thought:

O

Be welcoming.

« Do not judge.

« Show authentic empathy
and respect.

how could the services you work in make
adjustments to reduce barriers to healthcare for
people experiencing homelessness?

Internalised barriers within
homeless person
» Use a trauma-informed
approach to practice (see
below).

Barriers around
medication
Consider solutions to some of the practical @
issues for those experiencing homelessness:
« Safe storage of medication:

- Can medication, particularly controlled
drugs, be stored safely?

- Can drugs that need to be kept in a fridge
be stored appropriately?

* Medication regimens:

- Are they as simple as possible? 4x daily
medication may be difficult if life is
chaotic/challenging.

« Drug-specific issues, for example:

- Access to food: for medication taken with
food, does the patient have regular access
to food at appropriate times?

- Bathroom access: is it easy to access a
bathroom if needed? (e.g. those on
diuretics or with ostomies, those needing
pre-procedure bowel preparation).

- Sedating medication: discuss safety if
sleeping in risky places.

Simplified regimens, daily or weekly dosing, or
more appropriate accommodation may be
needed to meet health needs.




1.3. What is trauma-informed practice?

90% of those who are homeless have experienced 1 or more adverse
childhood events (this includes physical, sexual or emotional abuse; living
with someone who abuses alcohol/drugs, has a serious mental illness or has
been in prison; being exposed to domestic violence; and losing a parent
through divorce, death or abandonment) (BMJ 2025:388:e08768):

Trauma affects....

Psychology
Neurology

Biology

Social development

Which, in turn, affect the ability to...
Feel safe

Behave within usual norms
Engage with care

Trauma-informed practice prioritises the patient's physical and psychological safety,
while avoiding retraumatisation.
Key to this is establishing trust, allowing choice, collaboration and empowerment.

The Office for Health Improvement and Disparities describes 6 key

principles of trauma-informed practice (Nov 2022):



Safety Do you feel safe?

Ensure people know they are safe/ask what they need to feel safe. What would help
Avoid retraumatisation: avoid unnecessary repetition of potentially you feel safe?
distressing aspects of a person'’s history.

Establish trust
Explain what you are doing and why.
Do what you say you will do.
Do not overpromise.
The BMJ adds (and this links with homeless people’s poor experience of ‘care’ within healthcare):
Be authentically empathetic.
Be positive and supportive, with body language, words and the environment.

Choice

6 prlnclples of — . Give a clear explanation of the choice about care, and provide support T
TRAUMA- to help them make decisions about their care. op:i:;gn:nm'::
« Those who have experienced trauma may feel a lack of safety/control d th K
|NFORM ED over their life, which can make it harder for them to build trusting 0 You Think?

relationships.
PRACTICE \ * Involve those with experience of homelessness in service design.

Collaboration

With individuals around choices/care. Can we work together
Using formal and informal peer support and mutual self help. ] 10 come up with a plan
At an organisational level, working collaboratively with service \__for your health?

users (in this case, those who have experienced
homelessness) to identify and help meet their needs.
Empowerment
Listen to wants and needs; validate concerns and feelings (both at an individual level and at an
organisational level).
Understand that a person who has experienced trauma may feel powerless; they may have low self-worth.
Support them to make decisions and to act on them.

Cultural considerations
Move beyond cultural stereotypes and biases, especially around gender, sexual orientation, age, religion,
geography, care or identify.
Use the healing value of traditional cultural connections.

For more information about trauma-informed practice, including practical
tips on talking about trauma and implementing trauma-informed practice in

organisations, see our article Trauma-informed care.

1.4. Barriers to registration

As mentioned in the introduction to this article, people experiencing
homelessness can have difficulty registering with primary care. In London in
2024, one homeless ‘mystery shopper’ was turned away from over half the
13 practices they spoke to, despite having an urgent health problem that
needed same-day attention. The main reasons given for refusing
registration were inability to provide proof of identity or proof of address
BMJ 2025:388:e08768). So, what do you need to register a patient?

The NHS website - how to register with a GP surgery offers the following




advice to patients (quoted directly from its webpage, accessed 22 August
2025):

“You do not need ID, proof of address or proof of immigration status. Having an
NHS number can make it easier to find your medical records, but you do not need
one to register...If you do not have a permanent address, you can register with a

GP surgery using a temporary address or the address of the GP surgery.
A GP surgery may refuse your registration if:

e They're not accepting new patients.
e You live outside the surgery's area.

e You have been removed from their patient list before.”

1.5. NICE guidance on integrated health and
social care for people experiencing
homelessness

NICE issued this guidance in 2022 (NICE NG214, 2022).

It is broad ranging so we have provided a very brief summary of the key

themes below.

NICE defines homelessness much as at the start of this article, but the
guidance also covers those with a history of homelessness who are at high
risk of becoming homeless again because of ongoing severe and multiple

health and social care needs.

Recognising the time and effort involved



e More effort and targeted approaches are often needed to ensure that
those experiencing homelessness receive the same level of health and

social care as the rest of the population.

e Services should be co-designed and co-delivered with people with lived

experience of homelessness in order to improve the quality.

Engagement

e Supportinitial and sustained engagement and re-engagement.

e Use empathetic, non-judgemental personalised care. Consider
using psychologically-informed or trauma-informed care (as

described above).

e Longer contact times may be needed to develop/sustain
relationships. Consider reducing caseloads and lengthening
contact time for health and social care practitioners working with
people experiencing homelessness; this will allow them to build

and sustain engagement.

e Promote shared decision-making and build self-reliance using a
strengths/assets-based approach; this involves identifying an
individual’s strengths/assets (relationships, skills, experience,
aspirations) and community assets (knowledge, people, spaces,
networks services), rather than focusing on what an individual

doesn’t or can’'t do.

e Engagement may be support by offering flexible services: flexible
appointment/opening times, ‘one-stop’ shops, incentives to access

care (e.g. transport, vouchers, digital connectivity).

e Do not penalise people who miss appointments/self-discharge

from services (and ensure other services do not do this either).



Communication

e Ensure good communication (with the patient and other services).

e Ensure the person experiencing homelessness knows what

services are available/what rights they have.

e Ensure good communication around transition between services
(e.g.on discharge, transitioning from children’s to adults’ services,
when moving from supported living into private landlord

accommodation).

e Support people to register with a GP. Address any difficulties with GP

registrations for people experiencing homelessness.

Planning and commissioning of services

¢ Health and social care should monitor homelessness and housing

statistics, and develop services to meet these needs.

¢ Housing services need to provide appropriate accommodation, which
may include self-contained accommodation and accommodation with

support (health, social care), in order to support long-term recovery.

e Health/social care and housing services should provide integrated

multidisciplinary health and social care services. These might include:

e Peers.

e Clinicians (e.g. drug and alcohol team, mental health, primary care,

emergency care, palliative care).
e Social workers.
¢ Housing officers.

e Outreach workers who take health/social care to the patient.



e Voluntary/charity sector.

o Staff experienced in accessing benefits.

e Theseintegrated multidisciplinary health/social care teams should also

provide support to mainstream providers.

e Thefollowing services are also needed:

e Intermediate care for those being discharged but not yet able to

manage safely in the community.

e Long-term support services to reduce the chance of

disengagement and returning to homelessness.

Safeguarding

e Ensure appropriate safeguarding (at an individual and structural level).
As part of this, Local Safeguarding Boards should consider having a lead

for people experiencing homelessness.

Homelessness

e The definition goes beyond those sleeping rough on the streets.

e Causes are multifactorial, and are often outside the control of

the individual.

e People experiencing homelessness have often been subjected
to significant childhood trauma. This can negatively affect their
behaviour and engagement with services. A ‘trauma-informed’
approach allows people to feel safe. It also empowers them, which

helps them to engage.

e Health outcomes for those experiencing homelessness are very
poor. Research shows that 30% of premature deaths are due to

causes that could be modified with effective healthcare.



e There are multiple barriers to accessing healthcare for those
experiencing homelessness, but there are solutions to many of

these barriers.

e Additional time and effort is needed to support those
experiencing homelessness, and this should be recognised when
designing healthcare systems. Do you have double appointments
for patients experiencing homelessness? What other
modifications to your way of practice and systems might you

consider making?

Review the service you are working in. What changes might you

want to make after reading this article? This might involve ease of

registration, staff attitudes and behaviours, length of
appointment, looking at barriers, involving those experiencing
homelessness in service design, and advocating for those
experiencing homelessness if they experience barriers in other

health/social care settings.

Useful resources:

Websites (all resources are hyperlinked for ease of use in Red Whale

Knowledge)

e Pathway (focuses on homelessness and health inclusion)
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licensing, otherwise you may be infringing our intellectual property
rights.

Although we make reasonable efforts to update and check the
information in our content is accurate at the date of publication or
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