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Abstract

Improving care transfers for homeless patients after hospital
discharge: a realist evaluation

Michelle Cornes ,1* Robert W Aldridge ,2 Elizabeth Biswell ,1

Richard Byng ,3 Michael Clark ,4 Graham Foster ,5 James Fuller ,1

Andrew Hayward ,2 Nigel Hewett ,6 Alan Kilmister,1 Jill Manthorpe ,1
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*Corresponding author michelle.cornes@kcl.ac.uk
In memory of Darren O’Shea (1977–2021).

Background: In 2013, 70% of people who were homeless on admission to hospital were discharged back
to the street without having their care and support needs addressed. In response, the UK government
provided funding for 52 new specialist homeless hospital discharge schemes. This study employed
RAMESES II (Realist And Meta-narrative Evidence Syntheses: Evolving Standards) guidelines between
September 2015 and 2019 to undertake a realist evaluation to establish what worked, for whom, under
what circumstances and why. It was hypothesised that delivering outcomes linked to consistently safe,
timely care transfers for homeless patients would depend on hospital discharge schemes implementing
a series of high-impact changes (resource mechanisms). These changes encompassed multidisciplinary
discharge co-ordination (delivered through clinically led homeless teams) and ‘step-down’ intermediate
care. These facilitated time-limited care and support and alternative pathways out of hospital for people
who could not go straight home.

Methods: The realist hypothesis was tested empirically and refined through three work packages.
Work package 1 generated seven qualitative case studies, comparing sites with different types of
specialist homeless hospital discharge schemes (n = 5) and those with no specialist discharge scheme
(standard care) (n = 2). Methods of data collection included interviews with 77 practitioners and
stakeholders and 70 people who were homeless on admission to hospital. A ‘data linkage’ process
(work package 2) and an economic evaluation (work package 3) were also undertaken. The data linkage
process resulted in data being collected on > 3882 patients from 17 discharge schemes across England.
The study involved people with lived experience of homelessness in all stages.

Results: There was strong evidence to support our realist hypothesis. Specialist homeless hospital
discharge schemes employing multidisciplinary discharge co-ordination and ‘step-down’ intermediate
care were more effective and cost-effective than standard care. Specialist care was shown to reduce
delayed transfers of care. Accident and emergency visits were also 18% lower among homeless
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patients discharged at a site with a step-down service than at those without. However, there was an
impact on the effectiveness of the schemes when they were underfunded or when there was a shortage
of permanent supportive housing and longer-term care and support. In these contexts, it remained
(tacitly) accepted practice (across both standard and specialist care sites) to discharge homeless patients
to the streets, rather than delay their transfer. We found little evidence that discharge schemes fired a
change in reasoning with regard to the cultural distance that positions ‘homeless patients’ as somehow
less vulnerable than other groups of patients. We refined our hypothesis to reflect that high-impact
changes need to be underpinned by robust adult safeguarding.

Strengths and limitations: To our knowledge, this is the largest study of the outcomes of homeless
patients discharged from hospital in the UK. Owing to issues with the comparator group, the
effectiveness analysis undertaken for the data linkage was limited to comparisons of different types
of specialist discharge scheme (rather than specialist vs. standard care).

Future work: There is a need to consider approaches that align with those for value or alliance-based
commissioning where the evaluative gaze is shifted from discrete interventions to understanding how
the system is working as a whole to deliver outcomes for a defined patient population.

Funding: This project was funded by the National Institute for Health Research (NIHR) Health Services
and Delivery Research programme and will be published in full in Health Services and Delivery Research;
Vol. 9, No. 17. See the NIHR Journals Library website for further project information.
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Plain English summary

In 2013, it was reported that 70% of patients who were homeless were discharged from hospital to
the streets without having their care and support needs addressed. To stop this from happening, the

government passed £10M to community and voluntary organisations to develop specialist homeless
hospital discharge schemes. This money could also be spent on ‘step-down’ intermediate care (i.e. places
where people can stay for a short time while they recover).

This report describes the evaluation of these schemes. The evaluation lasted from 2015 to 2019. The
research involved listening to the stories and experiences of 70 homeless patients who were followed
up for 3 months after their discharge from hospital. We linked information about 3882 patients to
a national collection of information at NHS Digital. This allowed us to find out whether homeless
patients had been to accident and emergency departments or had gone back into hospital after they
had been discharged. We also looked at how much these specialist services cost and if they were a good
use of public money. Our research team included people with experience of being homeless themselves.

We found that these schemes were very effective in supporting people to leave hospital safely, especially
if they provided practical help and stayed in touch with people until other support arrived. Schemes that
employed specialist general practitioners and nurses who had a good understanding of homelessness also
helped people get the health care they needed after hospital. This was very important to keep people
healthy and prevent them dying unnecessarily. We also discovered that homeless patients who received
step-down support made fewer visits to accident and emergency (18% less) than those who did not. Once
the pilot funding ended, some of the schemes struggled to continue and the positive benefits evaporated.

DOI: 10.3310/hsdr09170 Health Services and Delivery Research 2021 Vol. 9 No. 17

Copyright © 2021 Cornes et al. This work was produced by Cornes 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 adaption 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.

xxiii





Scientific summary

Background

In 2013, £10M funding was made available by the Department of Health and Social Care to develop
specialist integrated homeless health and care services, including 52 hospital discharge schemes. A key
aim of the Homeless Hospital Discharge Fund was to increase capacity in ‘step-down’ intermediate
care (i.e. time-limited support to bridge the gap between hospital and finding a home).

Objectives

The overall aim of this study was to explore how specialist integrated homeless health and care
services worked to deliver consistently safe, timely care transfers for homeless patients. The study
objectives were to:

l situate what is already known about delayed transfers of care among people who are homeless in
terms of the broader literature on hospital discharge and intermediate care

l explore how different models of specialist integrated homeless health and care services are being
developed and implemented across England to facilitate effective hospital discharge

l explore the views and experiences of people who are homeless and if and, if so, how specialist
integrated homeless health and care services work to improve experiences of hospital discharge and
deliver improved health and well-being outcomes

l explore how specialist integrated homeless health and care services have an impact on outcomes
and different patterns of service use across the whole system (e.g. the use of unplanned care) and
the associated cost implications of this

l produce a ‘toolkit’ for commissioners on developing specialist integrated homeless health and care
services if the findings support this.

The evaluation commenced in September 2015 and was completed in December 2019. It was carried
out by a consortium of researchers from different universities, led by King’s College London (London, UK).
Ethics approval was obtained from the London and South East Research Ethics Committee in April 2016
(reference 16/EE/0018).

Methods

The study adopted a realist evaluation methodology on the basis that the heterogeneity of the
homeless hospital discharge schemes warranted a mixed-method approach, incorporating theories
that relate context to outcomes. The first stage was a series of literature reviews to arrive at a
tentative programme theory about works to deliver safe, timely transfers of care (objective 1). This
was then tested empirically and refined through three work packages. Work package 1 undertook a
documentary analysis of project information for 52 homeless hospital discharge schemes (plus an
additional 10 schemes that were not funded by the Homeless Hospital Discharge Fund). This enabled
us to map how the schemes were being implemented (objective 2).

Work package 1 also generated qualitative case studies of different homeless hospital discharge scheme
typologies (and configurations) (five sites), comparing these with standard care (two sites). In-depth
fieldwork was carried out in each site and explored how these different schemes ‘worked’ (or did
not work) from the perspective of people who were homeless and recently discharged from hospital.

DOI: 10.3310/hsdr09170 Health Services and Delivery Research 2021 Vol. 9 No. 17

Copyright © 2021 Cornes et al. This work was produced by Cornes 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 adaption 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.

xxv



Semistructured interviews were carried out shortly after discharge and then again 3 months later
(objective 3). Work packages 2 and 3 (objective 4) explored how homeless hospital discharge schemes
had an impact on outcomes and different patterns of service use across the whole system (e.g. use of
unplanned care) and the associated cost implications of this. In work package 2, we undertook a data
linkage process. This involved an analysis of linked Hospital Episode Statistics and Civil Registration
death data for homeless patients (n = 3882) at any one of 17 sites with a homeless hospital discharge
scheme between 1 November 2013 and 30 November 2016. Our primary outcome was death, which
we analysed in subgroups of International Statistical Classification of Diseases and Related Health Problems,
Tenth Revision, chapter-specific deaths and deaths from causes amenable to health care. Work package 3
was an economic evaluation. This used a range of modelling techniques to explore (1) what is the cost-
effectiveness of homeless hospital discharge schemes for the NHS, (2) what is the cost–utility of homeless
hospital discharge schemes for the NHS and (3) what is the cost–utility of homeless hospital discharge
schemes for the broader public perspective?

Findings

The first study objective was to situate what is already known about delayed transfers of care among
people who are homeless in terms of the broader literature on hospital discharge and intermediate
care. This evidence was used to arrive at a tentative programme theory.

Hospital discharge has always been a challenge for the NHS. However, there is increasing evidence
about ‘what works’ to facilitate safe, timely transfers of care. This evidence has been synthesised by
government bodies in a high-impact change model. We hypothesised that this model may offer a set
of mechanism intervention resources and key practice principles to ensure improved discharge for
homeless patients. The high-impact change model encompasses eight changes, including protocols for
managing patient flow, multidisciplinary discharge co-ordination and ‘step-down’ intermediate care.
Empirical testing of this ‘generic’ model was important because much of the evidence underpinning it
related to research with older people.

Early programme theory refinements
A second review of the literature on intermediate care that catered specifically for people who were homeless
highlighted an additional mechanism intervention resource for ‘patient in-reach’. Multidisciplinary ‘patient
in-reach’, in which specialist general practitioners and nurses work alongside housing workers, was identified
as an important mechanism intervention resource for addressing issues such as early ‘self-discharge’ and
continuity of health care post discharge. Although delayed discharges are rare, many homeless patients
will leave hospital before treatment is completed because of poor management of their substance misuse
issues. Clinically led homeless teams providing ‘patient in-reach’ addressed this, for example, by ensuring
that ward staff adhered to clinical pathways pertaining to urgent stabilisation of drug withdrawal through
access to the prescriptions of National Institute for Health and Care Excellence-recommended medications,
such as methadone.

Implementation
The second objective of the study was to explore how specialist discharge schemes were being developed
and implemented across England. A documentary analysis and series of preliminary interviews revealed
that the homeless hospital discharge schemes were employing high-impact change model interventions in
different ways and in different combinations. Some offered a specialist (clinically led) discharge co-ordination
service (ending support when the patient left the acute sector/hospital), whereas other ‘housing-led’ schemes
combined (non-clinical uniprofessional) discharge co-ordination with a period of ‘step-down’ intermediate
care (usually via floating support in the community and less commonly in a dedicated residential facility).
We characterised the main typological distinctions between the homeless hospital discharge schemes in
terms of (1) clinically led (multidisciplinary) schemes compared with housing-led (uniprofessional) schemes
and (2) schemes that had direct access to intermediate care and those that did not (all vs. standard care).

SCIENTIFIC SUMMARY
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What works, for whom, in what circumstance and why?
Overall, there was good evidence from across the three work packages to support our programme
theory about the utility of the high-impact change model:

l Employing a range of different economic modelling techniques, specialist homeless hospital
discharge schemes were consistently more effective and cost-effective than standard care
(work package 3).

l NHS trusts with specialist homeless hospital discharge schemes had lower rates of delayed transfers
of care linked to ‘housing’ than standard care (work package 1).

l Employing a range of different economic modelling techniques, homeless hospital discharge schemes
with direct access to specialist intermediate care (step down) were more effective and cost-effective
than homeless hospital discharge schemes that have no direct access to intermediate care
(work package 3).

l The data linkage showed that homeless hospital discharge schemes with a step-down service were
associated with a reduction in subsequent hospital use, with an 18% reduction in accident and
emergency visits compared with homeless hospital discharge schemes without a step-down service
(work package 2).

l Clinical advocacy (patient in-reach) provided by hospital-based homeless health-care teams
increased access to planned (elective) follow-up care. This is an especially important outcome,
as one in three deaths of people in our homeless hospital discharge cohort were due to common
conditions (e.g. heart disease), which are amenable to timely health care.

What ‘troubles’ our programme theory?
Work package 2 collected 13,529 records from homeless hospital discharge scheme sites that were
linked to 3882 individual admissions and 600 deaths. The data linkage showed that the homeless
hospital discharge scheme cohort were more likely to be readmitted in an emergency, with five times
the rate of unplanned hospital readmission and five times the rate of accident and emergency visits
than housed people from deprived neighbourhoods. The data linkage also showed that one in three
deaths of those in the hospital discharge cohort were from conditions amenable to timely health care.

Although these data raise some uncertainties about the efficacy of discharge schemes to deliver their
intended outcomes, we concluded that it may be indicative of a need to find ways to ensure that they
had more of an impact. Using the metaphor of the lighthouse, we further hypothesised that since the
end of the Homeless Hospital Discharge Fund a lack of sustainable recurrent funding may have
progressively dimmed their effects.

We identified three key contextual factors that could dampen the effect of the mechanism intervention
resources and key practice principles in out-of-hospital care: (1) a lack of adequate funding for the
homeless hospital discharge scheme itself; (2) situations where permanent supportive housing and
wider community support services (including those for chronic care management) are poorly resourced,
inadequate or lacking; and (3) circumstances where stigma and cultural distance persist.

Need for increased investment in intermediate care
Nationally, it is recognised that all types of intermediate care (for all patient groups) remain ‘curiously
invisible’ to commissioners and that there is a need for a major change in investment in intermediate
care services to ensure great impact on the full range of key metrics, such as reducing hospital
readmission rates. We observed how the lack of investment in homeless hospital discharge schemes
was having an impact on scheme fidelity and the ability to achieve intended outcomes. Some homeless
hospital discharge schemes ceased to operate, whereas others have progressively reduced in reach and
scale, sometimes reducing the numbers of hospitals they are able to work with or reducing the size of
the team (workforce). In one site, the increasing gap between workforce capacity and demand led to a
range of problems, including recruitment and retention difficulties (low team morale) and an increased
focus on freeing-up hospital beds rather than other aspects of the services (such as patient engagements
and choice). This was associated with poorer outcomes, including discharges to the street.
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Need for increased investment in housing, care and support
The second dampening effect was shown to be the wider context in which some homeless hospital
discharge schemes were situated, namely a shortage of permanent supportive housing, care and
support. The findings of this study strongly support those reported in the national evaluations of
intermediate care for older people. In these evaluations, it is reported that interventions that are
shown to work well in areas with well-resourced and efficient community support services will have a
much reduced impact in areas where services are inadequate or lacking. We observed how homeless
hospital discharge schemes could become blocked as these ‘time-limited’ interventions started to be
substituted for long-term care and support.

Need for investment in chronic care management
Compared with the comparator group (matched housed patients), patients in the homeless hospital
discharge scheme cohort had much higher levels of multiple morbidity or combinations of long-term
conditions or illnesses, with 8% having five or more conditions (vs. 3% in the comparator group). These
findings alert us to the strong possibility that, regardless of scheme typology, the benefits of any type of
short-term (time-limited) intervention targeted at this specific population group will quickly evaporate if
they are not embedded as part of a fully integrated complex adaptive system that encompasses adequate
provision for longer-term chronic care management and, indeed, palliative care. It goes without saying
that more preventive working is needed to reduce homelessness and prevent these conditions from
arising in the first place.

Changes in reasoning
The Homeless Hospital Discharge Fund introduced additional ‘resources’ into contexts that were
heavily affected by austerity. Indeed, there is a strong case to be made that this additional resource
per se has improved outcomes (without necessarily firing any change in reasoning, as is anticipated in
realist theory). However, with regard to challenging poor practice (i.e. discharge to the street), there
are questions as to what extent the high-impact change model mechanisms have secured changes in
reasoning. Where services were inadequate or lacking, we observed that it remained (tacitly) accepted
practice (across both standard and specialist care sites) to discharge homeless patients to the street
rather than delay their transfer of care. Older people, meanwhile, were much more likely to have
their discharge delayed (to avoid unsafe discharge). This raises the question as to why patients who
are homeless are not accorded the same leeway to remain in a hospital bed while they wait for the
housing, care and support of their choice to be arranged. We observed that patients who were
homeless and using substances were particularly affected by unsafe discharge, especially when their
behaviour was perceived to be challenging. Our observations suggest that this difference may lie in the
perpetuation of stigma and cultural distance, which positions ‘homeless patients’ as somehow less
vulnerable and/or deserving than other groups of patients. This suggests that mechanism intervention
resources for adult safeguarding that focus attention on unequal treatment (neglect) are currently the
missing piece of the jigsaw and may be a necessary driver for changes in reason.

Mixed evidence for multidisciplinary team working
A key finding of work package 3 was that uniprofessional (housing-led) schemes are as effective and
cost-effective as multidisciplinary (clinically led) schemes on a wide range of measures. Indeed, other
studies of intermediate care have cautioned against overinterpreting the impact of multidisciplinary
working. Most likely, these positive results reflect the value of good-quality step-down ‘floating
support’ in bridging the gap between the hospital and the community. We observed how the benefits
of a hospital stay and the interventions of the clinically led multidisciplinary homeless teams could
quickly evaporate where there was a lack of practical support immediately after discharge.

SCIENTIFIC SUMMARY
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Conclusion

There is good evidence to support the commissioning of specialist homeless hospital discharge
schemes, as they are consistently more effective and cost-effective than standard care. In terms of
implementation, the empirical data support our original programme theory about the utility of the
high-impact change model for guiding the development of specialist (homeless) provision in a wide
range of different contexts. Evidence that troubles the theory alerts us to what can dim the effects of
homeless hospital discharge schemes. In particular, the persistence of stigma and the consequent need
to strengthen safeguarding to trigger the change in reasoning to ensure safe, timely transfers for all
patients. The COVID-19 pandemic has made the need to increase the capacity and responsiveness of
community and intermediate care services even more urgent. The morbidity and mortality data for the
homeless hospital discharge scheme cohort confirms that homeless patients are precisely some of those
who stand to benefit most. Such intelligence adds to policy aims to have an impact on underserved
populations and reduce inequalities. The full range of sensitivities and how they can be applied to the
high-impact change model have been brought together in a ‘support tool’ [URL: https://kclpure.kcl.ac.uk/
portal/en/publications/transforming-outofhospital-care-for-people-who-are-homeless-support-tool–
briefing-notes(fca232e9-1d6c-44f7-a477-c69963393807).html (accessed 3 June 2021)].

Funding

This project was funded by the National Institute for Health Research (NIHR) Health Services and
Delivery Research programme and will be published in full in Health Services and Delivery Research;
Vol. 9, No. 17. See the NIHR Journals Library website for further project information.
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Chapter 1 Introduction

Background

This realist evaluation was commissioned in response to a call from the National Institute for Health
Research (NIHR) Health Services and Delivery Research programme (reference 13/156/10). The call
sought to provide evidence for commissioners and service leaders on ‘what works best’ with regard
to the appropriateness, quality and cost-effectiveness of specialist integrated homeless health and
care (SIHHC). Two studies were commissioned: one study,1 which explored specialist primary care
services, and this present study, which explores hospital discharge. The call was made in response to an
announcement in September 2013 that £10M funding was to be made available by the Department of
Health [now the Department of Health and Social Care (DHSC)] to develop specialist homeless hospital
discharge schemes (HHDSs), including ‘step-down’ intermediate care. Fifty-two schemes were funded
across England as part of the Homeless Hospital Discharge Fund (HHDF). This evaluation of these
and other specialist homeless hospital discharge arrangements commenced in September 2015 and
was completed in December 2019. It was carried out by a consortium of researchers from different
universities, led by King’s College London (London, UK). The reporting of this research adheres to the
Realist And Meta-narrative Evidence Syntheses: Evolving Standards II (RAMESES II) for realist evaluation.2,3

Ethics approval was obtained from the London and South East Research Ethics Committee in April 2016
(reference 16/EE/0018)

Research objectives

The overall aim of the study was to explore how SIHHC works, for whom, in what circumstances and
why to deliver consistently safe, timely transfers of care. The study objectives were to:

l situate what is already known about delayed transfers of care (DToCs) among people who are
homeless in terms of the broader literature on hospital discharge and intermediate care

l explore how different models of SIHHC are being developed and implemented across England to
facilitate effective hospital discharge

l explore the views and experiences of people who are homeless and if and, if so, how SIHHC works to
improve experiences of hospital discharge and deliver improved health and well-being outcomes

l explore how SIHHC has an impact on outcomes and different patterns of service use across the
whole system (e.g. the use of unplanned care) and the associated cost implications of this

l produce a ‘toolkit’ for commissioners on developing SIHHC if the findings support this.

Report structure

In the remainder of this chapter, we outline the broader policy context in which the HHDF was
operationalised. This includes background information about homelessness in England, the impact of
austerity on public services, including the NHS, and the development of intermediate care services as a
means of maintaining ‘patient flow’ in the face of rising demand for acute care.

In Chapter 2, we outline why we used a realist evaluation approach and how we applied realist principles
of generative causation to the evaluation of specialist homeless hospital discharge arrangements. First,
we describe the findings of a realist synthesis of the literature that situates what is already known about
DToCs among people who are homeless in terms of the broader literature on hospital discharge and

DOI: 10.3310/hsdr09170 Health Services and Delivery Research 2021 Vol. 9 No. 17

Copyright © 2021 Cornes et al. This work was produced by Cornes 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 adaption 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.

1



intermediate care (objective 1). We then show how this evidence was used to inform the development
of our initial (tentative) programme theories about what works to deliver consistently safe, timely
transfers of care.

The results section comprises three chapters, each of which outline the findings of a separate work
package (WP) designed to interogate programme theory. We consider the data collection methods
used in each WP at the beginning of each chapter.

Chapter 3 reports the findings of WP1. This WP comprised qualitative observational case studies of
seven study sites in England. This involved (non-participant) observation of discharge practices in sites
with ‘specialist care’ (n = 5) and comparing these with sites with ‘standard care’ (n = 2), interviews with
service users (n = 70) at baseline and the 3-month follow-up, and interviews with a wide range of
stakeholders (n = 77). The overall purpose of this chapter is to explore how specialist care is being
implemented and perceptions of the barriers to and facilitators of successful implementation from the
perspective of a range of stakeholders, including service users (objectives 2 and 3).

Chapter 4 reports the findings of WP2. This comprised a ‘data linkage’, tracking outcomes for 3882
homeless patients by means of Hospital Episode Statistics (HES) and civil registration death data. WP3
provides quantitative evidence to enable the interrogation of our programme theories (e.g. that schemes
with ‘step down’ will be more effective) by reporting a range of outcomes, such as hospital readmission
rates and time from discharge to next accident and emergency (A&E) attendance. Chapters 4 and 5
address research objective 4.

Chapter 5 reports the findings of WP3. This is an economic evaluation that explores the effectiveness
and cost-effectives of specialist compared with standard hospital discharge arrangements, and also the
effectiveness and cost-effectiveness of different typologies of HHDS. WP3 also generates evidence
that can be used to interrogate our programme theories (e.g. that schemes offering ‘step down’ will be
more cost-effective than schemes that do not offer this).

In Chapter 6 we triangulate the evidence generated across the three individual WPs to further interrogate
and refine our programme theories. We present the overall findings of this realist evaluation as an
evidence-informed ‘checklist’ of the complex set of factors that decision-makers will need to consider
to ensure consistently safe, timely transfers of care for people who are homeless (objective 5).

Definition of homelessness

Homelessness is a complex phenomenon that covers a wide range of circumstances. According to the
Homeless Monitor,4 it encompasses people sleeping rough; single homeless people living in hostels,
shelters and temporary supported accommodation; statutorily homeless households that are seeking
housing assistance from local authorities on grounds of being currently or imminently without
accommodation; and the hidden homeless (e.g. ‘sofa surfing’ in the homes of friends and relatives).

The primary focus of this study is on ‘multiple exclusion homelessness’ (MEH). This term is used to
capture the overlap between homelessness and other domains of deep social exclusion, such as ‘institutional
care’ (e.g. prison, local authority care, stays in mental health hospitals or wards), ‘substance misuse’ (e.g. drug
problems, alcohol problems, abuse of solvents, glue or gas) and participation in street culture activities
(e.g. begging, street drinking, ‘survival’ shoplifting or sex work).5

We decided to focus on MEH because it was anticipated that people falling within this group may be
more likely to be admitted to hospital and to have more complex discharge experiences. The excess
morbidity and mortality associated with MEH and other forms of deep social exclusion are extreme.
Aldridge et al.6 studied four inclusion health populations (homeless populations, individuals with
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substance use disorders, sex workers and imprisoned individuals) and found all-cause mortality
standard mortality ratios (SMRs) of 7.9 in male individuals and 11.9 in female individuals compared
with those living in the least deprived areas of England and Wales.

National policy context

This study took place against the backdrop of the Coalition and Conservative governments’ policies
of austerity that were implemented following the global financial crises of 2007/8, leading to heavy
cuts to welfare services and benefits, an NHS funding freeze and extensive cuts to local government
budgets.7 From 2010, there were significant rises in the levels of homelessness in England, particularly
rough sleeping. By the time this study was reporting in 2020, the situation has been characterised as a
‘national crisis’8 and a ‘public health disaster’.9

In October 2018, the Homeless Reduction Act 2017 (HRA)10 came into force in England and widened
access to assistance from housing authorities to all households at risk of homelessness (not just those
in priority need). The Act also introduced a ‘duty to refer’, in which specified public services (including
NHS trusts) now have a legal duty to refer patients they consider may be homeless or threatened with
homelessness to a local housing authority. In August 2018, the HRA was complemented by a new
rough sleeping strategy.11 This strategy aims to end rough sleeping by 2027, focusing on three ‘core
pillars’ of prevention, intervention and recovery. Both of these measures were implemented outside the
data collection time frame of the study; however, we will return to discuss them later in the light of the
study findings.

Poor hospital discharge arrangements

The research literature on hospital discharge goes back at least 50 years and there is remarkable
consistency in its findings, which continue to report the frequent breakdown of routine discharge
arrangements.12 In a comprehensive review of the policy and research landscape, highlighting the
often-neglected housing dimensions of hospital discharge, Glasby13 describes feeling left with an
overwhelming sense of the intractable and persistent nature of many of the problems.

Older people and people with multiple and complex needs (e.g. long-term conditions), including people
who are homeless, are particularly affected by poor discharge.14 In 2012, the DHSC commissioned a
report on how homeless patients were being treated in hospital.15 This identified ‘countless examples’
of the mention of homelessness on admission, triggering prejudice among hospital staff. The report
highlighted that premature and unsafe discharge tended to be more of a problem for homeless
patients than delayed discharge. The review reported that > 70% of homeless patients were being
discharged back onto the streets without having their care and support need assessed, further
damaging their health and all but guaranteeing their readmission. According to the then Secretary of
State, Paul Burstow, ‘We commissioned the report to expose poor practice . . . What it reveals is too
many hospitals simply discharging homeless people back to the streets. Patching a person up and
sending them out without a plan makes no sense’16 (contains public sector information licensed under
the Open Government Licence v1.0).

Other concerns highlighted in the report included hospital staff not asking people about their housing
situation on admission; failure to manage drug and alcohol withdrawal, leading to early self-discharge;
hospital staff not alerting accommodation providers to the fact that a person is in hospital, leading to
tenancies being terminated; hospital staff having a poor understanding of the services available to
homeless people, including overestimating the level of care that can be provided in hostel settings,
leading to unsafe discharges; a lack of practical support, such as no replacement of soiled clothing;
uncertainty regarding where the involvement of one sector should start and end, including little
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agreement about how far hospital staff should be expected to proactively seek accommodation; and a
lack of appropriate accommodation options, raising the question of whether of not ‘signposting’ is an
adequate response if this potentially leads to discharge back onto the streets.

The Homeless Hospital Discharge Fund

In 2013, the DHSC announced that £10M funding would be made available to the voluntary and
community sector to work with the NHS and local councils to develop specialist hospital discharge
arrangements and intermediate care services for people who are homeless:

All too often, the homeless end up in a hostel that is an inappropriate environment for treatment plans
and for their recovery. For those who are TB [tuberculosis] patients, homelessness is a major barrier to
completing their treatment and recovery from infection. [The HHDF funding] will ensure adequate
provision of intermediate care facilities to be available upon discharge from hospital.

DHSC.17 Contains public sector information licensed under the
Open Government Licence v1.0

What is intermediate care?
In the literature on hospital discharge, it has long been recognised that there is tension between two
competing notions of ‘good practice’. On the one hand, a perspective that is narrowly concerned with
the most cost-effective use of hospital resources (and hence rapid throughput). On the other hand, a
perspective that emphasises the importance of needs-led assessments and choice for individuals.13

Increasingly, intermediate care and discharge to assess (D2A) are being promoted as ways of
addressing the need to ensure both ‘patient flow’ and safe discharge practice.

Intermediate or ‘step-up’ and ‘step-down’ care is an umbrella term for a wide range of admission
avoidance and out-of-hospital care services, including Rapid Response, Crises Response, D2A, Home
First, Reablement and Safely Home. It usually comprises:

Networks of local health, housing and social care services, which deliver targeted, short-term support to
individual patients, in order to: prevent inappropriate admission to NHS acute inpatient or continuing
care, or long-term residential care; facilitate timely discharge from hospital; and, most importantly,
maximise people’s ability to live independently.

Cowpe18

Bolton19 summarises the thinking behind out-of-hospital care services as follows. First, there should be
less focus on assessment for longer-term care and support at the point of discharge and more emphasis
on recovery. Second, there is a specifically commissioned set of services to help people recover post
hospital. He suggests that intermediate care will not work at its best if services are solely commissioned
from existing services where they were not established for that purpose (e.g. using standard home care
agencies that are not geared up to take a regular flow of new people).

Guidance is clear that ‘step-down’ care should not be used to warehouse people. That is, creating an
additional transfer in a person’s care pathway to free up a hospital bed without adding value to their
experience of care or meeting good outcomes for the person.20

The National Institute for Health and Care Excellence (NICE)21 guideline for intermediate care
recommends that commissioners should consider making home-based intermediate care, reablement,
bed-based intermediate care and crises response all available locally. These services need to be
delivered in an integrated way so that people can move seamlessly between them, depending on their
changing needs.
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Eligibility for intermediate care
Intermediate care entered the mainstream of health and care services delivery in England through the
National Service Framework for Older People.22 Here, it was recognised that although intermediate care
services are likely to be of particular importance for older people, service planning and investment need
to take account of the needs of all potential services users. Updated guidance23 defined intermediate
care as support for anyone with a health-related need through periods of transition and made the point
that no-one should be excluded on the basis of age or ethnic or cultural group. Specific reference was
made in this guidance to the eligibility of homeless people and prisoners.23 However, later guidance has
tended to move away from this broader, more inclusive definition. One reason for this may be that
investment in intermediate care services (particularly reablement) has not kept pace with rising demand.24

Housing-led intermediate care
The £10M investment that underpinned the HHDF was restricted to voluntary and community sector
providers. This targeting led to the development of a new tier of specialist ‘housing-led’ intermediate
care services (i.e. services that are designed and delivered mainly by housing associations and homeless
charities/voluntary sector organisations). Until this point, intermediate care had been delivered mainly
as a health and social care service.25 In total, 52 schemes were funded through the HHDF. Two principal
models emerged:

1. a housing-led [Home First (floating support)] ‘step-down’ model (n = 37)
2. a housing-led (residential/bed-based) ‘step-down’ model (n = 7).

In the Home First ‘step-down’ model, HHDSs provide access to a ‘link worker’. Link workers aim to
support the patient to find accommodation (i.e. somewhere safe to stay). They will also assist with
other aspects of discharge planning using their knowledge of local homeless services and resources.
Once the patient has been discharged from hospital, the link worker will stay in touch, providing
(floating) ‘step-down’ support in the community for a time-limited period until longer-term care and
support are in place.

In addition to Home First (floating support) schemes, HHDF capital funding was used to develop
a number of residential (bed-based) intermediate care facilities. Two of the largest HHDF capital
grants (totalling in excess of £1M) were allocated to charities to establish medical respite centres with
24-hour clinical staffing. The first HHDS failed to become operational because of difficulties finding a
building. The second HHDS failed to secure revenue funding for clinical staffing once the refurbishments
were complete and hence did not became operational. Five smaller residential ‘step-down’ (without 24-hour
clinical staffing) schemes did become operational, but only one of these (a housing association-led scheme)
is currently operational.

Clinically led teams
In addition to the ‘housing-led’ schemes, we consider, as part of this evaluation, a number of ‘clinically led’
schemes (some of which predate/or were not funded by the HHDF). These are often called Pathway
Homeless Teams by virtue of their affiliation with the Pathway Charity [URL: www.pathway.org.uk
(accessed 3 June 2021)]. The Pathway model is a multidisciplinary team (MDT) approach that employs
general practitioners (GPs), nurses, housing workers, social workers, occupational therapists and peers
(i.e. people with lived experience of homelessness). The Pathway homeless teams are usually led by the GP
or senior nurse and focus on individual care co-ordination (including discharge planning). As the primary
aim of the clinically led team is to maximise the window of opportunity afforded through a hospital stay,
these schemes usually close cases at the point at which the patient leaves hospital (i.e. they do not
routinely integrate ‘step-down’ care as part of the service model).
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Summary

In this section, we have introduced the background to HHDF programme and some of the problems
that it set out to address, namely ‘discharge to the street’ and a lack of appropriate ‘step-down’
intermediate care facilities for recuperation and recovery. We have also introduced the wider policy
context in which the HHDF was implemented, charting the impact of austerity, including increased
rates of homelessness; severe shortages of housing, care and support; and a consequent rising demand
for acute hospital services and intermediate care. We now turn our attention to the evaluation of
specialist HHDSs and their role in delivering consistently safe, timely transfers of care.
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Chapter 2 Realist evaluation and
literature synthesis: constructing an initial
tentative programme theory

Parts of this chapter are reproduced or adapted from Cornes et al.26

Overview of realist evaluation approach

Realist evaluation is a theory-driven approach based on a realist philosophy of science that addresses
the question ‘what works, for whom, under what circumstances and how’.27 Central to the realist
method is the identification and refinement of propositions about how a programme is supposed to
achieve its intended outcomes, known as ‘programme theories’. Programme theory is operationalised
as ideas about (1) what works and why, (2) how to remedy any identified deficiency and (3) how the
remedy itself may be undermined.25

According to the RAMESES II quality standards for realist evaluation,2 the main ideas that go into the
making of an intervention should be surfaced and made explicit at an early stage. An initial tentative
programme theory should be constructed, setting out how and why an intervention is thought to
‘work’ to generate the outcome(s) of interest. This initial tentative theory (or theories) are then
progressively refined (recast) over the course of the evaluation.

In this chapter we describe how we applied realist principles of generative causation to the evaluation of
specialist HHDSs and show how we used the literature to arrive at an initial tentative programme theory
about what works to deliver consistently safe, timely transfers of care. We start with an overview of
the generic hospital discharge literature and then present a more a detailed synthesis of the specialist
(homeless) intermediate care literature. First, we explain why we considered a realist approach to be the
most appropriate methodology for this evaluation and how we anticipated the findings would be used.

Selecting the most appropriate research methodology

The HHDF is a complex service development initiative. This is because of the diversity of the projects
funded (level of professional input, intensity and duration, etc.) and the wide range of geographical
contexts in which they are situated. In designing the research, we drew on the methodological learning
from earlier evaluations of similar policy developments that sought to pilot a range of intermediate
care or ‘step-up’ and ‘step-down’ projects for older people.22 In England, considerable variation in the
design, definition and configuration of intermediate care services has been permitted at local levels.
Consequently, the range of possible combinations/schemes made it difficult to establish any strong link
between scheme features and effectiveness.28 As a result, it has not been possible to arrive at definitive
conclusions about particular service models being more effective than others (e.g. ‘nurse led’ vs. ‘therapy
led’). This inconclusiveness led the DHSC to observe that ‘A thousand flowers have bloomed’.18 This
captured not only the diversity of intermediate care development in England, but also an unintended
outcome, namely the benefits arising from the enthusiasm that had been unleashed through
opportunities of piloting many new and innovative ways of working.

It has also been suggested that working towards a ‘standardised model’ of intermediate care is undesirable
because different areas will have different levels of need and different resources.29 As the DHSC23 pointed
out, intermediate care should provide the function of linking and filling the gaps in the local network,
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leading to what Medcalf and Russell30 term ‘independent local pathways of care’. According to the DHSC,
Association of Directors of Adult Social Services and NHS England,20 no one model can meet all the needs
of all patients leaving hospital. The aim should be to develop a ‘complex adaptive system’ that involves
simple rules to function rather than rigid, inflexible criteria.

We opted for a realist evaluation approach because we considered this research lens to be most suited
to overcoming the challenges outlined above, namely the need to move beyond questions of effectiveness.
Realist evaluation starts from the premise that ‘Nothing will work everywhere all of the time’.31 The
fundamental question that researchers working with a realist perspective ask is how do certain causal
mechanisms (e.g. GP-led advocacy) operating in particular circumstances (e.g. a HHDS) create certain
changes or outcomes (e.g. improved experiences of hospital discharge). In many respects, the purpose of
a realist evaluation is to support decision-makers to implement successful schemes in contexts that may
differ markedly from those in the original effectiveness studies. Pearson et al.25 argue that using a realist
synthesis to build a conceptual ‘road map’ that can guide future intervention development about ‘what
works for whom and in what circumstances’ may be an important step in complementing more traditional
evidenced-based approaches, which often leave these questions unaddressed.

Realist principles of generative causation

In a realist evaluation, ‘context +mechanism = outcome’ configurations are used as a heuristic device
by the researcher to develop programme theories about how an intervention is supposed to function.
The theories are then tested using empirical data. To illustrate the correct utilisation of these concepts,
Dalkin et al.32 use the example that programme evaluators do not suppose that closed circuit television
(the intervention) simply causes a fall in crime rates (the outcome). It does so by persuading potential
perpetrators of increased risks of detection where there is a camera (this is the mechanism). Within
this view, it is acknowledged that programmes and interventions do not change people, rather it is how
people interpret and use what the programme provides that changes things.31 Within a realist evaluation
a context describes the conditions in which programmes and interventions are introduced, acknowledging
that mechanisms will be active only in particular circumstances. Context includes cultural norms, economic
conditions, public policy, etc. Mechanism describes what it is about programmes and interventions that
bring about any effects (i.e. changes in reasoning). The focus is on the ‘intervention resources’ and new
practice approaches that programmes offer to enable them to work. The process of how subjects interpret
and act on these ‘intervention resources’ is known as the mechanism. Here, impact is understood as the
process through which these ‘intervention resources’ facilitate or ‘fires’ a change in reasoning and behaviour,
leading to different outcomes and costs. Outcomes are the intended and unintended consequences of
programmes resulting from the changes in reason.

It should be noted that in this study we adopt Dalkin et al.’s32 slightly modified formula for realist evaluation.
In the original framework proposed by Pawson and Tilley,27 the change process is conceptualised as
‘context +mechanism = outcome’. In Dalkin et al.’s32 formula ‘intervention resources’ and ‘reasoning’ are
seen as mutually constitutive of a mechanism, but are explicitly disaggregated to allow for the interplay of
context. The revised formula is:

Mechanism (intervention resources) ½MIR� þ context ½C� − > mechanism (change in reasoning)

½MCR� = outcome ½O�. (1)

Applying realist principles to the research design

In this section, we describe how we incorporated realist principles in the overall design of the study.
The specialist HHDS is the intervention or ‘black box’. The main outcome of interest is securing safe,
timely transfers of care for people who are homeless or in housing need.

REALIST EVALUATION AND LITERATURE SYNTHESIS
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Step 1: literature synthesis
The first step in this realist evaluation (literature synthesis) sought to identify the many different
‘intervention resources’ [including ‘simple rules’ and key practice principles (KPPs)] that might be
deployed in a HHDS to facilitate the outcome of interest. The literature was then used to develop
programme theories by exploring the existing evidence for each of these ‘intervention resources’.

Step 2: mapping typological configurations
Once the research team was familiar with the full range of (possible) intervention resources, the next
step was to explore HHDS documentation (project leaflets, evaluation reports, etc.) and to undertake a
series of preliminary site visits and discussions with key HHDS stakeholders. The objective here was to
map the ‘intervention resources’ that are actually being deployed across the 52 HHDSs and, importantly,
to tease out the underpinning logic for their use (i.e. why the scheme has opted to utilise these resources
and practices). This preliminary mapping also informed site selection, enabling subsequent testing of the
initial tentative programme theories.

Step 3: testing and refining programme theories through empirical data collection
The third step was to test and refine programme theories through empirical data collection. This study
employed a mixed-methods approach comprising three WPs, allowing for both qualitative and quantitative
interrogation.We will return to discuss the design of each WP later in the report once we have specified
the theories being tested. In the remainder of this chapter, we focus on how our initial tentative programme
theories were generated through a realist synthesis of the intermediate care literature.

Towards an initial tentative programme theory

According to the RAMESES II quality standards for realist evaluation, initial ‘hunches’ about what
works should be clearly described at the outset.2 The starting point for this evaluation was to ascertain
a broad overview of the generic literature on hospital discharge in terms of what is known to work for
all patient groups. This evidence base is summarised for commissioners and service planners in High
Impact Change Model. Managing Transfers of Care between Hospital and Home.33 This guidance outlines
eight key high-impact changes.

Change 1: early discharge planning

Underpinning logic
In emergency/unscheduled care, robust systems need to be in place to develop plans for management
and discharge and to allow an expected date of discharge to be set within 48 hours.

Change 2: systems to monitor patient flow

Underpinning logic
Protocols enable teams to identify and manage problems (e.g. if capacity is not available to meet
demand) and to plan services around the individual.

Change 3: discharge co-ordination underpinned by multidisciplinary team working,
including the voluntary and community sector

Underpinning logic
Co-ordinated discharge planning based on joint assessment processes and protocols, and on shared
and agreed responsibilities, promotes effective discharge and good outcomes for patients.
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Change 4: Home First (intermediate care) and discharge to assess

Underpinning logic
Providing short-term care and reablement in people’s homes or using ‘step-down’ beds to bridge the
gap between hospital and home means that people no longer need to wait unnecessarily for
assessments in hospital. In turn, this reduces delayed discharges and improves patient flow.

Change 5: flexible working patterns

Underpinning logic
Successful, joint 24 hours a day, 7 days a week (24/7) working improves the flow of people through the
system and across the interface between health and social care, and means that services are more
responsive to people’s needs.

Change 6: trusted assessment

Underpinning logic
Using trusted assessors to carry out a holistic assessment of need avoids duplication and speeds up
response times so that people can be discharged in a safe and timely way.

Change 7: focus on choice

Underpinning logic
Early engagement with patients, families and carers is vital. A robust protocol, underpinned by a fair
and transparent escalation process, is essential so that people can consider their options and the
voluntary sector can help patients consider their choices and reach decisions about their future care.

Change 8: improved discharge to care homes

Underpinning logic
Offering people joined-up, co-ordinated health and care services, for example aligning community
nurse teams and general practices with care homes, can help reduce unnecessary admissions to
hospital, as well as improve hospital discharge.

Initial hunch
Our initial hunch was that these eight high-impact changes [or mechanism intervention resources
(MIRs)] might prove to be equally important in delivering consistently safe, timely transfers of care
patients who are homeless. More specifically, we hypothesised that specialist HHDSs encompassing
all of most of these changes would deliver better outcomes for service users than those schemes
employing fewer or none.

Testing this programme theory empirically through new research was important because much of the
evidence underpinning the high-impact change model (HICM) (version 2015) was based on research
with older people. At the outset of the research, very little was known about if and how the HICM
might work for patients who were homeless.

How we anticipated the research might be used
In terms of the potential to lever change and improve outcomes for patients who are homeless, the
HICM is an important tool. Developing pathways out of hospital is a key objective of the government’s
programme for ‘integration and better care funding’.34 The Better Care Fund (BCF) is the main source
of funding for intermediate care in England and places clear expectations on health and well-being
boards to oversee health and social care, including (1) pooling budgets, (2) integrating services to ensure
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more people can leave hospital when they are ready and (3) following guidelines laid down by the HICM.
Local progress to implement the HICM is actively monitored by NHS England and NHS Improvement
(NHSE&I), meaning that any research that is embedded as part of this is potentially more likely to be
implemented than other research that is not linked to government priorities.

In terms of how we envisaged the research would be used, we anticipated that the evaluation findings
would either confirm the relevance of the HICM in its current format or make recommendations as to
how it could be sensitised to better meet the needs of homeless patients.

Realist synthesis of the intermediate care literature

In testing and further refining our initial programme theory (prior to empirical data collection), the next
step was to interrogate the literature more fully with regard to how each of the HICM changes might work
for homeless patients and also to identify any other intervention resources that might support timely
discharge. However, undertaking a literature synthesis for all eight changes was beyond the scope of the
present study. As intermediate care is the key change recommended in the HHDF, we decided to concentrate
the searches around change 4.We also thought it probable that the evidence for intermediate care would
surface information on many of the other HICM changes, such as benefits of MDTworking and promoting
patient choice. Furthermore, of the different changes outlined in the HICM, intermediate care arguably has
the greatest impact (transformational), especially with regard to outcomes linked to reducing the number of
DToCs.35 We also had the added advantage of being able to build on an already completed realist synthesis
of the ‘generic’ intermediate care literature, as we discuss in the next section.

A conceptual platform for intermediate care
In 2013, a realist synthesis of the (generic) intermediate care literature was published.25,27–36 This
identified over 10,314 sources for potential inclusion and generated an extensive list of ‘programme
theories’ for testing and refinement. An iterative Delphi-style technique was then used to arrive at a
conceptual framework for intermediate care. This identified three programme theories as having the
most ‘explanatory power’ when seeking understanding of how intermediate care works to improve
outcomes for service users in a wide range of contexts. According to this conceptual framework,
improved service user outcomes are achieved when:

l the place of care and timing of transition to it are decided in consultation with service users based
on the pre-arranged objectives of care and the location that is most likely to enable the service user
to reach these objectives (programme theory 1)

l health and social care professionals foster the self-care skills of service users and shape the
environment so as to re-enable service users (programme theory 2)

l health and social care professionals work in an integrated fashion with each other and carers
(programme theory 3).25

However, a limitation of this review was that it did not include literature on (specialist) intermediate
care services for patients who are homeless.

To fill this knowledge gap and further develop our own initial programme theory, we applied the same
methods and search strategy as outlined by Pearson et al.,25 but extended the scope of the search to
include ‘homelessness’. Although Pearson et al.’s25 search strategy used, what they believed to be, a
comprehensive list of phrases relating to intermediate care, we extended the scope of this search to
encompass [‘medical respite’] and [‘homelessness AND ‘hospital discharge’ (schemes)] and [‘homelessness
AND ‘delayed discharge’.] This is because the term intermediate care is not widely or consistently used in
the homelessness sector. The search terms used are shown in Box 1.

DOI: 10.3310/hsdr09170 Health Services and Delivery Research 2021 Vol. 9 No. 17

Copyright © 2021 Cornes et al. This work was produced by Cornes 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 adaption 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.

11



BOX 1 Search terms

Homelessness AND

‘hospital discharge’ (scheme)

‘delayed discharge’

‘Intermediate care’

‘Hospital at home’

‘Admission avoidance’ (scheme)

‘Early discharge’ (scheme)

‘Step-down’ (care)

‘Step-up’ (facilities)

‘Geriatric day hospital’ (day care)

‘Rapid response’ (team)

‘Intensive rehabilitation’ (service)

‘Recuperation facilities’ (residential or nursing home)

‘Integrated home care team’

‘One-stop primary care centre’

‘Nurse-led’/‘Consultant-led’/‘GP-led’/‘Physician-led’ (schemes/inpatient units)

‘Residential (care) rehabilitation’

‘Supported discharge’

‘Day (centre) rehabilitation’

(Acute care) ‘at home’

Hospital in the home

‘Rehabilitation at home’

‘Community Assessment and Rehabilitation Teams’ (CARTs)

‘Re-ablement’

‘Restorative care’

To this list we added the term ‘medical respite’, as it is often applied to residential-based intermediate care

schemes for homeless people.
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In terms of analysis, the overall aim of this exercise was to map how this additional evidence on
specialist (homeless) intermediate care ‘speaks’ to the conceptual ‘road map’ already proposed for
generic intermediate care by Pearson et al.25 The literature synthesis is reported in accordance with
the RAMESES II publication standards for realist reviews.3

Methods used in literature synthesis

Searching processes
Electronic searches were carried out for peer-reviewed articles published in English from 2000 to June
2019 in the MEDLINE, MEDLINE In-Process & Other Non-Indexed, EMBASE, Social Policy & Practice,
Health Management Information Consortium, British Nursing Index, The Cochrane Library, Cumulative
Index to Nursing and Allied Health Literature and Applied Social Sciences Index and Abstracts. We
searched the ‘grey’ literature through relevant websites [e.g. DHSC and Homeless Link (London, UK)],
as well as through the internet using the Google search engine (Google Inc., Mountain View, CA, USA).
We also contacted the 52 HHDF schemes seeking copies of any local evaluations and project reports.

It should be noted that an earlier version of this literature synthesis was published by the research
team in 2018.26 In preparing this present report, the original searches were updated to cover the
period June 2017 to June 2019.

Selection and appraisal of documents
Intermediate care is a complex term that can encompass a wide range of different service configurations
and functions. In selecting material for inclusion in the review, Pearson et al.25 helpfully distinguish between
conventional ‘hand-overs’ of care between providers and interventions that have been specifically designed
to support service users’ transitions. The inclusion criteria for this present review was that articles and
reports should describe specific interventions to support homeless service users in transition and that the
intervention should encompass most of the key characteristics of intermediate care (Box 2). We included a
small number of additional articles that considered homeless health or hospital discharge more generally,
but only where they raised questions about the need for intermediate care.26,30–37

Each source was read by at least two members of the research team. Papers were assessed based on
the same realist ‘quality’ criteria utilised by Pearson et al.25 This makes distinctions between those that
are ‘conceptually rich’ (with well-grounded and clearly elucidated theories, ideas and concepts), ‘thick’
(a rich description of a programme, but without explicit reference to theory underpinning it) and ‘thin’
(weaker description of a programme, where discerning a programme theory would be problematic).

Data extraction, analysis and synthesis process
The literature was synthesised to discern how it addressed Pearson’s et al.’s25 conceptual framework.
When reviewing the literature, we sought to identify programme theories that were both explicitly
argued and those that were tacit or implied, making it clear which was the case. A data extraction pro
forma was designed to allow the evidence to be carefully mapped against each of the three programme
theories. This included space for identification of any new programme theories. The final stage of the
synthesis was to take the evidence as a whole and to reflect on the overall utility of Pearson et al.’s25

conceptual framework, highlighting where any changes or refinements could be made.

Limitations
The limitations of a synthesis approach are that, although we have outlined our search strategy,
we made judgments about the interpretations of the findings. Identifying programme theories and
mechanisms from sources that are not explicitly theory driven, or do not provide adequate descriptions
of the services, is also problematic and risks bias arising from the perspectives of the reviewers. Using
multiple reviewers for each literature source helped address any uncertainty in the utility of the
findings, challenging any bias.
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Results of literature synthesis
The searches yielded 87 references, of which 48 met the inclusion criteria. Additional hand-searching
revealed eight further articles. Internet-searching and direct contacts with intermediate care projects
yielded 13 reports. These were mostly project reports and/or small-scale external evaluations. In total,
69 reports and articles were included in the synthesis.

Document characteristics
Appendix 1 summarises the articles and reports (n = 69) that were included in the review, the methods
they used, their ‘richness rating’ and to which programme theories they aligned. Most of the literature
fell into the ‘thick’ category, with few papers including a theoretical perspective. Most of the empirical
evidence was from the USA and focused on medical respite. The UK evidence comprised mainly local
grey literature reports and was focused mainly on the hospital discharge schemes that had been set-up
with the HHDF funding.

Programme theory 1: the place of care and timing of transition to it are
decided in consultation with the service user

The literature on homeless intermediate care confirms the central importance of consulting with
service users about all aspects of their care and support.38,39 In an early feasibility study, Lane40 noted
that a particular advantage of intermediate care was its focus on person-centred care, rather than

BOX 2 Working definition of intermediate care used for screening sources of evidence25

Purpose

Supports transition (e.g. hospital to home).

Occurs at a critical point (i.e. on the cusp of the shift from independence to dependence, at the point of

acquisition of a chronic illness or disability, or at the intersection of illness and frailty).

Functions

A bridge between (1) locations, (2) health or social care sectors (or within these sectors) and (3) health

states. Views people holistically as individuals in a social setting.

Time limited (e.g. 72 hours, 2 weeks, 6 weeks).

Structure

Designs and embeds new routes through services (which enhance sensitivity to needs and wishes of

service users).

Content

Treatment or therapy (to increase strength, confidence and/or functional abilities).

Psychological, practical and social support.

Support/training to develop skills and strategies.
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disease management, and that this could benefit people experiencing homelessness who are often
familiar with and respond well to individually tailored care, as in supported housing. Poor outcomes,
such as ‘self-discharge’ or a return to ‘rough sleeping’, are a significant problem where there is a failure
to tailor care and support to the specific needs of people experiencing homelessness.26,30–45

Tackling stigma and discrimination

Many people experiencing homelessness encounter stigma and discrimination in hospital.37 Backer et al.46

and Canham et al.47 advise that this requires attention as part of good discharge planning. Indeed, although
many of the HHDF schemes focus on ‘delayed discharge’ to meet their funders’ objectives,48 the more
immediate concern of front-line practitioners is often preventing premature discharge.49 Dorney-Smith
et al.50 describe how premature discharges can be linked to low thresholds being employed by ward staff
for ‘bad’ behaviour (with no management techniques being tried or employed) and inexperienced staff
affecting the overall quality of discharges.

Pearson et al.’s25 review highlights the training of staff in the specific skills needed to deliver person-
centred care as an important mechanism in the delivery of successful intermediate care. However, in
homeless intermediate care, ‘cultural distance’ emerges as a complicating factor. Drury,51 for example,
describes how the daily lives of health-care practitioners and homeless people are so different that
they may become cultural strangers, fearfully avoiding contact with each other. Cultural distance often
creates the ‘gaps’ that specialist intermediate care is then expected to fill. In their study of continuity
post hospital discharge, Whiteford and Simpson52 found that some community nurses will not provide
care inside hostels because they are perceived as ‘dangerous places’.

Many of the HHDSs funded as part of the HHDF perceived it as part of their role to offer mentorship
and training to educate (mainstream) hospital staff about working with people experiencing
homelessness. However, the grey literature suggests that this learning quickly evaporates without a
‘continuous and consistent presence’.53,54

Engagement (patient in-reach) as a distinct mechanism
Compassionate kindness, dignity and respect are values that are seen to sit at the heart of psychological- or
trauma-informed care and are aspired to by many specialist HHDSs. Halligan and Hewett55 observe how a
visit from an empathetic team that is dedicated to the care of homeless patients in the hospital can improve
patient experience and also prevent problems such as premature discharge.

Indeed, what also emerges from this literature is the importance of professionals first ‘engaging’ or
building rapport with service users and how this may act as a distinct mechanism for underpinning
more formal consultative or collaborative care planning processes. As Halligan and Hewett55 observe,
it is only once a relationship is established that the hard work of planning community support and
negotiating with housing, social care and health-care providers and the voluntary sector can begin.

Discussing a ‘nurse-led’ residential intermediate care scheme, Dorney-Smith56 describes how up to
1 month of engagement work may be needed to counter the suspicion and distrust patients may have
of professional support. In the hospital setting, this work is often conceptualised as primary care or
‘patient in-reach’. This brings highly specialist clinical knowledge and understanding of homelessness
onto the hospital ward, whereby specialist GPs and nurses are employed to work side by side with
hospital consultants and ward staff to raise awareness about homelessness and tackle stigma and
problems, such as the prevention of early self-discharge.

One of the key mechanisms for achieving patient in-reach is the ‘homeless ward round’, in which clinicians
from the homeless team will identify and support homeless patients located across the hospital site.
Identification of homeless patients at an early stage of admission is key to early discharge planning.
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Teams will use ‘concerned curiosity’ to understand a patient’s housing circumstances, mindful of the stigma
of homelessness and that some patients will not want to reveal that they are homeless. They will then
work with patients in psychologically informed ways to build relationships and support them to remain in
hospital, have their voices heard and complete treatment.

As noted above, when working with patients who are homeless, the main challenge is not delayed
discharge but more usually preventing ‘early self-discharge’. Often this can be a result of substance
misuse and the patient wanting to discharge themselves against medical advice because of the onset of
unpleasant withdrawal symptoms. Withdrawal can also be at the root of much challenging behaviour
on the wards, for example where the patient feels that his or her withdrawal is not being appropriately
managed and leaves the ward to use street drugs. Ward staff will then often address such absenteeism
from the hospital bed, issuing behavioural contracts that can lead to conflict. In such circumstances,
homeless team nurses and GPs can intervene to de-escalate the situation through more appropriate
skilled clinical management (e.g. correct titration of opiate substitution medication such as methadone).
The homeless team will also raise awareness among ward staff about many other forms of ‘silent
stigma’ that lead people who are homeless to feel uncomfortable in hospital, such as being mindful that
they may have no visitors to take home their washing and provide access to clean clothes and toiletries.
Ultimately, the main goal of GP- or primary care-led ‘patient in-reach’ is to maximise the benefits of a
hospital admission. However, Canham et al.47 make the point that, in the absence of adequate aftercare
resources, the benefits of trauma-informed care and patient in-reach can quickly evaporate.

Tomita and Herman57 undertook a randomised controlled trial (RCT) that evidenced reduced hospital
readmission rates and other positive outcomes for 150 homeless psychiatric (mental health) patients
receiving a care co-ordination intervention (vs. usual care). This suggested that the relationship with
the social services’ worker may be as equally an important mechanism in delivering these positive
results as securing housing tenure and stability.

Place of care
The strongest correlate of hospital readmission among homeless people is discharge location.58 Kertesz
et al.59 showed that discharge to a medical respite facility was associated with significantly lower odds
of readmission than discharge to ‘own care’ (including homeless shelters). Discharge to supportive
housing has similar benefits.60

Pearson et al.25 reported that the characteristics of the local health and social care system could
significantly limit care options for service users. This was evidenced in the homelessness literature,
with people who are homeless having little opportunity to influence decisions about their place of care
because few options might be available.61

Doran et al.58,62 reported that many US respite schemes will not admit homeless people who continue to
drink and whose behaviour is identified as ‘challenging’. It might be argued that the lack of system capacity
in the community, geared to the realities of persons’ needs, equates to acute care being a fall-back option.
According to the Housing Learning and Information Network,29 having a specialist homeless hospital
discharge worker does not eradicate delayed discharge if appropriate community care is not available.
However, it can work to highlight where the gaps exist. The Housing Learning and Information Network
caution that finding placements for people who continue to drink and have disabilities is often challenging.29

The notion that intermediate care might itself fill some of these gaps raises questions about scope and
remit and how far this should extend into the territory of longer-term care. According to van Laere et al.,63

the high mortality rate among users of a Dutch medical respite scheme might be explained by the fact that
the homeless population in Amsterdam most commonly comprises people with mental health challenges,
long-term opiate users and people misusing alcohol who are not able to live independently and depend on
fragmented services. In addition, many intermediate care schemes for people experiencing homelessness
currently provide palliative care to compensate for the lack of provision elsewhere.63–65
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Generic or specialist?
Mainstream intermediate care facilities may not currently meet the needs of people who are homeless.66

The argument for ‘specialist’ provision stems, in large, from the challenges of co-housing people with
different challenges and vulnerabilities.67 For example, Lane40 charts the advantages and disadvantages
of admitting people who use substances and are experiencing homelessness to mainstream intermediate
care. On the one hand, it is considered that when someone is in recovery they should not be exposed to
hostel environments in which drug and alcohol use is commonplace. On the other hand, it is recognised
that people who use substances may have ways of being that are problematised by health and care
providers and other users of intermediate care services.

Rather than being understood in the context of patient choice and the need for person-centred care
planning, debates around ‘place of care’ may be conflated with potentially discriminatory assumptions
about the characteristics of different user groups. For example, Lane40 reports that some GPs and
hostel managers he interviewed expressed concerns that ‘homeless people’ would not mix well
with other users of intermediate care because they may be older and fragile both physically and
emotionally. They were, therefore, overlooking the potential for challenging behaviours among older
people related to conditions such as dementia.

Safe spaces for women
A study of early exit from medical respite reported that ‘respite structure’ (i.e. rules and regulations)
could make some service users feel unsafe and may account for why up to one-third of people leave
medical respite earlier than planned.41 Women in this study were significantly more likely to leave
respite before discharge completion than men. According to Bauer et al.,41 gender-specific treatment
models or women-only spaces could enhance safety and consequently retention outcomes.

Programme theory 2: professionals foster the self-care skills of service
users and shape the environment so as to re-enable them

One of the key objectives of intermediate care is that people should not be admitted straight from
hospital to long-term care facilities without the opportunity for ‘reablement’, ‘recuperation’ and
‘rehabilitation’.23 Importantly, although some local intermediate care services are integrated in England,
physical rehabilitation tends to fall within the domain of the NHS, whereas recuperation (in a care home)
and reablement fall under the banner of local authorities (councils) with social services responsibilities.
Although health care is free in England, social care is means tested and potentially subject to a financial
charge, as well as having eligibility thresholds. However, because recuperation and reablement are
badged as intermediate care they are usually provided free of charge for a period of up to 6 weeks.
The optimum time frame for intermediate care is considered to be between 2 and 8 weeks.

Reablement and physical rehabilitation needs
A feasibility study reviewed the caseload of a specialist homeless primary health-care team in Ireland
to assess the need for a specialist homeless intermediate care centre.68 It found that 15% of homeless
people on the caseload had mobility and disability challenges attributable to health conditions, such as
stroke, hip replacement, fracture or amputation.

In the literature on homeless intermediate care, ‘re-enablement’ or ‘reablement’ were not mentioned.
Many studies reported difficulties collaborating with local authority adult social care, which may indicate
that local authority reablement services are not easily accessible to people who are homeless.42,45,65,69,70

Reports also suggest that the physical rehabilitation needs of people experiencing homelessness are
not well catered for.61–71 Whiteford and Simpson65 observed that many homeless people struggled to
access rehabilitation not because they were homeless, but because of their age, with many services
excluding people under the age of 55 years. Indeed, there is a recognised need for improved disability
access in many UK hostels for homeless people.45–73
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‘Reablement’ environments
Mainstream residential intermediate care facilities in care homes or in hospitals often provide access
to specially adapted environments, such as a ‘training kitchen’, in which people can practice the
activities of daily living. A complaint arising from service users in one (specialist homeless) hostel-based
intermediate care facility was boredom due to the lack of any kind of structured daily activity.64 More
recently, Pathway teams in London have employed occupational therapists to address this risk by
promoting meaningful activity.50

Recovery
There is emerging consensus in the intermediate care literature specific to people experiencing
homelessness that to stop the ‘revolving door’ of hospital readmissions, support needs to extend
beyond the discharge process itself and into the community, either by means of a residential ‘step-down’
facility or ‘floating support’ arrangement.45,48,54 However, what is less clear is the ideal time frame for
such arrangements, which may be termed intermediate care.

In the literature on specialist homelessness intermediate care, ‘recovery’ from drug and alcohol misuse
and/or mental health problems emerges as the primary rehabilitative focus. O’Carroll et al.’s68 feasibility
study, for example, found that 48% of the caseload were experiencing problematic substance misuse,
33% had mental health challenges and 17% were dually diagnosed. However, the setting of goals around
‘recovery’ raises further questions about the accepted time frames for intermediate care. Dorney-Smith,56

for example, charts how service users’ health deteriorated when they were discharged from a nurse-led
intermediate scheme that provided between 6 and 8 weeks of support. Dorney-Smith56 observes that
recovery is a ‘long game’ for many homeless clients and time frames may be upwards of 24 months.

Resettlement
The 6- to 8-week time frame for intermediate care is further brought into question by the multiple
overlapping natures of the transitions facing service users who are homeless (i.e. from ‘hospital to
home’ and from ‘homelessness to housed’). Managing the transition from ‘homelessness to housed’
encompasses both the practical aspects of securing accommodation, as well as meeting what are termed
‘resettlement needs.’74 Indeed, there are many parallels to be drawn between ‘reablement’ and ‘resettlement’
work, with the latter being ‘housing’ rather than ‘social care’ led. Both share the aim of ‘doing things
with rather than for people’ and have the overall aim of promoting independence. It might even be
suggested that ‘resettlement’ work has a broader, more personalised focus than ‘reablement’, as it is
often encompassing of both ‘citizenship goals’, such as securing employment, education and
volunteering opportunities, as well as those linked to reablement and the promotion of ‘self-care’.
Describing a specialist residential intermediate care facility for homeless people in northern England
providing up to 3 months of resettlement support, Lowson and Hex75 describe the goal of the service as
giving people the opportunity to make real life-changing decisions and to have a ‘real go’ at their lives,
improving their life chances and quality of life, as well as improving independence with daily living tasks.

Pearson et al.’s25 review noted that one drawback with (mainstream) intermediate care is that it has
tended to prioritise a desire for service users to attain certain functional goals within a specified time
period over service users’ self-knowledge and desire to reach a wider set of goals over longer, less
clearly defined time periods.

Programme theory 3: health and social care professionals work together in
an integrated fashion with each other and carers

Multidisciplinary team skill mix
Many hospitals in England now employ discharge co-ordinators to manage the most complex
discharges. As recommended in the HICM,33 these roles are usually embedded in MDTs comprising
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senior nurses and social workers. The main focus of their work is usually on managing transfers of care
for older people requiring continuing health care and/or moves into care homes.76 Where there are
large numbers of homeless patients (≥ 200 per year), it is recommended that hospital trusts develop
specialist clinically led multidisciplinary ‘homeless teams’ to work alongside existing discharge teams.77

As noted earlier, these are often called Pathway Homeless Teams by virtue of their affiliation with
the Pathway charity, and these employ GPs, nurses, housing workers and a range of other staff.
A RCT of the costs and benefits of two ‘clinically led’ services (vs. ‘standard care’) indicated that
this clinically led approach does not alter length of stay, but improves the quality of life of homeless
people (with fewer service users returning to the streets) at a cost deemed cost-effective under
current guidelines.78

An early evaluation of the HHDF similarly concluded that those schemes taking a specialist MDT
approach were more effective in delivering improved health and housing outcomes than other
models.70 Without the benefit of a clinician, some of the (uniprofessional) housing link worker projects
described difficulties in engaging with what they described as the ‘medical model’.79 Wood et al.80

suggest that the combination of nursing and social care is particularly effective for people who have
complex problems or who have experienced long-term homelessness, given that the early stages of
being housed can be immensely challenging, with poor physical and mental health adding to the
concomitant stress of adjusting to a very different way of life. Case study evidence also highlights the
important role of the GP in the MDT, particularly in advocating for homeless patients’ needs in a
holistic way where there may be pressure from senior clinicians to discharge prematurely.39–81

In the wider literature, discussions around ‘skill mix’ could reflect different ‘occupational lenses’ or
types and levels of comprehensiveness around how homelessness might be addressed. Although the
focus of the housing link worker schemes was often on housing and benefits advice, with ‘referrals on’
to primary care and other agencies, Hendry64 describes how staff in one medical respite scheme
provided a full assessment under one roof, including a full screen blood test, screening for sexually
transmitted diseases, medication compliance work, pre-detox work, smoking cessation, mental health,
social services, occupational therapy referrals, benefits advice and chiropody. This comprehensiveness
is a key feature of many residential step-down or medical respite schemes.66

Involving carers and family members
In none of the material reviewed was there explicit reference to family member, carers and friends
being involved in discharge and intermediate care support planning. However, there was an account of
one discharge scheme that focused specifically on linking people who were experiencing homelessness
back to their country of origin or their home town where they may have a ‘local connection’ and,
therefore, a better chance of securing housing and social care support.69

Mechanisms for integrating services
For many of the HHDF projects, integration into the hospital setting was described as challenging.70

Formal protocols (e.g. developing a homeless hospital discharge protocol) were identified as important
in most of the grey literature accounts, especially with regard to making sure ward staff asked about
homeless and housing on admission. However, the main problem was sustaining them.29 Successful
ways of doing this and raising awareness about the schemes more generally included having the
scheme championed by senior hospital staff and actively promoting the scheme through posters,
leaflets and contact cards.44 Co-location and being ‘a face’ on the ward were thought to help ensure
the flow of referrals and ease of communication.54–61,72 Participating in ward rounds, attendance at
weekly hospital staff meetings to discuss patient discharge planning and running reflective practice
and training sessions for hospital staff on the subject of homelessness were also considered helpful.
Once the referral pathways were established in HHDF schemes, hospital staff seemed to appreciate
being able to ‘hand over’ responsibility for the homeless people on their wards.54 ‘Passing the baton’
could, however, potentially reduce opportunities for collaborative working.
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Advocacy as an additional key mechanism
Although integration and co-ordination are foregrounded as key mechanisms for the successful delivery
of intermediate care,25 the homeless-specific literature suggests that advocacy (‘arguing the case’) may
be equally important.44 Many grey literature accounts of the HHDF schemes alluded to the impact of
austerity and depleted budgets, which meant reduced availability of housing and longer-term care and
support. It was noted that housing authorities will often defend their budgets by rigidly restricting
access to a defined ‘local’ population. This renders care co-ordination particularly challenging for homeless
people who often have weak or no ties to any locality and lack documentary proof of any entitlements.45

Integrating housing as the ‘third pillar’ of intermediate care
UK intermediate care has been delivered primarily as a health and social care service.25 Canham et al.47

recognise housing assessment as a key ‘health support’ for persons transitioning from hospital. The
HHDF highlights the role of housing services in delivering improved health and well-being outcomes
and, consequently, the importance of housing professionals working alongside health and social care
professionals. Several grey literature accounts report that hospital staff appreciated this resource,
especially in terms of its potential to free up their time. Charles et al.54 observed that ward staff lacked
the knowledge to find accommodation for homeless patients.

One report of a ‘housing link worker’ scheme describes extending its remit beyond ‘homeless people’
so that support could additionally be provided to older people who were being delayed in hospital
because of ‘housing issues’.82 This reflects the importance of integrating housing as the third pillar of
health and well-being for all patient groups.

Discussion: framework utility
The additional evidence presented above broadly supports the validity or usefulness of Pearson et al.’s25

conceptual framework for understanding ‘what works best’ in intermediate care. This is with regard to
three key programme theories: (1) the importance of consulting with service users, (2) working in ways
that are enabling and (3) ensuring integrated professional working. However, it might be suggested that
these three ‘programme theories’ are likely to be implicated in the successful delivery of many other
health and social care services. Herein lies a potential limitation of the current framework in that it may
not answer some of the more complex or nuanced questions relating specifically to the development of
intermediate care services.

The first challenging question to emerge from this review is how to maintain the integrity of intermediate
care as a ‘time-limited’ intervention. This question arises where there is a need to encompass multiple
and overlapping rehabilitative and resettlement goals, which may require housing solutions underpinned
by much longer-term or continued health and social care support. Indeed, decisions around ‘time frame’
and scope are relevant to commissioners of intermediate care for both older people and people who
are homeless (some of whom overlap). It is acknowledged that the rehabilitation of older people has
sometimes fallen short because it has often prioritised short-term reablement goals linked to ‘physical
functioning’ over and above those for inclusion and citizenship. Meanwhile, intermediate care for
people who are homeless has reversed the ‘occupational lens’, prioritising longer-term resettlement and
recovery outcomes over and above those for reablement. How to encompass these different needs and
vulnerabilities under a single service banner is a significant additional challenge, with the danger that
‘specialist’ provision starts to confirm cultural distance (e.g. ‘elderly people’ are quiet and frail and ‘homeless
people’ are challenging and disruptive).

These complexities are compounded in times of austerity, when the integrity of intermediate care is
further compromised by the need not just to ‘fill the gaps’ in local provision but, on occasions to
substitute for the widespread loss of longer-term support services. As Backer et al.46 suggest, discharge
planning and intermediate care will have little impact unless housing and other services are available.

REALIST EVALUATION AND LITERATURE SYNTHESIS

NIHR Journals Library www.journalslibrary.nihr.ac.uk

20



Interventions that were shown to work well in areas with well-resourced and efficient community
support services were seen to have little or no impact where services are inadequate or lacking.83

It is recognised that this poses perhaps the most serious threat to the viability of intermediate care as
a service organisation and delivery construct. If the boundaries with longer-term care services start to
blur, then intermediate care risks quickly becoming ‘blocked’.66–71,73–84

In terms of a refined ‘conceptual framework’ that might address some of these issues, a US
study57–71,73–85 is particularly insightful. It reports the findings of a RCT of a clinically led case
management intervention called ‘critical time intervention’ (CTI).57–71,73–85 CTI was designed to provide
emotional and practical support over a 9-month period, with the primary objective of preventing
homelessness among people being discharged from a psychiatric (mental health) hospital. In CTI,
intermediate care is conceptualised as comprising the following three distinct phases:

1. Transition to the community focuses on engagement and relationship building, providing intensive
support and assessing the resources that exist for the transition from in-patient care to
community providers.

2. Try out is devoted to testing and adjusting the systems of support and assessing whether or not
they are working as planned. By now, community providers are assumed to have adopted primary
responsibility for delivering support.

3. Transfer of care focuses on completing the transfer of responsibility to community resources that
deliver long-term support.85

The findings of the RCT, which compared the outcomes of those receiving the CTI intervention with
those receiving standard care, suggested that this brief, clearly focused intervention led to a reduction
in the risk of homelessness that was evident 9 months after the intervention ended. In accounting for
‘what works and why’, consultation, enabling and ensuring integrated professional working are all
implicated in CTI, but the cornerstone of the approach is a potential fourth programme theory. Namely,
this is maintaining continuity of care during critical transition periods while responsibility gradually
passes to existing community supports that will remain in place after the intervention ends.85

In CTI, ‘scope’ is clearly defined as being about the management of transitions rather than specific
kinds of ‘needs’ or ‘gaps’ in existing provision. It is, therefore, generic in that it can be applied to all
client groups and can potentially be operationalised in any given local context, as the aim is to ‘weave
together’ the resources and infrastructure that are already in existence. The ‘time frame’ for the
intermediate care intervention is also determined not by any rigid ‘service-led’ criteria, but by the
adaptive capacity of the local context to meet the person’s needs. It might be added that where CTI
becomes ‘blocked’ (i.e. there are no appropriate services to take over responsibility), then this should
ring alarm bells for commissioners that there are ‘cracks’ in local provision.

Indeed, CTI also seems to encapsulate the ‘how to’ of what Parker-Radford37 terms a ‘transition of care
approach’. This has the additional advantage of shifting the focus of the ‘organisational lens’ from the
acute sector to the management of a much wider range of transitions (e.g. ‘prison to community’ and
‘armed forces to civilian’). It is, therefore, potentially key to continuity and seamless care, as seen from
the perspective of people who use or reject services.

Summary

Pearson et al.’s25 conceptual framework proved a useful heuristic device for synthesising the literature
on intermediate care for patients who are homeless. It worked as a ‘coat hanger’ on which a wide
range of evidence could be hung and critically appraised. As we outline below, it also helped refine our
initial programme theory for empirical testing.
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First, the findings confirm our initial hunch about the broad utility of the HICM for delivering safe,
timely transfers for patients who are homeless. In the specialist homeless literature, there is strong
evidence for high-impact change [i.e. change 3 (discharge co-ordination underpinned by MDT working)
and change 4 (intermediate care)]. Importantly, an early evaluation of the HHDF suggested that
multidisciplinary HHDSs were more effective on some measures than housing-led (uniprofessional)
schemes. In addition, there is some evidence that MDT working should encompass ‘clinical input’
(i.e. the inclusion of GPs and nurses) to enable effective advocacy for patients on medical- as well as
housing-related matters, preventing problems such as early self-discharge. ‘Patient in-reach’ also
emerges as an important additional high-impact change for challenging stigma and underpinning
patient engagement and choice (change 7). There is evidence about the importance of specialist
homeless hospital discharge protocols to facilitate patient flow (change 2) and specialist ward rounds
to facilitate early discharge planning (change 1). Co-locating housing workers on the hospital site is
important for keeping protocols live and ensuring that early discharge planning can commence,
bringing in housing and homelessness services, home adaptations and equipment. The need to
integrate housing (worker/expertise) as the third pillar of health and well-being (i.e. as an integral
component of multidisciplinary working) can be conceptualised as an additional high-impact change,
such is its importance for early, safe and effective discharge planning. There is less clear evidence for
trusted assessment (change 6) and flexible working (change 5). Improving access to care homes was
not raised directly (change 8); however, questions were raised about the accessibility (suitability) of
residential intermediate care provided in care home settings. This is a potentially important change,
which may not feature strongly in the current literature because of the different occupational lenses
that may downplay physical frailty and early onset of ageing and cognitive problems in the homeless
population.73 The practice reported of using intermediate care as a palliative care service may be
further symptomatic of this.

Second, turning our attention to Pearson et al.’s25 conceptual framework for ‘generic’ intermediate care,
it was hypothesised that good outcomes would be secured for patients on the basis of implementing
three KPPs (tested as programme theories): (1) consulting with service users, (2) working in ways that
are enabling and (3) ensuring integrated professional working. The additional evidence reviewed here
suggests the need for some refinement of these generic principles if they are to support the needs of
people who are homeless leaving hospital. These refinements are shown in italics in Box 3. Box 3
synthesises all the above evidence to specify the programme theory we took forward into the next
stage of the research for empirical testing. It should be noted that Box 3 is also used as the ‘coat
hanger’ (coding framework) for our subsequent qualitative data collection and analysis. The coding
draws on Dalkin et al.’s32 formula outlined earlier. The codes are as follows.

l MIRs:

¢ MIR1 [protocols for early discharge planning/patient flow (high-impact change model 1 and 2)]
¢ MIR2 (patient in-reach)
¢ MIR2mdt [patient in-reach (with clinical and housing advocacy/expertise combined)]
¢ MIR2up [patient in-reach (housing advocacy/expertise only)]
¢ MIR3 (discharge co-ordination)
¢ MIR3mdt [discharge co-ordination (undertaken by multidisciplinary team)]
¢ MIR3up [discharge co-ordination (undertaken by uniprofessional team)]
¢ MIR4 (step-down intermediate care)
¢ MIR4res (residential step down)
¢ MIR4hf [community/home-based (floating support) step-down care]
¢ MIR5 (trusted assessment/direct referral rights)
¢ MIR6 (strong leadership)
¢ MIR7 (strengthening safeguarding).
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l KPPs:

¢ KPP1 (consultation with service users)
¢ KPP2 (promoting reablement and resettlement)
¢ KPP3 (integrated working between health, housing and social care)
¢ KPP4 (continuity of care).

In the next three chapters, we explore how these are being implemented in different contexts, any
changes in reasoning and the outcomes achieved:

Mechanism (intervention resources) ½MIR and KPPs� + context ½C� − > mechanism

(change in reasoning) ½MCR� = outcome ½O�. (2)

BOX 3 Initial tentative programme theory for empirical testing

Achieving consistently safe, timely transfers of care for patients who are homeless (improved outcomes)

will depend on localities developing complex adaptive systems that are underpinned by clear protocols for

patient flow and early discharge planning (MIR1), access to patient in-reach (MIR2), multidisciplinary

discharge co-ordination (encompassing both clinical and housing support) (MIR3) and step-down

intermediate care (MIR4). MIRs must be underpinned by the following ‘simple rules’ or KPPs.

KPP1

The place of care and timing of transition to it are decided in consultation with service users based on the

pre-arranged objectives of care and the location that is most likely to enable the service user to reach

these objectives. ‘Engagement work’ [as part of patient in-reach] is recognised as a distinct mechanism for

underpinning these more formal consultative or collaborative care planning processes.

KPP2

Health, housing and social care professionals foster the self-care skills of service users and ensure that

rehabilitation and recovery are encompassing of outcomes linked to both physical reablement and broader health

and well-being objectives for inclusion and citizenship.

KPP3

Health, housing and social care practitioners work in an integrated way with each other, ensuring that local

advocacy support is available.

DOI: 10.3310/hsdr09170 Health Services and Delivery Research 2021 Vol. 9 No. 17

Copyright © 2021 Cornes et al. This work was produced by Cornes 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 adaption 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.

23



KPP4

Continuity of care is maintained during critical transition periods while responsibility gradually passes to existing

community supports that will remain in place after the intermediate care episode ends.

HHDSs with more of the ‘jigsaw pieces’ will be more effective and cost-effective. Any missing pieces will open

up the potential for untimely or unsafe discharge and poorer outcomes for service users (Figure 1).

MIR2: patient in-reachMIR1: protocol

MIR4: intermediate care MIR3: MDT discharge co-ordination

FIGURE 1 Jigsaw pieces.

Refinements made to generic principles required to support the needs of people who are homeless leaving

hospital are displayed in italics.

BOX 3 Initial tentative programme theory for empirical testing (continued)
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Chapter 3 Results: qualitative case studies

Overview

In this chapter, we interrogate and refine our initial tentative programme theory about what works
to deliver consistently safe, timely transfers of care by means of a series of qualitative case studies
carried out in seven hospital sites. We begin by outlining the methodology for the case studies and
then report the results. The overall aim of the qualitative fieldwork was to map the typological
configurations evidenced in the site (e.g. the different MIRs and KPPs employed) and explore a range
of different service user and stakeholder perspectives on how these are working in practice to deliver
consistently safely, timely transfers of care for homeless patients.

Methodology for qualitative case studies

In the original protocol, we planned to undertake in-depth qualitative fieldwork across six principal
case study sites. However, mid-way through the research one of the HHDSs was threatened with
closure and, therefore, an additional hospital site was recruited. Five hospital sites had HHDSs that
represented ‘specialist care’ and two sites did not have a HHDS that represented ‘standard care’.
Data collection involved several steps, as outlined below.

Documentary analysis
Having completed the literature synthesis to identify the full range of (possible) interventions/changes
(i.e. MIRs), the next step was to explore how these were being implemented in the HHDS sites. To
achieve this, we collected and studied HHDS documentation (e.g. project leaflets, evaluation reports),
monitoring data held by NHSE&I (for DToCs) and undertook a series of preliminary discussions and
site visits with key HHDS stakeholders.

In carrying out the mapping exercise, we were able to make use of a database held by Homeless Link
(an umbrella organisation for the homeless sector). This held typological details for all 52 HHDF
schemes gathered as part of an early implementation evaluation.70 All projects on the database were
contacted for information and informed about the study. In addition to the information provided by
Homeless Link, we were also able to access a wealth of information from the Pathway charity, which
acts as an umbrella organisation for the ‘clinically led’ schemes. Preliminary interviews were carried out
with staff at Pathway and Homeless Link. We also held three regional focus groups to which HHDS
practitioners and managers were invited. These groups invited participants to discuss early progress
and gauge interest in taking part in the research. Information was collected for 62 HHDSs, including
the 52 HHDF-funded schemes and additional information for nine ‘clinically led’ schemes and one
intermediate care network that was not funded by HHDF.

The analysis underpinning the mapping exercise was framed by means of our realist hypothesis (outlined
earlier in Box 3). Documentary information was analysed to explore the interventions/changes (i.e. MIRs)
that were being implemented in each of the HHDSs (e.g. protocols, patient in-reach, discharge co-ordination
and step-down intermediate care) and more general information on funding history, staffing, skill mix
and any evidence of effectiveness, as reported in local evaluation reports. At this initial mapping stage,
we did not document KPPs, as these were not easily discernible from documentary information.
The information was then compiled as a database. This was regularly updated throughout the life of the
study, enabling us to chart the history of the projects and whether or not they were sustained in the
longer term.
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Site selection: specialist sites
The five sites with HHDSs were purposefully selected to represent different geographical contexts and
typological (MIR) configurations. Selection was guided by the findings of the initial mapping exercise.
The working hypothesis was that sites with more of the jigsaw pieces (i.e. more MIRs) would deliver
better outcomes for patients and so we purposefully selected sites to enable interrogation of this,
including sites with no HHDS (i.e. no specialist MIRs). We briefly summarise the findings of the
mapping exercise below to show why the sites shown in Table 1 were recruited. The mapping also
enabled us to further refine our understanding of MIRs for analysis and coding purposes.

TABLE 1 Typological (MIR) configurations of purposefully selected fieldwork sites

Care

Specialist care Standard care

Site 1 Site 2
Site 3A and
site 3B Site 4 Site 5 Site 6

‘Clinically led’ (multidisciplinary) ✓ ✓

‘Housing led’ (uniprofessional) ✓ ✓

MIR1 homeless hospital discharge protocol ✓ ✓ ✓

MIR2mdt patient in-reach (with clinical and housing
advocacy/expertise combined)

✓ ✓

MIR2up patient in-reach (housing advocacy/expertise only) ✓

MIR3mdt discharge co-ordination (undertaken by a MDT) ✓ ✓ ✓

MIR3up discharge co-ordination (undertaken by a
uniprofessional team/single housing worker)

✓

MIR4res direct access to residential step-down care ✓ ✓

MIR4hf direct access to community-/home-based
(time-limited) floating support step-down care

✓

Description of specialist HHDS sites

Site 1: clinically led HHDS with no direct access into step-down intermediate care

Here, the HHDS serves a large hospital in the capital city with large numbers of patients who sleep rough. The scheme
is a co-located ‘clinically led’ (multidisciplinary) homeless team, comprising a GP, a nurse, an occupational therapist, four
housing workers and a peer case worker. The team undertakes patient in-reach (MIR2mdt) and discharge co-ordination
(MIR3mdt), but has no direct access or ‘referral rights’ into ‘step-down’ intermediate care. Some specialist intermediate
care beds (n = 6) are available locally, but these are earmarked for ‘step up’ (prevention of admission) rather than ‘step
down’ and so are not easily accessible to the HHDS

Configuration = (MIR1 +MIR2mdt+MIR3mdt)

Site 2: clinically led scheme with ‘referral rights (direct access) to residential step-down intermediate care

The hospital here is based in a small northern city that is part of a large urban conurbation. It is served by two HHDSs.
Scheme A is a co-located ‘clinically led’ (multidisciplinary) homeless team, comprising a GP, two nurses, a care navigator
and a housing worker. Scheme A undertakes patient in-reach (MIR2mdt) and discharge co-ordination (MIR3mdt),
and has direct access (via trusted assessment MIR6) into scheme B. Scheme B is a dedicated 14-bed residential
intermediate care (MIR4res) facility. This is staffed 24 hours a day with four housing support workers and a manager.
Clinical staff from scheme A ‘boundary span’ (i.e. continue to work with patients once they enter scheme B)

Configuration = [MIR1 +MIR2mdt+MIR3mdt +MIR4res + (MIR6)]

RESULTS: QUALITATIVE CASE STUDIES
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The mapping exercise confirmed the important typological distinction between HHDSs that were ‘clinically
led’, employing a (specialist) MDT to deliver patient in-reach (MIR2) and multidisciplinary discharge
co-ordination (MIR3), and those that were ‘housing led’ (uniprofessional). Housing-led schemes also
delivered patient in-reach (i.e. supporting and building relationships with patients prior to discharge)
(MIR2) and undertook discharge co-ordination (MIR3). However, this was not necessarily multidisciplinary
if, for example, the housing link worker from a uniprofessional scheme worked in isolation from other
professionals and agencies. Therefore, for analysis (coding) purposes, we distinguish between MIR2
(patient in-reach) and MIR3 (discharge coordination) that is embedded in a MDTworking (MIR2/3mdt)
and that which is uniprofessional (MIR2/3up).

Another key typological feature to emerge from the mapping was that intermediate care (MIR4) was
nearly always delivered as an integrated component of the ‘housing-led’ HHDSs (as time-limited floating
support post discharge), whereas most of the ‘clinically led’ services closed cases when the patient
exited the acute sector. For analysis (coding) purposes, we distinguish between intermediate care that
is Home First (community-based floating support) (MIR4hf) and that which is residential/bed based
(MIR4res) (i.e. where people move straight from hospital into a dedicated residential step-down unit).

TABLE 1 Typological (MIR) configurations of purposefully selected fieldwork sites (continued )

Care

Specialist care Standard care

Site 1 Site 2
Site 3A and
site 3B Site 4 Site 5 Site 6

Site 3a/b: housing-led schemes with community/Home First (floating support) step down

Site 3a: the hospital here is based in a small city in the south of England that serves a large rural area. It has smaller
numbers of homeless patients compared with sites 1 and 2. The HHDS here is a uniprofessional ‘housing-led’ scheme
that has one worker who provides patient in-reach (MIR2up), discharge coordination (MIR3up) and ‘step down’
(MIR4hf) (time-limited floating support in the community) for a time-limited period. As this scheme was threatened
with closure during the fieldwork, we recruited an additional site with a similar typological configuration

Site 3b: this hospital is based in a large city in the north of England with larger numbers of homeless people than
site 3a, but offering a similar ‘housing-led’ single worker service (MIR2/3up +MIR4 hf). A novel feature here was the
attachment of the HHDS worker to the safeguarding adults’ team based at the hospital

Configuration = (MIR1 +MIR2up +MIR3up +MIR4hf)

Site 4: housing-led scheme offering residential step-down intermediate care

The hospital here was based in a large town in the north of England. The HHDS was a residential three-bed intermediate
care (MIR4res) facility (occupying a separate wing of a hostel). The scheme was staffed by one hostel worker and had
no significant resource for patient in-reach or discharge co-ordination beyond the assessment of potential referrals

Configuration =MIR4res

Description of usual/standard-care sites (with no HHDSs)

Site 5: the hospital here was based in a medium-sized city in the south of England. A HHDS had once operated in the
hospital, but had lost its funding and ceased to operate prior to the start of the HHDF

Site 6: the hospital here was a mental health facility based in the north of England, serving a large mainly rural population.
This site had no specialist homeless discharge provision and no generic complex discharge co-ordination team (i.e. ward
staff have full responsibility for all aspects of discharge planning for all patients regardless of complexity)

MIR1, protocols for early discharge planning/patient flow (HICM 1 and 2); MIR2, patient in-reach; MIR2mdt, patient
in-reach (with clinical and housing advocacy/expertise combined); MIR2up, patient in-reach (housing advocacy/expertise
only); MIR3, discharge co-ordination (HICM 3), MIR3mdt, discharge co-ordination (undertaken by a MDT); MIR3up,
discharge co-ordination (undertaken by a uniprofessional team/single housing worker); MIR4, step-down intermediate
care (HICM 4); MIR4res, direct access to residential step-down care; MIR4hf, direct access to community-/home-based
(time-limited) floating support step-down care; MIR5, trusted assessment/direct referral rights (HICM 6).
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The mapping exercise also demonstrated many other ways in which HHDSs were configured locally
using different MIRs. For example, some localities had used HHDF funding to set up or refurbish an
intermediate care facility (MIR4res), but did not then have resource to ‘in-reach’ into the hospital
(MIR2-missing) and to assist ward staff with discharge co-ordination (MIR3-missing). Furthermore,
in only one site could we find evidence of what might be termed sustained and purposeful engineering
of a ‘complex adaptive system’. In this site, there were two HHDSs in operation. These were integrated
by means of protocols (MIR1) for flexible working and ‘trusted assessment’ (MIR5) in which staff from
the clinically led homeless team had direct referral rights into a housing-led residential intermediate
care facility. This created an out-of-hospital care pathway that encompassed most of the jigsaw pieces:

½Protocols/MIR1� + ½multidisciplinary patient in− reach MIR2mdt�
+ ½multidisciplinary discharge co‑ordination MIR3mdt�
+ ½residential intermediate care MIR4res� + ½trusted assessment MIR5�
= consistently safe, timely transfers of care: (3)

On the basis of the mapping exercise, we hypothesised that this configuration (i.e. site 2) would deliver
the best outcomes for homeless patients.

Standard care site selection
Two standard care sites were selected. The first did not have a HHDS. This site was selected
opportunistically on the basis that the researcher knew one of the hospital managers and of her
concerns around the need to improve hospital discharge for patients who were homeless. There was,
therefore, interest on the part of the hospital trust in being part of the research. The site was also
considered a good fit in terms of the wider portfolio of sites, as it was a mental health hospital (whereas
trusts in other sites were acute) and also a hospital site serving a large rural area (whereas the other sites
were mainly inner city). It was also recognised that this site could reflect the challenges of setting up
specialist services in areas where there are few homeless patients. Another unusual feature of the site, in
terms of poverty of MIRs (including non-specialist), was that it did not have a ‘generic’ complex discharge
team. Here, ward staff were expected to take responsibility for all aspects of discharge planning.

The second standard care site was selected on the basis that it was a hospital site that had once had
a specialist HHDS, but that scheme had recently been decommissioned. It was thought that this could
shed light on the issue of sustainability and the ‘evaporation effect’.86 Here, we were interested to explore
what Dalkin et al.32 term the ‘dimmer switch’ effect. In Pawson and Tilly’s27 seminal work, realist causation
is explained by means of a gunpowder analogy in which a spark is introduced to the chemicals in
gunpowder (mechanism), resulting in an explosion (outcome). However, if the conditions (context) are not
right, for example if the gunpowder is damp, then there is no explosion. Here, mechanisms are seen as
‘triggering’ or ‘firing’ in context to achieve an outcome. However, Dalkin et al.32 argue that where human
volition is intertwined with an intervention, reasoning is rarely activated via a firing akin to an ‘on/off’
switch. Instead, they see activation as operating along a continuum similar to a light created by a dimmer
switch where intensity varies in line with ever evolving context. Given the current austerity context, we
recognised that this could be a particularly helpful heuristic for exploring the overall impact of the HHDF.
We wanted to know if the different schemes were able to achieve a sustained ‘linear’ effect toward ‘good
practice’ (safe discharge) or if ‘poor practice’ (unsafe discharge) crept back in once the MIRs were reduced
or cut. Our hunch was that the latter may be the case, given that nationally delayed discharge figures
could be seen to rise again once policy focus and resourcing shifted to other priorities.

Fieldwork
The fieldwork comprised non-participant observation in the everyday life of the HHDS (and/or hospital
setting) and semistructured interviews with a range of stakeholders. Approximately 3 months was spent
with each site, with the researcher spending 2 or 3 days on site each week. Non-participant observation
encompassed shadowing workers and observations of assessments, case conferences, team meetings
and other activities. Extensive fieldnotes were taken to record observational data.

RESULTS: QUALITATIVE CASE STUDIES
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Semistructured interviews with practitioners, managers and commissioners
In total, 77 semistructured interviews were carried out with a wide range of (non-service user)
stakeholders (a minimum of 10 interviews per site) (see Appendix 2). Sampling was mainly purposeful
(guided by the need to collect data to interrogate and refine programme theories), but ensured coverage
of key staff groups in each site (e.g. HHDS managers and practitioners, discharge co-ordinators, ward staff,
staff working on other local services and agencies, and service commissioners). Informed consent was
ascertained for all participants. A topic guide (see Appendix 3) was used to gather information on a range
of matters, including the history and current conceptualisation of the ‘problem’ of homeless people’s
discharge from hospital in that particular site, understanding what changes/mechanisms (i.e. MIRs and
KPPs) are being implemented, and perceptions about how they are working (i.e. leading to any changes in
reasoning) and the associated outcomes. Key stakeholders (e.g. HHDS staff and managers) took part in a
formal interview, but were then re-interviewed informally on many occasions as our programme theories
evolved. Interviewing/recruitment stopped when it was felt that enough data were ascertained to have a
comprehensive (rich) understanding of the programme theory under scrutiny. Interviews were digitally
recorded and transcribed.

Interviews with homeless patients
Interviews were carried out with homeless patients (n = 70) at two time points, shortly after discharge
and then again after 3 months. The timing of the second interview at 3 months gave sufficient time
to reveal outcomes linked to continuity (e.g. what happened after step down ended), but not so far
into the future as the connections with the initial hospital and discharge planning episode would be
lost to memory.

Inclusion criteria (homeless patients)
In each site, we purposively recruited (≥ 10) homeless patients referred to either a HHDS or, in standard-
care sites, to discharge co-ordinators/ward managers. Homeless patients (including HHDS service users)
were recruited on the basis that they were ‘key informants’ with regard to different experiences of
MEH. People experience MEH if they are ‘homeless’ (broadly defined to include temporary/unsuitable
accommodation, as well as sleeping rough) and have also experienced one or more of the following
domains of deep social exclusion: ‘institutional care’ (e.g. prison, local authority care, stays in mental
health hospitals or wards), ‘substance misuse’ (e.g. drug problems, alcohol problems, abuse of solvents, glue
or gas) or participation in street culture activities (e.g. begging, street drinking, ‘survival’ shop lifting or
sex work).5 Recruitment also aimed to monitor inclusion of the following groups/demographics and,
whenever possible, we approached people in the order to which they referred to the service to avoid
any selection bias:

l young homeless people (aged 18–24 years)
l people in the middle age range (aged 25–49 years)
l older homeless people (aged ≥ 50 years).

Recruitment/ascertaining informed consent/incentivisation
Sensitive strategies were employed to successfully recruit respondents from this ‘hard-to-reach’ group.
Prior to the researcher making contact, we asked the HHDS worker/discharge co-ordinator to give the
prospective participant an invite letter and study information sheet and to seek their permission to
tell the interviewers if they were interested in taking part. When the interviewers subsequently visited
the hospital, patients who had expressed an interest were contacted. The researcher explained that
(1) participation was voluntary and they could withdraw at any time or refuse to answer any question,
(2) that they would be seen twice by a researcher over the following 3 months, (3) that their consent
was needed to collect information from HHDS staff and from their medical records and (4) if they
said something that indicated that they or someone else was at risk of harm, the interviewer would
be obliged to take appropriate action. Written consent was obtained prior to the first interview, with
verbal consent obtained prior to subsequent interview. Only participants who gave informed and
written consent were recruited. Participants’ capacity to give informed consent was determined before
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each subsequent interview. It was planned that should a participant lose capacity during the following
3 months then they would be kept in the study and, in accordance with the Mental Capacity Act 2005,87

a nominated consultee would be involved. To build trust and rapport before the first interview, the
researchers visited patients on the ward on several occasions in the run up to their discharge. Participants
also received a £10 voucher (per interview) for sharing their expertise and giving-up their time.

In total, 70 patients were recruited at time point 1 (T1) and 35 patients at time point 2 (T2). Finding
participants at T2 was time-consuming and challenging for many reasons (e.g. people moving between
areas with no fixed abode and regularly changing mobile telephone numbers):

l young homeless people (age 18–24 years) – T1 n = 5 male/n = 2 female; T2 n = 1 male
l people in the middle age range (aged 25–49 years) – T1 n = 27 male/n = 2 female; T2 n = 13 male/

n = 7 female
l older homeless people (aged ≥ 50 years) – T1 n = 20 male/n = 5 female; T2 n = 11 male/

n = 3 female.

Topic guide
Interviews employed a semistructured topic guide (see Appendix 3) to unearth participants’ experiences
of being admitted to hospital (i.e. the events leading up to the admission) and discharged from hospital
and whether or not the HHDS (and the MIRs and KPPs therein) had the intended impact. The main
focus of the second follow-up interview was on the following:

1. Patterns of service use in the intervening 3-month period, including any readmission to hospital.
What support was received? Did the support materialise as planned? Did the support meet
self-perceived needs?

2. What was liked and disliked about the support?
3. How was the support perceived to have helped? What outcomes were achieved? What outcomes

were still aspired to and what additional support might have helped?

Interviews were digitally recorded and transcribed. We also gained participants’ written consent to
access support plans and personal information held by a range of providers.

Patient and public involvement and engagement
Two ‘peer researchers’ (researchers with live experience of homelessness) accompanied us on some
site visits and undertook a small number of interviews alongside the university researcher (e.g. one of
the peer researchers was an ex-army veteran and so accompanied us on interviews where the patient
was an ex-army veteran). Having peer researchers alongside helped establish trust and rapport with
research participants and led to more targeted probing because of greater understanding (lived shared
experiences) of the topics covered.

Some of the original study participants also became ‘peer researchers’ themselves (after the fieldwork
had concluded), joining a special advisory group and contributing mainly to the dissemination stages
(e.g. producing cases studies and attending high-level meetings and conferences to share first-hand
experiences about issues such as discharge to the street). This was acknowledged by policy stakeholders
as being very effective in bringing the academic findings to life and supporting a greater commitment
to change.

Analysis

In realist evaluations, the analysis is retroductive. It involves ‘to-ing and fro-ing’ between theories and
data to tease out what works, for whom, in what circumstances and why. More specifically, qualitative
analysis moves beyond thematic categorisation to identify and explain the relationship between
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context, mechanism and outcome. Here, the aim is to describe the interaction between MIRs and
context, and the change (if any) in reasoning this generates. To facilitate this, data from fieldnotes and
interview transcripts were entered into a software package (NVivo 2, QSR International, Warrington, UK)
and then coded and organised using the formula:

Mechanism (intervention‑resources) ½MIR� + context ½C� − > mechanism (change in reasoning)
½MCR� = outcome ½O�. (4)

Mechanism intervention resources were subcoded by means of the tentative programme theory
framework (protocol MIR1, patient in-reach MIR2, etc.) (see Box 3). Comprehensive context–
mechanism–outcome descriptions were built for each of the seven fieldwork sites and comparative
analysis undertaken across the full data set. Analysis was conducted specifically to ‘test’ linkages
(e.g. changes in reasoning produce greater outcomes when MIR X in place/MIR X missing). Analysis
was further disaggregated by subgroup (e.g. outcomes for practitioners/outcomes for service users).
Finally, data were reviewed with regard to the overall utility of the programme theory, looking across
the cases for confirmation, rebuttal and ‘silence’. Emerging findings about ‘what works and why’
were fed back to sites for scrutiny and further analysis by means of local meetings and/or feedback
events (n = 7). This was intended to guard against ascertainment bias where evaluators focus on
outcomes of which they have knowledge and will investigate these outcomes more thoroughly.
The final stage of the analysis was iterative, showing how the qualitative data led to refinements in
the initial tentative programme theory (see Box 3), before moving on to quantitative testing stages
(see Chapters 4 and 5).

Results

Overview
The qualitative findings support our initial tentative programme theory about the importance of having
all the ‘jigsaw pieces’ in place to deliver consistently safe, timely transfers of care. Our observations
(based on 10 patient journeys per site) confirmed that consistently safer, timelier transfers of care
were more likely to occur in site 2 compared with the other sites. Site 2 was purposefully selected on
the basis that it came closest to NHSE&I’s description of a ‘complex adaptive system’.20 This site had a
fully integrated out-of-hospital care pathway that encompassed protocols (including those for early
discharge planning) (MIR1), multidisciplinary patient in-reach (MIR2mdt), discharge co-ordination
(MIR3mdt) and a residential step-down intermediate care facility (MIR4res). Patients (accepted for the
‘step-down’ service) were collected by taxi and taken straight to the facility. Here, hospital discharge
was a ‘non-event’ and there were no reports of poor or unsafe discharge. Furthermore, the out-of-
hospital care pathway itself was embedded as part of a wider whole system of care. This matched the
description for the highest level of integration as defined by the DHSC’s Office of the Chief Analyst:

Fully coordinated primary and secondary care that provides an integrated service, including specialist
primary care, outreach services, intermediate care beds, and in-reach service to acute beds.

p. 18.88 Contains public sector information licensed under the Open Government Licence v1.0

In the remainder of this section, we describe in more detail how MIRs and KPPs are integrated into
the specialist out-of-hospital care pathway in site 2 and how this works to deliver good outcomes for
(some) patients. We then draw on observational and interview data from the other fieldwork sites to
pinpoint how ‘gaps’ (i.e. missing jigsaw pieces) lead to poorer outcomes. We also consider, across
all the sites, the factors that dampen effects, leading MIRs and KPPs to fail to deliver their intended
outcomes. In Chapters 4 and 5 we then interrogate these qualitative findings by means of a quantitative
lens, mindful of the limitations inherent in a case study approach.
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Specialist care: ‘all the jigsaw pieces’
Site 2 contained two specialist HHDSs that work in partnership to create an out-of-hospital care
pathway for patients who are homeless and who have a physical health need. A multidisciplinary
(clinically led) homeless team was based at the hospital with a 14-bed (housing-led) residential
step-down respite and intermediate care facility in the community.

Clinically led multidisciplinary hospital-based homeless team
In site 2, the homeless team was clinically led, comprising a manager (a band 7 nurse), a nurse, a
housing worker and a care navigator, with sessional support provided by a GP and a mental health
nurse. The homeless team manager was employed by the acute trust and the other clinical staff
by a specialist primary care practice (holding overall management responsibility for the team).
The housing workers were seconded to the team from a housing association that also managed
and ran the step-down facility. The homeless team was originally co-located in the same offices as
the (generic) complex discharge team, but at the time of data collection occupied its own office
space. The two discharge teams complemented each other, with the homeless team taking on full
responsibility for the discharge of patients who are homeless and other patients with housing
problems. The manager of the generic discharge team had performance oversight of the homeless
team with regard to monitoring and addressing any DToCs. The homeless team operated extended
working hours on some evenings, but there was pressure for more flexible working and for the
service to operate 24/7 should funding allow.

In site 2, the homeless team acted as the named point of contact for patients who were homeless,
usually taking on responsibility for all aspects of their discharge planning (MIR3). Just as social
workers provided detailed specialist knowledge of the Care Act 201489 and other legislation and the
local care market, the homeless team provided expertise on housing legislation and local homeless
service provision. The housing workers in the homeless health team also took responsibility for the
considerable administrative burden that can be associated with making an approach to housing or
maximising income (e.g. sorting out access to benefits or helping people ascertain identification
proof or to establish a local connection). As the homeless team was co-located at the hospital
(avoiding the need for ward staff to make external referrals and wait for a response), they were
highly appreciated by ward staff and credited by hospital managers with playing a vital role in
maintaining patient flow and reducing delays. This point was mirrored across nearly all the research
sites that had HHDS:

Before we had a homeless team, homeless patients were referred to the social work team, but the social work
team would say its housing not care and signpost them to outside . . . Now that we have a [homeless worker
based at the hospital] it’s a massive bonus for the trust, someone we can turn to, specialising in homelessness
and who knows the processes, policies, laws, benefits and everything that comes with that than an everyday
nurse wouldn’t be able to deal with . . . It’s a massive bonus.

Ward manager, S3b

In addition to discharge co-ordination, clinically led homeless teams also undertook patient in-reach
(MIR2mdt), with the overall aim of building relationships with patients and maximising the benefits of a
hospital stay. This included preventing early self-discharge and increasing access to planned health care:

We see ourselves more as a homeless health team rather than just a discharge team . . . We work with
homeless patients at the level they’re at – optimising their stay – making sure that they’ve had their jabs,
that they been seen by the substance misuse services even though they’ve come in for a broken arm;
that they have a sexual health screening if the need that; that they get the things done that the homeless
nurses in the community have been trying to get them have done for ages, for example, a particular set of
bloods. This might not be indicated in terms of why they’ve come in with, but it’s about maximising the
stay and following this up with outpatient appointments.

Homeless health care team nurse, S1
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Residential step-down intermediate care (MIR4res)
In site 2, HHDF capital funding had been secured to refurbish a former student hall of residence into a
14-bed dedicated residential intermediate care step-down facility. The Respite and Intermediate Care
Support Service (RICSS) was ‘housing led’ and managed by a housing association. It was staffed 24/7,
with housing/resettlement workers during the daytime and security staff at night. Revenue funding
was mainly sourced in the same way as for other hostels in the district (e.g. from housing benefit), but
the facility is only accessible to people who are homeless and assessed as needing intermediate care
on the basis of physical health need. Additional funding for RICSS was also provided through the BCF
and used to pay the support staff and manager who are on duty every day of the week. Without this
additional funding, the service was not thought to be viable.

Seen from the perspective of the patient, the journey into RICSS starts in the hospital and is facilitated
by the homeless team. The homeless team start to assess and work with patients while they are in
hospital and will continue to work with them (‘boundary span’) when they move into RICSS. Importantly,
the homeless team has direct referral rights into RICSS and the team’s nurse and GP are ‘trusted
assessors’ (MIR5), meaning that RICSS staff will accept their assessments and judgements about a
patient’s suitability for the service. Therefore, when medically optimised, people move seamlessly from
hospital into RICSS, such that hospital discharge is an ‘uneventful’ event (a short taxi ride). The homeless
team’s GP and nurse undertake a weekly ‘ward round’ at RICSS (reviewing the care of each resident)
and work flexibly to be on hand to provide housing staff with advice and back-up on health matters.
For patients, trusted assessment (MIR5) facilitates integration (KPP3), leading to a high degree of continuity
(KPP4), in which ‘I only have to tell my story once’.

Once settled into RICSS, a fully integrated assessment commences of the patient’s health, housing
and social care needs. Importantly, admission to RICSS enables clinical staff from the homeless team
and RICSS housing staff to work together to observe needs over time and ascertain a fuller picture,
rather than relying on a verbal snapshot at the point of discharge. These ‘snapshots’ can be unreliable
given that people are ‘never themselves’ when in hospital and in crises or unwell. This opportunity for
comprehensiveness is at the heart of intermediate care based on a D2A model. Below we describe
how KPPs are embedded in intermediate care in site 2.

Key practice principle 1: location – convalescent atmosphere
Staff at RICSS work hard to ensure a quiet convalescent atmosphere at all times. One resident
captured the success of this approach as follows:

Prior to going into hospital, I was living in a homeless hostel. It was noisy, doors slamming all night long
and there were stairs I couldn’t manage . . . This place is completely quieter, nicer, there’s medical care and
it’s just lovely.

Tom, aged 64 years, RICCS resident

Key practice principle 2: reablement
Key practice principle 2, reablement, is a time-limited person-centred intervention that aims to restore
self-care and daily living skills, and to support access to, or reconnection with, the local community and
social and leisure activities. Support for physical reablement (e.g. helping people re-establish ‘activities
of daily living’ such as washing and dressing) is, however, perceived to fall outside the skill set of the
RICSS housing support worker role and as requiring referral into the support provided by (adult social
care) reablement teams. Accessing adult social care was particularly challenging for workers across
all the HHDSs involved in the study, and often required strong and persistent advocacy with good
legal literacy. This boundary was successfully negotiated for some RICSS residents who received a
Care Act 201489 assessment and, subsequently, 6 weeks of ‘free’ reablement, with reablement workers
visiting the RICSS facility each day (KPP3). If longer-term care and support are needed, this will be
assessed at 6 weeks, with plans put in place for a move to sheltered housing or a care home. Patients
with palliative care needs can remain at RICSS if that is their wish (KPP1).
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Key practice principle 2: self-management
Time in RICSS enables staff to support people towards improved ‘self-management’ (e.g. to better
manage conditions such as diabetes through healthier diet and understanding of medication regimes).
This can also encompass support for managing addictions, for example encouragement for residents to
reduce their alcohol consumption.

Mechanism intervention resource 1: early discharge planning (with/without key
practice principle 2: resettlement)
Plans for ‘move on’ (rehousing) commence at the point of entry to RICSS. Its staff are ‘housing workers’
employed by a Housing Association and are skilled resettlement workers. Resettlement involves supporting
people to find and establish a home, maximise their income, maintain a habitable home environment
and to (re-)establish independent living skills. Resettlement is a close cousin of reablement, but tends
to focus more on inclusion outcomes, such as preventing social isolation and supporting people to take
part in education, employment and other community activities.

Key practice principle 4: continuity – link work
An important aspect of the inclusion work undertaken by RICSS housing staff is to support people to
register with a GP and to manage any outpatient appointments. Workers keep a central database of all
appointments and will accompany people to them. In effect, this further maximises the benefits of the
hospital stay by providing the practical ‘link work’ needed to ensure continuity of access to health care
in the community.

Key practice principle 1: engagement and choice (person-centred care)
Enabling people to have some ‘breathing space’ between hospital and (finding a new) home is key to
opening up opportunities for person-centred care and increased choice and control. At RICSS, people
have time to build trusting relationships with staff and are fully involved in all decisions, including
those about where they want to live. Staff accompany residents to view properties and will help them
set up a home.

Key practice principle 4: continuity
People will not be discharged from RICSS until they are happy about where they will be living
and about their ongoing care arrangements. Once a patient leaves the RICSS facility, continuity
is maintained through monthly multidisciplinary meetings convened by the homeless team. This
brings together the ‘multiple and complex needs community’ (i.e. practitioners from across health,
homelessness and criminal justice services). According to staff in the homeless team, this affords an
opportunity to review cases of concern and prevent any subsequent crises, potentially reducing
subsequent hospital admissions and A&E usage.

Key practice principle 3: integration
For RICSS residents, the integration of these different elements meant that the ‘holy grail’ of a
single integrated care plan was often achieved, with health, housing and social care professionals all
co-ordinating their work toward the achievement of a common set of outcomes (see Appendix 4 for
a case study).

What binds a complex adaptive system?

Strategic factors
Importantly, both these specialist HHDSs were connected not only to each other but also to a much
wider housing, care and support network. It is this wider network that seemed key to ensuring
‘patient flow’ both through the hospital and the intermediate care facility. Protocols (MIR1) and,
more importantly, their active nurturing appeared to be the scaffolding of these networks and wider
systems. In England, the HRA10 (implemented from April 2018) placed a new statutory ‘duty to refer’
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on hospitals (including A&E departments) and other public bodies to notify the local housing authority
where a patient is homeless or threatened with homelessness.

Under the HRA, the duty to refer can be discharged by sending an e-mail notification. There is no
set timescale for the housing authority to complete its assessment on receipt of a referral notice and
nothing to prevent hospitals from discharging a patient before an assessment is complete. In site 2,
prior to the implementation of the HRA, local system partners had already put in place a set of
protocols for joint working as part of a locally agreed ‘homeless hospital discharge protocol’. In this
site, it was agreed that the housing authority would undertake an assessment within 72 hours of
receiving a referral (a so-called ‘bed-blocking’ form) from the hospital. If problems arose, these were
actively addressed by housing/hospital managers and great effort went into keeping the protocol
live. As a result, it was rare for patients to be discharged to the housing authority unannounced.
Appointment times and workflow challenges within this housing authority were respected, as were
those in the hospital. In other sites, without well-nurtured protocols, we found that appointments for
a housing assessment could be fixed 3 or 4 weeks ahead, with the consequence that ward staff would
ignore them and ‘signpost’ the person to the housing authority unannounced. Discharging patients
to the housing authority in an unplanned way, rather than delaying the discharge, had the knock-on
effect of rendering any ‘pinch points’ invisible and, therefore, perpetuating underlying ‘patient flow’

issues and poorer outcomes for patients who were being discharged unsafely.

Relational factors
As noted above, a specialist primary care practice held management responsibility for the hospital-
based homeless team in site 2. Staff from the homeless team worked flexibly and provided sessional
input into other local inclusion health services provided by the specialist primary care practice (e.g.
the mobile outreach service for sex workers). This made for a strong community of practice, in that
workers got to know patients over time and other workers, including what was going on in related
services across the city. This detailed knowledge of ‘other’ services and strong relationships with staff
therein (e.g. in terms of negotiating any access criteria) is also recognised as assisting patient flow.
In site 2, it was acknowledged by stakeholders that the practice manager of the specialist primary
care practice had been central to engineering this complex adaptive system along with progressive
leadership of the commissioners at the local authority who held BCF and other responsibilities.
This suggests that strong and progressive leadership (MIR6) that nurtures both the strategic and
relational dimensions of a complex adaptive system may be a key additional mechanism in embedding
high-impact change.

Seen from the perspective of the patient, Box 4 illustrates how the out-of-hospital care pathway in
site 2 worked to deliver a range of positive outcomes that were linked to the safe, timely transfer of
care from both the acute and intermediate care sectors.

Does this out-of-hospital care pathway work for everyone?
As noted above, RICSS staff worked hard to create a peaceful convalescent atmosphere. However,
one consequence of this is that people with active addictions or loud, disruptive and challenging
behaviour were perceived to be less suitable for the service. Rather than actively exclude this group,
the aim was to have a balance of residents with different needs. Even so, having a ‘physical health
need’ (as a determinant of eligibility) seemed to align more closely with physical disabilities and non-
addiction-related conditions. For example, a man whose primary need was considered to be related to
his heroin addiction was considered unsuitable for RICSS, despite being homeless and having a physical
health need arising from a groin abscess. He returned to rough sleeping on discharge. A limitation
of our case study approach is that in this site we focused on the RICSS pathway and not on hospital
discharge more generally.
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What dampens the effect of the mechanism intervention resources embedded in this
out-of-hospital care pathway?
In site 2, although there had been budget cuts, the perception of the homeless team and RICSS staff
was that there was still a good range of accommodation and support services. As compared with the
other fieldwork sites, we observed that there appeared to be much more scope for specialist discharge
co-ordination (MIR3mdt) and D2A to function as intended. Patients also seemed to have much more
scope to exercise choice and control (KPP1). Indeed, for RICSS staff, a particular challenge was how to
manage choice (KPP1) where people may have reached their goals as regards their physical health,
but where they are waiting solely for the right property or post code (locality) to become available.
It is anticipated that the usual length of stay at RICSS should be around 3 months. However, it was
often the case that people stayed much longer (sometimes for up to a year), leading to ‘bed blocking’.
It was recognised by RICSS senior managers that it was important to strengthen protocols for patient
flow (MIR1) by placing reasonable limits on how choice was exercised.

In addition to ‘patient exercising choice’, the other main cause of delayed discharge from RICSS was
the shortage of suitable long-term care and support services, especially for people aged < 55 years
who needed adult social care or sheltered housing. Again, this could cause long delays and there was
awareness of the danger that that intermediate care could start to substitute for long-term care.
Indeed, in sites without intermediate care, commissioners often expressed the view that the main reason
why they had not commissioned this service was because of fears that it would become quickly ‘silted up’.

There was also a recognised unmet need for some RICSS residents to have a further period of Home
First ‘step-down’ care in the form of floating support in the community (MIR4hf) once they had moved
into a new home of their own. To compensate for this, RICSS workers kept hold of some patients for
perhaps longer than necessary and then held ‘secret caseloads’ of former residents whom they kept
an eye on until they knew longer-term community services and (relationships) were in place and
working well (KPP4).

BOX 4 Patient experience (site 2): ‘all the jigsaw pieces’

RICSS is a hostel. I did have some initial concerns about staying in a hostel, but staff worked hard to maintain

a peaceful environment and reminded residents constantly that this a place for convalescence and for people

who were not well. I had my own room, bathroom and cooking facilities with the use of a laundry. I was

provided with bedding, towels, toiletries and cooking utensils and a microwave. I felt that my stay there,

apart from very possibly saving my life, was an extremely beneficial halfway house to helping me begin to

re-construct my life [outcome = improvement in overall health and well-being]. During my stay, I had access to

a nurse and a GP who were attached to the hospital. They visited every Thursday to undertake a ‘ward round’

(or visited whenever anyone needed medical attention). On their advice, I had a further 6 nights in hospital

due to pseudo-gout in one of my knees which was excruciatingly painful and required aspirating [outcome =

improved access to planned health care]. I was on bed rest for 6 days . . . I often wonder what would have

happened to me if I had not been able to stay at RICSS. The staff gave me social support, helped me to

apply for Personal Independent Payment and took me shopping for a bed and a chair for my new flat.

I couldn’t have done that on my own [outcome = successful resettlement]. A member of staff also physically

helped me move into my flat once it became available. They gave me all the bedding and kitchen utensils

from my room at RICSS. This was marvellous as I had very little income and was worried as to how I would

pay my bills for the flat with enough left over for food. On the same day that I moved into my new flat, the

RICSS worker took me to register at the local doctor’s surgery [outcome = access to preventative health care].

My feet continued to be gangrenous and I continued to need the service of the district nurses. This was

arranged without problem.

Jenny, aged 59 years, RICSS former resident
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Learning from site 2 for programme theory refinement
In the literature review, we found less clear evidence for MIRs linked to trusted assessment (MIR5).
However, in site 2, there was strong evidence that this mechanism is crucial to the delivery of good
outcomes and patient experience. The importance of MIR5 becomes even more apparent when
evidence is considered from site 1 where it was missing. Site 1 had a ‘clinically led’ homeless team but
no direct access to step-down intermediate care (MIR4-missing). Although a small number of residential
intermediate care beds were available locally, these were earmarked for ‘step-up’ care (preventing
admission to hospital and rarely available for step-down care). Furthermore, there is no protocol (MIR1)
in place for trusted assessment (MIR5). As a result, patients referred to the intermediate care service
were discharged from the acute sector and reassessed by the intermediate care team on presentation.
In site 1, patients had to tell their story more than once. In addition, if the intermediate care bed
was not available on the day of discharge as planned then this could leave them in limbo, having been
discharged from hospital without an agreed discharge/support plan in place (Box 5).

Standard care: ‘no jigsaw pieces’
Without access to a HHDS, discharge co-ordinators and ward staff in standard care sites stated
that they found it challenging to deliver consistently safe, timely transfers of care for their
homeless patients. The most commonly reported difficulties were navigating complex rules and
systems and understanding what resources and services were available for homeless people
locally. They felt that there was too little time to complete the administrative work associated
with supporting a housing application (e.g. helping someone to ascertain proof of identity or local
connection) and also too much pressure on beds, which meant that people could not wait in
hospital while housing was arranged.

BOX 5 Patient experience (site 1) trusted assessment (MIR5-missing)

Mark (anonymised) is aged 42 years and a ‘verified rough sleeper’ who is well known to the street outreach

team. He was severely alcohol dependent and admitted to hospital following a suicide attempt, where he

spent 10 days on the A&E admissions ward. Mark described feeling very low and depressed and how he

knew he was going to die on the streets unless he got help. He underwent a detox while in hospital and

was very impressed by the amount of support that was offered. He had several visits from the homeless

team whom he described as very good. At the point of discharge, he described feeling really positive about

the future for the first time in a long time. The plan was for discharge to an intermediate care bed. On the

day of discharge, Mark was sent by taxi to a specialist primary care practice where the assessment for the

intermediate care bed would take place. However, the bed that had been allocated for Mark was no longer

available because the previous occupant had trashed the room. Mark could not return to hospital (as his

bed was closed) and was found emergency accommodation in a wet hostel [i.e. a hostel permitting alcohol,

which he had previous experience of and which he thought was totally unsuitable for him (KPP1-missing)].

He was evicted that evening because of his starting to drink again and assaulting a member of staff.

(Outcome=Mark returned to rough sleeping within 24 hours of discharge.) The following day, Mark was

found by one of the researchers lying unconscious on the pavement. He had returned to heavy drinking

and was very angry that the discharge plan had not materialised and that no one had come to find him.

He had telephoned the HHDS multiple times that day and had verbally abused his worker on the telephone.

He felt that he had been abandoned by the hospital, despite all the promises that had been made.
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In site 6 (standard care), it was not uncommon for patients to be given very short notice to leave the
ward, hours in some cases, before being ‘signposted’ to the local council homeless office. This was
highly distressing for patients and often led to angry and open confrontations on the ward. In one case,
the patient had not disclosed domestic violence and was too afraid to go into the city centre. In this
site, the relationship between the hospital and the local council housing/homeless department was
underdeveloped. A consultant from the hospital was a member of the local homeless strategy group,
but had been too busy to attend meetings. Meanwhile, the local housing officers were frustrated that
patients were presenting as homeless with no prior warning, but did not know whom to approach
inside the hospital to address this. A homeless hospital discharge protocol (MIR1) had been developed
by the local council, but had been stuck somewhere in the hospital governance system for over 2 years.

Following a research interview with the homeless officer in site 6 (standard care), the details of the ward
manager were passed on and a meeting was set-up. Once this meeting occurred, discharges were quickly
transformed. The housing officer agreed to spend time on the ward each week to assist with discharge
planning, along with a worker from a local voluntary agency who helped patients fill out forms to access
support services. In this city, serving a large rural area, there was good availability of hostel places and
temporary accommodation (for those not wanting to go into a hostel) plus intensive support for 6 weeks
to organise benefits and move on. Therefore, this standard care site was able to start delivering safe and
timely transfers of care without a specialist HHDS. However, having an informal arrangement [without a
dedicated resource or protocol (MIR1-missing)] led to a lack of consistency. Should the housing officer be
off sick or go on holiday, for example, the outcome was often a DToC or unsafe discharge. Therefore, the
perception of ward staff in this site (as was the case in all case study sites) was that having a dedicated
specialist resource to in-reach into the hospital and co-ordinate housing and homelessness arrangements
(MIR2+MIR3) was essential to more efficient and consistent patient flow.

This qualitative finding is supported by evidence gathered as part of the documentary analysis.
NHSE&I statistics show that the two standard-care sites that did not have access to a HHDS had a
higher rate of DToC linked to housing (category I) than the other fieldwork sites (Figure 2).

Evaporation effect
In site 5, a standard-care site that had lost its specialist HHDS because of funding cuts, it was reported
that the relationships that had been built up between voluntary workers and hospital staff sustained
benefits for a time, but gradually suffered the dimmer switch effect, as voluntary workers were pulled
onto new contracts. In this site, it is interesting that, once the specialist HHDS had ceased to operate,
the management of discharges for patients who were homeless increasingly fell to the alcohol liaison
team. This can be seen as a reflection of not only the level of specialist expertise within the alcohol
liaison team around housing and homelessness, but also the extent to which the alcohol liaison service
was able to link more directly (and easily) into community services and resources. Concerns were
expressed, however, that the ‘specialist’ alcohol service might not be able to continue to bridge this gap
without undermining its own effectiveness and long-term sustainability.

In several sites, the underpinning programme logic was that HHDSs would be time-limited interventions
designed to educate and up-skill hospital staff about working with homelessness patients. However, the
consensus among stakeholders was that because of high staff turnover in hospitals, the impact of the
HHDS is rarely sustained once a scheme has ended.

Missing jigsaw pieces
In this section, we provide more illustrative examples to demonstrate how missing ‘jigsaw pieces’ limit
the effectiveness of HHDS to deliver intended outcomes.

RESULTS: QUALITATIVE CASE STUDIES
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Example 1: out-of-hospital care pathway with Home First (MIR4hf) but no residential
step-down acre (MIR4res-missing)
In England, Home First (MIR4hf) is the default pathway for all patients leaving hospital and is based on
the belief that people will recover best in their own home (KPP1). However, if patients are homeless
and they do not have a home or somewhere safe to stay, then the Home First model is compromised.
This was evident from our observations in site 3a. This site had a ‘housing-led’ HHDS (with a single
member of staff) offering patient in-reach and discharge co-ordination (MIR2/3up) with time-limited
floating support post discharge (MIR4hf). This scheme had no direct access to a specialist residential
step-down unit (MIR4-res missing) or any other units of specially earmarked accommodation. As illustrated
in Box 6, where patients are being discharged to bed and breakfasts or other unsuitable accommodation,
this makes for poorer patient experience and almost certainly has a negative impact on the health
outcomes that are achieved (e.g. speed of recovery after surgery). Nevertheless, a caveat here is that
having a HHDS link worker to help advocate and negotiate the hardship of unsafe discharge is hugely
appreciated by the patient and may go some way to negating some of the impacts of this.

In site 3b, which had a similar housing-led scheme to site 3a, the Clinical Commissioning Group
commissioned a number of ‘health beds’ in a local homeless hostel that were then earmarked for use
by people leaving hospital. However, the ‘health beds’ did not come with any additional support other
than that usually provided in the hostel, which meant that this could place an extra burden on staff in
terms of having to manage the more complex health and care needs of residents who had recently left
hospital. Furthermore, the ‘health beds’ were not always occupied by people recently discharged from
hospital, which resulted in knock-on effects for patient flow out of the hospital.

Example 2: uniprofessional homeless hospital discharge scheme with no clinically led
patient in-reach (MIR2mdt-missing)
Link workers in ‘housing-led’ HHDSs play a vital role in supporting homeless patients while they are in
hospital. This support is concerned with engagement and relationship building and also ensuring that
patients have toiletries and other essentials, especially clean clothes, and, therefore, addresses factors
that can lead to stigmatisation. However, in site 3b, a housing-led scheme with no primary care in-reach
(MIR2mdt), early self-discharge due to poor methadone prescribing was recognised as a significant
problem at the hospital. Hostel staff in this site also spoke of their difficulty of getting residents to go
into hospital (site 3b) and to stay there. This was because they could not guarantee that the hospital would
prescribe methadone. Hostel staff described the consequences of this as being left with very ‘poorly
residents’ who were at risk of worsening health conditions, which was distressing for staff.

Example 3: multidisciplinary homeless hospital discharge scheme with no access to
step-down care – Home First (floating support) (MIR4hf-missing and KPP4-missing)
It is common practice for (generic) hospital discharge teams and discharge co-ordinators to close cases
at the point at which the patient leaves the acute sector. Most of the clinically led HHDSs also managed
their caseload in this way, with some limited outpatient follow-up (i.e. where a housing application has
been started). However, for many homeless patients this unsupported transition out of hospital can be
problematic (Box 7). Indeed, although charities such as the British Red Cross (London, UK) provide a vital
service for older patients (e.g. turning their heating on and putting milk in the fridge), a much enhanced
logistical and intensive support service may be required for patients who are homeless. For example, in
addition to the logistical challenges that go with trying to ‘move house’ from a hospital bed (often by means
of patient transport), patients may also need to organise a methadone prescription on the day of discharge
and may be given a strict time slot when they can present for this. If this element of the discharge plan
goes wrong, then the huge health and well-being benefits of a hospital stay (i.e. rest, care, kindness,
treatment, emotional support, good food, detox for alcohol and getting off heroin and onto methadone)
can evaporate in an instant. Similarly, sending someone to a cold, empty, depressing flat, alone, late in
the evening and with no belongings (because of patient transport rules or lack of money) is a recipe for
disaster that can quickly lead back to rough sleeping. These problems were much less likely to occur where
the patient had a link worker to accompany them on the day of discharge and to help with all aspects of
resettlement, including making sure community services were in place and working well (KPP4).

RESULTS: QUALITATIVE CASE STUDIES
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Example 4: residential intermediate care facility with no resource for patient in-reach and
multidisciplinary discharge co-ordination (MIR2/3-missing)
Site 4 contained a three-bed respite/intermediate care facility housed within a self-contained wing of a
hostel. The scheme did not include any resource for the worker to ‘in-reach’ (MIR2/3-missing) into the
hospital other than when a referral was received to undertake an assessment. After a few months, the
scheme closed because of lack of referrals, reflecting the importance of HHDSs maintaining networks
and a high-profile ‘face-to-face’ presence in the hospital to ensure that ward staff know what services

BOX 6 Patient experience (site 3a) discharged to a bed and breakfast (MIR4res-missing)

Fred (anonymised) was in hospital for nearly 3 months and had nine operations linked to a heart condition.

He had recently lost his home because of tenancy problems. While in hospital, Fred described how once his

legs started to get better, social workers, housing officials and the ward manager all started ‘kicking in’.

He was also referred to the HHDS in the hospital, which was a ‘housing-led’ (floating support) step-down

scheme (with no attached accommodation).

When it came to discharge planning, Fred described himself as:

Getting stuck in a big battle . . . I nearly got evicted [from the hospital to the street]. They said ‘right you’re

medically ready to be discharged’. [My HHDS worker] was there [arguing my case] . . . He got onto the Council

and the Council sorted me out for that night in the Premier Inn of all places.

Having spent 2 nights in the Premier Inn, Fred was then sent to another B&B in a seaside resort. The

second B&B was up a big hill and a way out of town. This caused numerous problems for the management

of his health conditions (outcome= negative impact on health and well-being). Fred was told by his

consultant that he must rest and ‘do very little for the next 6 weeks’. However, to get his leg dressings

changed he had to walk (in his slippers) down the hill to the local NHS walk-in centre:

I did so much walking, I’m surprised my heart didn’t give out and that I didn’t have another heart attack.

Although the B&B provided breakfast, Fred also struggled to eat at other meal times because of the

distance to the town centre and lack of cooking facilities. Fred was placed in the seaside B&B for the

weekend before being moved into a hostel and then back into B&B accommodation (outcome = failure to

meet basic care needs, e.g. nutrition).

It was over 1 year before Fred was provided with somewhere he could call home. During this time, he had

a succession of different key workers as he moved between hostels and B&B accommodation (outcome =
fragmented care). During this time, he relied heavily on his HHDS worker to chase things up, for example if

a housing application was started but not followed up. Although the HHDS worker could not ‘magic-up’ a

solution to Fred’s housing crises, his continuous support and kindness made an enormous difference to him:

He’s done a lot for me . . . I’ve had really bad days and he’s seen me when I’ve been in complete agony crying

my eyes out because I haven’t got anywhere [with the housing] and I can’t do anything with my legs . . . It’s

just having somebody I can banter with, I know it sounds stupid, because sometimes we don’t talk about the

housing, we talk about everything else.

B&B, bed and breakfast.
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are available ‘out’ in the community. In summary, although residential intermediate care (MIR4res) is
key to safe, timely transfers for patients who have nowhere safe to stay on discharge, it will not work
effectively or be sustainable if it is not linked to other MIRs.

What dampens the effects of specialist care?
There are three key contextual factors that can dampen the effect of the MIRs and KPPs in out-of-
hospital care: (1) a lack of adequate funding for the HHDS itself; (2) situations where housing and
wider community support services are poorly resourced, inadequate or lacking; and (3) circumstances
where stigma and cultural distance persist. Where these factors have an impact on a HHDS, the
outcome can be ‘poor practice’ (e.g. discharge to the street).

Lack of adequate funding for the homeless hospital discharge scheme
Over the lifetime of the study, we tracked the funding history of the 52 HHDF schemes. Once the
HHDF ‘pilot funding’ ended, most (if not all) of the 52 schemes struggled to secure recurrent funding,
regardless of any consideration of evidence for effectiveness or cost-effectiveness. Of the 52 schemes
funded through the HHDF, 25 had ceased to operate by 2017. Where schemes have continued to
operate, the trend has been toward a gradual shrinkage in capacity and geographical reach over time.
In some areas, this has had a significant impact on ‘intervention fidelity’, meaning that schemes cannot
put into practice what is known to be warranted and effective.

In site 1, the HHDS was a clinically led homeless team with no direct access to step-down care. Within
the team, there was a significant gap between workforce capacity and demand. In sites 1 and 2, the
HHDSs had similar staffing levels, but site 1 had twice the caseload of site 2 and, arguably, a much
more complex caseload, comprising mainly of people who were rough sleeping and often with no
clear local connection. This mismatch led to a range of problems, including recruitment and retention
difficulties (low team morale) and, ultimately, poor scheme fidelity. High and complex caseloads and
insufficient staff led to an increasing focus on ‘patient flow’ (discharge co-ordination) at the expense
of other aspects of the service, such as engagement and relationship building (patient in-reach).

BOX 7 Patient experience (site 1) no help on day of discharge (MIR4hf-missing)

Dave spent 12 weeks in hospital for a serious infection. On discharge, Dave was to be relocated to a

supported housing project many miles from the hospital. He was taken by patient transport to the town

where he was moving to. With all his worldly possessions in tow, his first task was to collect a methadone

prescription, as instructed by the homeless team. On arrival at the drug service, he was told that they had

not been expecting him. Had he not been able to advocate for himself that this would have jeopardised the

huge steps toward recovery that he had made while in hospital, as the only alternative would have been

to use street heroin to avoid experiencing highly unpleasant withdrawal symptoms. The ‘move-in’ day was

further complicated, as the supported housing provider assumed that patient transport would wait for

Dave while he was at the drug service, transporting him and his belongings to the new property. As this

was not the case, Dave was left stranded in town. Having made his way to the new property, Dave was

then upset by the fact that the project worker was unfriendly and seemingly only interested in extracting

money from him for the upfront payment of his service charge. This would have left him without any

money for basic necessities. In the weeks that followed, very little practical support materialised from the

supported housing provider. There was no support to get registered with a GP and no attempt to put in

place a ‘recovery care plan’. Was it not for Dave’s own resilience and very high levels of motivation, the

benefits gained through the hospital stay could easily have been lost.

RESULTS: QUALITATIVE CASE STUDIES
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Here, patients described themselves as having only brief contact with the homeless team. User feedback
was generally much less positive than for the other sites. Seen from the perspective of a member of the
homeless team:

At times our caseload feels really, really high and difficult to manage and at that point we do have to
prioritise people who are going to be leaving within the next couple of days. When things feel a bit more
settled we’re able to do more of the inclusive, holistic work.

Homeless team nurse, S1

Lack of housing and community services
In site 1, there was an acute shortage of housing and care and support services. Hostel places were in
short supply and some hostels had no support attached, only concierge services. Outreach and floating
support services were also in short supply. Where patients were identified has having no ‘local connection’
to an area or no recourse to public funds, they were perceived by the homeless team and ward staff
to have few options other than discharge to the street. Wendy (anonymised) had been homeless in the
city for 4 years and attended the hospital frequently to get some respite from the street:

I used to go to hospital, I won’t lie to you just to get my head down . . . I wasn’t used to being on the street,
sleeping rough it was hard for me . . . When the nurses knew I was homeless they’d throw me out at 3 or 4
[o’clock] in the morning. I used to feel terrible having to go back to the street again . . . It’s only in the past year
[the homeless team] started getting me into hostels . . . I’ve been here 4 years. Before that they couldn’t help me.

Wendy, patient, S1

Staff in the homeless team described how the local authority’s housing options team would often make
patients identified as being in priority need a ‘single-service offer’ and would then discharge their duty if
the patient refused that offer. As a result of very few options being available, there was much reduced
scope for discharge co-ordination centred on supporting patients to exercise choice and control over
the place of care and the timing of transition to it (MIR2 and KPP1-missing). This lack of choice and
control led some patients to return to the street quite quickly after discharge. This happened most
commonly where, for example, patients who wanted to ‘get dry’ were offered a place in a ‘wet hostel’ or
where patients were offered accommodation many miles from the areas with which they are familiar.

Being discharged to the street is a highly distressing experience. This is especially the case for patients
who have been in hospital for a sufficiently lengthy period of time to have undergone a ‘detox’ and to
have perceived themselves to have ‘turned the corner’ with regard to substance misuse. Returning to
the street at this point was associated with much anger and frustration, and often a sense of despair
and loss of hope that things could ever change.

For primary care staff, having to deal with patients presenting in crises due to an unsafe discharge is
exceptionally frustrating and highly disruptive to their day-to-day practices. ‘Passing the buck’ in this
way was perceived to add more pressures to an already overstretched specialist primary care service
and was not conducive to collaborative working between community and hospital staff (KPP3-missing).

Stigma and cultural distance
Where it was perceived that the patient is ‘clinically optimised’ and that all options had been exhausted,
then it remained (tacitly) accepted practice across all the sites to discharge patients who are homeless
to the street. How hospitals and HHDSs mediate the right to remain in a hospital bed as a DToC
varied from site to site. In site 3a, for example, one patient described how his HHDS worker was
‘right up in the face of the ward manager arguing my case that I shouldn’t be discharged to the street’.
In site 1, there was resigned acceptance from staff that, for some patients, the lack of appropriate
accommodation and community services means that discharge to the street was unavoidable. Here,
the homeless team were fearful of taking on too many ‘battles’ because certain wards and consultants
were known to be less tolerant of housing-/homeless-related delays. The concern was that if the HHDS
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started to delay discharges then they would stop receiving referrals and possibly lose their funding. In
one case, for example, the patient was told that he must leave the hospital because ‘acute beds are not
for detox’. He explained that he was sleeping rough and that his choice was to wait in hospital until a
detox bed became available. He was pressurised into leaving and subsequently readmitted 24 hours
later for a period of 14 days. In relation to this case, we observed ward staff advocating for the patient
against the homeless team, with the homeless team recommending discharge to the street to be the
best option. Central access criteria for homeless services locally meant that this patient’s best hope of
accessing any support was to be picked up by an outreach team whose role was to prevent a ‘second
night out’ on the streets. However, to be eligible, potential service users must be seen to be bedded
down on the street (rough sleeping). Here, a lack of trusted assessment (MIR5-missing) meant that
people had to be put at risk to secure help (e.g. the outreach team was not permitted to in-reach into
the hospital and assess the person while they were still occupying their hospital bed).

As a result of the homeless team’s need to ‘pick their battles’, some homeless patients received more
leeway to remain in hospital than others (i.e. to have their transfer delayed). Across all the sites, we
observed how much professional discretion was used to decide whether or not a homeless patient
might avoid unsafe discharge and stay in a hospital bed as a DToC:

We would rather have someone in an extra night or two while they are waiting for a placement as
opposed to, ‘Let’s discharge them now’. If they are going onto the street they are only going to come back
to A&E 2 hours later. What’s the point? Everybody wins [this way] especially the patient.

Staff nurse S3a

[The doctor] is totally ignorant and it was on the Wednesday I saw [the nurse] and I said ‘Look, I’m
disabled, I can’t handle [being discharged homeless]’. The nurse says, ‘Look don’t worry’, and he put his
hand on my shoulder and he said, ‘You will not be homeless, we will not kick you out onto the street’,
which is what the doctor wanted – he wanted me out. Well, I didn’t want to be in hospital. I was taking
up a bed that someone desperately needed. All I wanted was a roof over my head.

Homeless patient S3a

Our observations pointed to those with drug and alcohol issues and those whose behaviour was
perceived to be challenging as being more likely to be discharged unsafely. This may reflect that
substance use is a highly stigmatised condition and when resources are stretched there is less
tolerance of the challenging behaviour that can be associated with this:

[Discussing homeless patients] Some of them feel judged and that the whole aim of their admission is to
get them out because they are difficult to manage on the ward. If you have got a drug-dependent patient
who’s constantly leaving the ward to score that’s really difficult to manage from a practical point of view.

Staff nurse S3b

Some of the nurses are brilliant, but there’s hell of a lot of nurses that talk down to you as soon as they
find out you are on the gear [illicit drug using] . . . It’s not as bad if they see you are in a hostel but if they
know that you are actually living on the street and you’re on the gear or on the ale [alcohol] and that’s
when they change they really do look on it as like, ‘Well they put themselves out there’.

Homeless patient, S3

Discussion

The qualitative evidence reported in this chapter supports our programme theory about the utility of
the HICM and the importance of sites having all the ‘jigsaw pieces’ to deliver consistently safe, timely
transfers of care. Where pieces of the jigsaw were missing, particularly residential intermediate care
(MIR4res), patients consistently reported a range of poorer outcomes and experiences. These could be
seen to have an impact on recovery and health and well-being more broadly.
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Some minor programme theory refinements are indicated. This is with regard to incorporating additional
MIRs for trusted assessment (MIR5) and strong and progressive leadership (MIR6). Trusted assessment
(MIR5) is key to integrated care (i.e. patients having to tell their story only once) and leadership
(MIR6) is important for nurturing the complex adaptive system. This is especially the case where
protocols (MIR1) lack statutory ‘bite’ (i.e. where there is a need to implement system-wide adherence
to local arrangements, such as carrying out housing assessments within 72 hours of receiving a ‘duty
to refer’ notice).

In the standard-care site, with no specialist MIRs, we observed that safe, timely transfers were still
possible. This was dependent on active nurturing of local partnership arrangements and a good supply
of housing, care and support. However, across all the sites, there was strong consensus about the
added value and benefit of having a dedicated specialist resource in terms of achieving more consistent
patient flow and reducing DToCs. An important finding of the documentary analysis is that the sites
with specialist care have fewer DToCs than those with standard care.

Interplay between mechanisms and context
As outlined in Chapter 1, the HHDF introduced additional ‘resources’ into contexts that were heavily
affected by austerity. Indeed, there is a strong case to be made that this additional resource per se has
improved outcomes (without necessarily firing any change in reasoning as is anticipated in realist
theory). For example, HHDSs bring a significant additional staffing resource into the hospital, which
allows ward staff to free-up their time by handing over responsibility for complex homeless patients.
Without this extra resource, ward staff acknowledge that they would not have the time to undertake
the work needed to secure safe discharge beyond ‘signposting’ to relevant agencies. In sites that had
lost their HHDSs or where schemes were reduced in scale (i.e. where resourcing was not sustained),
then the benefits of the HHDF were seen to evaporate.

Our observations also chart the dampening effects of a wider lack of resources across the whole
system. We observed, for example, that discharge to the street was commonplace in sites where HHDS
staff felt that the patient had no options left open to them (i.e. where there was a lack of housing, care
and support). These findings mirror those of the earlier national evaluations of intermediate care for
older people that we reported earlier. Here, it was concluded that the effectiveness of interventions to
improve the speed and quality of discharge will depend, to a large extent, on the broader service context in
which they take place. Interventions that are shown to work well in areas with well-resourced and efficient
community support services may have little or no impact where services are inadequate or lacking.83

Changes in reasoning
Although HHDSs ‘work’ effectively (in certain contexts) to deliver outcomes linked to patient flow
(e.g. reducing DToCs), there is little evidence to suggest that they have ‘fired’ a change in reasoning
with regard to discharge to the street. Eradicating the ‘poor practice’ that led to discharge to the street
was a key objective of the HHDF and other government guidance at the time:

Too often discharge is seen as freeing-up a hospital bed rather than acting in the patient’s best interest to
move them . . . To a safer environment that will encourage supported self-management, speed . . . recovery
and have them feel better. We must make every effort to shift understanding to this reality.

p. 2092 Contains public sector information licensed under the Open Government Licence v3.0

Prior to the introduction of new COVID-19 hospital discharge guidance in 2020,91 situation reports for
DToCs were indicative of large numbers of older adults being permitted to remain in an acute hospital
bed once they were clinically optimised. This was for a variety of reasons, including ‘awaiting a care
package’ or ‘patient and family exercising choice’ (i.e. waiting for a specific care home place to become
available). For the research team undertaking the fieldwork, this raised the question as to why patients
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who were homeless were not accorded the same leeway to remain in a hospital bed while they waited
for the housing, care and support of their choice to be arranged. Our observations suggested that this
difference lay in the perpetuation of stigma and cultural distance that positioned ‘homeless patients’ as
somehow less vulnerable and/or deserving than other groups of patients.

We observed that patients who were homeless and using substances were particularly affected by
unsafe discharge, especially when their behaviour was perceived to be challenging. NHS incident
reports suggest that the demographic most likely to be involved in aggressive incidents in the acute
sector is men aged between 75 and 95 years (with their female peers not far behind) and that
dementia and delirium lie behind much of this distress.93 However, it would be unusual for this group
of older patients to be discharged unsafely on ‘behavioural grounds’, alerting us as to how different
conditions and vulnerabilities garner more or less sympathy.

Viewed through the lenses of professional ethics and adult safeguarding, it is difficult to see how
discharging a patient to the street can be justified within the parameters of ‘safe to transfer’.94

Local safeguarding adult reviews have increasingly drawn attention to instances where poor discharge
arrangements have contributed to the deaths of people who are homeless. In particular, they have
highlighted the poor practice associated with seeing each hospital admission in isolation, the failure to
provide appropriate multidisciplinary responses and the failure to initiate safeguarding where unsafe
discharge occurs. In one case, a man was signposted to a homeless resource centre, shortly before his
death, with known risks that he was unlikely to receive any support there because of his incontinence.95

There is a specific category of abuse defined in the Care Act 201489 under ‘Neglect – Acts of Omission’
to describe circumstances where there is a ‘failure to provide access to appropriate health, care and
support; a neglect of medical, emotional and physical needs; and withholding necessities of life, such as
adequate nutrition and heating’ (contains information licensed under the Open Government Licence v3.0).89

This suggests that MIRs for adult safeguarding (MIR7) are currently the missing piece of the jigsaw and may
be a necessary driver for changes in reason.

Indeed, there is a case to be made that this change in reason is necessary to secure adequate provision
of specialist intermediate care. When DToCs reach crisis point, the government will usually intervene
to create extra capacity in the system. In the winter of 2016/17, DToCs hit an all-time high when, on
average, 6660 people were delayed every day in NHS beds. In March 2017, the government introduced a
new target to reduce the level of bed-days ‘lost’ to 3.5% and announced an extra £2B of funding for social
care services. It might be argued that because people who are homeless are more likely to be discharged
prematurely, out-of-hospital care for this group remains underdeveloped and under-resourced, further
exacerbating the drivers to discharge people unsafely.
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Chapter 4 Results: data linkage

Parts of this chapter are reproduced or adapted with permission from a protocol paper published by
the research team in BMJ Open.96 This is an Open Access article distributed in accordance with the

terms of the Creative Commons Attribution (CC BY 4.0) license, which permits others to distribute,
remix, adapt and build upon this work, for commercial use, provided the original work is properly cited.
See: http://creativecommons.org/licenses/by/4.0/. The text below includes minor additions and formatting
changes to the original text.

Overview

The overall aim of WP2 was to provide quantitative evidence to enable further testing of our programme
theory about what works to deliver consistently safe, timely transfers of care. The underpinning logic
of the HHDF was that safe, timely transfers of care will have an impact on a range of outcomes, including
those for improved health and well-being of patients and the wider health and social care economy.
In this chapter, we use data linkage findings to explore HHDSs’ impact on outcomes and different
patterns of service use (objective 5). The primary outcomes are (1) time from discharge to next hospital
inpatient admission, (2) time from discharge to next A&E attendance and (3) 28-day emergency readmission.
We also consider a range of secondary outcomes.

In WP2, we broaden the focus of study, collecting data for 17 HHDSs. To test our programme theory
about the importance of systems having all the ‘jigsaw pieces’ (including access to a clinically led
multidisciplinary homeless team), we analyse and report the data linkage findings, comparatively
exploring differences in the following:

l Standard care compared with specialist care.
l HHDSs that are clinically led (multidisciplinary) compared with those that are housing led (uniprofessional).
l HHDSs with ‘step-down’ (intermediate) care compared with those without ‘step-down’ care. We

focus on all types of intermediate care as the key mechanism of interest because of its relative
importance, as evidenced in the previous chapter, and also because time and resources precluded
any further deeper analysis of different typological configurations. This third comparator for step-
down care was not outlined in the original protocol; however, reflecting good practice for realist
quality standards, we have made allowances in the overall design of the study to collect additional
data for further refinement of programme theories as the evaluation unfolds.

The main advantages of employing the data linkage as part of the wider realist mixed-method approach
were twofold. First, it enabled us to gather data on outcomes that would be more geographically
representative than previous analyses. For example, Hewett et al.’s78 RCT of the Pathway schemes was
limited to two hospital sites, whereas this present analysis focuses on 17 hospital sites and a broader
range of scheme typologies. Second, the use of administrative records may offer a complimentary and/or
more realistic evaluation of the benefits of the intervention than measurements taken in an interventional
study setting, especially as there is the risk of bias when HHDS staff are involved in data collection.

Methods

Comparator groups
Three groups of individuals admitted to hospital were included in the analysis. The first group
comprised homeless individuals admitted to hospital at any one of 17 sites with a HHDS between
1 November 2013 and 30 November 2016. An initial audit of HHDSs established the date on which
they were implemented.

DOI: 10.3310/hsdr09170 Health Services and Delivery Research 2021 Vol. 9 No. 17

Copyright © 2021 Cornes et al. This work was produced by Cornes 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 adaption 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.

47

https://creativecommons.org/licenses/by/4.0/


The second group comprised individuals seen by a community homeless service in London, UK
[Find & Treat (F&T)] and subsequently admitted to a hospital that did not have a HHDS. This group
was, therefore, selected to provide a comparison group of people experiencing homelessness, admitted
to hospital, but not seen by a HHDS. F&T is a specialist outreach team that works alongside over 200
NHS and third-sector front-line services to prevent or treat tuberculosis among homeless people. It is
primarily based in London. We looked for hospital admissions during the study period for all individuals
seen by F&T between 1 November 2013 and 30 November 2016.

The third group was a random sample of individuals equal in size to the F&T group and living in
lower-layer super output areas in England in the most deprived quintile, as measured by the Index
of Multiple Deprivation (IMD), who were recorded as having a fixed address. These individuals came
from hospitals offering HHDSs with an admission during the study period but without being seen by
the HHDS. This group was used to confirm or refute our hypothesis that the homeless people included
in the study have worse outcomes than non-homeless people living in deprived areas. This group is
subsequently referred to as IMD5 (Index of Multiple Deprivation quintile 5).

Data linkage
Data were linked in respect of each group from HES, which includes dates, causes and length of admission,
and the Office for National Statistics (ONS) mortality database, which includes dates and causes of death.

Data collection, processing and linkage
Data flows used in this analysis are described in Figure 3. We obtained demographic-identifying
variables under our legal and ethics approvals. Where available, NHS numbers were collected from the
17 HHDS sites. NHS Digital (formally the Health and Social Care Information Centre) used the personal
demographics service to identify and add NHS numbers to as many individual records as possible.

N
H

S 
se

rv
ic

es
N

H
S 

D
ig

it
al

U
C

L 
Sa

fe
 H

av
en

Patient
database:

HHDS

Data cleaning Analysis
Remove

identif iers

Remove
identif iers

Add NHS number
from PDS

Collation of study
population

Identif ication of
IMD5 comparison

group

ONS
mortality

HES

Link to HES Link to mortality

FIGURE 3 Study data flows. PDS, personal demographics service; UCL, University College London.

RESULTS: DATA LINKAGE

NIHR Journals Library www.journalslibrary.nihr.ac.uk

48



NHS Digital undertook all data linkage to HES data using patient identifiers obtained (in combination
with personal demographics service tracing) and we securely uploaded a de-identified copy of the data
to the University College London (London, UK) Institute of Health Informatics’ Data Safe Haven, which
is a robust infrastructure certified for processing and analysing identifiable data in accordance with
international and national information security standards (ISO/IEC 27001:2013 and NHS Information
Governance Toolkit). The deterministic linkage process was undertaken in three steps to ensure that
the three groups were mutually exclusive:

1. HES linkage to data collected at the HHDS sites
2. HES linkage to data collected from F&T services, with admissions stratified into those sites with and

without HHDSs
3. identification of people in the most deprived IMD quintile from HES at the HHDS sites who were

admitted after the implementation date at a given HHDS site.

In the main analysis, individuals identified in more than one of the steps described above were classified
using the hierarchy 1 > 2 > 3, such that data on homeless patients who were admitted multiple times to a
combination of hospitals with, and without, HHDSs were analysed according to admission to the HHDS
site only. Patients identified as both homeless (i.e. HHDS or F&T) as well as those in the non-homeless
(IMD5) group were assigned to the homeless HHDS category. In addition to collecting data on admissions
after being seen by an HHDS, we obtained data on all individuals from HES in respect of admissions to
any hospital in England from 1 January 2008 to 31 October 2013 to create a profile of their existing
health conditions.

Sample size
Our sample size calculation was based on historical data from the two types of HHDS, suggesting an
average of 92 patients per month across the 17 sites. We estimated that each type would have data
from approximately 2208 patients for the duration of the study.

From previous health service evaluations, we expected 0.7 hospital episodes per person-year for
homeless individuals. A clinically important reduction in readmission rates would be 10%. To undertake
a sample size calculation to determine the study size required to detect such a reduction in
readmission rates, the following variables were defined:

l µ_0 – mean readmission rate in the baseline (F&T) group = 0.7 episodes per person-year.
l µ_1 – mean readmission rate in the HHDS group = 0.6 episodes per person-year.
l v= 1.96 – percentage point of the normal distribution corresponding to a 5% two-sided significance level.
l u = 0.84 – one-sided percentage point of the normal distribution corresponding to {100% – type II

error [false negative/(true positive + false negative)]} at 80% power.

Using the following equation, we estimated minimum sample size (per group) required for comparison
of two rates (readmissions per person-year):

(u + v)2 × (µ_1 + µ_0)/(µ_1– µ_0)2

(0:84 + 1:96)2 × (0:7 + 0:6)/(0:7–0:6)2

=1019 person‑years per comparator group.
(5)

Adjustment for confounders (i.e. age, sex, ethnicity, calendar quarter of admission and existing
comorbidities), as far as is possible within the analysis, resulted in a required doubling of sample size
(additional 10% per confounder) required. Therefore, 2038 person-years were required per group.
Assuming that the HHDS sites see, on average, 90 patients each month during the study period (which,
for the purposes of the initial calculation we assumed to be November 2013 to November 2015, as many
schemes may have been shut down before this time period and in some data may have been collected
at an earlier point), we estimated that this translated to a total of 2160 individuals at each of the
two types of scheme (e.g. housing led and clinically led). Given that the average follow-up period was
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likely to exceed 1 year, we anticipated that the study would be powered to detect a 10% difference
in readmission rates between HHDS sites and non-HHDS sites for both the clinically- and the
housing-led HHDSs.

Outcomes
A series of primary and secondary outcomes were included to ensure that our analysis was both
consistent with outcomes used in previous published analyses and included outcomes that previous
studies were not powered to collect. We chose several secondary outcomes that collectively reflect the
priorities of health policy-makers and individuals attending patient engagement workshops. Full definitions
of primary and secondary outcomes are provided in Tables 2 and 3.

TABLE 2 Definition and methodological approach for primary outcomes

Primary outcome Definition

Time from discharge to next hospital inpatient
admission (any cause)

Binary indicator for readmission (yes/no). Time to event defined as
index admission discharge date until the earliest of:

l readmission
l end of follow-up

Time from discharge to next A&E attendance Binary indicator for subsequent A&E attendance (yes/no). Time to
event defined as index admission discharge date until the earliest of:

l next A&E attendance
l end of follow-up

28-day emergency readmission Binary indicator for emergency readmission (yes/no) recorded
within 28 days of the index admission discharge date. Emergency
admissions are defined as those where the admission method
is HES code 11, 12 or 13

Reproduced with permission from Blackburn et al.96 This is an Open Access article distributed in accordance with the
terms of the Creative Commons Attribution (CC BY 4.0) license, which permits others to distribute, remix, adapt and
build upon this work, for commercial use, provided the original work is properly cited. See: http://creativecommons.org/
licenses/by/4.0/. The table below includes minor additions and formatting changes to the original table.

TABLE 3 Definition and methodological approach for secondary outcomes

Secondary outcome Definition

Time from discharge to ACS condition
admission

Binary indicator for admission with ACS (yes/no). Time to event
defined as index discharge date until the earliest of:

l ACS condition admission
l end of follow-up

ACS admissions are flagged within HES14

Time from discharge to next elective admission Binary indicator for elective readmission (yes/no). Time to event
defined as index discharge date until the earliest of:

l elective readmission
l end of follow-up

Elective admissions are those where the admission method is
11, 12 or 13. In addition, a sensitivity analysis investigating planned
admissions only (admission method 13) will be undertaken14

Overall readmission rates Number of readmissions divided by the total time under follow-up
between admissions (i.e. where the patient was not already
hospitalised). Calculated as the number of admissions occurring in the
time from index discharge date to the earliest of death or November
2016 divided by the number of days from index discharge date to the
earliest of death or November 2016 minus the number of days in the
same time period where the individual was admitted to hospital

RESULTS: DATA LINKAGE
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Throughout the report we refer to three terms, avoidable,96 preventable and amenable, for which we
use the following definitions and their associated ICD-10 (International Statistical Classification of Diseases
and Related Health Problems, Tenth Revision) codes:

l Avoidable mortality – avoidable deaths are all those defined as preventable, amenable or both, where
each death is counted only once.Where a cause of death falls within both the preventable and amenable
definition, all deaths from that cause are counted in both categories when they are presented separately.

l Amenable mortality – a death is amenable if, in the light of medical knowledge and technology at
the time of death, all or most deaths from that cause (subject to age limits, if appropriate) could be
avoided through good quality health care.

l Preventable mortality – a death is preventable if, in the light of understanding of the determinants
of health at the time of death, all or most deaths from that cause (subject to age limits, if appropriate)
could be avoided by public health interventions in the broadest sense.

Analysis plan
We undertook the analysis in two phases. In the first phase, we analysed baseline characteristics (Table 4)
of all participants to describe the characteristics of each of the study groups at or before the index

TABLE 3 Definition and methodological approach for secondary outcomes (continued )

Secondary outcome Definition

Unscheduled readmission rates As for overall readmission rates (above), but excluding (from the
numerator only) admissions where the admission method was
elective (i.e. methods 11–13)

Time from admission to death Binary indicator for death (yes/no). Time to event defined as index
admission date until the earliest of:

l death
l end of follow-up

Deaths will primarily be identified through linkage to ONS deaths
registration data. However, a supplementary analysis will use HES
data [where the method of discharge field is coded as ‘dead’ (4)]
in addition to ONS deaths data. This is because HES records may
better ascertain information on recent deaths where there is a delay
in death registration (e.g. because a coroner’s report is required)

Time from admission to avoidable deaths Binary indicator for avoidable death (yes/no). Time to event defined
as index admission date until the earliest of:

l avoidable death14

l end of follow-up

Supplementary analyses will investigate amenable and preventable
deaths, which are a subset of avoidable deaths

All-cause mortality expressed as a SMR Deaths will primarily be identified through linkage to ONS deaths
registration data, but also through HES [where the method of
discharge field is coded as ‘dead’ (4)], as the latter method may
better ascertain information on recent deaths where there is a delay
in death registration (e.g. because a coroner’s report is required)

ICD-10 chapter-specific SMR As for all-cause mortality (above), but examining deaths by ICD-10
chapter for primary cause of death

ACS, ambulatory care sensitive; ICD-10, International Statistical Classification of Diseases and Related Health Problems,
Tenth Revision.
Reproduced with permission from Blackburn et al.96 This is an Open Access article distributed in accordance with the
terms of the Creative Commons Attribution (CC BY 4.0) license, which permits others to distribute, remix, adapt and
build upon this work, for commercial use, provided the original work is properly cited. See: http://creativecommons.org/
licenses/by/4.0/. The table below includes minor additions and formatting changes to the original table.
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admission (Figure 4). With the exception of ethnicity, all baseline characteristics were anticipated to be
fully observed (chronic disease is presumed to be absent unless recorded). Missing values of ethnicity
were analysed grouped as ‘not recorded’.

We then summarised each of the primary and secondary outcomes by comparison group and explored the
geographical spread of our 17 sites to explore their representativeness. This work enabled us to confirm
the suitability of the proposed statistical methods and analysis protocol proposed. Where applicable,
we compared our baseline mortality data with those in the recent analysis of homeless deaths by the
ONS (see Blackburn et al.,96 table S1, supplementary file, for definitions and full ICD-10 code lists used).

In the second phase, we identified evidence of differences in the baseline characteristics, including age,
sex, chronic disease and reason for hospital admission at the time of their index admission. We estimated
the crude association between each of the primary and secondary outcomes and the study population
groups. The baseline comparator group was IMD5.We then re-estimated the association between each of
the outcomes and the study population group after adjusting for the following characteristics at the time
of admission: age, sex, chronic disease and reason for hospital admission. We undertook supplementary
subgroup analyses to evaluate evidence of a difference in the outcomes of people (1) admitted to
clinically- compared with housing-led schemes and (2) schemes with step-down care compared with
schemes without access to step-down care.

Crude models were fitted prior to adjustment for ‘baseline’ measurements at or before the index
admission. We then wrote-up the analysis in accordance with the RECORD (REporting of studies
Conducted using Observational Routinely collected Data) statement.

Protocol deviations
The data linkage study was significantly delayed at commencement because of the launch of the Health
Research Authority and changes to the procedures for securing ethics approvals. It was further delayed
by NHS Digital in relation to approving and returning the linked data set and then, finally, because of

TABLE 4 Patient characteristics in the time prior to the index admission were collated as baseline measurements

Variable Description

Age (In years) at a given time point will be estimated as [(date of admission – month and year
of birth)/365.25] for the index admission

Sex As recorded at the index admissiona

Ethnicity As recorded at the index admissiona

ICD-10 chronic disease
conditions

Obtained from all admissions at or before the index admission and subdivided into categories of:

l mental health/behavioural
l cancer/blood disorders
l chronic infections
l respiratory
l metabolic/endocrine/nutritional
l renal/genitourinary
l musculoskeletal/dermatological
l neurological
l cardiovascular

Admitting diagnosis Reason for index hospital admission classified according to Healthcare Resource Group,
which describes case mix according to the chapter and subchapter of the reason for
admission and associated procedures

HRG, Healthcare Resource Group.
a Missing information in the index admission record was completed (where possible) with the modal value from other

records for the same individual.

RESULTS: DATA LINKAGE

NIHR Journals Library www.journalslibrary.nihr.ac.uk

52



Part 1

November 2008

Calendar time

Implementation date

November 2016

Part 2
Index hospital admission

Hospital admissions used to characterise
patients at their index admission

Readmissions

FIGURE 4 Schematic outlining hypothetical patients. Data on the characteristics of patients before their index admission were collated from admissions occurring before the
implementation of HHDSs at a given site (or for comparator groups a randomly selected date within the range of implementation dates for HHDS sites).

D
O
I:
1
0
.3
3
1
0
/h
sd
r0
9
1
7
0

H
ealth

Services
an

d
D
elivery

R
esearch

2
0
2
1

V
o
l.9

N
o
.1

7

C
o
pyrigh

t
©

2
0
2
1
C
o
rn
es

et
al.T

h
is
w
o
rk

w
as

pro
d
u
ced

b
y
C
o
rn
es

et
al.u

n
d
er

th
e
term

s
o
f
a
co

m
m
issio

n
in
g
co

n
tract

issu
ed

b
y
th
e
Secretary

o
f
State

fo
r
H
ealth

an
d
So

cial
C
are.T

h
is

is
an

O
pen

A
ccess

pu
b
licatio

n
d
istrib

u
ted

u
n
d
er

th
e
term

s
o
f
th
e
C
reative

C
o
m
m
o
n
s
A
ttrib

u
tio

n
C
C

B
Y
4
.0

licen
ce,w

h
ich

perm
its

u
n
restricted

u
se,d

istrib
u
tio

n
,

repro
d
u
ctio

n
an

d
ad

aptio
n
in

an
y
m
ed

iu
m

an
d
fo
r
an

y
pu

rpo
se

pro
vid

ed
th
at

it
is
pro

perly
attrib

u
ted

.See:
h
ttps://creativeco

m
m
o
n
s.o

rg/licen
ses/b

y/4
.0
/.Fo

r
attrib

u
tio

n
th
e

title,o
rigin

al
au

th
o
r(s),th

e
pu

b
licatio

n
so
u
rce

–
N
IH

R
Jo
u
rn
als

Lib
rary,an

d
th
e
D
O
I
o
f
th
e
pu

b
licatio

n
m
u
st

b
e
cited

.

5
3



NHS Digital initially returning a data set without an IMD5 comparison group or linked death data. As a
result, we did not have time to complete the analyses for the following secondary outcomes:

l time from discharge to next elective admission
l all-cause mortality expressed as a SMR
l ICD-10 chapter-specific SMR.

Having completed the main literature synthesis (some 6 months after the study began), we developed our
original realist hypothesis to capture new evidence about the importance of HHDSs having direct access
to ‘step-down’ intermediate care. To enable us to interrogate this revised theory, we introduced a further
comparative element across the evaluation to establish the effectiveness and cost-effectiveness of HHDSs
with access to ‘step-down’ care (MIR4) compared with those with no direct access to ‘step-down’ care.

Results

Parts of this section are reproduced or adapted with permission from Aldridge et al.97 This is an Open
Access article distributed in accordance with the terms of the Creative Commons Attribution (CC BY 4.0)
license, which permits others to distribute, remix, adapt and build upon this work, for commercial use,
provided the original work is properly cited. See: https://creativecommons.org/licenses/by/4.0/. The text
below includes minor additions and formatting changes to the original text.

To create an analysis data set, we joined the HHDS data (12,931 records) with F&T comparator group
data (47,569 records). The combined data set (60,500 records) was cleaned, assigned gender and underwent
validation of NHS numbers.We then applied age and date exclusions, and expanded the data set on names.
We then validated NHS numbers within the data set. This was then split into an identifiable linkage data set
with 73,432 records. Identifiable records were destroyed prior to receiving HES data from NHS Digital. The
second retained unidentifiable data set was kept within the Data Safe Haven. This data set was linked to
HES data from NHS Digital and underwent cleaning after linkage. After the cleaning process, we created
three separate cohorts of patients. First was the HHDS group for whom we had 3894 unique patients, 6985
admission records and a record level linkage rate of 54% (6985/12,931). Second was the F&T–HES group
with 7226 unique patients, 20,206 hospital admission records and a linkage rate of 42.5% (20,206/47,569).
Third was the IMD5 group with 34,450 unique patients. Linkage rates were, therefore, higher in the HHDS
group [54.0%, 95% confidence interval (CI) 53.2 to 54.9] than in the F&T group (42.5%, 95% CI 42.0 to 42.9).

To examine possible biases introduced into the linkage, we undertook several descriptive analyses.
We also compared the age and sex characteristics of each cohort before and after linkage (Table 5).
This analysis revealed that after linkage the data sets contained slightly more women and older patients,
on an admission record basis, than the data sets prior to linkage. The HHDS sites from which data
were collected covered seven out of nine statistical regions in England (Figure 5), with London having
the largest number of participants. We examined comorbidities across comparator groups and, with few
exceptions, we found these to be markedly high in those seen by HHDS sites (Table 6). HHDS patients had
the highest levels of comorbidities across all ICD-10 chapters, except for endocrine and maternal disorders.

These preliminary descriptive analyses showed that the F&T group had lower linkage rates and levels
of comorbidity than the HHDS groups. These differences in linkage rates and comorbidity between the
F&T and the HHDS groups, and lack of data on timing of homelessness exposure in the F&T data set,
provided cause for concern about the validity of our assumption that this group was still homeless during
their hospital admission during the study time period. For this reason, we took the decision not to
include the F&T population as a comparison group in analyses of the primary and secondary outcomes.

Causes of death
In addition to understanding the geographical spread of the data, the demographic differences in each
group after linkage and the levels of comorbidities, we also examined causes of death before undertaking
a full analysis of the primary and secondary outcomes. Table 7 shows the demographic characteristics
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TABLE 5 Age and sex distribution of comparison groups at the hospital admission record level (e.g. not unique) before and after linkage to HES

Variable

F&T HHDS Housing led Clinically led Step-down scheme No step-down scheme

IMD5, %Unlinked, % Linked, % Unlinked, % Linked, % Unlinked, % Linked, % Unlinked, % Linked, % Unlinked, % Linked, % Unlinked, % Linked, %

Male 82 76 77 73 76 72 78 73 75 71 78 73 43

Age (years)

18–24 5 5 6 9 10 7 6 9 10 8 5 9 8

25–34 20 17 20 19 22 23 20 18 22 22 20 18 15

35–44 25 25 26 27 26 26 26 27 27 28 26 26 13

45–54 27 29 26 26 21 24 27 27 21 23 27 28 16

55–64 15 15 13 13 11 12 14 13 12 11 14 13 16

≥ 65 8 8 8 7 9 8 7 6 8 8 8 7 33
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FIGURE 5 Map of number of individuals seen by HHDSs by ONS statistical region. There were no HHDS data linkage sites in the greyed areas.
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TABLE 6 Levels of comorbidities by ICD-10 chapter comparison group

ICD-10
chapter HHDS, % F&T, % IMD5, % Housing led, % Clinically led, %

Step-down
scheme, %

No step-down
scheme, %

1 29 21 12 26 30 27 30

2 7 6 14 6 7 6 7

3 13 9 11 13 14 13 14

4 27 21 29 26 27 27 27

5 79 67 31 85 77 86 76

6 19 13 13 18 20 19 20

7 8 7 11 9 8 9 7

8 2 2 3 3 2 2 2

9 35 28 35 36 35 36 35

10 37 29 25 38 37 39 36

11 42 38 40 44 41 45 40

12 23 14 10 19 24 20 24

13 28 22 27 27 28 27 28

14 20 16 25 20 20 20 20

15 7 11 19 7 7 8 7

16 0 0 0 0 0 0 0

17 2 1 2 2 1 2 2

18 65 51 44 68 64 69 63

19 54 40 20 61 52 61 51

20 56 40 21 62 53 63 52

21 78 63 60 78 77 77 78

TABLE 7 Baseline demographic characteristics and percentage of deaths in each comparison group

Characteristic All, n (%a) IMD5, n (%a) HHDS, n (%a)

Total 3112 (100.0) 2512 (100.0) 600 (100.0)

Sex

Male 1882 (60.5) 1416 (56.4) 466 (77.7)

Female 1230 (39.5) 1096 (43.6) 134 (22.3)

Age (years)

20–34 269 (8.6) 171 (6.8) 98 (16.3)

35–44 199 (6.4) 84 (3.3) 115 (19.2)

45–54 370 (11.9) 205 (8.2) 165 (27.5)

55–64 483 (15.5) 356 (14.2) 127 (21.2)

≥ 65 1791 (57.6) 1696 (67.5) 95 (15.8)

Ethnicity

British, Irish (white) and any other white 2234 (71.8) 1792 (71.3) 442 (73.7)

African, Caribbean, Indian, Pakistani, Bangladeshi,
Chinese and Mixed

475 (15.3) 389 (15.5) 86 (14.3)

Not stated or not known 403 (12.9) 331 (13.2) 72 (12.0)

a Column percentages.
Adapted with permission from Aldridge et al.97 This is an Open Access article distributed in accordance with the terms
of the Creative Commons Attribution (CC BY 4.0) license, which permits others to distribute, remix, adapt and build
upon this work, for commercial use, provided the original work is properly cited. See: https://creativecommons.org/
licenses/by/4.0/. The table includes minor additions and formatting changes to the original table.
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of decedents in each group. Males made up 77.7% (466/600) of deaths in the HHDS group and 56.4%
(1416/2512) of deaths in the IMD5 group. The median age of death was 51.6 [interquartile range
(IQR) 42.7–60.2] years for the HHDS group and 71.5 (IQR 60.67–79.0) years for the IMD5 group.
Ethnicity was broadly similar across comparison groups, but 12.9% (403/3,112) of ethnicities were either
not known or not stated. The top three underlying causes of death by ICD-10 chapter in the HHDS
group were external causes of death (21.7%, 130/600), cancer (19.0%, 114/600) and digestive disease
(19.0%, 114/600) in the unweighted analysis.

In an age- and sex-weighted analysis (Table 8 and Figure 6), the top three underlying causes of death
in the HHDS group were cardiovascular disease (30.1%, 180/600), cancer (21.8%, 131/600) and
respiratory disease (16.7%, 100/600). In this weighted analysis, the underlying causes of death for each
cohort by ICD-10 chapter showed a greater proportion of deaths with an underlying cause in ‘External
Causes of Morbidity and Mortality’ chapter in the homeless group (7.4%, 44/600) than in the IMD5
group (3.9%, 99/2,512). This chapter covers a range of causes, including accidents, intentional self-harm,
assault and events of undetermined intent (e.g. poisoning). Weighted alcohol- and drug-related causes

TABLE 8 Underlying causes of death by ICD-10 chapter and amenable mortality

Cause of death Homeless, n (%) Homeless weighted, n (%)a IMD5, n (%)

Total 600 (100.0) 600 (100.0) 2512 (100.0)

ICD-10 chapters

I: infections 18 (3.0) 7 (1.1) 36 (1.4)

II: cancers 114 (19.0) 131 (21.8) 926 (36.9)

Other 48 (8.0) 76 (12.6) 355 (14.1)

Digestive 28 (4.7) 25 (4.1) 242 (9.6)

Lung 22 (3.7) 17 (2.9) 247 (9.8)

Lymph/blood 16 (2.7) 13 (2.2) 82 (3.3)

IV: endocrine, nutritional and metabolic 17 (2.8) 13 (2.2) 61 (2.4)

V: mental and behavioural 14 (2.3) 21 (3.5) 82 (3.3)

VI: nervous system 11 (1.8) 9 (1.6) 94 (3.7)

IX: CVD 96 (16.0) 180 (30.1) 571 (22.7)

Stroke 17 (2.8) 63 (10.6) 145 (5.8)

Ischaemic heart disease 39 (6.5) 60 (10.1) 251 (10.0)

Other 18 (3.0) 26 (4.3) 89 (3.5)

Other heart disease 22 (3.7) 31 (5.2) 86 (3.4)

X: respiratory 60 (10.0) 100 (16.7) 339 (13.5)

COPD 36 (6.0) 52 (8.7) 213 (8.5)

Other 24 (4.0) 48 (8.0) 126 (5.0)

XI: digestive 114 (19.0) 77 (12.8) 227 (9.0)

Liver 83 (13.8) 51 (8.6) 69 (2.7)

Other 31 (5.2) 25 (4.2) 158 (6.3)

XX: external 130 (21.7) 44 (7.4) 99 (3.9)

Accidents 105 (17.5) 35 (5.8) 66 (2.6)

Self-harm 15 (2.5) 6 (1.0) 14 (0.6)

Other 10 (1.7) 3 (0.6) 19 (0.8)

Other 26 (4.3) 17 (2.8) 77 (3.1)

RESULTS: DATA LINKAGE
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TABLE 8 Underlying causes of death by ICD-10 chapter and amenable mortality (continued )

Cause of death Homeless, n (%) Homeless weighted, n (%)a IMD5, n (%)

Deaths related to alcohol, drugs or suicideb

Alcohol 97 (16.2) 59 (9.8) 67 (2.7)

Drugs 79 (13.2) 22 (3.6) 23 (0.9)

Suicide 24 (4.0) 9 (1.5) 22 (0.9)

Other 400 (66.7) 510 (85.1) 2400 (95.5)

Amenable to health carec

Amenable 166 (27.7) 181 (30.2) 578 (23.0)

Not amenable 434 (72.3) 419 (69.8) 1934 (77.0)

COPD, chronic obstructive pulmonary disease; CVD, cardiovascular disease.
a Deaths in the homeless group have been weighted so that their age and sex mix match deaths in the IMD5 group.

The homeless group is younger and so weighting means that causes of death that typically occur at a younger age
(e.g. accidents) receive less overall weight.

b See Appendix 5 for ICD-10 code lists used to define underlying causes of death due to alcohol, drugs or suicide.
c See Appendix 6 for ICD-10 code lists and age restrictions used to define amenable causes of death.
Adapted with permission from Aldridge et al.97 This is an Open Access article distributed in accordance with the terms
of the Creative Commons Attribution (CC BY 4.0) license, which permits others to distribute, remix, adapt and build
upon this work, for commercial use, provided the original work is properly cited. See: https://creativecommons.org/
licenses/by/4.0/. The table includes minor additions and formatting changes to the original table.
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FIGURE 6 Underlying cause of death by ICD-10 group and subgroup, comparing homeless weighted and IMD5 groups.
COPD, chronic obstructive pulmonary disease; CVD, cardiovascular disease; IHD, ischaemic heart disease. Adapted with
permission from Aldridge et al.97 This is an Open Access article distributed in accordance with the terms of the Creative
Commons Attribution (CC BY 4.0) license, which permits others to distribute, remix, adapt and build upon this work,
for commercial use, provided the original work is properly cited. See: https://creativecommons.org/licenses/by/4.0/.
The figure includes minor additions and formatting changes to the original figure.
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were higher in the HHDS group (9.8%, 59/600 and 3.6%, 22/600, respectively) than in the IMD5 group
(2.7%, 67/2512 and 0.9%, 23/2512, respectively). The percentage of deaths with an amenable cause of
mortality was higher in the HHDS group (30.2%, 181/600) than in the IMD5 group (23.0%, 578/2512).
This means that after weighting for age and sex, nearly one in three deaths of people in our homeless
hospital discharge cohort were due to conditions, many of which are common in the general population
(e.g. heart disease), that are amenable to timely health care.

In an unweighted analysis that compared the HHDS group with the ONS homeless causes of death
analysis, accidents and suicides contributed to a smaller percentage of all underlying causes of death in
the HHDS homeless group (19.5%, 117/600) than in the ONS homeless group (54.9%, 319/581) (Figure 7).
Conversely, we observed a larger number of deaths due to cancer (18.2%, 109/600 vs. 4.6%, 27/581),
diseases of the liver (13.8%, 83/600 vs. 9.0%, 52/581) and chronic lower respiratory disease (6.0%,
36/600 vs. 2.2%, 13/581) in the HHDS group than in the ONS analysis.

Primary outcomes

Time from discharge to next hospital inpatient readmission (any cause)
In the unadjusted analysis comparing clinically led schemes with housing-led schemes for time from
discharge to next hospital inpatient readmission (any cause), male sex, older age group, larger number
of comorbidities and larger number of admissions in the 1 year before index admission were all associated
with an increase in readmissions (Table 9). In the multivariable analyses, there remained an association
between older age, larger numbers of comorbidities, larger numbers of numbers of admissions in the
1 year before the index admission and an increase in readmissions. We found no evidence in either the
unadjusted or adjusted analyses for a difference between the housing- or clinically led services for
readmissions [hazard ratio (HR) 1.07, 95% CI 0.88 to 1.30; p = 0.4827]. When grouping the HHDS sites
into those with step-down care and those without step-down care, in a multivariable analysis, we found
no evidence for a difference in readmission rates between the two groups (HR 1.10, 95% CI 0.92 to 1.33;
p = 0.2863) (see Table 12). In an adjusted analysis, hazard of readmission was higher in the combined
HHDS group than in the IMD5 group (HR 3.14, 95% CI 2.81 to 3.51; p < 0.0001) (see Table 12).
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Time from discharge to next accident and emergency attendance
In the unadjusted analysis comparing clinically led services with housing-led services for time from
discharge to next A&E attendance, sex, age group, number of comorbidities and number of admissions
in the year before index admission were all associated with an increase in emergency attendance
(Table 10). In the multivariable analyses, older age, larger numbers of comorbidities and larger numbers
of admissions in the 1 year before the index admission were all associated with an increase in emergency
attendance.We found no evidence in either the unadjusted or adjusted analyses for a difference between

TABLE 9 Baseline characteristics and univariate and multivariate analysis of time from discharge to next hospital
inpatient readmission (any cause) for housing- vs. clinically led sites

Baseline
characteristic

Number
of events

Median follow-up
(days) (IQR)

Unadjusted Adjusted

HR (95% CI) p-value HR (95% CI) p-value

Cohort group

Housing led 145 123 (34–417.75) 1 1

Clinically
led

426 104 (26–359.75) 1.10 (0.91 to 1.33) p = 0.3167 1.07 (0.88 to 1.30) 0.4827

Sex

Male 439 113 (28–388.75) 1 1

Female 132 104 (29–349) 0.82 (0.68 to 1.00) p = 0.0480 0.95 (0.78 to 1.16) 0.6227

Age group (years)

< 25 <10 131.25 (29–396.625) 1 1

25–34 60–70 106 (28–331.6875) 5.05 (2.18 to 11.68) 4.44 (1.92 to 10.25)

35–44 128 120 (29–353) 8.41 (3.70 to 19.13) 6.78 (2.98 to 15.40)

45–54 165 108 (29.375–354) 11.73 (5.18 to 26.56) 9.13 (4.03 to 20.68)

55–64 120 88.125 (24–344) 16.96 (7.45 to 38.59) 13.42 (5.87 to 30.65)

65–74 56 141
(40.75–410.6875)

17.93 (7.73 to 41.61) 14.06 (5.99 to 33.01)

≥ 75 33 133 (34–513) 23.58 (9.86 to 56.39) p < 0.0001 19.90 (8.31 to 47.61) < 0.0001

Number of comorbid chapters

1 or 2 31 166 (43–515) 1 1

3–5 72 157 (39–529) 1.12 (0.74 to 1.71) 1.06 (0.70 to 1.61)

6–9 272 107 (28.25–354) 2.38 (1.64 to 3.45) 1.79 (1.23 to 2.61)

10–15 184 60 (16–187.5) 5.98 (4.08 to 8.76) 3.14 (2.09to 4.71)

> 15 12 29 (11–60) 11.21 (5.89 to 21.34) p < 0.0001 2.74 (1.23 to 6.13) < 0.0001

Number of admissions 1 year before index

0 343 149 (37–461) 1 1

1 62 94 (23–247.75) 1.85 (1.42 to 2.42) 1.46 (1.09 to 1.95)

2 56 51 (19.5–157) 3.65 (2.75 to 4.84) 2.60 (1.93 to 3.52)

3 21 79 (25–182) 2.18 (1.41to 3.34) 1.66 (1.08 to 2.57)

4 or 5 31 38 (12–151) 3.19 (2.21 to 4.61) 2.43 (1.65 to 3.58)

6 or 7 18 28 (11–93) 4.84 (3.02 to 7.75) 2.97 (1.79 to 4.92)

8 or 9 < 10 22 (10–52.5) 4.63 (2.28 to 9.41) 2.76 (1.35 to 5.61)

≥ 10 30–40 13 (5–36.75) 8.55 (5.63 to 12.98) p < 0.0001 4.98 (3.04 to 8.16) < 0.0001
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the housing- or clinically led services for emergency attendance (HR 1.05, 95% CI 0.83 to 1.32; p = 0.6835)
(Table 11). We grouped HHDS sites into those with step-down care and those without step-down care and
found no evidence for a difference in emergency attendance between the two groups in a multivariable
analysis (HR 1.01, 95% CI 0.82 to 1.26; p = 0.9063) (Table 12). In a multivariate analysis, the hazard
of emergency attendance was higher in the combined HHDS group than in the IMD5 group (HR 7.34,
95% CI 6.31 to 8.54; p < 0.0001) (see Table 12).

TABLE 10 Baseline characteristics and univariate and multivariate analysis of time from discharge to next A&E
attendance for housing- vs. clinically led sites

Baseline characteristic

Unadjusted Adjusted

HR (95% CI) p-value HR (95% CI) p-value

Cohort group

Housing led 1 1

Clinically led 1.02 (0.82 to 1.27) 0.8489 1.05 (0.83 to 1.32) 0.6835

Sex

Male 1 1

Female 0.64 (0.50 to 0.81) 0.0003 0.67 (0.52 to 0.86) 0.0015

Age group (years)

< 25 1 1

25–34 3.72 (1.59 to 8.71) 3.21 (1.37 to 7.53)

35–44 6.60 (2.89 to 15.07) 5.09 (2.22 to 11.66)

45–54 7.16 (3.15 to 16.30) 4.99 (2.18 to 11.43)

55–64 8.09 (3.52 to 18.62) 5.90 (2.54 to 13.69)

65–74 8.98 (3.76 to 21.46) 6.12 (2.51 to 14.90)

≥ 75 13.73 (5.65 to 33.35) 0.0001 10.91 (4.38 to 27.15) 0.0001

Number of comorbid chapters

1 or 2 1 1

3–5 1.17 (0.66 to 2.06) 1.07 (0.60 to 1.89)

6–9 3.11 (1.90 to 5.10) 2.41 (1.46 to 3.97)

10–15 7.87 (4.77 to 12.98) 4.68 (2.77 to 7.90)

> 15 15.69 (7.63 to 32.29) 0.0001 6.78 (2.98 to 15.44) 0.0001

Number of admissions 1 year before index

0 1 1

1 1.87 (1.37 to 2.55) 1.41 (1.02 to 1.94)

2 3.73 (2.69 to 5.17) 2.48 (1.76 to 3.51)

3 2.16 (1.31 to 3.57) 1.45 (0.88 to 2.41)

4 or 5 3.16 (2.03 to 4.92) 2.20 (1.40 to 3.46)

6 or 7 6.71 (4.10 to 10.99) 3.69 (2.16 to 6.30)

8 or 9 4.13 (1.84 to 9.30) 2.46 (1.11 to 5.43)

≥ 10 4.45 (2.66 to 7.46) 0.0001 1.97 (1.08 to 3.60) 0.0001

RESULTS: DATA LINKAGE
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28-day emergency readmission
The overall percentage of patients with a 28-day emergency readmission in the housing-led group
(19.5%, 196/1006) was slightly lower than in the clinically led group (21.2%, 613/2888) (see Table 11).
Male patients (21.1%, 600/2840) had slightly higher readmission rates than female patients (19.8%,
209/1054) and readmission rates were highest in the 55- to 64-years age group (22.4%, 134/599). In
both the unadjusted and the adjusted analyses, only number of comorbidities and number of admissions
in the year before index admissions were associated with 28-day emergency readmissions. In an adjusted

TABLE 11 Baseline characteristics and univariate and multivariate analysis of 28-day emergency readmission for
housing- vs. clinically led sites

Baseline characteristic
Patients admitted,
% (n/N)

Unadjusted Adjusted

OR (95% CI) p-value OR (95% CI) p-value

Cohort group

Housing led 19.48 (196/1006) 1 1

Clinically led 21.23 (613/2888) 1.11 (0.93 to 1.33) 0.2408 1.08 (0.89 to 1.29) 0.4420

Sex

Male 21.13 (600/2840) 1 1

Female 19.83 (209/1054) 0.92 (0.77 to 1.10) 0.3753 0.89 (0.74 to 1.07) 0.2128

Age group (years)

< 25 17.10 (46/269) 1 1

25–34 22.74 (171/752) 1.43 (1.00 to 2.05) 1.31 (0.91 to 1.90)

35–44 19.27 (186/965) 1.16 (0.81 to 1.65) 1.01 (0.70 to 1.46)

45–54 21.87 (215/983) 1.36 (0.95 to 1.93) 1.10 (0.76 to 1.59)

55–64 22.37 (134/599) 1.40 (0.96 to 2.02) 1.14 (0.78 to 1.68)

65–74 17.26 (39/226) 1.01 (0.63 to 1.62) 0.85 (0.52 to 1.39)

≥ 75 18.00 (18/100) 1.06 (0.58 to 1.94) 0.1698 1.02 (0.55 to 1.89) 0.2995

Number of comorbid chapters

1 or 2 15.55 (67/431) 1 1

3–5 14.19 (127/895) 0.90 (0.65 t 1.24) 0.89 (0.65 to 1.23)

6–9 20.98 (391/1864) 1.44 (1.09 to 1.91) 1.24 (0.93 to 1.66)

10–15 31.28 (208/665) 2.47 (1.82 to 3.36) 1.53 (1.09 to 2.15)

> 15 41.03 (16/39) 3.78 (1.90 to 7.53) 0.0001 1.49 (0.70 to 3.18) 0.0036

Number of admissions 1 year before index

0 16.52 (473/2863) 1 1

1 22.16 (78/352) 1.44 (1.10 to 1.88) 1.29 (0.98 to 1.70)

2 29.95 (59/197) 2.16 (1.57 to 2.98) 1.88 (1.35 to 2.61)

3 28.57 (34/119) 2.02 (1.34 to 3.04) 1.69 (1.11 to 2.57)

4 or 5 39.07 (59/151) 3.24 (2.30 to 4.56) 2.71 (1.90 to 3.86)

6 or 7 46.48 (33/71) 4.39 (2.72 to 7.07) 3.55 (2.17 to 5.82)

8 or 9 56.10 (23/41) 6.46 (3.46 to 12.06) 5.12 (2.70 to 9.68)

≥ 10 50.00 (50/100) 5.05 (3.37 to 7.57) 0.0001 3.84 (2.46 to 5.98) 0.0001

OR, odds ratio.
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analysis, no evidence was found for a difference in readmission rates between housing- and clinically led
services [odds ratio (OR) 1.08, 95% CI 0.89 to 1.29; p = 0.4420]. In an adjusted analysis, we found that
the HHDS group had higher odds of 28-day emergency readmissions than the IMD5 group (OR 3.60,
95% CI 3.24 to 3.99; p < 0.0001) (see Table 12). When comparing services with step-down care with
those without step-down care, the percentage of patients with 28-day emergency readmissions was
similar across both groups (20.2% for step-down care vs. 21.1% for no step-down care). There was no
evidence in either the unadjusted or adjusted multivariate analysis for a difference between these groups
in terms of 28-day emergency readmission (OR 1.05, 95% CI 0.88 to 1.25; p = 0.5821) (see Table 12).

Secondary outcomes

Time from discharge to admission with ambulatory care sensitive conditions
Being of female sex appeared to be somewhat slightly protective against readmission with ambulatory
care sensitive conditions (Table 13) in the unadjusted figures (HR 0.82, 95% CI 0.68 to 1.0; p = 0.0480);
however, this was not true of the adjusted HR 0.95 (95% CI 0.78 to 1.16; p = 0.6227). There was no
overall difference in likelihood of readmission when comparing the housing-led group with the clinically
led group, with the unadjusted HR being 1.11 (95% CI 0.86 to 1.42; p = 0.4174) and adjusted HR being
1.11 (95% CI 0.86 to 1.44; p = 0.4159).

Overall and unscheduled readmission rates
We looked at the 12-month risk of readmission by ICD-10 chapter of index admission (Figure 8).
The 12-month risk of unscheduled readmission (often referred to as emergency readmission) was 59%
(95% CI 57% to 61%) for homeless patients and 20% (95% CI 19% to 21%) for housed patients, for planned
readmission it was 18% (95% CI 17% to 20%) for homeless patients and 28% (95% CI 26% to 29%)
for housed patients and for A&E visits it was 92% (95% CI 91% to 93%) for homeless patients and 57%
(95% CI 55% to 59%) for housed patients.

TABLE 12 Summary table of adjusted analyses

Outcomea
Housing led vs. clinically
led, HR (95% CI); p-value

Step-down care vs. no
step-down care, HR
(95% CI); p-value

HHDS vs. IMD5, HR
(95% CI); p-value

Time from discharge
to next hospital
inpatient readmission
(any cause)

1.07 (0.88 to 1.30); 0.4827 1.10 (0.92 to 1.33); 0.2863 3.14 (2.81 to 3.51); < 0.0001

Time from
discharge to next
A&E attendance

1.05 (0.83 to 1.32); 0.6835 1.01 (0.82 to 1.26); 0.9063 7.34 (6.31 to 8.54); < 0.0001

28-day emergency
readmission

1.08 (0.89 to 1.29); 0.4420 1.05 (0.88 to 1.25); 0.5821 3.60 (3.24 to 3.99); < 0.0001

Time from
admission to death
due to any cause

1.01 (0.84 to 1.21); 0.9285 1.05 (0.88 to 1.24); 0.6103 2.20 (1.98 to 2.44); < 0.0001

Time from
admission to
avoidable deaths

1.02 (0.69 to 1.49); 0.9383 0.99 (0.69 to 1.42); 0.9583 1.78 (1.43 to 2.22); < 0.0001

Time from
discharge to ACS condition
admission

1.11 (0.86 to 1.44); 0.4159 1.27 (0.99 to 1.62); 0.0551 3.52 (3.06 to 4.06); 0.0001

ACS, ambulatory care sensitive.
a Looking across the columns, the figures provided apply to the following groups: clinical, non-step down, HHD

and HHD.

RESULTS: DATA LINKAGE

NIHR Journals Library www.journalslibrary.nihr.ac.uk

64



Unplanned and A&E readmissions were extremely high for the HHDS group, and these unplanned
readmissions are high regardless of the type of index admission. This is in contrast to the IMD5 group,
where the readmission risk was lower than in the HHDS group and varied according to the type of
index admission. In addition, the readmission risk was particularly high for those admitted for ‘mental
and behavioural’ causes. Planned readmissions were generally lower in the HHDS group than in the
IMD5 group.

TABLE 13 Baseline characteristics and univariate and multivariate analysis of time from discharge to next admission
owing to an ambulatory care sensitive condition for housing- vs. clinically led sites

Baseline characteristic
Number
of events

Unadjusted Adjusted

HR (95% CI) p-value HR (95% CI) p-value

Cohort group

Housing led (n = 1006) 82 1

Clinically led (n = 2888) 253 1.11 (0.86 to 1.42) 0.4174 1.11 (0.86 to 1.44) 0.4159

Sex

Male 261 1

Female 74 0.72 (0.55 to 0.93) 0.0109 0.84 (0.65 to 1.10) 0.2019

Age group (years)

< 25 < 10 1

25–34 30–40 4.17 (1.27 to 13.67) 3.61 (1.10 to 11.84)

35–44 68 8.37 (2.63 to 26.63) 6.46 (2.02 to 20.68)

45–54 112 14.52 (4.61 to 45.76) 10.45 (3.29 to 33.15)

55–64 63 15.84 (4.97 to 50.49) 11.61 (3.62 to 37.20)

65–74 37 24.49 (7.54 to 79.47) 17.10 (5.21 to 56.14)

≥ 75 22 32.21 (9.61 to 107.97) 0 27.15 (8.07 to 91.36) 0

Number of comorbid chapters

1 or 2 11 1

3–5 30 1.33 (0.67 to 2.65) 1.27 (0.64 to 2.54)

6–9 153 3.35 (1.82 to 6.17) 2.75 (1.48 to 5.10)

10–15 130 10.11 (5.47 to 18.68) 6.55 (3.43 to 12.50)

> 15 11 17.12 (7.15 to 40.99) 0 6.72 (2.49 to 18.10) 0

Number of admissions 1 year before index

0 183 1

1 42 1.84 (1.32 to 2.57) 1.27 (0.89 to 1.83)

2 37 2.97 (2.09 to 4.22) 1.82 (1.25 to 2.65)

3 12 1.69 (0.94 to 3.01) 1.18 (0.66 to 2.11)

4 or 5 19 2.17 (1.35 to 3.48) 1.34 (0.81 to 2.21)

6 or 7 14 3.90 (2.22 to 6.85) 2.00 (1.12 to 3.57)

8 or 9 < 10 3.18 (1.28 to 7.86) 1.31 (0.49 to 3.51)

≥ 10 20–40 4.35 (2.80 to 6.76) 0 2.09 (1.26 to 3.48) 0.0131
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FIGURE 8 Twelve-month risk of readmission, stratified by the ICD-10 chapter of index admission: (a) emergency
readmission; (b) planned readmission; and (c) A&E. (continued )
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Unadjusted incident rate ratios from a negative binomial model that examined the risk of readmission
showed that homeless patients had 5.14 (95% CI 4.71 to 5.62) times the rate of unscheduled readmission,
1.08 (95% CI 0.95 to 1.23) times the rate of planned readmission and 5.38 (95% CI 5.04 to 5.72) times
the rate of A&E visits (Table 14). Adjusting for comorbidities and the ICD-10 chapter of the index
admission partially attenuated these values, with adjusted rate ratios of 3.77 (95% CI 3.46 to 4.10), 0.71
(95% CI 0.63 to 0.81) and 3.76 (95% CI 3.53 to 4.01), respectively. As an exploratory sensitivity analysis
(not prespecified), we fit the model for planned readmissions, excluding ‘series’ of admission (defined above,
mainly for renal failure and dialysis), which gave an unadjusted rate ratio of 0.69 (95% CI 0.62 to 0.78)
and an adjusted ratio of 0.62 (95% CI 0.55 to 0.69).
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FIGURE 8 Twelve-month risk of readmission, stratified by the ICD-10 chapter of index admission: (a) emergency
readmission; (b) planned readmission; and (c) A&E.

TABLE 14 Incident rate ratios of readmissions and A&E visits, comparing homeless with housed patients (results of negative
binomial regression)

Outcome

Unadjusted (matched on age,
sex, year and hospital), rate ratio
(95% CI); p-value

Adjusted for comorbidities and
ICD-10 chapter of admissions,
rate ratio (95% CI); p-value

Unscheduled admissions 5.14 (4.71 to 5.62); < 0.001 3.77 (3.46 to 4.10); < 0.001

Planned admissions 1.08 (0.95 to 1.23); 0.236 0.71 (0.63 to 0.81); < 0.001

A&E visits 5.38 (5.04 to 5.72); < 0.001 3.76 (3.53 to 4.01); < 0.001
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We then constructed negative binomial regressions models to examine the risks of readmission,
comparing homeless patients at sites with an associated step-down service with homeless patients at
sites without a step-down service (baseline group). Among homeless patients, the rate of unscheduled
admissions was similar when comparing those discharged at a site with or without a step-down service,
but the rate of planned admissions was 56% lower (incident rate ratio 0.44, 95% CI 0.35 to 0.55;
p < 0.001) and the rate of A&E visits was 21% lower (incident rate ratio 0.79, 95% CI 0.71 to 0.87;
p < 0.001) (Table 15). These results were partially attenuated when adjusting for comorbidities and the
ICD-10 chapter of the index admission. After adjustment, there was evidence that A&E visits were
18% lower among homeless patients discharged at a site with a step-down service than among those
without a step-down service (incident rate ratio 0.82, 95% CI 0.75 to 0.91; p < 0.001).

Time from admission to death
In the unadjusted analysis for this outcome, male sex, older age group, larger number of comorbidities
and larger number of admissions in the year before index admission were all associated with an
increase in likelihood of death (Table 16). In the multivariable analyses, there remained an association
only between older age and higher comorbidities. We found no evidence in either the unadjusted or
adjusted analyses for a difference between the housing- or clinically led services for death (adjusted
HR 1.01, 95% CI 0.84 to 1.21; p = 0.9285). In another adjusted analysis, hazard of death was also
higher in the combined HHDS group than in the IMD5 group (HR 2.20, 95% CI 1.98 to 2.44; p < 0.0001)
(see Table 12). When comparing schemes with and without step-down care, we found no evidence
for a difference in likelihood of death between the two groups (adjusted HR 1.05, 95% CI 0.88 to 1.24;
p = 0.6103) (see Table 12).

TABLE 15 Incident rate ratios of readmissions and A&E visits, comparing homeless patients at sites with an associated
step-down service with homeless patients at sites without a step-down service (baseline group) (results of negative
binomial regression)

Outcome
Adjusted for age, sex and year of
admission, rate ratio (95% CI); p-value

Further adjusted for comorbidities
and ICD-10 chapter of admissions,
rate ratio (95% CI); p-value

Unscheduled admissions 1.02 (0.92 to 1.13); 0.742 1.08 (0.98 to 1.18); 0.102

Planned admissions 0.44 (0.35 to 0.55); < 0.001 0.88 (0.73 to 1.06); 0.140

A&E visits 0.79 (0.71 to 0.87); < 0.001 0.82 (0.75 to 0.91); < 0.001

TABLE 16 Baseline characteristics and univariate and multivariate analysis of time from death due to any cause for
housing- vs. clinically led sites

Baseline characteristic
Number
of events

Unadjusted Adjusted

HR (95% CI) p-value HR (95% CI) p-value

Cohort group

Housing led (n = 1006) 154 1 1

Clinically led (n = 2888) 446 1.00 (0.83 to 1.20) 0.9934 1.01 (0.84 to 1.21) 0.9285

Gender

Male 461 1 1

Female 139 0.78 (0.65 to 0.95) 0.0119 0.93 (0.77 to 1.13) 0.4783

RESULTS: DATA LINKAGE
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Time from admission to mortality from causes amenable to health care
Male sex, older age group and larger number of comorbidities were all associated with an increase in
likelihood of death from causes amenable to health care (Table 17) in the analysis before and after
adjusting. We found no evidence in either the unadjusted or adjusted analyses for a difference between
the housing- and clinically led services for readmissions (HR 1.02, 95% CI 0.69 to 1.49; p = 0.9383).
The HHDS group had a higher hazard of death from amenable causes than the IMD5 group in the
adjusted analysis (HR 1.78, 95% CI 1.43 to 2.22; p < 0.0001) (see Table 12). We found no evidence for
a difference in likelihood of death between the step-down care group and the no step-down care group
(adjusted HR 0.99, 95% CI 0.69 to 1.42; p = 0.9583) (see Table 12).

TABLE 16 Baseline characteristics and univariate and multivariate analysis of time from death due to any cause for
housing- vs. clinically led sites (continued )

Baseline characteristic
Number
of events

Unadjusted Adjusted

HR (95% CI) p-value HR (95% CI) p-value

Age group (years)

< 25 <10 1 1

25–34 40–50 2.25 (1.02 to 4.98)

35–44 128 5.37 (2.50 to 11.50) 4.64 (2.16 to 9.98)

45–54 180 7.61 (3.57 to 16.20) 6.33 (2.96 to 13.55)

55–64 138 11.00 (5.14 to 23.57) 9.12 (4.24 to 19.65)

65–74 60 12.31 (5.63 to 26.95) 10.03 (4.54 to 22.14)

≥ 75 39 20.97 (9.39 to 46.82) < 0.0001 19.19 (8.61 to 42.79) < 0.0001

Number of comorbid chapters

1 or 2 35 1 1

3–5 82 1.15 (0.78 to 1.72) 1.13 (0.76 to 1.69)

6–9 285 1.75 (1.23 to 2.49) 1.61 (1.12 to 2.31)

10–15 186 3.00 (2.09 to 4.31) 2.58 (1.75 to 3.82)

> 15 12 2.89 (1.48 to 5.64) < 0.0001 1.84 (0.85 to 3.95) < 0.0001

Number of admissions 1 year before index

0 369 1 1

1 64 1.01 (0.77 to 1.32) 0.86 (0.65 to 1.13)

2 56 1.62 (1.23 to 2.14) 1.23 (0.92 to 1.63)

3 21 0.96 (0.61 to 1.49) 0.81 (0.52 to 1.28)

4 or 5 31 1.11 (0.76 to 1.62) 0.88 (0.59 to 1.31)

6 or 7 18 1.42 (0.86 to 2.33) 0.99 (0.59 to 1.64)

8 or 9 < 10 0.76 (0.38 to 1.51)

≥ 10 30–40 0.0088 1.14 (0.75 to 1.73) 0.4945
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TABLE 17 Baseline characteristics and univariate and multivariate analysis of time from death causes amenable to health
care for housing- vs. clinically led sites

Baseline
characteristic

Number
of events

Median follow-up
(days) (IQR)

Unadjusted Adjusted

HR (95% CI) p-value HR (95% CI) p-value

Cohort group

Housing led
(n = 1003)

48 1135 (826–1388) 1

Clinically led
(n = 2879)

152 1148 (787–1390) 1.06 (0.73 to 1.56) 0.7478 1.02 (0.69 to 1.49) 0.9383

Sex

Male 167 1135 (778–1387) 1

Female 33 1170 (862.5–1399) 0.51 (0.33 to 0.78) 0.0019 0.62 (0.40 to 0.96) 0.0335

Age group (years)

< 25 < 10 1

25–34 10–20 1218
(915.25–1424.5)

5.69 (0.75 to 43.04) 5.06 (0.67 to 38.23)

35–44 39 1201 (885–1417.25) 12.15 (1.67 to 88.48) 9.93 (1.36 to 72.56)

45–54 63 1178 (840.5–1408.5) 20.47 (2.84 to 147.52) 15.70 (2.17 to 113.81)

55–64 54 1110.5 (741–1374) 33.03 (4.57 to 238.62) 24.32 (3.35 to 176.74)

65–74 28 1155 (705–1382) 45.91 (6.25 to 337.22) 31.70 (4.27 to 235.53)

≥ 75 < 10 0 < 0.0001

Number of comorbid chapters

1 or 2 < 10 1062
(762.75–1314.75)

1

3–5 30–40 1029 (736–1307) 1.93 (0.91 to 4.12) 1.90 (0.89 to 4.06)

6–9 82 1173 (825–1404) 1.88 (0.93 to 3.80) 1.80 (0.88 to 3.68)

10–15 63 1295.5
(867.75–1459.75)

3.68 (1.80 to 7.53) 3.51 (1.61 to 7.63)

> 15 12 1453.5
(1083.75–1517.5)

9.72 (3.62 to 26.14) 0 7.94 (2.10 to 30.09) 0.0029

Number of admissions 1 year before index

0 117 1025 (730.25–1275) 1

1 23 1399 (1285–1471) 0.98 (0.58 to 1.65) 0.84 (0.48 to 1.47)

2 22 1393
(1233.5–1480.5)

1.66 (0.94 to 2.94) 1.22 (0.67 to 2.21)

3 < 10 0.74 (0.27 to 2.03)

4 or 5 < 10 0.49 (0.20 to 1.22)

6 or 7 < 10 0.45 (0.15 to 1.30)

8 or 9 < 10 0.16 (0.02 to 1.26)

≥ 10 18 1486
(1287.75–1523.75)

2.15 (1.21 to 3.82) 0.0766 0.91 (0.37 to 2.24) 0.2891

RESULTS: DATA LINKAGE
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Summary

Overall, the data linkage results show that HHDSs were engaging with a population with high levels
of unmet health-care needs that were often linked to common long-term conditions, such as heart
disease, as well as conditions more usually associated with homelessness, such as drug and alcohol
misuse. There is some evidence in support of our programme theory about the MIRs that enable
HHDSs to deliver their intended outcomes; however, this is not supportive of all elements.

l We found no evidence of a difference for our primary outcomes between HHDSs that were
clinically led and those that were housing led.

l We found no evidence of a difference for our primary outcomes between HHDSs that did and did
not encompass ‘step-down’ intermediate care.

l In a secondary outcome analysis, we found evidence that A&E visits were 18% lower among
homeless patients discharged at a site with step-down service than among those discharged at a
site without a step-down service.

l In the HHDS cohort, regardless of scheme typology, readmission rates increased across the board
with increasing comorbidities.

l After weighting our analyses for age and sex, nearly one-third of deaths in the HHDS cohort were
from conditions amenable to health care, suggesting a service shortfall in the HHDS and/or the
wider complex adaptive system.

l When making comparisons between the HHDS group (as a whole) and the IMD5 groups, the HHDS
group consistently fared worse.We expected this finding, as we did not expect the HHDSs to improve
the health outcomes to that of a deprived housed population. Instead, these results are helpful in
terms of providing evidence on the extent of the remaining health gap between those experiencing
homelessness and housed populations. Of note is the finding that the HHDS group were more
likely than others to be readmitted in an emergency, with five times the rate of unplanned hospital
readmission and five times the rate of A&E visits than housed people from deprived neighbourhoods.
This was not explained by morbidity, although there is likely to be some residual confounding in
which differences in health at the index admission are not captured by long-term conditions identified
from previous hospital records (our measure of morbidity). The predominance of emergency rather
than planned health care suggests that access to planned care and community support is poor, despite
high levels of need.

In the next chapter, we begin to tease out the implications of these quantitative findings for our
programme theory by situating them as part of the wider picture ascertained through both the
qualitative and economic WPs. In the remainder of this section, we reflect on some of the limitations
of the data linkage and how this may have an impact on these results.

Limitations
As described above, when designing the study, we chose the F&T comparator group (for standard care),
as we hoped that this would provide a control group of people initially identified as homeless in the
community and subsequently admitted to hospitals without HHDSs (i.e. a standard-care comparator).
However, with the benefit of hindsight, and our initial descriptive analysis of the data once we received
it, we do not feel this to be a fair comparison. For this reason, we do not present results for our primary
and secondary outcomes for the F&T comparator group. We were, therefore, not able to undertake a
comparative effectiveness analysis that examined the outcomes for people experiencing homelessness
admitted to hospitals with a HHDS and those admitted to a hospital without a HHDS.

As noted above, we found no evidence for a difference in our primary outcomes when comparing
housing- and clinically led services, or those with step-down service or no step-down service. These
findings may be correct, but there remain several important alternative explanations that mean there
could still be a difference between these types of service that we were unable to detect. First, we
gained data from the sites we planned to and were only slightly under the total number of patients
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required by our sample size calculation. However, there were more than twice the number of patients
in the clinically led sites than in the housing-led sites. Our study is, therefore, underpowered to detect
the clinically significant 10% difference in the primary outcomes that we set out to achieve. Taking one
of our primary outcomes as an example – readmission owing to any cause – the CI in our final adjusted
comparison between housing- and clinically led services (HR 1.07, 95% CI 0.88 to 1.30) is statistically
consistent with housing-led services being up to 30% better or up to 12% worse than clinically led
services. Our secondary outcome analysis of multiple readmission rates between different types of
HHDSs had greater power because of the larger number of events included and it is, therefore, not
surprising that this was the one analysis where we found statistical evidence of a difference between
different typologies of HHDS for a reduction in A&E admissions. Second, the data we collected were
for routine records and, therefore, there may be problems in the recording of outcomes and exposures,
which may introduce random measurement error into our analyses, reducing power of the study to
detect a difference between the groups further. Third, we were limited in the number of variables we
could collect in our analysis on each group and there may be residual confounding in our comparisons.
Fourth, there was substantial geographical differences in the way sites were run and the number of
patients they saw, with capital city sites seeing larger numbers of patients and being mainly clinically
led. This may introduce biases to our analyses in both directions. Finally, we were not always able to
identify the date of index admission, therefore limiting our ability identify the exact intervention for
each participant, which would further reduce our study power.

Despite these limitations, in being able to compare the effectiveness of different HHDSs, our linkage
study had many strengths. The linkage between hospital and death records enabled us to determine
long-term outcomes in our groups, which is evidence that has been sorely lacking from this population
in England. We present some of the first analysis of the long-term morbidity and mortality outcomes
in this socially excluded population and we also describe, in great detail, their health trajectory on
admission to hospital and when subsequently admitted or at death.

A further strength of our study is the certainty with which the homeless groups were identified,
as these individuals had been seen by services that provide support specifically for people with
experience of homelessness. Although ‘no fixed abode’ can be entered as a patient’s address in
NHS systems, the use of this coding is inconsistent and, as a result, has limitations as marker of
homelessness within HES records.88

The deaths in this study for the HHDS and IMD5 groups relate to people who have had a hospital
admission at centres providing a HHDS service. We were not able to identify patients accessing
primary care services, which would be likely to provide an insight into deaths of patients with fewer
acute health conditions, but may also include unexpected deaths that occur without prior hospitalisation.
The IMD5 comparison group was older and included more women, and we stratified and adjusted our
analyses to account for these differences.

The higher levels of deaths owing to alcohol-related causes and drug poisoning in the recent ONS data
compared with our study may be as a result of the large number of death records in this study identified
from coroners’ reports. Our study is not subject to this potential bias, but we recognise that deaths arising
from those admitted under care of HHDSs may also not be representative of all deaths. We have data on
deaths for people with experience of homelessness who were admitted to hospital only and, therefore,
our results will exclude those people who died having never accessed health care, many of whom may
be individuals who die because of external causes. Our results will likely over-represent people
with chronic diseases admitted to hospital treatment, compared with the ONS analysis. All methods
employed to measure the homeless population have limitations and it is difficult to envisage a method
that would provide a fully generalisable population-level estimate for this excluded population. Data
linkage for further services that work with homeless people is likely to offer the best opportunities for
future research.

RESULTS: DATA LINKAGE
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Chapter 5 Results: economic evaluation

Background

The primary goal of the economic evaluation (WP3) was to generate evidence to enable further testing
of the realist hypothesis outlined earlier in Box 3. The objectives were as follows:

l to evaluate the effect of specialist HHDSs on access to resources and individual well-being as compared
with sites relying on standard provision only (i.e. sites that do not have access to a specialist HHDS)

l to evaluate the effect of different HHDS typologies and configurations on access to resources and
on individual well-being, their attached costs (i.e. health care and mental health services, drug and
alcohol services, criminal justice, social care services, housing situation and social benefits) and how
effect may vary across schemes in different sites

l to evaluate any variation in the effect of HHDSs across time.

The economic evaluation comprised three parts. Each part addressed the evaluation objectives through
a different data source, employing a range of economic modelling techniques.

Part 1: economic literature review
Part 1 reviewed the economic evidence contained in the individual audit and evaluation reports for the
52 HHDF schemes.

Part 2: evidence for key mechanism resources across 17 homeless hospital
discharge schemes
This primary economic evaluation linked HES data to explore the effectiveness and cost-effectiveness
of 17 specialist HHDSs (vs. a standard-care control group). The analysis included a comparative focus
on HHDSs with different mechanism resources, focusing on two key typologies: (1) clinically led
services (i.e. MDTs) compared with housing-led services (i.e. uniprofessional teams) and (2) those with
direct access to ‘step-down’ care compared with those without direct access to ‘step-down’ care.

Part 3: focus on three out-of-hospital care configurations
This primary economic evaluation explored the effectiveness and cost-effectiveness of three different
‘out-of-hospital care’ configurations, using three data sources [i.e. published evidence, a survey
(see Appendices 7 and 8) and local audit data] in addition to HES data. This considered cost-effectiveness
from both NHS and wider public perspectives.

Before introducing the findings linked to each part of the economic evaluation, we outline the
methods used for economic modelling. There were some significant protocol changes in the economic
evaluation. The main change was linked to the work outlined for part 3 (study of three out-of-hospital
care configurations). Although we had planned to collect primary survey data in the seven sites, only
one site (site 2) collected sufficient data. In standard-care sites, it was not possible to collect survey
data because hospitals without homeless teams did not keep lists of homelessness patients (making
their identification for recruitment across the hospital sites difficult). To overcome this problem, we
re-recruited the site that had taken part in the pilot for the study. In addition, we drew on primary data
from a RCT78 that had studied two HHDSs. We discuss these changes further in Appendices 9 and 10.

Methods

In this section, we outline the economic models used in the evaluation. In part 1, the literature
synthesis is followed by an outline of the methods. Table 18 gives an overview of how the economic
models were applied across different sections of this present report.
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Model 1: what is the cost-effectiveness of homeless hospital discharge
schemes for the NHS?

Model 1 used HES data to estimate the differential cost and effectiveness of different types and
configurations of ‘specialist care’ for the NHS. Incremental cost-effectiveness was calculated in terms
of cost per bed-day avoided. Variation in effect was compared with a control group (‘standard care’)
and over time. Aggregate estimates98 are reported for the following key performance indicators:

l number of elective readmissions per homeless patient
l number of emergency readmissions per homeless patient
l other readmissions.

Intervention groups (specialist care)
In part 1, 17 HHDSs were recruited and divided into the following intervention groups:

l clinically led (multidisciplinary) schemes (n = 12)/housing-led (uniprofessional) schemes (n = 5)
(vs. standard care)

l schemes with access to step-down care (n = 9)/schemes with no direct access to step-down care
(n = 8) (vs. standard care).

In part 2, the intervention groups were three different out-of-hospital care configurations:

1. A multidisciplinary clinically led (homeless health-care) team that offers patient in-reach and
specialist discharge co-ordination, with no direct access to intermediate care. Two examples of
this configuration are considered, one situated in a capital city and one in a seaside resort in the
south of England.

2. A multidisciplinary clinically led (homeless health-care) team that offers patient in-reach and specialist
discharge co-ordination, with direct access to a 14-bed residential step-down unit. Based in an old
industrial city in the north of England (described as site 2 in previous chapters). (Note that here, two
separate HHDSs are working together in an integrated way in the same locality.)

3. A uniprofessional housing-led scheme that offers (non-clinically focused) patient in-reach and
specialist discharge co-ordination, with housing workers providing floating support in the community
for a time-limited period (i.e. community step-down care). Based in an old industrial city in the
Midlands. (This was an original pilot site for the study and it did not take part in the qualitative
case studies.)

TABLE 18 Overview of how economic models are employed across the report

Part Model 1 Model 2 Model 3

Part 2: comparative study
of 17 HHDSs – (1) clinically
led vs. housing led and
(2) schemes with and
without step-down care

What is the cost-
effectiveness of SIHHC
schemes for the NHS?

N/A N/A

Part 3: comparative study
of three out-of-hospital
care configurations

What is the cost-
effectiveness of SIHHC
for the NHS?

What is the cost–utility
of SIHHC for the NHS?

What is the cost–utility of SIHHC
for the broader public perspective?
(Limited to evaluation of two
configurations)

N/A, not applicable.

RESULTS: ECONOMIC EVALUATION
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Control group (standard care)
In the study protocol, ‘standard care’ was conceptualised by means of two ‘control groups’. These were
the same controls as for the data linkage process, described previously:

1. The first proposed control group comprised individuals who were known to be homeless and
were admitted to hospital between 1 November 2013 and 30 November 2016 at any one of the
17 participating research sites, but who were not seen by the HHDS operating in that site.

2. The second proposed control group was a sample of individuals who accessed the F&T service.
As noted earlier, F&T is a specialist outreach team that works alongside over 200 NHS and third-sector
front-line services to respond to the risk and presence of, among homeless people, drug or alcohol
users, vulnerable migrants and people who have been in prison. The F&T database included individuals
screened for active pulmonary tuberculosis and patients with tuberculosis managed by the service
with record dates between September 2007 and July 2010.

Following analysis of the (homeless) patient characteristics data for control groups 1 and 2, it emerged
that the homeless individuals who were not seen by a HHDS were generally healthier and, therefore,
they did not constitute a comparator group suitable for analysis. To compensate for this, we considered
a third control group that was not originally specified in the protocol.

3. This control group comprised patient-level data that were extracted from the RCT conducted by
Hewett et al.78 The RCT had been conducted by a co-applicant of this study, enabling access to the
data. The trial compared ‘standard care’ with ‘specialist care’ across two hospital sites in England
(London and Brighton). The primary end point was the reduction in length of stay. Predefined
secondary end points included the impact on the quality of life, post-discharge accommodation and
cost-effectiveness. Homeless people admitted to hospital were randomised to either standard care
or the HHDS (a clinically led HHDS with no access to step-down care). Homeless patients assigned
to standard care were visited once by a homelessness health nurse and provided with an information
leaflet that described local services. The hospital data system provided health-care usage information
and questionnaires were used to assess the quality of life using the EuroQol 5 Dimensions (EQ-5D).
EQ-5D is a generic measure used primarily by economists to calculate quality-adjusted life-years
(QALYs) (see Appendices 7 and 8). In total, 206 homeless people were allocated to specialist care and
204 to standard care. It was estimated that the service delivery or operating costs were £154,228
per year, with salary costs being added to training costs (£11,120). The impact of the intervention on
inpatient activity was assessed by comparing the average cost per inpatient spell or period using all
spells for which data were available. The trial found no impact on inpatient costs and it compared
operating costs of the intervention with the effect on homeless individuals’ health gain, measured in
QALYs. At baseline, health-related quality of life was similar across the arms.

Analysis of the (homeless) patient characteristics data (i.e. age, gender and utility in terms of QALYs)
for control group 3 found comparable results with what was reported by the groups of homeless users
assigned to the present study interventions. Therefore, control group 378 was considered a suitable
‘standard-care’ comparator.

Data sources for the interventions

Part 1
For the 17 HHDSs recruited to the study, unconsented information was ascertained on 3882 patients
and this was linked to HES data. Eligible participants were adults aged ≥ 18 years with one or more
hospital admissions between 1 November 2013 and 30 November 2016.

Part 2
In configuration 2, there were two HHDSs working together in the same locality, whereas in
configuration 1 a single HHDS was in operation. All three of these HHDSs were included in the sample
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of the 17 schemes above (therefore, conferring access to HES data, as detailed above). Configuration 1
used data for two HHDSs that had previously been ascertained for Hewett et al.’s78 RCT. This used
hospital administrative data rather than HES data.

Methodology for model 1
The primary outcome chosen for the cost-effectiveness analyses was the cumulative duration of
hospital stay (i.e. number of bed-days after the index admission). This followed published literature.78

As noted above, owing to limitations with the originally proposed comparator groups, data from
the control group of the RCT study published by Hewett et al.78 were used as a proxy for ‘standard
care’. Unfortunately, standard-care group data did not present any baseline estimates for either the
primary outcome or cost data. For this reason, only annual patient-level estimates for bed-days and
readmission costs (relating to the follow-up period) were compared between intervention and control
groups. The statistical analyses were consistent with the regression approach used by Hewett et al.78

A regression model was used to analyse the difference in length of stay between groups at follow-up,
adjusting for age and sex. We applied bootstrapping to allow for non-normality in the outcome data.
The perspective adopted was that of the NHS. The time frame was 1 year (primary analyses) or
3 years,99 based on the assumption that the individual remains homeless and yearly cost and benefit
are constant across time.

Cost data were derived from the use of health-care resources (i.e. number of readmissions) and estimates
for the intervention group were extracted from HES data (Table 19). The quantities were then multiplied
by a set of national average unit costs (Table 20). The total costs of health services were then summarised
at an aggregated level (e.g. according to the type of readmission costs) for the corresponding periods.
Economic outcomes used for this analysis included (1) elective readmissions per homeless patient,
(2) emergency readmissions per homeless patient, (3) other readmissions per patient and (4) all readmissions.
Costs were updated to 2017 figures. A regression model (similar to the one adopted for length of stay) was
used to analyse any difference in NHS costs between groups at follow-up and was adjusted according to
patient characteristics.

A cost-effectiveness analysis enumerated the additional resources consumed for an improvement in
the effects (i.e. avoided bed-days) associated with the intervention groups, compared with standard
care. The difference in mean 12-month costs and outcomes were estimated based on the model.
Incremental cost-effectiveness ratios (ICERs) were calculated by dividing the difference in mean cost
by the difference in mean health outcome.

One-way sensitivity analyses were conducted to assess the impact on the base-case results. With the first
sensitivity analysis, the service delivery costs were taken into consideration (along with all readmissions
costs). In addition, to test the impact of the intervention when shifting costs from non-elective to elective
readmissions, we added a second sensitivity analysis where we separately explored elective readmissions
costs (together with the service delivery costs) and non-elective readmissions costs (together with the
service delivery costs). Additional scenario analyses for the economic model included the following:
bed-days avoided for the comparator were increased to the upper-limit 95% CI and the total costs of the
comparator were equal to the lower-limit 95% CI. To investigate the effect of the HHDSs across time, a
follow-up period of 3 years was considered. (Three years was used to represent the medium-term follow-up
period as reported by Crisis.99) For the latter, the recommended discount rate of 3.5% was applied to
both costs and benefits. A probabilistic sensitivity analysis was performed to assess the uncertainty in
the economic model outputs associated with the uncertainty in parameter inputs. A non-parametric
bootstrap technique was employed to explore the uncertainty of point estimates of the difference in
mean 12-month costs and outcomes from primary analyses. The results from bootstrap resampling
were used to construct 95% CIs for incremental costs and incremental bed-days avoided and to plot the
cost-effectiveness plane and cost-effectiveness acceptability curve to show the uncertainty surrounding
the primary results.

RESULTS: ECONOMIC EVALUATION
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TABLE 19 Number of completed admissions and bed-days in 1 year after discharge by HHDS type, configuration and control group

Patient group
Source of
data

Number of elective
readmissions per
patient, mean (SD)

Number of
emergency
readmissions per
patient, mean (SD)

Number of other
readmissions per
patient, mean (SD)

Number of bed-days
per patient, mean (SD)

Number of QALYs per
patient, mean (SD)

Number of
patients
at index
discharge,
mean (SD)Baseline Follow-up Baseline Follow-up Baseline Follow-up Baseline Follow-up Baseline Follow-up

Patients discharged without a HHDS (control group)

Homeless patients
receiving standard care
at discharge

Hewett
et al.78

N/A 0.16 (1.25) N/A 1.25 (2.61) N/A 0.13 (0.56) N/A 20.8 (2.8) 0.48 (0.33) 0.47 (0.2) 204

Patients discharged with a HHDS

Schemes combined HES data N/A 0.82 (6.83) N/A 2.52 (4.68) N/A 0.1 (0.48) N/A 18.98 (48.38) N/A N/A 3998

Clinically led HES data N/A 0.92 (7.06) N/A 2.62 (4.98) N/A 0.1 (0.48) N/A 18.88 (52.04) N/A N/A 2958

Housing led HES data N/A 0.55 (6.11) N/A 2.24 (3.71) N/A 0.12 (0.48) N/A 19.25 (35.98) N/A N/A 1040

Schemes (n = 17) with and without step-down care

Intervention group 1
schemes offering patient
in-reach and discharge
co-ordination (with no
‘step-down’ care)

HES data N/A 0.98 (7.40) N/A 2.55 (4.88) N/A 0.1 (0.45) N/A 19.23 (53.73) N/A N/A 2688

Intervention groups 2
and 3 schemes offering
patient in-reach and
discharge co-ordination
(with step-down care,
either community based
or residential)

HES data N/A 0.5 (5.45) N/A 2.45 (5.26) N/A 0.12 (0.53) N/A 18.46 (34.93) N/A N/A 1310
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TABLE 19 Number of completed admissions and bed-days in 1 year after discharge by HHDS type, configuration and control group (continued )

Patient group
Source of
data

Number of elective
readmissions per
patient, mean (SD)

Number of
emergency
readmissions per
patient, mean (SD)

Number of other
readmissions per
patient, mean (SD)

Number of bed-days
per patient, mean (SD)

Number of QALYs per
patient, mean (SD)

Number of
patients
at index
discharge,
mean (SD)Baseline Follow-up Baseline Follow-up Baseline Follow-up Baseline Follow-up Baseline Follow-up

Interventions/sites (n = 3) with audit or survey data

Configuration 1 (clinically-
led scheme offering patient
in-reach and discharge
co-ordination with no
‘step-down’ care)

HES data N/A 1.62 (12.13) N/A 2.47 (4.5) N/A 0.12 (0.63) N/A 18.24 (34.48) N/A [0.56 (0.3)
Hewett
et al.78]

703 [269]

Configuration 2 (clinically-
led scheme offering patient
in-reach and discharge
co-ordination with
residential step-down care)

HES data N/A 0.31 (0.81) N/A 2.99 (5.38) N/A 0.13 (0.8) N/A 15.90 (32.34) N/A [0.64 (0.22)
project
survey data]

340 [50]

Configuration 3 (clinically-
led scheme offering
patient in-reach and
discharge co-ordination
with community-based
step-down care)

HES data N/A 0.23 (1.23) N/A 2.21 (3.9) N/A 0.15 (0.47) N/A 0.9 (1.7) N/A [0.75 (0.11)
project
audit data]

188 [70]

N/A, not applicable; SD, standard deviation.

Notes
Control group: Hewett et al.78 did not collect (retrospective) baseline data for the length of stay and use of health-care resources (i.e. emergency, elective and other types of admissions).
They reported both baseline and 12-month follow-up data for EQ-5D score only.
Intervention groups: similarly to the control group, length of stay and use of resources data were extracted from the HES data linkage for the follow-up period only. This allowed us
to replicate the same statistical analyses adopted by Hewett et al.78
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TABLE 20 Resource items and their unit costs

Type of cost

Intervention group 1
(configuration 1)/intervention
group 2 (configuration 2)

Intervention group 3
(configuration 3)

Unit cost
(£) (2017)

Source of unit
costs

Health-care costs Hospital admissions (average) Hospital admissions
(average)

1783 PSSRU 2017100

Elective inpatient stays Elective inpatient stays 3903 PSSRU 2017100

Emergency admissiona Emergency admission 1074 PSSRU 2017100

Visits to A&E Visits to A&E 157 PSSRU 2017100

Hospital outpatient attendances Hospital outpatient
attendances

137 PSSRU 2017100

GP visits (GP contact per patient
contact lasting 9.22 minutes)

GP visits (GP contact per
patient contact lasting
9.22 minutes)

38 PSSRU 2017100

N/A 999 ambulance (average of
all callouts)

Mental health-
care costs

Admission to a mental health
hospital (mental health-care
clusters per day)

N/A 404 PSSRU 2017100

Contact with mental health
community provision [mental
health specialist teams (per care
contact)]

N/A 172 PSSRU 2017100

Stay in a local authority care
home for people with mental
health problems (average
duration 4 × 12 weeks)

N/A 786 PSSRU 2017100

Access to local authority social
services day care for people with
mental health problems

N/A 35 per
client
attendance

PSSRU 2017100

N/A Mental health
services for the
1 year (average based on
Derby data)

2670 PSSRU 2017100

Drug and alcohol
treatment costs

Substitute prescriptions
(methadone)

N/A 55 a week Gossop et al.101

Detox and rehab centre stay N/A Average
417

PSSRU 2017100

One-to-one contacts with a
drug/alcohol treatment team

N/A Average
125

PSSRU 2017100

Group session contacts with a
drug/alcohol treatment team

N/A Average
16

PSSRU 2017100

N/A Drug and alcohol treatment
services for 1 year (average
based on Derby data)

1061 PSSRU 2017100
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TABLE 20 Resource items and their unit costs (continued )

Type of cost

Intervention group 1
(configuration 1)/intervention
group 2 (configuration 2)

Intervention group 3
(configuration 3)

Unit cost
(£) (2017)

Source of unit
costs

Housing costs Rough sleeping Rough sleeping 7900 Ashton and
Hempenstall102

Direct access hostel (night) N/A 48 Ashton and
Hempenstall102

Second-stage supported
accommodation (semi-
independent accommodation)

N/A 27 per
night

Battrick et al.103

Own social tenancy N/A 69 per
week

Average from
MEAM103

Own private rented sector
tenancy

N/A 100 per
week

Average from
MEAM103

Room in shared private rented
sector property

N/A 65 per
week

Average from
MEAM103

N/A Homelessness investigation
and decision

6639 Shelter104

Criminal justice
costs

Arrest by police N/A 2130 Cabinet Office
Social Exclusion
Task Force105

Other police contact N/A 17 Home Office106

Magistrate court attendance N/A 995 Average from
MEAM103

Crown court attendance N/A 11,245 Average from
MEAM103

Nights in prison/nights in police
custody

N/A 75 Average from
MEAM103

Social care costs Comprehensive clinical
assessment

N/A 55 PSSRU 2017100

N/A Occupational therapy
assessment

35 PSSRU 2017100

Visit with social worker Visit with a social worker 55 PSSRU 2017100

Night in residential care Night in residential care 543 per
week

PSSRU 2017100

Social benefits Employment and Support
Allowance

N/A 73.10 per
week

Benefits
entitlement

GOV.UK

Personal Independence Payment N/A 57.30 per
week

Benefits
entitlement

Daily living standard rate GOV.UK

Disability Living Allowance for
adults

N/A 57.30 per
week

Benefits
entitlement

Frequent help or constant
supervision during the day,
supervision at night or someone
to help you while on dialysis

GOV.UK

Universal credit N/A 317.82 per
month

Benefits
entitlement

GOV.UK

RESULTS: ECONOMIC EVALUATION
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Data derived from the cost-effectiveness analysis were used to estimate the budget impact of
replacing usual care when adopting the various interventions. For each intervention, we calculated
the rate of return for the investment made:

Net profit = (NHS cost saving associated with a reduction of bed−days)/(total investment

=NHS costs invested; the type of costs varied according to the analyses made,

see details below) × 100:

(6)

Model 2: what is the cost–utility of homeless hospital discharge schemes
for the NHS?

Model 2 considers the cost–utility of HHDSs for the NHS. This economic model is similar to economic
model 1, but the measure of benefit used was represented by QALY gains (instead of bed-days
avoided). The analyses followed a controlled comparative approach and allowed us to estimate the
comparative cost-effectiveness of three different specialist configurations compared with standard
care. QALY gain from morbidity and mortality averted was also examined.

Intervention groups (specialist care)
The need for both HES and EQ-5D data to facilitate this analysis meant that we could not include
all 17 HHDSs, but instead had to focus opportunistically on those schemes for which EQ-5D
data were available. This led us to focus on the three out-of-hospital care configurations, as
outlined above.

Control group (standard care)
The control group used is the same as for model 1 (i.e. control group 3).

TABLE 20 Resource items and their unit costs (continued )

Type of cost

Intervention group 1
(configuration 1)/intervention
group 2 (configuration 2)

Intervention group 3
(configuration 3)

Unit cost
(£) (2017)

Source of unit
costs

State pension N/A N/A 125.95 per
week for
those
reaching
state
pension
age before
April 2016

Benefits
entitlement

GOV.UK

Service delivery
costs

Configuration 2 site delivery
costs were calculated using
costing information collected
from the site

Service delivery costs were
calculated using costing
information collected from
the site

See
Table 5

Hewett et al.78

Local site data

MEAM, Making Every Adult Matter; N/A, not applicable; PSSRU, Personal Social Services Research Unit.
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Data sources
In addition to HES data and hospital data (as outlined for model 1), the following additional data
sources were employed in model 2:

l Configuration 1 – a member of our research team had recently completed a RCT of two homeless
health-care teams employing EQ-5D at two time points. We were able to draw on this EQ-5D data,
which conferred access to 206 T1 completions and 56 T2 completions (at 6 weeks post discharge).

l Configuration 2 – in this fieldwork site we were able to meet the target for EQ-5D questionnaire
completions. Here we accessed 64 completions at T1 and 54 at T2 (at 3 months post discharge).

l Configuration 3 – this site worked with us in the pilot phase of this present study and was
collecting EQ-5D data as part of its own internal monitoring and review procedures. From this site,
we accessed 84 completions at T1 and 84 at T2 (at 12 months post discharge).

In total, drawing on these different data sources, we accessed 354 EQ-5D completions at T1 and
248 at T2.

Methodology for model 2
Although Hewett et al.78 did not collect any (retrospective) baseline data for the length of stay and
use of health-care resources (i.e. emergency, elective and other types of admissions), they reported
both baseline and 12-month follow-up data for EQ-5D scores. A regression model was used to enable
differences in EQ-5D score at follow-up to be adjusted for patient characteristics (i.e. age and sex) and
for differences in outcome at baseline (see Hewett et al.78). The tariff for each combination of the EQ-5D
levels for the UK population was applied to calculate utility values.107 QALYs were then calculated over
the duration of the economic model using the area under the curve of utility values from the three time
points.108 For the primary analyses, costs and QALYs were not discounted because the assessing period
was 12 months. For the 3-year economic model, a discount rate of 3.5% was applied.

Cost outcomes were the same as reported for economic model 1. Costs were updated to 2017 figures.
Cost and effectiveness estimates were calculated for a 1-year follow-up period and a 3-year follow-up
period (with costs discounted at 3.5% per annum).

The ICER was calculated by dividing the incremental costs (mean intervention minus mean control) by
the incremental QALY (mean intervention minus mean control).109 The intervention is considered cost-
effective if the ICER falls below the NICE threshold of £20,000–30,000 per QALY. The cost-effectiveness
acceptability curve presented the impact of uncertainty on the result of an economic evaluation. It was
produced by resampling the data 1000 times to generate a mean cost and life-year or QALY gain from
each group, using a non-parametric bootstrap approach.110 The proportion of resampled data sets for
which the calculated ICER lies below a given threshold is interpreted as the probability that the ICER
of the intervention is below that threshold. Cost of the service delivery was not included in the main
analyses, but was included in the sensitivity analyses (and this followed the same approach considered
for economic model 1). Both the one-way sensitivity analysis and the probabilistic sensitivity analysis
were similar to the above (see economic model 1).

This economic model allowed us to measure the cost-effectiveness of two different out-of-hospital
care configurations ‘before and after’ their introduction. Observed differences in performance are
assumed to be because of the intervention. This economic model also took a wider public sector
perspective (e.g. exploring costs for use of health care, mental health care, drug and alcohol treatment,
housing, criminal justice, social care, social benefits and state pension). It replicated the approach used
in the Making Every Adult Matter (MEAM) evaluation.111 In the UK, the MEAM pilot programmes
aimed to understand the economic impact of specialist provision targeted at a similar multiple needs
cohort where homelessness was the most significant issue. Therefore, the MEAM pilot study provided
an already tested methodology for understanding the economic impact of the specialist provision on
service use across the whole system.

RESULTS: ECONOMIC EVALUATION
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Intervention groups (specialist care)
The configurations that could be evaluated were limited to two because these were the only sites
where it was possible to collect service delivery costs:

l Configuration 2 – multidisciplinary clinically led (homeless health-care team) scheme that offers
patient in-reach and specialist discharge co-ordination, with direct access to a 14-bed residential
step-down unit. Based in an old industrial city in the north of England. (Note that here, two
separate HHDSs are working together in an integrated way in the same locality.)

¢ MIR1 +MIR2mdt +MIR3mdt +MIR4res +MIR5.

l Configuration 3 – uniprofessional housing-led scheme that offers (non-clinically focused) patient
in-reach and specialist discharge co-ordination, with housing workers providing floating support in
the community for a time-limited period (i.e. community step-down care). Based in an old industrial
city in the Midlands.

¢ MIR1 + MIR2up +MIR3up +MIR4hf.

Control group (standard care)
No control group was used in this model. This economic model allowed us to measure the cost-
effectiveness of the HHDS ‘before and after’ the introduction of the intervention in the same study site(s).

Data sources

l Configuration 2: in this fieldwork site we were able to meet the target for EQ-5D questionnaire
completions. Here, we accessed 64 completions at T1 and 54 at T2 (at 3 months post discharge).

l Configuration 3: this site worked with us in the pilot phase of the study and was collecting EQ-5D
data as part of its own internal monitoring and review procedures. From this site, we accessed
84 completions at T1 and 84 at T2 (at 12 months post discharge).

Methodology for model 3
The measure of utility was gain in QALYs. Annual cost estimates were reported from health-care and
larger public provider perspectives. Outcomes included use/cost of health-care and utility data (QALYs).
Costing data included hospitalisation and A&E visits. Costs were updated to 2017 figures. Unit costs
are reported in Table 20. For each configuration, effectiveness was expressed as QALYs gained
(compared with the care available prior to the project starting). Cost-effectiveness was reported as
costs to be invested per QALY gained (ICERs). The time frame was 1 year. Service delivery costs were
calculated using costing information collected from the site.

The robustness of the economic model was tested using one-way deterministic sensitivity analyses
looking at the following alternative scenarios: no service delivery, service delivery costs increased by
10%, service delivery costs increased by 20%, mean hospitalisation cost at follow-up equal to the
upper-limit 95% CI, mean housing costs at follow-up equal to the upper-limit 95% CI and mean QALY
at follow-up equal to the lower-limit 95% CI.

In addition, probabilistic sensitivity analyses were undertaken and CIs for the cost per QALY gained
were estimated using the non-parametric percentile bootstrap method. The data were resampled 1000
times to generate a mean cost and life-year or QALY gain from each point of interest, and the resulting
ICERs were calculated and plotted into the cost–utility plane. A cost–utility acceptability curve was
also plotted. The economic model was tested using data from a subgroup of patients of the HHDS in
configuration 3 as part of piloting in preparation for the main study modelling (see Report Supplementary
Material 1). Summary information providing an overview of the different models is presented in Report
Supplementary Material 2.
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Part 1: economic literature review

Overview
In this section, we report the findings of a review of the economic data that were contained in the
audits and evaluation reports that had already been published for the 52 HHDSs. Papers for the
economic review were identified through the main literature synthesis (reported in Chapter 2). Overall,
39 (57.35%) studies from the main synthesis were relevant for this focused review. Inclusion criteria
were that studies had reported on socioeconomic impact and quality-of-life data. Table 21 presents a
summary of the papers and considers (1) the quality of the evidence, (2) the economic outcomes
measured and (3) the main findings for the cost-effectiveness of different HHDSs. Reports were
available for 31 different HHDSs (some schemes were evaluated more than once), representing the
following typological configurations:

l discharge co-ordination with no step-down care/limited community follow-up (11 services)
l discharge co-ordination with residential (bed-based) step-down care (three services)
l discharge co-ordination with community (floating support) step-down care (eight services)
l discharge co-ordination with residential and community step-down care (nine services).

One additional paper (reporting the findings of early evaluation of the HHDF) reported on the service
delivery costs for all HHDSs.70 This reported that the average cost per client across all projects that returned
expenditure and outcomes data was £2543. This did not consider effectiveness and cost-effectiveness.

Results
The findings from the economic literature review are presented in Figure 9:

l Twenty-one of 39 papers (53.84%) were rated as having good-quality data.
l Nineteen of 39 papers (48.72%) demonstrated economic benefit in terms of decreases in the use of

health-care services and NHS economic savings, and societal benefit in terms of return in social
value, and three papers demonstrated improved health and well-being of individuals (EQ-5D data).

l In this review, the most methodologically robust evidence is for HHDSs with access to residential
‘step-down’ care. These schemes are shown to be both cost-effective and cost saving:

¢ The Economic Evaluation of Homeless Intermediate Care Pilot Project reported that the
intervention delivered by Cedars Road Hostel (Clapham) was cost saving.64 This service is
clinically led.

¢ One configuration, encompassing the integration of a clinically led HHDS with a residential step-
down unit, was able to show that under the most conservative assumptions every £1 invested in
each of these services generates at least £1.50 worth of benefit (wider public perspective) and
under less conservative (but realistic) assumptions as much as £8 worth of benefit was generated
(again, wider public perspective).117

Implications for realist hypothesis testing

l The review of the published literature alerted us to an emerging evidence base that ‘step-down’
intermediate care is both cost-effective and cost saving. However, there is also strong evidence to
suggest that schemes without this component can be cost-effective and cost saving. These findings
might, therefore, be taken as a broad indication of the likely benefits of specialist care per se.

l Our theory does not currently distinguish between different types of step-down [residential and
home-based (floating support)] care and our findings suggest that this may be an important consideration.

l Clinically led MDT working is a key component in examples of (residential) step-down intermediate
care that are cost-effective and cost saving.

RESULTS: ECONOMIC EVALUATION
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TABLE 21 Publications, key outcomes and quality of the evidence relating to different hospital discharge schemes

Hospital discharge scheme
Papers
reviewed Sources used

Type of economic evaluation
and key economic outcomes

Key results (compared with
before/standard care)

Quality of the
economic evidence

Discharge co-ordination with no step-down care/limited community follow-up

1 HHDS – Julian House, Bath

Study scheme reference:
[D111]

4 Julian House, Bath, UK, 2015,
personal communication

Cost comparison analysis, NHS
secondary care costs

Cost saving Satisfactory

2 Time to Heal – Elim
Housing, Gloucester

Study scheme reference:
[HHDF/D056]

2

3 King’s Health Partners
Pathway Homeless Team,
London

Study scheme reference:
[D108]

4 Dorney-Smith et al.;50 Hewett
and Dorney-Smith112 and
Dorney-Smith113

Cost comparison analysis, use/
cost of secondary care resources

The service was able to make cost
savings for the commissioning
CCG by reallocating the charging
of clients who are registered on
the hospital system as having no
fixed abode or GP

Satisfactory

4 Pathway Discharge
Schemes based at Royal
London [D103] and
Brighton Hospitals

Study scheme reference:
[D104]

2 Hewett et al.78 Cost-effectiveness analysis, use/
cost of secondary care resources,
EQ-5D (utility estimates)

Pathway approach improves the
quality of life of homeless people
and reduces street homelessness.
The increased quality of life cost
per QALY was £26,000

Satisfactory

5 North Middlesex University
Hospital (Pathway)
Homeless Discharge Team

Study scheme reference:
[D113]

1 Burnett and Doherty114 Service delivery cost evaluation,
service delivery costs

The service provision costed
£48,000 for 6 months (North
Middlesex University Hospital
Pathway Pilot July to December
2014)

Not satisfactory
(methods not
reported/partially
reported)
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TABLE 21 Publications, key outcomes and quality of the evidence relating to different hospital discharge schemes (continued )

Hospital discharge scheme
Papers
reviewed Sources used

Type of economic evaluation
and key economic outcomes

Key results (compared with
before/standard care)

Quality of the
economic evidence

6 Pathway, Manchester
(mpath)

Study scheme reference:
[D105]

3 mpath115 Use of comparison analysis in
health-care resources, use of
secondary care resources

Change in costs not estimated

Housing outcomes were improved

Not satisfactory
(methods not
reported/partially
reported)

7 Homeless Patient Pathway
Trident Reach, Birmingham

Study scheme reference:
[HHDF/D093]

1 Trident Reach116 Use of comparison analysis in
health-care resources, use of
secondary care resources, social
value (ROI) estimates

Reduced length of stay in hospital,
best use of resources and cost
savings, avoided readmissions

Not satisfactory
(methods not
reported/partially
reported)

8 Hospital to Housing
Support Service
Bournemouth

Study scheme reference:
[HHDF/D078]

1 Housing Learning and
Information Network61

Use/cost comparison analysis,
readmission rate, readmission
costs

Cost savings due to readmission
rates

Not satisfactory
(methods not
reported/partially
reported)

9 Hospital to House, Wigan
Brick

Study scheme reference:
[D095a]

2

10 Homeless Accommodation
Leeds Pathway HALP, CRI

Study scheme reference:
[HHDF/D052A]

1

11 Integrated Hospital
Discharge Service,
Framework, Nottingham

Study scheme reference:
[HHDF/D011]

1 Framework Housing Association,
Nottingham, UK, 2014, personal
communication

Use of comparison analysis in
health-care resources, hospital
admission rates only

Change in use of resources not
estimated

Not satisfactory
(methods not
reported/partially
reported)
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Hospital discharge scheme
Papers
reviewed Sources used

Type of economic evaluation
and key economic outcomes

Key results (compared with
before/standard care)

Quality of the
economic evidence

Discharge co-ordination with residential step-down care

12 Breathing Space, Two Saints
Ltd., Southampton

Study scheme reference:
[HHDF/D005]

2

13 Homeless Intermediate
Care Pilot Project, Cedars
Road Hostel, Clapham

Study scheme reference:
[D112]

3 Hendry64 Cost comparison, consequences
analysis, use of secondary care
resources, NHS secondary care
costs, EQ-5D (utility estimates)

Cost saving Satisfactory

14 BRICSS, Horton Housing

Study scheme reference:
[HHDF/D007] integrated
with Bradford Pathway
[D102] Bevan Health

3 Lowson and Hex;117 Hewett and
Dorney-Smith112 and Trident
Reach;116 Julian House, 2015,
personal communication;
Framework Housing Association,
2014, personal communication,
and Pathway Team, Bradford, UK,
2017, personal communication

Use/effectiveness comparison
analysis in health-care resources,
use of secondary care resources,
secondary care costs (A&E,
admission, bed-days), discharge
outcomes, social value (ROI)
estimates

Comparison of NHS costs before
and after: cost saving

ROI: even under the most
conservative assumptions, every £1
invested in each of these services
generates at least £1.50 worth of
benefit and under less conservative
(but entirely realistic) assumptions
as much as £8 worth of benefit

Satisfactory

Discharge co-ordination with community step-down care

15 Homeless Hospital
Discharge Project Coventry
and Cyrenians Midland
Heart

Study scheme reference:
[HHDF/D023/D048]

1 Danahay118 Use analysis in health-care
resources, cost analysis pre
scheme

Reduced A&E visits, reduced
hospital admissions

Not satisfactory
(methods not
reported/partially
reported)

16 From Hospital to
Community – Thames
Reach Housing, Croydon

Study scheme reference:
[HHDF/D042]

2 Thames Reach119,120 Use of analysis in health-care
resources

No comparator

Change in costs not estimated

Not satisfactory
(methods not
reported/partially
reported)
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TABLE 21 Publications, key outcomes and quality of the evidence relating to different hospital discharge schemes (continued )

Hospital discharge scheme
Papers
reviewed Sources used

Type of economic evaluation
and key economic outcomes

Key results (compared with
before/standard care)

Quality of the
economic evidence

17 Hospital to Home,
Hammersmith and Fulham,
Broadway St Mungo’s,
London

Study scheme reference:
[HHDF/D039]

1

18 Hospital Community Link,
Brighter Futures, North
Staffordshire

Study scheme reference:
ran two schemes, one
in Stoke [HHDF/D019]
and one in Tamworth
[HHDF/D021]

3 Brighter Futures (Stoke)121 and
Tamworth Borough Council
and South East Staffordshire
and Seisdon Peninsular Clinical
Commissioning Group
(Tamworth)122

Use of analysis in health-care
resources, use of secondary care
resources, figures not presented

Reduced readmissions

Reduced presentations at A&E

Figures not presented

Not satisfactory
(methods not
reported/partially
reported)

19 H4 Hospital, H3 Stockpot

Study scheme reference:
[HHDF/D034]

2 H3, Stockport, UK, 2014
and 2017, personal
communication

Use of analysis in health-care
resources, use of secondary care
resources, public sector costs
(case study analysis)

Change in costs not estimated Not satisfactory
(methods not
reported/partially
reported)

20 Derby Healthy Futures,
Derventio Housing Trust,
Derby

Study scheme reference:
[HHDF/D060]

8 Gillespie48 and Derventio Housing
Trust, Derby, UK, 2014 and 2015,
personal communication

Use/effectiveness comparison
analysis in health-care resources,
use of secondary care resources,
secondary care costs, social value
(ROI) estimates, EQ-5D (utility
estimates)

Reduced avoidable admissions,
improved quality of life, reduced
A&E presentations, reduced length
of stay, increased social value

Not satisfactory
(methods partially
reported)

21 Bay 6, Community Housing
Aid, Exeter

Study scheme reference:
[HHDF/D054]

2 Charles et al.54 Use/cost comparison analysis, use
of secondary care resources,
secondary care costs

Saving in secondary care costs Satisfactory
(methods reported)

22 Homeless Hospital
Discharge Project, Wirral

Study scheme reference:
[D109]

1 White82 Cost comparison analysis, bed-
days, admission rates, emergency
rates, secondary care costs

Reduced bed-days, numbers of
admission and emergency
readmission, saving in total
secondary care costs

Not satisfactory
(methods partially
reported)
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Hospital discharge scheme
Papers
reviewed Sources used

Type of economic evaluation
and key economic outcomes

Key results (compared with
before/standard care)

Quality of the
economic evidence

Discharge co-ordination with residential and community step-down care

23 Aftercare Set-up Project
Trinity, Winchester

Study scheme reference:
[HHDF/D010]

1 Trinity Winchester123 Financial activity analysis

24 Hospital Discharge Project
and Cornwall Intermediate
Care and Recovery Facility,
St Petrocs, Cornwall

Study scheme reference:
[HHDF/D020a/b]

1 Shelter and Coastline Housing124 Use of analysis in health-care
resources

No comparator, change in costs
not estimated

Not satisfactory
(methods not
reported/partially
reported)

25 Navigation and Respite
Project Newcastle,
Changing Lives/Cyrenians

Study scheme reference:
[HHDF/D057]

1 Aitchison125 Use analysis in health-care
resources, use of secondary care
resources

Change in use/costs not estimated Not satisfactory
(methods not
reported/partially
reported)

26 Navigation and Respite
Project Sunderland,
Changing Lives/Cyrenians

Study scheme reference:
[HHDF/D062]

1 Aitchison125 Comparison before and after, use
analysis in health-care resources,
use of secondary care resources,
public sector costs (case study
analysis)

Costs before and after: costs
to the public providers in the
6 months previous to users
accessing the service and in the
last 6 months where the user is
engaged. Results not clearly
reported

Not satisfactory
(methods not
reported/partially
reported)

27 Basis Beds, Aquila Way,
Gateshead

Study scheme reference:
[HHDF/D090]

1

28 Discharge Initiative, First
Stop, Darlington

Study scheme reference:
[HHDF/D092]

1
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TABLE 21 Publications, key outcomes and quality of the evidence relating to different hospital discharge schemes (continued )

Hospital discharge scheme
Papers
reviewed Sources used

Type of economic evaluation
and key economic outcomes

Key results (compared with
before/standard care)

Quality of the
economic evidence

29 The Hospital to Housing
Support Service, Plymouth

Study scheme reference:
[HHDF/D037a]

3 Housing Learning and
Information Network;61 SERI
Insight79 and Copeman et al.126

Use of comparison analysis in
health-care resources, hospital
readmission rates only

The data available do not provide
sufficient information to quantify
the savings in bed-stays and
readmissions

Not satisfactory
(methods not
reported/partially
reported)

30 Liverpool City Region
Hospital Discharge Project,
The Whitechapel Centre,
Liverpool

Study scheme reference:
[HHDF/D025]

8 Ubido et al.127 Use of health-care resources, use
of secondary care resources

Change in use/costs not estimated Not satisfactory
(methods not
reported)

31 Evaluation of 52 discharge
schemes funded through
HHDF

1 Homeless Link70 Cost–consequences analysis 69% of patients were discharged
into suitable accommodation out
of total discharges

55% of patients received health
support on discharge

58% of patients received housing
support on discharge

Of those patients admitted into
the hospital, only 28% were
readmitted within 30 days of a
prior admission

Satisfactory
(methods reported)

Total 68
(100%)

39 (57.35%)

BRICSS, Bradford Respite and Intermediate Care Support Service; CCG, Clinical Commissioning Group; CRI, crime reduction initiatives; HALP, Homeless Accommodation Leeds
Pathway; ROI, return on investment.
Excluded from this table: Medical Respite Centre, the London Pathway [HHDF/D081] Reference Pathway, 2016. The aim was to build a residential step-down service, but this could
not be delivered.
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Limitations of economic literature review
The main limitation of this preliminary analysis (drawing on grey literature and evaluations of individual
schemes) is that many HHDSs and their evaluations are not reporting robust economic outcome data.
There is a notable lack of economic evidence for schemes offering community (housing-led) step-down
care and schemes with access to both community and residential step-down care. As a result, this may
bias the result towards certain schemes.

Part 2: evidence for key mechanism-resources across 17 homeless hospital
discharge schemes

Overview
This section reports the findings of a primary economic evaluation using linked HES data to explore
the effectiveness and cost-effectiveness of 17 specialist HHDSs (vs. a standard-care control group).
The analysis includes a comparative focus on HHDSs with different mechanism resources, focusing
on two key typologies: (1) clinically led services (i.e. MDTs) compared with housing-led services
(i.e. uniprofessional teams) and (2) those with direct access to ‘step-down’ care compared with those
without direct access to ‘step-down’ care.

Results

The effect of homeless hospital discharge schemes on health-care resources and costs
Table 19 gives an overview of the number of patients (at index discharge), completed admissions and
bed-days in the 1 year after discharge, by HHDS intervention type and for the control group.

Costs per patient for each readmission
The difference in annual NHS costs per patient for a range of readmission types (e.g. elective
readmissions, emergency readmissions, other readmissions and costs for all admissions) is shown in
Figure 13. Considering all readmissions, homeless patients in the specialist HHDS intervention group
used more resources. These patients had higher rates of readmissions and increased hospital costs.

The difference in annual NHS costs per patient (vs. standard care) were greater for clinically led
schemes than for ‘housing-led’ schemes (£3112.02 vs. £1295.45; p < 0.01) and for schemes with no
‘step-down’ care than for schemes with ‘step-down’ care (£3271.02 vs. £1325.84; p < 0.01) (Figure 10).

Clinically led schemes reported higher costs for elective readmissions than housing-led schemes
(for which there was a cost saving).

Schemes with no ‘step-down’ care reported higher costs for elective readmissions than schemes with
‘step-down’ care (for which there was a cost saving).

Access to step-down care (vs. no step-down care) results in slightly lower costs associated with
emergency readmissions. Clinically led services have higher costs associated with emergency
readmissions than ‘housing-led’ schemes.

Bed-days avoided per patient
Table 19 shows that patients using a HHDS used slightly fewer bed-days than homeless people
discharged from the hospital without the support of a HHDS.

Figure 11 shows the difference in annual bed-days per patient. The number of bed-days avoided per
patient (vs. control group) was comparable for clinically- and housing-led schemes (1.92 vs. 1.55,
respectively) and sites with no ‘step-down’ care and with ‘step-down’ care (1.57 vs. 2.34, respectively).

RESULTS: ECONOMIC EVALUATION
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FIGURE 10 Economic model 1: difference in annual NHS costs per patient (vs. standard care from Hewett et al.78). All readmissions [i.e. readmitted for the same problem (e.g. within
28 days)] included the sum of elective, emergency and other readmissions. Comparison 1: clinically-/housing-led schemes (vs. standard care) (based on data for 17 schemes). Comparison 2:
schemes with/without ‘step-down’ care (vs. standard care) (based on data for 17 schemes).
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Cost-effectiveness (resources to be invested per bed-day avoided)
Figure 12 shows the NHS resources to be invested per bed-day avoided. The analysis includes only the
economic consequences on the NHS (readmissions), as service delivery costs were not made available
for the 17 HHDSs.

Bed-days avoided is one measure commonly used to assess the effectiveness of NHS services for
homeless people and was adopted here as the primary outcome measure (following Hewett et al.78).
In the main analysis, the NHS resources to be invested included costs for all readmissions (without
service delivery costs). In the sensitivity analysis, NHS resources covered costs for non-elective
(emergency) readmissions (without service delivery costs). This sensitivity is important because not
all costs associated with readmissions are negative. Increasing the number of elective (planned)
readmissions is, for example, a positive outcome that can be linked to improved access to health care
and potentially better longer-term outcomes.

The cost-effectiveness analysis considered the additional resources to be invested for an improvement
in the effects (i.e. avoided bed-days) associated with clinically- or housing-led schemes (comparison 1)
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FIGURE 11 Economic model 1: difference in annual bed-days per patient (vs. standard care from Hewett et al.78).
Comparison 1: clinically-/housing-led schemes (vs. standard care) (based on data for 17 schemes). Comparison 2: schemes
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without service delivery costs.

RESULTS: ECONOMIC EVALUATION
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and schemes with or without ‘step-down’ care (comparison 2), compared with standard care. The
difference in mean 12-month costs and outcomes was estimated based on the model presented earlier.
ICERs were calculated by dividing the difference in mean cost by the difference in mean length of stay
per patients. ICERs indicated positive costs (NHS costs to be invested) and positive effects (saving in
bed-days) (see Figure 12). Given that the number of hospital admissions per homeless person is four
times higher than for the general public,128 reduction in homeless-related hospitalisation is a key
priority for the NHS in England.

Main analysis
In the main analysis, NHS resources included costs for all readmissions (without service delivery costs).

The hospital costs to be invested by the NHS to save 1 bed-day were greater for clinically led schemes
than for housing-led schemes (£2290.36 vs. £1665.10 per bed-day avoided), indicating that housing-led
schemes are more cost-effective. If we assume that the NHS cost savings associated with a reduction
of 1 bed-day are equal to £447 [we take an average cost per day of stay = £2323/6.86 = £339 (2007
value129 ≈ £447, using Bank of England rates130)] and we consider the NHS money invested by the
NHS for readmissions within 1 year, the rate of return for the investment made [i.e. (net profit)/(total
investment) × 100] is negative for both groups, meaning a lack of returns within the 1 year on the
investment made.

Housing-led schemes were ‘less worse off’ than clinically led schemes (–73% vs. –80%, respectively).
The NHS cost invested (per bed-day saved) would need to be lower than £447 to have a positive
return on investment.

The ICER was greater for schemes with no ‘step-down’ care than for schemes with ‘step-down’ care
(£2902.22 vs. £1115.94), indicating that step-down care is more cost-effective. Similar considerations
(to those stated above on lack of returns within the 1 year on the investment) may apply here. Overall,
the models suggest that the intervention groups (vs. usual care) are cost-effective. In particular,
they can be resource saving (e.g. secure fewer bed-days in the hospital and, therefore, reduce their
associated costs). However, from the budget impact analyses, we understand that within the first year
the investment costs are greater than the gains.

Sensitivity analysis 2
In sensitivity analysis 2, NHS resources covered costs for non-elective (emergency) readmissions
without service delivery costs.

The hospital costs for non-elective (emergency) readmissions to be invested by the NHS to save 1
bed-day were greater for clinically led schemes than for housing-led schemes (£739 vs. £675 per bed-day
avoided), indicating that housing-led schemes are more cost-effective. If we consider a threshold of
£477, the return on investment is still negative for both groups, with housing-led schemes less worse
off than clinically led schemes (–34% vs. –40%, respectively).

The ICER was greater for schemes with no ‘step-down’ care than for schemes with ‘step-down’ care
(£856 vs. £544), indicating that step-down care is still more cost-effective. The step-down schemes
reported a smaller loss in investment in the first year than schemes with no ‘step-down’ care
(i.e. negative return on investment of 18% vs. 48%, respectively).

Other sensitivity analyses (variations in overall costs or effectiveness for the comparator as
well as longer follow-up)
More analyses are reported in Report Supplementary Material 3. The analyses looked at alternative
scenarios where we varied the overall costs or effectiveness for the comparator. In addition, we looked
at longer follow-up. The findings emerging from these alternative sensitivity analyses confirmed those
in the main analyses above.
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Report Supplementary Material 4 and 5 show the degree of uncertainty around the differences in
costs and bed-days avoided between the intervention and control groups. The cost-effectiveness
acceptability curves (see Report Supplementary Material 5) show that ‘housing-led’ schemes are more
cost-effective than clinically led schemes, and schemes with step-down care are more cost-effective
than schemes with no step-down care.

Implications for realist hypothesis testing

Specialist care will be more cost-effective than standard care

l Based on model 1 (resources to be invested per bed-day avoided), specialist care is more
cost-effective than standard care.

l Patients using HHDSs have more readmissions to the hospital and use more NHS resources
than those who use standard care. We interpret this as a positive outcome, indicating that
HHDSs are working more effectively than standard care to improve access to health care among
a marginalised group for whom one in three deaths are due to conditions amenable to timely
health care.

l Patients using HHDSs use fewer bed-days per year. We take this as an indication that HHDSs may
be working more effectively than standard care to improve patient flow and prevent
delayed discharges.

The case for clinically led multidisciplinary team working as a key mechanism
resource

l Based on model 1 (resources to be invested per bed-day avoided), housing-led (uniprofessional)
teams are more cost-effective than those that are clinically led (multidisciplinary). Uniprofessional
housing-led teams also perform comparatively as well as clinically led MDTs on measures such as
bed-days avoided. This challenges the theory about the assumed benefits of clinically led MDT
working. However, across model 1, we were unable to control for different levels of patient need.
It may be that the clinically led schemes are working with a different cohort of patients with more
complex and/or severe needs. This could potentially make such schemes appear less effective and
cost-effective when subjected to the same economic parameters as the housing-led schemes (in
effect comparing ‘apples and pears’). Similarly, model 1 cannot control for context and the extent to
which the results are being affected by differential access to housing and other community services.
As clinically led teams tend to be located in larger cities (because they need to see ≥ 200 homeless
patients per year to be viable), it may be that they are working in difficult conditions, making good
outcomes harder to achieve.

l Clinically led teams report higher costs for elective readmissions than housing-led teams (for which
there is a cost saving). We interpret this higher cost to be a positive outcome in terms of conferring
greater access to planned follow-up care. We assume increased access to planned follow-up care
to be a result of clinically led advocacy (patient in-reach), whereby clinicians (GPs) based in the
hospital may have easier access to outpatient and other clinical services than would a housing
worker. An anomaly here is that ‘step-down’ services are also cost saving when it comes to elective
readmissions when it might have been anticipated that providing continuity of support after leaving
hospital would increase access to (elective) health care. An explanatory factor here may be that the
majority of HHDSs with ‘step-down’ care are housing led and so may not confer access to clinically
led advocacy (patient in-reach).

l Taking the above assumptions into account and sensitising the data for emergency readmissions
only, there is little difference in cost-effectiveness between clinically led and housing-led schemes.
We interpret this to be the more accurate measure of effectiveness.

RESULTS: ECONOMIC EVALUATION

NIHR Journals Library www.journalslibrary.nihr.ac.uk

96



The case for ‘step-down’ intermediate care as a key mechanism resource

l Based on model 1 (resources to be invested per bed-day avoided), HHDSs with direct access to
‘step-down’ care are more cost-effective than schemes with no access to step-down care.

l Access to step-down care results in slightly lower costs associated with emergency readmissions
than schemes without step-down care.

l Clinically led teams, because of their primary focus on improving the quality of in-patient care (i.e.
patient in-reach and discharge co-ordination), do not provide the same level of access to ‘step-down’
care as housing-led schemes. A distinctive feature of nearly all the housing-led schemes is that
workers ‘in-reach’ into the hospital and will then provide floating support for a time-limited period
until community services are in place and working well. This association with intermediate care
(i.e. continuity of support post exit from the acute sector) may be the more significant factor in
accounting for the better performance of housing-led schemes (i.e. clouding our understanding of
any distinctions to be drawn between multidisciplinary and uniprofessional working).

Part 3: focus on three out-of-hospital care configurations

Overview
This section reports on the cost-effectiveness of three specialist ‘out-of-hospital’ care configurations
using three different modelling techniques. We begin by briefly recapping on the different
configurations, their geographical contexts and the data sources used in the modelling.

Configuration 1
A multidisciplinary ‘clinically led’ (homeless health-care) team that offers patient in-reach and specialist
discharge co-ordination, with no direct access to ‘step-down’ intermediate care. Substantive support for
the patient usually ends at the point of exit from the acute sector. Two examples of this configuration
are considered, one situated in a city and one in a seaside resort in the south of England. The regions
in which these places are situated have the highest percentages of people sleeping rough in England
(27% and 20%, respectively).131 Qualitative reports suggest severe shortages of housing and support
services. Many patients will not have local connections to the area.

Data source
Hospital data and EQ-5D data are from Hewett et al.78

Configuration 2
In this site, two HHDSs work together in an integrated way. This configuration comprises a clinically
led (homeless health-care) team that offers patient in-reach and discharge co-ordination. This site also
has access to a 14-bed residential facility, offering step-down intermediate care and providing support
to patients for up to12 weeks post discharge. The hospital-based homeless health-care team provides
‘clinical in-reach’ into the residential intermediate care facility, ensuring continuity of multidisciplinary
support for patients. The HHDSs are based in an old industrial city in the north of England (Yorkshire).
This region has 5% of the people sleeping rough in England.131 Qualitative reports suggest a good
supply of housing and housing-related support services.

Data source
Hospital Episode Statistics data and EQ-5D data were collected by homeless health-care team as part
of their routine monitoring.

Configuration 3
In this site, there is a single housing-led HHDS in which a small team of housing support workers visit
the hospital to provide patient-in reach and discharge co-ordination. The housing workers then
continue to support the patient in the community (offering floating support) until longer-term services
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are in place and working well (i.e. community ‘step-down’ intermediate care). This is usually for around
12 weeks post discharge. The scheme is uniprofessional and does not have access to a multidisciplinary
clinically led homeless health-care team based at the hospital. The HHDS is based in an old industrial
city in the Midlands. This region contains 8% of the people sleeping rough in England.131 This HHDS is
run by a housing association with direct access to a good supply of accommodation. The city has,
however, experienced severe cuts to housing-related support services.

Data source
Hospital Episode Statistics data and EQ-5D data from audit data.

It should be emphasised that the unit of analysis here is not the individual HHDS per se, but what NHS
England terms the ‘complex adaptive system’. If our realist hypothesis is correct, then configuration 2
should be the most effective and cost-effective because it integrates specialist services to deliver a
clinically led MDT response, encompassing all key ingredients for safe, timely transfers of care
(i.e. ‘patient in-reach’, ‘discharge co-ordination’ and ‘step-down’ intermediate care). Configurations 1 and
2 each lack what we hypothesise to be a key MIR. Configuration 1 has no direct access to step-down
intermediate care and configuration 2 is housing led (uniprofessional) and does not have the benefit of
access to a clinically led MDT based in the hospital.

Results: primary analysis using linked Hospital Episode Statistics data (model 1)

Effect on health-care resources and costs
Table 19 gives an overview of the number of patients (at index discharge), completed admissions
and bed-days in the 1 year after discharge for each of the three configurations and for the control
(control group 3).

Costs per patient for each readmission
Figure 13 shows the difference in annual NHS costs per patient for a range of readmission types
(i.e. elective readmissions, emergency readmissions, other readmissions and costs for all admissions).
Considering all readmissions, configuration 1 (clinically led/no step-down care) and configuration 2
(clinically led/residential step-down care) reported considerably greater costs than configuration 3
(housing led/community step-down care) (£7004 vs. £2468 vs. £1353; p < 0.01).

Configuration 1 has the highest costs for elective readmissions, followed by configurations 2 and 3
(£5711 vs. £598 vs. £285; p < 0.01).

Configuration 2 has highest costs for emergency readmissions, followed by configurations 1 and 3
(£1874 vs. £1316 vs. £1036; p < 0.01).

Bed-days avoided per patient
Figure 14 shows the difference in annual bed-days per patient. Configuration 1 (clinically led/no
step-down care) and configuration 2 (clinically led/residential step-down care) reported fewer
bed-days avoided than configuration 3 (housing led/community step-down care). It should be
noted that configuration 3 performs significantly better than the other two configurations on this
measure in terms of the number of bed-days that it is saving (2.56 vs. 4.9 vs. 19.9 days per year per
patient; p < 0.01).

Cost-effectiveness (resources to be invested per bed-day avoided)
This section explores the NHS costs that need to be invested per bed-day avoided.

RESULTS: ECONOMIC EVALUATION
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Overall, we see that for all three out-of-hospital care configurations, the ICERs present positive costs
and positive effects (Figure 15). Details on the cost-effectiveness and budget impact analyses for the
following three separate models are discussed below:

1. main analysis – NHS resources included costs for all readmissions (without service delivery costs)
2. sensitivity analysis 1 – NHS resources included costs for all readmissions (with service

delivery costs)
3. sensitivity analysis 2 – NHS resources included costs for non-elective (emergency) readmissions

(with service delivery costs).

Service delivery costs
Service delivery cost estimates are shown in Table 22. According to the public provider perspective, the
average costs per homeless patient was £6092.62 [configuration 2 (clinically led/residential step-down
care)] and £2036.62 [configuration 3 (housing led/community step-down care)]. When looking at the
staff-related costs (NHS perspective), the average costs per homeless patient dropped for both groups,
but more dramatically for configuration 2 than for configuration 3 (see Table 22). Service delivery costs
for configuration 1 were covered by the NHS budget only (£830) and were well below the average
costs per homeless patient reported for the other configurations.
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Main analysis
This shows NHS costs for all readmissions (without service delivery costs).

The hospital costs to be invested by the NHS to save 1 bed-day were higher for configuration 1 followed
by a significant drop in investment for configuration 2 and an even bigger drop for configuration 3
(£2736 vs. £504 vs. £68 per bed-day avoided). Our analyses indicated that configuration 3 (housing led/
community step-down care) is the most cost-effective.

If we assume that the NHS cost saving associated with a reduction of 1 bed-day is equal to £447
(see above) and we consider the NHS money invested by the NHS for readmissions within 1 year,
the rate of return for the investment made is as follows:

l negative for configurations 1 (–84%) and 2 (–11%), meaning a lack of returns of 84% and 11%
within the 1 year on the investment made, where the loss was much smaller for configuration 2
than for configuration 1

l positive for configuration 3 (557%), meaning a positive return of 557% within the 1 year on the
investment made.

Please note that (return on investment) = (net profit)/(total investment) × 100. In addition, the NHS
investment [i.e. NHS cost (per bed-day saved)] would need to be lower than £447 per bed-day to have
a positive return on investment.

TABLE 22 Annual service delivery costs (year 2017)

Service delivery cost Configuration 1 (£) Configuration 2 (£) Configuration 3 (£)

1. Paid staff: total 123,481.00 264,152.60 122,470.90

2. Staff training, travel and subsistence expenses
(e.g. for outreach activities)

12,328.00 3477.00 9947.98

3. Overhead costs: non staff 22,352.00 105,185.33 7728.00

4. Overhead costs: staff 10,262.00 1508.00 3164.00

5. Capital overheads 2556.00 58,873.33 29,333.33

6. Hotel costs (e.g. food, cleaning) 0 13,424.00 0

7. Advertising of the service 0 0 252.00

8. Other indirect central infrastructure costs N/A 40,789.33 6326.67

Provision for 206 users
from the RCT78

Provision for
80 users

Provision for
88 users

NHS perspective (1–5 only)

Total yearly costs (2017) 170,979.00 433,196 172,644

The average cost per homeless user 830 5415 1962

Public sector perspective (1–8)

Total yearly costs (2017) N/A 487,409.60 179,222.90

Average cost per homeless user N/A 6092.62 2036.62

N/A, not applicable.

Notes
NHS perspective: intervention costs occurred by NHS covered items 1–5 (see Hewett et al.78).
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Housing-led schemes were ‘less worse off’ than clinically led schemes (–73% vs. –80%, respectively).
The NHS cost (per bed-day saved) would need to be lower than £447 to have a positive return
on investment.

Model 1 (i.e. NHS resources included costs for all readmissions without service delivery costs) suggests
that the intervention groups (vs. usual care) are cost-effective. In particular, they can be resource
saving (e.g. secure fewer bed-days in the hospital and, therefore, reduce their associated costs).
Following that, from the budget impact analyses, we understand that within the first year for
configuration 1 (and to a smaller extent for configuration 2) the investment costs are greater than the
gains, whereas for configuration 1 the economic gains are much greater than the investment costs.

Sensitivity analysis 1
NHS resources include costs for all readmissions with service delivery costs. When the service
delivery costs were taken into consideration (along all readmissions costs), the incremental costs per
bed-day avoided varied, with £3060 for configuration 1 (clinically led/no step-down care), £1609 for
configuration 2 (clinically led/residential step-down care) and £167 for configuration 3 (housing led/
community step-down care).

The rate of return for the investment reports bigger losses for configurations 1 and 2 (compared with
the main analysis).

Sensitivity analysis 2
As noted above, not all costs associated with readmissions are negative, in the sense that increasing
access to planned health care (i.e. elective readmissions) is a desirable outcome. To account for this,
sensitivity 2 compared the difference in non-elective readmission costs (together with the service
delivery costs). The ICERs decreased to £506 for configuration 1 (clinically led/no step-down care),
to £382 for configuration 2 (clinically led/residential step-down care) and to £54 for configuration 3
(housing led/community step-down care) per bed-day avoided (see Figure 15). Note how the costs for
configuration 1 are dramatically reduced.

Other sensitivity analyses
This considers variations in overall costs or effectiveness for the control group (as well as longer follow-up).

Deterministic scenario analyses are reported in Report Supplementary Material 4. The analyses reported
comparable results to the main analyses reported in Figure 15.

Report Supplementary Material 4 and 5 show the degree of uncertainty around the differences in costs
and bed-days avoided between the different configurations and control groups. Configuration 1
(clinically led/no step-down care) reported a lower percentage of dots than configuration 2 (clinically
led/residential step-down care) and configuration 3 (housing led/community step-down care) (53% vs.
99% vs. 100%). The cost-effectiveness acceptability curves (see Report Supplementary Material 5)
show that configuration 1 (clinically led/no step-down care) reported less probability of being cost-
effective than configuration 2 (clinically led/residential step-down care) and configuration 3 (housing led/
community step-down care). Configurations 2 and 3 have a high probability of being cost-effective
(see Report Supplementary Material 5).

Results: cost–utility for the NHS (model 2)
In this section, we report on additional analyses using linked HES data and EQ-5D data to establish the
cost–utility of three different ‘out-of-hospital’ care configurations for the NHS.

RESULTS: ECONOMIC EVALUATION
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The effect of different out-of-hospital care configurations on health-care resources,
costs and health utility
Figures 13 and 16 report the difference in annual NHS costs and QALY outcomes per patient compared
with standard care (control group 3: Hewett et al.78). Costs were commented on above (see Model 1:
what is the cost-effectiveness of homeless hospital discharge schemes for the NHS?). All three configurations
confer better QALY outcomes than standard care (Figure 16).

Configuration 3 (housing led/community step-down care) achieved the largest number of QALY gains
(vs. standard care) followed by configuration 2 (clinically led/residential step-down care) and then
configuration 1 (clinically led/no step-down care) (0.29 vs. 0.17 vs. 0.09).

Configuration 1 (clinically led/no step-down care) and configuration 2 (clinically led/residential
step-down care) reported greater costs per QALY gain than configuration 3 (housing led/community
step-down care) (£7004.14 vs. £2467.52 vs. £1353.22; p < 0.01).

Cost-effectiveness
Configuration 1 (clinically led/no step-down care) and configuration 2 (clinically led/residential
step-down care) reported greater ICERs than configuration 3 (housing led/community step-down care)
(£55,602 vs. £14,515 vs. £4743) (Figure 17). If a threshold of £30,000 is applied, then configuration 1
may not be cost-effective, whereas configurations 2 and 3 are cost-effective well within the NICE
recommendations. It should be noted that when the multidisciplinary ‘clinically led’ homeless health-
care team is working in a busy city with higher workload and dealing more frequently with people with
more complex needs (and this may apply to configuration 1), it is likely to be costlier to achieve a QALY
gain than when sites placed in smaller old industrial cities, dealing with fewer cases and less frequently
with complex ones (see configurations 2 and 3).

Sensitivity analyses

Including both the NHS-related economic outcomes (readmissions) and also service delivery costs
(NHS-related costs only)
When service delivery costs were taken into consideration (along with all readmissions costs), the
incremental costs per QALY gain varied, with £72,674 for configuration 1, £43,792 for configuration 2
and £11,620 for configuration 3. To test the impact of the intervention when shifting costs from non-
elective (emergency) to elective readmissions (as an indicator of appropriate care pathway treatment),
we added an additional sensitivity analysis (sensitivity analysis 2) where we explored difference in
non-elective (emergency) readmission costs (together with the service delivery costs). From this analysis,

Conf iguration 1 Conf iguration 2 Conf iguration 3
0.00

0.05

0.10

0.15

0.20

0.25

0.30

Q
A

LY
 g

ai
n

s 
(v

s.
 s

ta
n

d
ar

d
 c

ar
e)

FIGURE 16 Economic model 2: difference in QALY outcomes per patient vs. standard care (Hewett et al.78). Intervention:
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all interventions were cost-effective according to NICE thresholds (see Figure 15, sensitivity 2).
The incremental cost–utility ratios decreased to £23,839 (configuration 1), £10,388 (configuration 2)
and £3743 (configuration 3) (see Figure 17).

Other sensitivity analyses
Deterministic scenario analyses are reported in Report Supplementary Material 6. They show comparable
results to the primary analyses reported in Figure 17.

Report Supplementary Material 7 and 8 show the degree of uncertainty around the differences in costs
and QALYs between the interventions and control groups. Configuration 1 (clinically led/no step-down
care) reported 0% probability of being cost-effective, whereas configuration 2 (clinically led/residential
step-down care) and configuration 3 (housing led/community step-down care) presented some
probability of being cost-effective (80% at a threshold of £30,000 and 100% at a threshold of £8000,
respectively) (see Report Supplementary Material 9).

Results: cost–utility for the NHS and broader public perspective (model 3)
In this section, we report on additional analyses using linked HES data and EQ-5D data to establish
the cost–utility of different ‘out-of-hospital’ care configurations for the NHS and the wider public
perspective. As noted above, this analysis is limited to configurations 2 and 3 because service delivery
costs could not be ascertained for configuration 1.

The difference in annual costs for health-care resources (A&E and hospitalisation) showed that there
is an annual patient saving in NHS costs [between £856 for configuration 2 (clinically led/residential
step-down care) and £2466 for configuration 3 (housing led/community step-down care)] (see Figure 17).
For both configurations, the cost saving was greater when considering the broader public provider
perspective (£5758 and £4454, respectively). When considering total health-care costs (A&E and
hospitalisation plus service delivery costs), there was a cost saving of £2318 for configuration 3,
whereas for configuration 2 there was an increase in NHS costs to be invested, equal to £334. QALY
gains increased to 0.16 for configuration 2 and 0.23 for configuration 3 (see Figure 17). More information
on the sample, patient characteristics, use of resources, costs and health utility is reported in Report
Supplementary Material 10.
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FIGURE 17 Economic model 2: additional costs to be invested per QALY gained. Main analysis: NHS resources include
costs for all readmissions (without service delivery costs – this is aligned with the analyses in part 2 of this present
report). Sensitivity analysis 1: NHS resources include costs for all readmissions (with service delivery costs). Sensitivity
analysis 2: NHS resources include costs for non-elective (emergency) readmissions (with service delivery costs). Utility
data used here are reported in Figure 16. The cost-effectiveness analyses reported positive costs and positive effects,
and trade-offs between costs and effects were considered. This represents the situation where the intervention may be
cost-effective compared with the control group, and the value at which the ICER is considered good value for money is
provided by NICE (under the threshold of £20,000–30,000 per QALY).
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The cost-effectiveness analyses (i.e. the total costs for the broader public sector perspective with service
delivery costs) for configuration 3 (housing led/community step-down care) presented negative costs and
positive effects (costs < 0 and effects > 0) (see Figure 18). For configuration 2 (clinically led/residential
step-down care), we found positive costs and positive effects (costs > 0 and effects > 0; £2029 cost per
QALY) (Figures 18 and 19). Both configurations were cost-effective according to NICE recommendations.

Sensitivity analyses
Deterministic scenario analyses are reported in Report Supplementary Material 11. Configurations 2 and
3 were cost-effective for all sensitivity scenarios (ICERs based on total costs for the broader public
sector perspective with service delivery costs). Details on alternative scenarios (and ICER calculations
using NHS costs or public sector costs with no service delivery costs) are presented in Report Supplementary
Material 9. Report Supplementary Material 10 and 12 show the degree of uncertainty around the differences
in costs and QALYs between ‘after the intervention’ and ‘before the intervention’ groups. The percentages
of dots for the primary analysis (i.e. total costs for the broader public sector perspective with service
delivery costs) in the south-east quadrant (costs < 0 and effects > 0) were 100% for configuration 3 and
44% for configuration 2 (vs. 56% in the north-east quadrant costs> 0 and effects > 0). Both configurations
had a 100% probability of being cost-effective according to NICE recommendations.
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FIGURE 18 Economic model 3: difference in total annual total costs (broader public perspective) and QALY outcomes
per patient.
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FIGURE 19 Economic model 3: ICER and cost per QALY gained (project local survey sites, comparison before and after).
NHS costs data covered hospitalisation, outpatient visits and A&E visits and are comparable across sites. ICER estimates
based on public sector and total cost estimates are not comparable as the type of data available on the use of resources
was inconsistent across sites.
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Implications for realist hypothesis testing

Specialist care is more effective and cost-effective than standard care

l Access to out-of-hospital care that encompasses HHDSs is more cost-effective than standard care.
l From a NHS perspective, all three configurations are cost-effective with regard to NICE thresholds

for QALY gains (based on sensitivity for elective readmissions). This finding is supported in the
wider literature.

l From a wider public perspective, configurations 2 and 3 reported 100% probability of being
cost-effective according to NICE recommendations (configuration 1 was excluded from this analysis
because of lack of service cost data).

The case for ‘step-down’ intermediate care

l The two configurations that encompass ‘step-down’ care consistently outperform, in economic
terms, the configuration that does not have any direct access to ‘step-down’ care.

The case for clinically led multidisciplinary team working

l On the basis of our realist hypothesis, we anticipated that configuration 2 would be the most effective
and cost-effective because it contained more of the ‘jigsaw pieces’ than the other two configurations.
However, on nearly every measure, configuration 3 was better performing. This is the uniprofessional
housing-led site with a single HHDS in operation, with no access to specialist clinically led support.
Again, this challenges the theory about the benefits of clinically led MDTworking. In these modelling
exercises, we have, to some extent, been able to control for the context in that both configurations 2
and 3 have similar levels of rough sleeping and are geographically similar areas. However, we have
not been able to control for case mix and the possibility that configuration 2 is able to treat more
‘complex patients’ because it has access to both clinical support and residential step-down beds
(with associated increased costs for these beds, e.g. ‘hotel’ costs). If this is the case, then this may
explain why configuration 2 looks comparatively less cost-effective than the housing-led service in
configuration 3. A good indication that this may be the case is that configuration 3 has much lower
costs associated with elective readmissions, potentially indicating a healthier cohort of patients. It is
also worth noting that the housing-led HHDS in configuration 3 was planning to open a residential
‘step-down’ facility to cater for people leaving the hospital with high levels of need that could not be
safely catered for via floating support in the community.

In terms of what this finding may mean for our commissioning ‘road map’, the NICE guideline for
intermediate care132 is clear in that to cater for different levels of need localities should have access to
both residential (bed-based) and community (home-based) step-down care. In terms of developing a
complex adaptive system (rather than a single service delivery model), these economic findings awaken
us to the enormous gains that can be achieved through the integration of housing-led support in the
wider out-of-hospital care system. In other words, housing-led support should not be substituted for
clinically led support (on the grounds that is cheaper/more cost-effective), but should be considered
as a mechanism resource of equal significance in the delivery of effective and cost-effective out-of-
hospital care. This is an important point, as housing- and community- (voluntary-) led services are often
assumed by commissioners to be the ‘icing on the cake’ and, therefore, the most easily dispensable
part of the out-of-hospital care system.86 This economic evaluation establishes that they are far more
important than has hitherto been assumed.

RESULTS: ECONOMIC EVALUATION

NIHR Journals Library www.journalslibrary.nihr.ac.uk

106



Summary of economic evaluation findings
In terms of developing a conceptual road map for commissioners, the economic evaluation supports
the development of HHDSs to ensure consistently safe, timely transfers of care for patients who are
homeless. Table 23 provides a summary of the cost-effectiveness findings. Indeed, these findings
provide much stronger evidence for HHDSs as compared with the previous chapter and it is important
to note that the economic analysis has used a different control group. Across the different modelling
exercises, the findings confirm the following:

l Specialist care is more effective and cost-effective than standard care.
l Clinically led advocacy (patient in-reach) increases costs for the NHS, but improves access to

elective (planned follow-up) care. We interpret this as a positive outcome, indicating that SIHHC is
working more effectively than standard care to improve access to health care among a marginalised
group for whom one in three deaths are due to conditions amenable to timely health care.

l HHDSs with direct access to step-down intermediate care are more cost-effective than those without.
l When developing complex adaptive systems for out-of-hospital care, it is important not to

underestimate the value of housing-led support. This is shown to be as effective and cost-effective
as clinically led schemes on a wide range of measures.

l Overall, the evidence points to the potential of well-integrated HHDSs providing continuity of both
clinical- and housing-related support, in the hospital and in ‘step-down’ intermediate care.

Strengths and limitations
The main strength of the analysis is that, to the best of our knowledge, the study is the largest
evaluation of HHDSs ever conducted in England (and, to our knowledge, internationally). The study
involved 17 different schemes (31 in the literature review), covering all England. To the best of our
knowledge, no other study in this field has adopted the same multiple data linkage and multioutcome
measures approach to assess the impact of hospital discharge service delivery on different aspects of
cost-effectiveness and cost–utility for the NHS, as well as for the broader public perspective.

There were, however, several limitations and weaknesses inherent in the study and we summarise these in
Table 24. The most significant of these is the lack of primary questionnaire data from the target research
sites and the consequent need to use proxy data from an earlier RCT.78 Proxy data from this RCTwere
used for both the standard-care control group and for specialist care in configuration 1. The most
important learning here is about the importance of not overestimating the capacity of front-line services
to support research through their routine monitoring and data collection. This point is also reinforced in
a recent study of reablement services in which similar data collection problems were encountered.133

As we were limited to a subgroup of sites from where QALY data were available (either collected using
surveys or extracted from local audit data), this limited the configurations that could be studied. For
example, we did not study sites that had access to intermediate care, but no resource for patient
in-reach and discharge co-ordination. These standalone services had closed down (before evaluation
could be completed), arguably lending some utility to the theory about the need for multiple and
integrated mechanism resources.

As QALY data were difficult to collect and were incomplete, it may be biased towards those with
ongoing health needs who re-engage with services and it may, therefore, systematically underestimate
the impact on QALYs. In addition, the QALY data for the control group were linked to patients seen
(randomised) by a clinically led service that may see more complex patients, potentially exaggerating
the impact of the non-clinically led models.

Finally, delays in securing initial ethics approvals for the study, and in receiving data from NHS Digital,
meant that the research team was able to start preparatory work on the HES data sets only 3 months
prior to the scheduled completion date of the project. This left insufficient time to complete all the
work that was planned. The project was granted a 12-month unpaid extension to cover the economic
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TABLE 23 Summary of cost-effectiveness results

Outcome

Part 2: comparative study of 17 HHDSs
Part 3: comparative study of 3 out of hospital
care configurations

Clinically-/housing-
led schemes
(vs. standard care)

Schemes with and
without ‘step-down’
care (vs. standard care)

Configuration 1 (clinically led only), configuration 2
(clinically led/residential step-down care)
and configuration 3 (housing led/community
step-down care)

Clinically
led

Housing
led

No step-
down care

With step-
down care Configuration 1 Configuration 2 Configuration 3

Economic model 1: what is the cost-effectiveness of SIHHC for the NHS?

Economic
outcome: all
readmission
costs

Both services are
cost-effective

Both services are
cost-effective

All three services were cost-effective

Economic
outcome,
non-elective
readmission
costs

Both services are
cost-effective

Both services are
cost-effective

All three services were cost-effective

Housing
led > clinically led

With step-down
care > no step-down
care

Configuration 3 best-performing
site > configuration 2> configuration 1

No change in
3 years for all

No change in 3 years
for all

No change in 3 years for all

Economic model 2: what is the cost–utility of SIHHC for the NHS?

Economic outcome, all readmission costs Not cost-
effective

Cost-effective Cost-effective

Economic outcome, non-elective readmission costs Cost-effective Cost-effective Cost-effective

Configuration 3> configuration 2 > configuration 1
(all readmissions)

Configuration 3> configuration 1 > configuration 2
(non-elective readmission)

No change in 3 years for all

Economic model 3: what is the cost–utility of SIHHC for the broader public perspective? (Limited to evaluation
of two configurations)

Cost-effective Cost-effective
and cost saving

Configuration 3 > configuration 2

No change in 3 years for all

TABLE 24 Weaknesses of the economic analyses and suggestions for future research

Analysis Weaknesses and suggestions for future research

NHS perspective for the main data
linkage analyses

There are challenges when using NHS perspectives when talking about
homelessness (e.g. the impact of the discharge schemes is not limited to health
but also to other public services). Our analyses considered different public sector
perspectives (beyond NHS), although we experienced numerous challenges in
collecting data

Future research

Diversion of costs to another public sector should be better considered with
data linkage with relevant databases
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TABLE 24 Weaknesses of the economic analyses and suggestions for future research (continued )

Analysis Weaknesses and suggestions for future research

Broader public perspective It is important to note that when wider perspective is included in cost-effectiveness
that this markedly increases cost-effectiveness. This is likely to also apply to the
clinically led models, although we were not able to assess this through lack of data

In addition, desirable costs, such as outpatient department appointments, planned
admissions and drug and alcohol treatment, should be analysed in an opposite
group to avoidable costs, such as A&E and unplanned admissions (and these
subgroup analyses were not considered for economic model 3, as information
on non-elective/elective readmissions was not available). Otherwise, a service
that prevents/denies planned treatment may appear more cost-effective

Future research

Future research should allow researchers to collect a broader spectrum of data
and extend the analyses for the broader public perspective

Additional analyses should investigate the impact of services for the broader
public perspective on different typologies of costs (e.g. not avoidable costs vs.
avoidable costs)

Comparison across sites Although the service models compared in the analyses tend to be applied at the
hospital level, the case mix of the patients utilising these models may differ
across them. Findings can also be biased through local variations in availability
of housing, care and support. This greatly limits the extent to which we can
compare effectiveness and cost-effectiveness across service models and
configuration. The cost saving for configuration 3 may, for example, arise from
the proportion of homeless patients subsequently housed, rather than arising
from the mechanism resource typological configuration itself

Selection of control group
(Hewett et al.78)

Control group referred to standard care provided in Hewett et al.’s78 trial rather
than the standard care provided across the study sites. Outcomes among
patients enrolled in the control arm of a trial may be better than real-world
outcomes of untreated groups. This may underestimate the effect of
interventions. Therefore, the results of this analysis should not be seen to
outweigh the original trial results

In addition, this trial was a London/Southern-based study where the housing
options are most challenging and hospital readmission rates were only to the
original admitting hospital and did not measure admissions to other hospitals,
as is the case with data linkage to HES. These factors mean that comparisons
between service models need to be treated with caution

Future research

Control group data should be collected to make sure that an appropriate
comparator is used. For example, recognising the implications and potential
biases associated with comparator selection is necessary to ensure the validity of
study results. Confounding by severity and selection bias (e.g. healthy user bias)
is particularly challenging, especially with comparators of different service
modalities. Confounding by indication can be minimised by choosing a comparator
with models that have similar treatment modality and engage with a similar group
of users (when possible)

Access to data The numerous delays in accessing HES data put a strain on the team and on the
programme of analyses. Adjustments were to be made to the analyses of the
HES data for the economic model. Use of resource data for the intervention
groups were extracted from HES data as aggregate-level estimates instead
of individual homeless user-level analyses. According to reasonable practice,
the unit (e.g. hospitalisation type) was bundled at a level that matched the
price weight

In addition, the low response rate from participating users compromised the
analyses to be undertaken and may not support the generalisability of the results
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TABLE 24 Weaknesses of the economic analyses and suggestions for future research (continued )

Analysis Weaknesses and suggestions for future research

Outcome indicators and
monitoring performance

The primary outcome chosen for the cost-effectiveness analyses was the
cumulative duration of hospital stay. It may be worth highlighting that there is
some concern that, although this is an important economic indicator, improving
patient outcomes may require increasing hospital stay duration and preventing
people from being discharged before they are fit and have somewhere to go.
Alternative outcomes looked at QALYs, although we recognised the challenges of
collecting QALY data and the lack of collection of standardised QALY data across
sites limited the economic results produced. More robust evidence is needed to
better monitor and compare the performance of the hospital discharge services
available in England in terms of standardised economic, quality-of-life and social
value indicators. The analysis proposed here is to be understood as a rather
conservative test of the model. Specifically, data limitations severely limit the
application of the model to disaggregated or microeconomic data, and they
constrain the time span for which even aggregate data can meaningfully be used

Future research

Future research should consider the opportunity to change current monitoring
systems and collect standardise outcomes across sites, including different
parameters of interest (e.g. effectiveness, quality of care, economic outcomes
and user experience)

QALY Lack of QALY data across sites did not allow the research team in this present
study to compare data across the study sites and their different typologies.
Our analyses tried to overcome such imitations by drawing on published data
(Hewett et al.78) (see economic model 2, King’s Health Partners Pathway
Homeless Team), but we need to be cautious when applying the trial data to
local setting

In addition, it may be easier to follow up patients and obtain QALY data for
those who have continuing health problems leading to admission and re-
engagement with services. Therefore, the QALY data may be biased towards
those with worse outcomes, potentially underestimating the impact of the
interventions. The analyses were limited to a subgroup of sites from where
QALY data were available (either collected using surveys or extracted from the
literature). As QALY data were difficult to collect and were incomplete, it may be
biased towards those with ongoing health needs who, therefore, re-engage with
services. It may, therefore, systematically underestimate the impact on QALYs

For the ‘drill-down’ analyses, we were fortunate to be able to access local audit
data from Derby Health Futures (Derventio Housing Trust, Derby) (and
overcome the limited availability of data from other sites). This scheme was
routinely collecting EQ-5D and other audit information prior to the present
research commencing and, in many respects, we did not realise at the outset that
this site was atypical in that it had such robust procedures and systems in place.
In nearly all the other HHDSs, monitoring and auditing systems were
underdeveloped when compared with this scheme

Future research

More research is needed to allow a better exchange of good practices and
experiences and to educate local sites towards the benefit of adopting a
more robust data monitoring systems across the territory. The framework of
performance measurement developed and tested with this study could be used
to reshape local monitoring systems

Timeline Longer time should be included and modelled using longer-term data that were
not available for the purposes of this project

Future research

A more robust data collection and performance monitoring system for the audit
data, routinely collected in the field, would assist long-term prediction performance
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analyses. Unfortunately, after completion of the evaluation, further issues with the quality of the data
received from NHS Digital put the project on hold for longer while the team was waiting for new data
to arrive. In addition, more time was needed to check the new batch of data and make sure that the
data received were suitable for analysis. The numerous delays put a strain on the team and also on
the programme of analyses. Adjustments were to be made to the analyses of the HES data for the
economic model. Use of resource data for the intervention groups were extracted from HES data as
aggregate-level estimates instead of individual homeless user-level analyses. According to reasonable
practice, the units (i.e. visit to A&E, hospitalisation type) were bundled at a level that matched the
price weight.134

TABLE 24 Weaknesses of the economic analyses and suggestions for future research (continued )

Analysis Weaknesses and suggestions for future research

Service delivery Service delivery costs were excluded from the main modelling, as relevant data
were not made available across the different study sites. Sensitivity analyses
included service delivery costs alongside all readmissions or non-elective
readmissions only (a subgroup of three sites)

Future research

Future research should involve the measurement of service delivery costs and
their variation across sites and time

Model assumption on the effects
of the intervention

Readmission rates may vary according to local community resources, secondary
care resources, bed pressures and hospital willingness to admit homeless
patients and, therefore, the assumption that the observed differences in
performance were due to the intervention needs to be taken with caution
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Chapter 6 Discussion

Overview

In this chapter we discuss the study’s main findings. We present the overall conclusions by means of an
evidence-informed ‘road map’. This is an overview of the complex set of factors that decision-makers
should consider to ensure consistently safe, timely transfers of care for patients who are homeless.
We note the limitations and strengths of the study and outline the implications for commissioners and
managers. We also make recommendations for future research.

We started our study in the context of 70% of homeless patients being discharged back to the street
without having their care and support needs assessed, and the DHSC award of £10M funding to the
voluntary and community sector to address this shortfall. This funding was intended to be used to
improve hospital discharge arrangements and to secure adequate provision of ‘step-down’ intermediate
care. From 2013 onwards, 52 HHDSs were funded through the HHDF. The overall aim of this
evaluation was to provide evidence for commissioners and service leaders on ‘what works best’ with
regard to the appropriateness, quality and cost-effectiveness of these specialist HHDSs.

The study adopted a realist evaluation methodology on the basis that the heterogeneity of intermediate
care warrants a mixed-method approach, incorporating theories that relate context to outcomes. The
first objective was to situate what is already known about DToCs among people who are homeless in
terms of the broader literature on hospital discharge and intermediate care. It was hypothesised that no
single service model (‘silver bullet’) would work everywhere all of the time and that understanding the
wider complex adaptive system was key. Our hunch was that the good practice principles embodied in
the (generic) ‘High Impact Change Model (HICM) for Improving Transfers Between Hospital and Home’
(LGA, 201533) might also work to improve discharge experiences among homeless patients. Empirical
testing of this generic model was important because much of the evidence underpinning it related to
research with older people with homes to return to and families to support them.

The HICM encompassed eight changes. These were (1) early discharge planning, (2) the introduction
of protocols for managing patient flow, (3) multidisciplinary discharge co-ordination, (4) ‘step-down’
intermediate care (i.e. support for anyone with a health-related need through a period of transition),
(5) flexible working, (6) trusted assessment, (7) engagement and choice and (8) improved discharge to
care homes. We drew on the literature for specialist homeless hospital discharge and intermediate care
schemes to assess the relative importance of each these, with some changes appearing to have more of
an impact than others. We distinguished between changes that were interventions (MIRs) and more
general KPPs, such as patient engagement and choice.

Early programme theory refinements

The specialist homeless hospital discharge literature also alerted us to a number of additional changes and
sensitivities that we hypothesised to be important in the delivery of safe, timely transfers of care. Much of
the HICM, and the hospital discharge literature more broadly, is predicated on addressing the problem of
DToCs. However, the review (and the research study more broadly) highlighted that delayed discharge
was rare for patients who were homeless and that the main issue was early self-discharge (a much
less researched topic). We found that it was common practice for homeless patients to self-discharge
before treatment was completed, mainly because of poor methadone prescribing or poor management
of alcohol dependence on the ward. Hostel staff in the community also reported difficulties in getting
residents (with substance use issues) to go into hospital and to stay there, as there was no guarantee the

DOI: 10.3310/hsdr09170 Health Services and Delivery Research 2021 Vol. 9 No. 17

Copyright © 2021 Cornes et al. This work was produced by Cornes 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 adaption 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.

113



hospital would prescribe methadone. This reflects the need for every hospital to have a clinical protocol
pertaining to urgent stabilisation of drug withdrawal through access to the prescriptions of NICE-
recommended medications for the management of drug dependence. In the absence of such a protocol
(at the time of the fieldwork), we found that clinically led homeless teams bringing specialist GPs and
nurses on to the ward could help prevent early self-discharge (i.e. improve outcomes) by advocating for
patients to secure the medication and support they needed.We, therefore, identified multidisciplinary
patient in-reach as an additional MIR (MIR2mdt). Relatedly, a drawback of uniprofessional in-reach
(a housing worker visiting the ward) (MIR2up) was that they did not always feel confident or have the
prescribing know-how to address this issue with doctors on the ward.

After completing the literature synthesis, we were able to begin putting in place the building blocks of
our programme theory or ‘road map’. We hypothesised that HHDSs that had access to all the ‘jigsaw
pieces’ would deliver better outcomes linked to safe, timely transfers of care (Figure 20).

Implementation

The second objective of the study was explore how HHDSs were being developed and implemented
across England. A documentary analysis and series of preliminary interviews revealed that the HHDSs
were employing mechanisms in different ways and in different combinations. Some offered a specialist
discharge co-ordination service (MIR3) (ending support when the patient left the acute sector/hospital),
whereas others combined discharge co-ordination with a period of ‘step-down’ intermediate care
(MIR4). Specialisation or sensitisation was mainly at the level of skills and staffing (e.g. employing
clinicians and other professional and non-professional workers who had developed a ‘special interest’ in
homelessness, especially legal literacy pertaining to housing law). The integration of housing alongside
health and social care was another defining feature of the HHDSs, for example using ‘step-down’
accommodation provided through a housing association as an alternative pathway out of hospital.

l The most common model was for a housing worker to ‘in-reach’ into the hospital (MIR2up),
including building relationships with patients on the ward, assisting with discharge co-ordination
[MIR3up] and then offering short-term ‘step-down’ peripatetic (floating) support until housing and
longer-term community services were in place and working well (MIR4hf). These teams were found
to be usually housing led (uniprofessional) rather than multidisciplinary.

l In hospitals with large numbers of homeless patients (i.e. ≥ 200 per year), housing and resettlement
support was often embedded as part of a specialist ‘clinically led’ MDT, comprising GPs, nurses,
therapy and social work staff. Homeless health-care teams undertake multidisciplinary discharge
co-ordination (MIR3mdt), but also offer ‘clinical advocacy’ (or primary care or patient in-reach)
(MIR2mdt) to address common problems, such as early self-discharge. These teams usually close
cases at the point of discharge and do not routinely provide step-down care (MIR4-missing).

l A smaller number of sites developed dedicated residential step-down facilities exclusively for patients
who were homeless (MIR4res). Other sites allocated ‘step-down’ beds in homeless hostels or earmarked
accommodation that was dispersed in the community. These sites did not always encompass resources
for workers to in-reach into the hospital to support discharge co-ordination (MIR2/3 missing).

l One of the sites had access to both a clinically led multidisciplinary homeless health-care team and
also a 14-bed dedicated residential step-down facility. This site was employing additional HICM
principles to create a fully joined-up or integrated pathway out of hospital. For example, the site
was using ‘trusted assessors’ (MIR5) so that homeless patients had to tell their story only once
(i.e. staff at the hospital had direct referral rights into the intermediate care facility and, therefore,
preventing the duplication of assessments) and ‘flexible working’ with staff from the hospital-based
homeless care team provided clinical support into the step-down unit to ensure continuity of health
care. Our hunch was that this would be the most effective and cost-effective site because it had all
the ‘jigsaw pieces’ with lots of examples of implementing KPPs, such as ensuring that patients had
choice and control (MIR1/2/3/4/5 + KPP1/2/3/4).
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Importantly, the documentary analysis allowed for further programme theory refinements with regard
to recognition of different typologies within mechanisms (Figure 21).

Testing programme theory

To test our programme theory about ‘what works best’, threeWPs generated qualitative and quantitative
evidence that was then triangulated to reach an overall conclusion.WP1 generated seven case studies
of different HHDS configurations. Sites were selected purposively to enable study of HHDSs with (1) all
the ‘jigsaw pieces’, (2) different pieces of the jigsaw missing (e.g. no step-down care) and (3) standard care
(i.e. sites that had no specialist MIRs in place).WP1 (objective 3) explored these different configurations

MIR2: patient inreach 

MIR2mdt:
multidisciplinary patient
in-reach 

MIR3mdt:
multidisciplinary
discharge co-ordination

MIR4res:
residential step-down care

MIR2up:
uniprofessional patient
in-reach

MIR3up:
uniprofessional discharge
co-ordination

MIR4hf:
Home F irst/community
(f loating support) step-down care

MIR3: discharge co-ordination 

MIR4: intermediate care

FIGURE 21 Different typologies within principle mechanism resources.

Mechanisms (MIRs)

KPP
KPP1: consultation with service users
KPP2: promoting reablement and resettlement
KPP3: integrated working between health, housing and social care
KPP4: continuity of care

Discharge
protocols

MIR1

Patient
in-reach

MIR2

Discharge
co-ordination

MIR3

Intermediate
care

MIR4

Outcomes

Safe,
timely discharge

Context

FIGURE 20 Road map building blocks.
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comparatively from the perspective of people who were homeless (following their out-of-hospital care
journeys) over a 3-month period (T1, n = 70 + T2, n = 34). WP1 also interviewed a wide range of other
stakeholders (e.g. scheme managers and practitioners n = 77). WPs 2 and 3 (objective 4) explored how
HHDSs have an impact on outcomes and different patterns of service use across the whole system
(e.g. use of unplanned care) and the associated cost implications of this.

Results

Table 25 presents a summary table of the findings. It sets out the initial tentative programme theory
that was tested and then brings together the empirical evidence from across the three WPs with
regard to evidence that supports the hypothesis, evidence that is silent or unclear and evidence that
refutes/does not support the programme theory.

TABLE 25 Evidence summary table

Evidence Summary

Programme theory
tested

Achieving consistently safe and timely transfers of care for patients who are homeless (improved
outcomes) will depend on localities developing complex adaptive systems that are underpinned by
the HICM: clear protocols for patient flow and early discharge planning (MIR1), access to clinical
patient in-reach (MIR2mdt), multidisciplinary discharge co-ordination (encompassing both clinical
and housing support) (MIR3mdt) and step-down intermediate care (MIR4), MIRs must be
underpinned by four ‘simple rules’ or ‘KPPs’ for engagement and consultative care planning (KPP1),
fostering self-care (KPP2), integrated and collaborative working (KPP3), and continuity of care until
longer-term services are in place and working well (KPP4)

Specialist care is more effective than standard care

+ Specialist care is more effective and cost-effective than standard care (WP3)

+ Specialist care ensures more consistent patient flow and reduces DToCs (WP1)

+/– The HHDS group is more likely than others to be readmitted in an emergency, with five times
the rate of unplanned hospital readmission and five times the rate of A&E visits than housed
people from deprived neighbourhoods

Clinically led MDT working/discharge co-ordination (MIR3mdt) is more effective than uniprofessional ‘housing-led’ approaches
(MIR3up)

+ Clinical advocacy [patient in-reach (MIR2mdt)] is key to preventing early self-discharge (WP1)

+ Clinically led MDT working (MIR3mdt) is a key component in examples of (residential)
step-down intermediate care that are cost-effective and cost saving (WP3 literature review)

+ Clinically led advocacy [patient in-reach (MIR2mdt)] increases costs for the NHS, but improves
access to elective (planned follow-up) care. We interpret this as a positive outcome, indicating
that SIHHC is working more effectively than standard care to improve access to health care
among a marginalised group for whom one in three deaths are due to conditions amenable to
timely health care (WP3)

+/– Uniprofessional housing-led support is shown to be as effective and cost-effective as clinically-
led schemes on a wide range of measures (WP3)

– We found no evidence of a difference for our primary outcomes between HHDSs that were
clinically led and HHDSs that were housing led (WP2)

– In the HHDS cohort, regardless of scheme typology, readmission rates increased across the
board with increasing comorbidities (WP2)
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Evidence in support of programme theory
Overall, there was good evidence from across the three WPs to support our programme theory about
‘what works best’ to deliver consistently safe, timely transfers of care:

l Employing a range of different economic modelling techniques, specialist HHDSs were consistently
more effective and cost-effective than standard care (WP3).

l NHS trusts with specialist HHDSs had lower rates of DToCs linked to ‘housing’ than standard
care (WP1).

l Employing a range of different economic modelling techniques, HHDSs with direct access to
specialist intermediate care (step down) were more effective and cost-effective than HHDSs that
had no direct access to intermediate care (WP3).

l The data linkage showed that HHDSs with a step-down service were associated with a reduction
in subsequent hospital use, with an 18% reduction in A&E visits compared with HHDSs without a
step-down service (WP2).

l Clinical advocacy (patient in-reach) provided by hospital-based homeless health-care teams increased
access to planned (elective) follow-up care. This is an especially important outcome, as one in
three deaths of people in our homeless hospital discharge cohort were due to common conditions
(e.g. heart disease) that are amenable to timely health care.

Evidence that troubles programme theory
The data linkage shows that the HHDS cohort were more likely to be readmitted in an emergency,
with five times the rate of unplanned hospital readmissions and five times the rate of A&E visits than
housed people from deprived neighbourhoods. The data linkage also shows that one in three deaths
of those in the hospital discharge cohort are from conditions that are amenable to timely health care.
Although these outcome data introduce concerns regarding our programme theory (i.e. raise
uncertainties about the efficacy of the HICM to deliver its intended outcomes), they are, we suggest,
more indicative of a need to find ways to ensure that HHDSs have more of an impact. Using the
metaphor of the lighthouse, we would argue that since the end of the HHDF, the lack of sustained
recurrent funding has progressively dimmed their effects.

TABLE 25 Evidence summary table (continued )

Evidence Summary

Step-down care (MIR4) is more effective than without

+ Poorer outcomes and patient experiences are reported where MIR4 is missing, particularly the
absence of residential intermediate care (MIR4res) (WP1)

+ HHDSs with direct access to step-down intermediate care (MIR4res) are more cost-effective
than those without (WP3)

+ In a secondary outcome analysis, we found evidence that A&E visits were 18% lower among
homeless patients discharged at a site with a step-down service than in those without a
step-down service (WP2)

+/– The review of the published literature alerted us to an emerging evidence base that ‘step-down’
intermediate care is both cost-effective and cost saving. However, there is also strong evidence
to suggest that schemes without this component can be cost-effective and cost saving. These
findings might, therefore, be taken as a broad indication of the likely benefits of SIHHC per se
(WP3 literature review)

– We found no evidence of a difference for our primary outcomes between HHDSs that did and
did not encompass ‘step-down’ intermediate care (WP2)

– In the HHDS cohort, regardless of scheme typology, readmission rates increased across the
board with increasing comorbidities (WP2)

+, evidence supports hypothesis; +/–, evidence is silent/unclear; –, evidence refutes/does not support hypothesis.
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Need for increased investment in intermediate care
National audits of intermediate care135–137 (carried out in England until 2018) acknowledge a significant lack
of investment and suggest that the capacity for intermediate care for all patient groups remains stubbornly
stuck at a level below the threshold for whole-system impact. In one study, it is suggested that reablement
provision needs to be increased by 200%.24 One consequence of a lack of funding for intermediate care
has been to tighten eligibility for the service. Although earlier guidance confirmed that this service should
be accessible to homeless patients, later guidance has been silent on this matter, meaning that there has
been little imperative to ‘mainstream’ the services piloted under the HHDF banner.

In Chapter 3, we described how the lack of investment in HHDSs is having an impact on scheme fidelity
and the ability to achieve intended outcomes (i.e. the dimmer switch effect). Some HHDSs ceased to
operate, whereas others have progressively reduced in reach and scale, sometimes reducing the
number of hospitals that they are able to work with or reducing the size of the team (workforce).
In one site, the increasing gap between workforce capacity and demand led to a range of problems,
including recruitment and retention difficulties (resulting low team morale) and an increased focus on
freeing-up hospital beds rather than other aspects of the service (such as patient advocacy). This was
associated with poorer outcomes, including discharge to the street.

Need to increase delayed transfers of care (i.e. end discharge to the street)
As touched on above, where services were inadequate or lacking, it remained (tacitly) accepted practice
(across both standard and specialist care sites) to discharge homeless patients to the streets rather than
delay their transfer of care. Eradicating the ‘poor practice’ that led to discharge to the street was a key
objective of the HHDF. However, we found little evidence to suggest that HHDSs had ‘fired’ a change in
reasoning with regard to the stigma and cultural distance that positions ‘homeless patients’ as somehow
less vulnerable and/or deserving than other groups of patients. We observed that patients who were
homeless and using substances were particularly affected by unsafe discharge, especially when their
behaviour was perceived to be challenging. Viewed through the lens of adult safeguarding, unsafe
discharge may be viewed as neglect (acts of omission and a failure to provide access to appropriate
health, care and support).138 Strengthening adult safeguarding to challenge unsafe discharge is,
therefore, an additional MIR necessary to improve outcomes. Certainly, we found no evidence that
HHDSs could be deployed as short-term interventions to upskill hospital staff on homelessness issues.
Once schemes ended, the high turnover of hospital staff meant that any benefits soon evaporated.

As homeless patients are discharged to the street (unsafely) rather than ‘delayed’ and counted as a
DToC, this means that capacity issues linked to housing (i.e. ‘no place to discharge to’) are rendered
largely invisible. When DToCs reach crisis point, the government will usually intervene to create extra
capacity in adult social care provision. In the winter of 2016/17, DToCs hit an all-time high when, on
average, 6660 people were being ‘delayed’ every day in NHS beds. In March 2017, the government
introduced a new target to reduce the level of bed-days ‘lost’ to 3.5% and announced an extra £2B
of funding for social care services. DToC metrics are, therefore, an important lever for system
transformation in that they enable partners to work together to address pinch points in the system.
Without this intelligence, the true impact of specialist HHDSs is likely to remain unknown and, as a
consequence, appropriate levels of investment in their future unlikely to be forthcoming. From August
2020, new hospital discharge guidance was introduced by NHSE&I,91 including new arrangements for
recording delays. The new system measures the number of people who have a length of stay over 14
and 21 days who have been judged as ready to discharge but who continue to reside in a hospital bed.
Category xiii covers people who ‘continue to reside’ because of ‘homelessness/no right of recourse to
public funds/no place to discharge to’91 (contains public sector information licensed under the Open
Government Licence v3.0).

Need for increased investment in housing, care and support
The second dampening effect was shown to be the wider context in which some HHDSs were situated
(i.e. where there was a shortage of housing, care and support). The findings of this study strongly
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support those reported in the national evaluations of intermediate care for older people, where it is
reported that interventions that are shown to work well in areas with well-resourced and efficient
community support services will have much reduced impact in areas where services are inadequate
or lacking.83 In Chapter 3, we observed how HHDSs could become blocked, as these ‘time-limited’
interventions started to substitute for permanent supportive housing.

Need for investment in chronic care management
Compared with the comparator group (matched housed patients), patients in the HHDS cohort had
much higher levels of multimorbidity or combinations of long-term conditions or illnesses, with 8% of
patients having five or more conditions (vs. 3% in the comparator group).

The data linkage confirms previous findings that external causes of death are considerably more
common in homeless groups than in those from socially deprived areas. However, this investigation
also highlights the importance of causes such as coronary heart disease, respiratory disease and cancer
in homeless people. Compared with the recent ONS analysis of deaths of homeless people in England
and Wales, we found that the proportion of deaths due to cancers and chronic lower respiratory
disease was higher, and the proportion of alcohol- and drug-related deaths and suicide deaths was
lower. In the comparator group, women and men were nearly two times more likely to die than the
general population. In the homeless hospital discharge group, women were nine times, and men
seven times, more likely to die than the general population. In the homeless hospital discharge group,
600 patients died between 1 November 2013 and 30 November 2016. Males made up 78% of deaths.
The median age of death was 52 years for the homeless hospital discharge group and 72 years for the
comparator group.

These findings alert us to the strong possibility that, regardless of scheme typology, the benefits of any
type of short-term (time-limited) intervention targeted at this specific population group will quickly
evaporate if they are not embedded as part of a fully integrated complex adaptive system that
encompasses adequate provision for longer-term chronic care management and, indeed, palliative care.
It surely goes without saying that more preventive working is needed to reduce homelessness and
prevent these conditions from arising in the first place.

Mixed evidence for multidisciplinary team working
The economic evaluation (WP2) provides robust evidence that ‘clinically led’ (multidisciplinary) HHDSs
increase the number of elective readmissions (i.e. access to planned follow-up care). Therefore, there is
a strong case to be made that increasing investment (scaling-up) these HHDSs could work to reduce
the numbers of deaths due to conditions that are amendable to timely health care.

However, the economic evaluation also finds that (cheaper) uniprofessional (housing-led) schemes
are as effective and cost-effective as multidisciplinary (clinically led) schemes on a wide range of other
measures (WP2). In this present study, we observed that clinically led teams, because of their primary
focus on improving the quality of inpatient care [i.e. patient in-reach and discharge co-ordination
(MIR2/3)], do not provide the same level of access to ‘step-down’ care as housing-led schemes (MIR4).
A distinctive feature of nearly all the housing-led schemes is that workers ‘in-reach’ into the hospital and
will then provide floating support for a time-limited period until community services are in place and
working well (MIR4hf). This association with intermediate care (continuity of support post exit from
the acute sector) may be the more significant factor in accounting for the comparable performance of
housing-led schemes on some key measures (i.e. clouding our understanding of any distinctions to be
drawn between multidisciplinary and uniprofessional working). A key finding of the qualitative phase of
the study was how quickly the benefits of a hospital stay could evaporate where there was a lack of
practical support immediately after discharge. In other words, a lack of intermediate care (MIR4) may
dampen the effects of specialist MDTworking and discharge co-ordination (MIR3mdt).
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Indeed, it is important to acknowledge the value of uniprofessional housing-led HHDSs. Most likely, these
positive results are reflecting the value of good-quality ‘floating support’ in bridging the gap between the
hospital and the community. This is an important point because housing- and community- (voluntary-)
led services are often assumed by commissioners to be the ‘icing on the cake’ and, therefore, the most
easily dispensable part of the out-of-hospital care system.86 Arguably, this evaluation establishes that
they are far more important than has hitherto been assumed in terms of adding value for both the NHS
and the wider public sector.

Summary of findings and road map

In summary, the empirical data from across the three WPs strongly support our original programme
theory that achieving outcomes linked to consistently safe and timely transfers of care for patients
who are homeless will depend on localities developing complex adaptive systems that are underpinned
by the HICM. This encompasses clear protocols for patient flow and early discharge planning (MIR1),
access to clinical patient in-reach (MIR2mdt), multidisciplinary discharge co-ordination (encompassing
both clinical and housing support) (MIR3mdt) and step-down intermediate care (MIR4). MIRs must be
underpinned by four KPPs for engagement and consultative care planning (KPP1), fostering self-care
(KPP2), integrated and collaborative working (KPP3), and continuity of care until longer-term services
are in place and working well (KPP4). In addition, our field data highlights the importance of strong
leadership (MIR6) to nurture the complex adaptive system, putting in place additional mechanisms that
glue the different pieces of the jigsaw together [e.g. flexible working and trusted assessment (MIR5)].
All these mechanisms and KPPs are vital to the creation of a seamless ‘out-of-hospital’ care pathway.
Finally, strengthening adult safeguarding (MIR7) is a key mechanism needed to mitigate dampening
effects (e.g. underfunded discharge schemes and shortages of permanent supportive housing, care and
support) that can increase the likelihood of unsafe discharge. Figure 22 summarises these findings by
means of a ‘road map’ of the complex set of factors that commissioners need to consider to deliver
consistently safe, timely transfers of care for patients who are homeless. We include a set of audit
questions that capture the key function of each mechanism.

Implications for managers and impact of COVID-19

Earlier, we touched on the issue of sustainability and how once the initial HHDF pilot funding ended
many of the hospital discharge schemes were reduced in scale or closed down. One reason for this
may have been that HHDSs were developed as ‘homeless services’ and were not linked to other work
going on inside hospitals and in the community to improve patient flow and tackle DToCs. As a result,
we would conclude that the most important implication of this research for managers is that any
future work to address homelessness at the point of discharge must be integrated as part of these
wider local strategic frameworks for developing pathways out of hospital.

Much of the work to develop out-of-hospital care is linked to the government’s programme for
‘Integration and Better Care Funding’ (BCF).34 This is the main source of funding for intermediate care
(Home First). The BCF places clear expectations on health and well-being boards to oversee health and
social care, including (1) pooling budgets, (2) integrating services to ensure that more people can leave
hospital when they are ready and (3) following guidelines laid down by the HICM.

The HICM has been at the centre of this research because of its centrality to driving improvements
in out-of-hospital care. In addition to the road map above, we have produced a ‘tool kit’139 to guide
managers on how each of these various changes can be sensitised and implemented (in a wide range
of contexts) to meet the needs of homeless patients. The ‘tool kit’ covers small-scale practice changes,
such as showing ‘concerned curiosity’ about patients’ housing circumstances on admission to hospital
(change 1: early discharge planning). It also includes guidance on commissioning and developing new
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Is there a local homeless hospital discharge protocol? Is adult social care involved (via Annex G of the Care Act 201489?) 
Do ward staff have a good understanding of the needs of patients who may be homeless and who have multiple needs (e.g. an
understanding of the issues that commonly lead to early self-discharge)? 
Do ward staff have easy access to someone who can advise them about local housing and homelessness services and legislation
(e.g. the implications of the new HRA10 and the Duty to Refer)? Are housing workers fully integrated as part of the discharge team? 

Are there beds available in the community where people can stay while undergoing a full assessment of their health, housing and
social care and support needs? Are there opportunities for people to have ‘breathing space’ before making decisions about life
changes, including new accommodation and support? 

Is there someone in post who can manage the transfer from ‘end to end’ – only withdrawing support  at the point at which longer term
health, care and support services are in place and working well? Does unsafe discharge trigger a safeguarding concern? 

If the D2A pathway extends beyond 6 weeks, this is an indicator that there may be quality or capacity issues (i.e. a lack of permanent
supportive housing and long-term care and support). Good leadership and commissioning will identify this and act!

MR1: protocol
MR2: patient inreach

MR3: discharge co-ordination

MR4: intermediate care and
D2A

Exit 

Warning

Context (C)

(C) Good supply of permanent supportive
housing and long-term care and support

(C) Lack of permanent supportive
housing and long-term care and

support

MIRs Outcomes (O)Changes in reasoning (MCR)

Leadership (MIR6), MIR5 trusted assessment/f lexible
working and KPPs – ‘the glue that binds’

(C) Well-funded hospital discharge schemes

Lack of MCR =
MIR7: adult

safeguarding

Consistently safe,
timely transfers of care

DToCs leading to
safe, timely transfers

Dishcarge
protocols

MIR1

Discharge
co-ordination

MIR3

Intermediate care
D2A pathway MIR4

(6 weeks)

Patient
inreach

MIR2

FIGURE 22 Road map and quick audit questions.
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specialist (housing-led) ‘step-down’ services, which will require significant investment to create
alternative pathways out of hospital for people who cannot go straight home (change 4: Home First).
The research here has clearly demonstrated that specialist ‘step down’ services can contribute to
meeting targets linked to the BCF (such as reducing A&E attendances) and will hopefully lever the
financial investment that specialist care needs to be sustainable into the future.

COVID-19 has also reinforced the value and importance of out-of-hospital care. As noted above, to
free-up beds in the acute sector to accommodate COVID-19 patients, new hospital discharge guidance
was issued in 2020,91 along with a refreshed and updated HICM. The overall objective of this new guidance
was to speed-up the delivery of the long-held transformational goal of vastly increasing capacity in
D2A. Under the old guidance for DToCs, the decision to transfer was based on a MDT decision that
the person was clinically optimised and safe to transfer. Under the new guidance, patients are to be
discharged on the same day they are clinically optimised. They are to be moved out of hospital on to
one of four ‘D2A pathways’, with the multidisciplinary processes (including continuing health care and
Care Act 201489 assessments) taking place after discharge. Without sufficient investment in specialist
step-down services and alternative pathways for people who cannot go straight home, there is a real
danger that these new arrangements will spin the carousel even faster for homeless patients, with more
unsafe discharges to the street.

Although realist evaluation is designed to understand how mechanisms fire changes in reasoning,
much of the positive change we identified in this study flowed from the additional resource itself,
for example having housing workers on hand to take pressure of ward staff and to support people
immediately after discharge. The stigma and cultural distance that underpins ‘poor practice’ (e.g.
discharge to the street) was not strongly affected by HHDSs. The more HHDSs became assimilated
into the hospital to sustain their own funding (and, therefore, less able to advocate for homeless
patients), then the more they became hostages to the wider culture of ‘patient flow’ and freeing-up
beds at all costs. It is good news that the latest hospital discharge guidance91 gives a clear statement
that homeless patients should not be discharged to the street. However, strong leadership (MIR6) from
national safeguarding leads will be necessary to police this.

Implications for future research

New hospital discharge guidance has been introduced since the time of the fieldwork.91 This strongly
supports the recommendations of this study with regard to the importance of developing intermediate
care and alternative pathways out of hospital.

l The impact of these new arrangements should be evaluated, taking forward the methodological
learning from this study, namely to understand effectiveness across the chain of preventative,
intermediate and long-term care management in any given locality. A danger with the evaluative
gaze that we have employed in this research (particularly the data linkage) is that HHDS may be
identified as an ineffective intervention rather than a key component in a wider chain that needs
of strengthening.

Shining a spotlight on the whole system will, however, require significant methodological
development, especially in the areas of quantitative and economic evaluation. The analysis presented
here should be seen as a rather conservative test that relies on traditional gold-standard measures,
such as EQ-5D, which, although captures health outcomes, does not illuminate the benefits beyond
the NHS. The challenge is to develop more robust evidence to better monitor and compare the
performance of HHDSs in terms of standardised economic, quality-of-life and social value indicators for
the broader public sector.

l We see considerable value in testing tools such as ‘discreet choice experiment’,140 which would
illuminate value from a much broader perspective, including that of service users.
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Only one of the research sites we visited during the research had developed a robust system for
collecting local performance management (audit) data.

l Any proposed future research should seek to work in partnership with local projects to improve
these systems.

l There is much scope to develop a ‘dashboard’ of indicators (i.e. a set of standardised measures)
and to provide support to HHDSs to use them routinely. This should also encompass different
parameters of interest (e.g. effectiveness, quality of care, economic outcomes and user experience).

Strengthening these internal monitoring procedures could potentially make the task of undertaking
longer-term quantitative research much easier, perhaps overcoming some of the challenges (costs)
associated with trying to follow-up large numbers of people identified as ‘hard to reach’ (e.g. because
they have no fixed address).

l A dashboard (developed with associated technology such as a mobile application) that could
feedback meaningful results easily and cost-effectively could provide commissioners with more
usable information (e.g. average cost of a step-down bed) and, ultimately, more confidence to
commission and sustain specialist services.
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Appendix 1 Included studies (n = 69)
and their use in the review

TABLE 26 Included studies (n = 69) and their use in the review

Study Data collection Type
Number of
participants PT1 PT2 PT3

Notes (e.g. significantly
refines or surfaces new
programme theory)

Conceptually rich

Herman et al.85 (USA)

Tomita and
Herman57 (USA)

RCT CL 150 ✓ ✓ ✓ New PT4: health, housing and
social care professionals
proactively manage continuity

Medcalf and
Russell30 (UK)

Review of homeless
health initiatives

CL N/A ✓ Note on PT3: conceptualises
IC integration within broader
homeless health pathways

Whiteford and
Simpson52 (UK)

Exploratory case
analysis

CL 18 ✓ Refine PT3: knot-working
identified as useful
theoretical concept for
understanding process of
integration

Thick

Bauer et al.41 (USA) Retrospective study MR 860 ✓ ✓ Refines PT1: draws attention
to need for women-only
spaces

Biederman et al.141

(USA)
Quantitative
descriptive pre-/
post-programme
evaluation

MR 29 ✓ Notes on PT2: provides
evidence of the way in which
exposure and engagement
with a medical respite
facility for homeless people
facilitates access to
community-based forms
of support, which, in turn,
lead to reduced hospital
admissions and fewer
inpatient days

Canham et al.47

(Canada)
Scoping review plus
consultation cafe

All 23 ✓ ✓ Notes on PT1 and PT3:
highlights particular – and
pervasive – gaps in care
co-ordination. These gaps are
seen to present challenges to
quality of care, co-ordination
of care and aftercare for
homeless patients

Charles et al.54 (UK) External evaluation HL 104 ✓ ✓

Doran et al.62 (USA) Systematic review MR 13 (articles) See
notes

✓ Note on PT2: only one
scheme listed access to
physiotherapy
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TABLE 26 Included studies (n = 69) and their use in the review (continued )

Study Data collection Type
Number of
participants PT1 PT2 PT3

Notes (e.g. significantly
refines or surfaces new
programme theory)

Dorney-Smith56 (UK) Economic evaluation CL 34 ✓ ✓ Refines PT1: work is needed
to establish engagement
before consultation

Refines PT3: advocacy is key
where no agency wants to
take responsibility

Dorney-Smith and
Hewett45 (UK)

Dorney-Smith et al.66

(UK)

Feasibility study MR 53 ✓ See
notes

✓ Note on PT2: highlights
long-term care needs often
not being met

Refine PT1: highlights
potential of psychologically
informed environments

Dorney-Smith et al.50

(UK)
Project report CL N/A ✓ See

notes
✓ Note on PT2: a recent

development within Pathway
teams is to include access to
occupational therapy

Drury51 (USA) Participant
observation

HL 60 ✓ ✓ Refines PT3: advocacy is key
where no agency wants to
take responsibility

Gazey et al.142

(Australia)
Technical report CL 634

(patients)
✓ ✓ Refines PT3 by

demonstrating the need for
specialist in-reach services to
work in collaboration with
community-based health,
housing and social care, so
as to ensure timely transfer
of care, better patient
outcomes and more effective
clinical/professional practice

Gazey et al.143

(Australia)
Qualitative
interviews plus
administrative data

MR ✓ ✓ Notes on PT1 and PT3:
suggests that medical respite
facilities for homeless people
represent a safe and
nurturing environment in
which to recuperate. Medical
respite also contributes to
reductions in unplanned
inpatient days in the
12 months post support

Gillespie48 (UK) Project report HL N/A ✓ ✓

Glennerster and
Sales38 (UK)

Narrative/
autoethnographic
account

CL/HW ✓ ✓ ✓ Notes on PT1, PT2 and PT3:
provides a rich account of
the processes leading to
the re-establishment of a
dedicated HHDS at a major
acute hospital

Hendry64 (UK) Economic evaluation MR 34 ✓ ✓ Refines PT1: work is needed
to establish engagement
before consultation with
service users can take place
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TABLE 26 Included studies (n = 69) and their use in the review (continued )

Study Data collection Type
Number of
participants PT1 PT2 PT3

Notes (e.g. significantly
refines or surfaces new
programme theory)

Hewett et al.42 (UK)

Halligan and
Hewett55 (UK)

Descriptive case
study

CL N/A ✓ See
notes

✓ Refine PT3: advocacy is key
where no agency wants to
take responsibility

Note on PT2: highlights
difficulties in engaging adult
social care, potentially
accounting for why
reablement is overlooked

Hochron, and
Brown53 (USA)

Exploratory case
analysis

CL N/A ✓

Pathway and Faculty
for Homeless and
Inclusion Health77

Albanese et al.44 (UK)

External evaluation
of HHDF programme

All 52 ✓ See
notes

✓ Note on PT2: highlights
difficulties in engaging adult
social care, potentially
accounting for why
reablement is overlooked

Housing Learning
and Information
Network29 (UK)

Three case studies HL/CL ✓ ✓

Lamanna et al.144

(Canada)
Qualitative study CL 52 ✓ ✓ ✓ Notes on PT1, PT2 and PT3:

provides clear evidence of
the importance of working in
an integrated and person-
centred fashion to overcome
barriers to care
comprehensiveness and
continuity

Lane40 (UK) Feasibility study and
literature review

MR ✓ See
notes

✓ Note on PT2 raises issues
around accessibility to
physical rehabilitation.

Lewis69 (UK) External evaluation HL 10 ✓ See
notes

✓ Note on PT2: highlights
difficulties in engaging adult
social care, potentially
accounting for why
reablement is overlooked

Lowson and Hex75

(UK)

Lephard67 (UK)

External economic
evaluation and
project report

CL/MR ≥ 39 ✓ See
notes

✓ Note on PT2: highlights
how resettlement can
encompasses aspects of
reablement

O’Carroll et al.68

(Republic of Ireland)
Feasibility study MR N/A ✓ See

notes
✓ Note PT2: notes that many

hostels exclude people with
mobility issues

Park et al.145 (USA) Qualitative study MR 25 ✓ Notes on PT1: suggests that
medical respite can decrease
hospital length of stay and
readmission rates; however,
to be effective, service
commissioners and service
providers must give parity
of esteem to four domains:
physical, relational,
facilitation and amenities
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TABLE 26 Included studies (n = 69) and their use in the review (continued )

Study Data collection Type
Number of
participants PT1 PT2 PT3

Notes (e.g. significantly
refines or surfaces new
programme theory)

Parker-Radford37

(UK)
Policy review and
survey

184 ✓ ✓ ✓ Advocates transition of care
approach

Sadowski et al.60

(USA)
RCT SW/MR 407 ✓ See

notes
✓ Note on PT2: records an

improvement in physical
functioning from baseline for
both intervention and
control groups

Stafford and
Wood146 (Australia)

Mixed methods CL/HL 3 ✓ ✓ ✓ Notes on PT1, PT2 and PT3:
provides a combination of
data that would seem to
suggest that integrated
medical and social care
coupled with a Housing
First approach can led to
better outcomes for
homeless patients

Stergiopoulous
et al.147 (Canada)

Mixed methods MR 223 ✓ Notes on PT3: suggests that
the enrolment in a post-
discharge interdisciplinary
intervention can lead to
improvements in the health
of homeless and vulnerably
housed patients

van Laere et al.63

(the Netherlands)
Statistical case study MR 629 See

notes
✓ Note PT2: notes that MR

provides palliative care

Whiteford and
Simpson65 (UK)

Exploratory case
analysis

CL 18 ✓ See
notes

✓ Note on PT2: describes
lack of access to physical
rehabilitation/reablement
services

Thin

Buccieri et al.148

(Canada)
Mixed-methods
survey

CL/SW 660 ✓ Notes on PT3: identifies the
existence of service gaps in
the delivering of effective
and co-ordinated care to
patients affected by
homelessness

Buchanan et al.149

(USA)
Cohort study MR 225 See

notes
Note PT3: skilled nursing not
provided, highlights role of
‘volunteer health providers’

Danahay118 (UK) Project report HL N/A ✓

Doran et al.150 (USA) Chart review MR 113 ✓

Doran et al.62 (USA) Action research MR ✓

Dorney-Smith et al.151

(UK)
Literature review MR ✓ ✓ Notes on PT1: provides an

overview of the development
of specialist medical respite
care for homeless people in
the UK, with a particular
argument being made for
both the effectiveness and
ethicality of post-discharge
health and housing support
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TABLE 26 Included studies (n = 69) and their use in the review (continued )

Study Data collection Type
Number of
participants PT1 PT2 PT3

Notes (e.g. significantly
refines or surfaces new
programme theory)

Forchuk et al.152

(Canada)
RCT HL 14 See

notes
Refine PT3: housing
advocacy plus fast-track
income support seen as main
mechanism

Grech and Raeburn153

(Australia)
Literature review CL 10 (articles) ✓ Notes on PT2: highlights,

albeit superficially, the role
of nurses in empowering
homeless patients to address
homelessness and ill-health
through the delivery of
flexible, non-stigmatising
nursing

Gundlapalli et al.154

(USA)
Descriptive case
analysis

MR N/A o Note PT1: describes
eligibility criteria linked to
a range of MR provision in
one county; consulting with
service users not mentioned

Hewett et al.78 (UK) RCT CL 414 Effectiveness and
cost-effectiveness study

H3, Stockport, UK,
2014 (UK)

Project report HL N/A ✓

Khan et al.81 (UK) Narrative review CL ✓ ✓ Notes on PT1 and PT3: argues
for the utility of GP-led
approach to the admission
and discharge needs of
patients who are homeless or
at the risk of homelessness

Khan et al.39 (UK) Narrative account CL ✓ ✓ Notes on PT1 and PT2:
describes how the mental
health support needs of
homeless patients are
managed by a multidisciplinary
care team

Kertesz et al.59 (USA) Retrospective cohort
study

MR 743 ✓

Lamb and Joels155

(UK)
Case study CL N/A ✓ ✓

Murphy and Cope156

(UK)
Mixed methods (e.g.
cost–benefit analysis
and interviews/focus
groups)

HW 28 ✓ ✓ ✓ Notes on PT1, PT2 and PT3:
provides clear evidence of
the effectiveness and cost-
effectiveness of the ASSIST
hospital discharge scheme in
Mansfield. Particular emphasis
is given to the importance of
co-ordinating health, housing
and social care

Pathway157 (UK) Needs assessment MR ✓ Notes on PT1: documents on
the need for intermediate
care provision for people
who are homeless in
north-central London
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TABLE 26 Included studies (n = 69) and their use in the review (continued )

Study Data collection Type
Number of
participants PT1 PT2 PT3

Notes (e.g. significantly
refines or surfaces new
programme theory)

Pedersen et al.158

(Denmark)
Case study MR 12 ✓ Notes on PT2: argues

strongly for the role of
medical respite for homeless
people as a vehicle for self-
actualisation and improved
health and well-being

Podymow et al.84

(Canada)
Cohort study MR 140 ✓ Note on PT2: one of the few

studies to list availability
of physiotherapy on
consultation

Read159 (Australia) Project report HL N/A ✓ ✓ Notes on PT1 and PT3:
social work practice is
underpinned by Housing
First principles and
collaborative engagement
with clinician and community
organisations, so as to
ensure safe and timely
discharge co-ordination

Rae and Rees160 (UK) Phenomenological 14 See
notes

See
notes

Makes case for IC,
focusing on importance of
engagement and need for
improved co-ordination

Redman161 (UK) Project report CL N/A ✓ See
notes

✓ Note on PT2: highlights
difficulties in meeting
‘physical needs’

Blackburn et al.96

(UK)

SERI Insight79 (UK)

External evaluation HL Not given ✓

Shelter and
Coastline Housing124

(UK)

Project report HL N/A ✓ ✓

Shelter and
Shepard162 (USA)

Economic evaluation MR N/A ✓ Notes on PT1: demonstrates
the cost-effectiveness of
medical respite for homeless
patients by reducing length
of hospital stay, subsequent
emergency department visits
and inpatient admissions in
states with varying Medicaid
coverage

Wade49 (UK) External evaluation HL 8 ✓ ✓

Wadhera et al.163

(USA)
Retrospective study
of hospitalisation
records

SW ✓ Notes on PT2: argues for the
need to make better use of
ambulatory services and
specialist behaviour services
to help reduce acute care
use and improve the long-
term health of homeless
individuals
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TABLE 26 Included studies (n = 69) and their use in the review (continued )

Study Data collection Type
Number of
participants PT1 PT2 PT3

Notes (e.g. significantly
refines or surfaces new
programme theory)

White82 (UK) External economic
evaluation

HL N/A Provides evidence on cost-
effectiveness using HES data

Wood et al.80

(Australia)
Mixed methods
(e.g. administrative
data and case
studies)

CL/HW 5 ✓ ✓ ✓ Notes on PT1, PT2 and PT3:
argues for the value of closer
collaboration between
primary and secondary care
providers and Housing First
models

Wyatt98 (UK) Review CL 400
(patients)

✓ ✓ Notes on PT2 and PT3:
reaffirms the efficacy and
cost-effectiveness of the
Pathway model of homeless
health care, although
acknowledges the limits of
its ability to ensure post-
discharge/continuity of care

CL, clinically led (multidisciplinary case management); HW, housing link worker or housing led (case management);
IC, intermediate care; MR, medical respite (residential); N/A, not applicable; PT, programme theory; SW, social work led
(multidisciplinary case management).

Notes
PT1 supports/refines programme theory 1: the place of care and the timing of transition to it is decided in consultation
with the service user.
PT2 supports/refines programme theory 2: health and social care professionals foster the self-care skills of service
users and shape the environment so as to ‘re-enable’ service users.
PT3 supports/refines programme theory 3: health and social care professionals work in an integrated fashion with each
other and carers.
All studies relate to homeless service users unless stated otherwise.
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Appendix 2 Completed stakeholder
interviews

TABLE 27 Completed stakeholder interviews

Staff n

HHDS staff

Scheme manager 7

Housing link worker 7

GP 5

Nurse 4

Occupational therapist 1

Peer navigator 1

Non-HHDS staff

Health commissioner/senior manager 10

Patient flow/bed manager 3

Discharge liaison nurse 2

Emergency department consultant 3

Alcohol liaison worker 1

Public health manager 2

Consultant psychiatrist 1

Specialist homeless nurse 4

Social care commissioner 2

Social worker (safeguarding) 5

Occupational therapist 1

Independent mental health advocate 1

Housing/hostel manager 9

Housing/hostel worker 8
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Appendix 3 Topic guides

Topic Guide 1a
Questions for Patients with Experience of Hospital Discharge (Time 1 Interview) 

At the start of the interview: 

Go over the study’s aims and the importance of their involvement.
Explain this is the first of two interviews, with the second occurring in three 
months’ time.
Explain about confidentiality and anonymity, right to withdraw from the study/ or
stop the interview if they are feeling unwell.
Explain that the interview will last around 45-60 minutes. 
Obtain informed consent by ensuring the interviewee signs the consent form. 

Interview 1: To take place shortly after discharge from hospital (3-7 days)

(Background information)

I would like to begin by asking for some background information. Can you please: 

Confirm residency/accommodation and contact details - Ask about what will be
the best way to keep in touch.

Age 

Employment Status (if not employed, access to welfare benefits or other sources
of income). 

Relationships: married or partner/divorced/estranged/single; Any children:
number and age of children; responsibility for/parental access.

Health record/history: any health conditions or dependencies you have had/or may
have had in the past? 

Treatment services: what treatment services or care and support services are you 
currently receiving or have accessed in the past? Do you currently have a key 
worker?

(Context)

Can you tell me about the events leading-up to your last stay in hospital when you were
admitted to [insert name of ward]?

What was the reason for your admission to hospital?
Did you come in through Accident and Emergency (A&E)? What happened there? 
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 [If appropriate to ask] Do you think this admission to hospital could have been 
prevented?  

o Access to services /support (e.g. primary care) 
 Had you been in hospital before this time? If so when? 

 
 

(Mechanisms) 

What are your thoughts about your recent stay in hospital? 

What treatment/care did you receive while you were in hospital?  

When you were admitted to [the ward], were you asked whether you were homeless/no 
fixed abode on arrival or did you chose to reveal this information to hospital staff?  

o How did you feel about disclosing this information [or]  
o Why did you decide to withhold this information? 

 
[In sites with specialist homeless hospital discharge schemes] Can you tell me how 
you came to be referred to [insert name of scheme]?  

o What does this scheme do?  
o Were you given any information about this scheme? 
o Was the scheme able to help you or not? If yes, how? If no, why not? 
o What was your overall view of this scheme?  

 
NB: Explain that you now want to look in more detail about the process of being 
discharge from hospital, that is leaving the hospital and getting things arranged in the 
community.   

Were you involved in any discussions about what might happen when you left hospital?  
If yes, by whom? 

 Was there a meeting?  
 [If relevant] Was your key worker [from outside the hospital] involved in 

planning for your discharge? 
What arrangements, if any, were made as a result of these discussions? Which services (if 
any) were arranged for you: 

o Housing 
o Health (Primary Care/Intermediate Care) 
o Social care 
o Other 

 
 Did people explain things to you clearly or not? Were you given any written 

information about these arrangements? If yes, was it easy to understand? 
How long were you in hospital for? Was it longer than expected? If so, why? 
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Looking back, is there anything that could be changed for the better, and why? 

 How did the staff treat you? Was there anything that the staff did to make you feel 
this way? 

o Explore elements of good practice [and/or] poor practice as 
appropriate. 

 (Outcomes) 

What has happened since you left hospital?  

 Are the plans that were made for you working?   
o Do you feel you have been given enough help and support to manage? 
o What, if anything, do you think could be done to meet your needs 

better? 
o Has anything happened that you did not expect?  

 
 What do you expect to happen in the next few weeks? What would you like to see 

happen?  
 

o Securing accommodation 
o (Re)connecting with primary care and other services 
o Recovery 
o Reablement (promoting self-care) 
o Improved health and well-being 
o Other 

[If relevant] How did this experience of being discharged from hospital compare to any 
others you have experienced? What made the difference, if any? What worked well/not 
so well? 

Do you have any suggestions around what could be done to improve the experience of 
hospital discharge for people who are homeless? 
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Topic Guide 1c (Time 2)

Questions for Follow-up Interviews with Patients 
(3 months after the initial interview)

How have you been keeping since we last met?

Are you still receiving support from [services/professionals listed in discharge 
care/support including specialist homeless discharge scheme]? 

If yes, is the support still the same or has it changed at all?
If no, what happened ? Were you happy that the support ended?

Have you become involved with any new services/professionals/workers? 

If yes, how was this handover [transition] managed? How were you involved 
in these discussions, if at all?

Have you visited A&E or been back to hospital since we last met [outpatient/ inpatient]? 
If yes, why?

Looking back on your stay in hospital in [insert month] do you feel that you were given 
enough help and support to manage when you left hospital?

Is there anything else that could have been done? If yes what?
Thinking about the support you received during your stay and directly afterwards, what 
would you say has been the overall impact of your being in hospital back in [month]?

Would you say that this caused things to change for you a little or a lot or not 
at all?

o Health/Wellbeing 
o Housing 
o Overall Situation 

[If relevant] What role, if any, did [insert name of specialist homeless hospital discharge
scheme] play in this? 
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Topic Guide 2 

 Questions for Health, Housing and Social Care 
Practitioners Working in Specialist Homeless Hospital 

Discharge Schemes 

At the start of the interview: 

Go over the study’s aims and the importance of their involvement.
Explain about confidentiality and anonymity, right to withdraw from the study at
any time.
Explain that the interview will last around 45-60 minutes. 
Obtain informed consent by ensuring the interviewee signs the consent form. 

(Contextual Background) 

Can you tell me about homelessness in this area?

Is ‘rough sleeping’ an issue? What about other types of homelessness (e.g. people 
living in temporary or insecure accommodation)?
Would you say that homeless people are well served in this area? 

o Impacts of austerity measures locally

(Mechanisms – Resources & Skills) 

I would like to ask you about the scheme in which you work. What is your role in the 
scheme?

What is your job title? (e.g. ‘housing link worker’)
How long have you worked for [insert name of scheme]?
Where did you work before? What is your professional background or training?
What attracted you to working in this scheme?
How does working in this scheme differ to working in other kinds of 
homelessness services?
Which aspects of your job do you enjoy the most? Which aspects do you enjoy 
the least?

Does [insert name of hospital] have a discharge protocol for homeless people? [If yes]
How does this inform your work?
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someone who is homeless?

What happens on admission? Are enquiries routinely made about a patient’s 
accommodation status? If yes, by whom? 
Are people given a notional discharge date on admission?  If yes, please describe
the procedure.
Can you describe the decision-making process which underpins decisions about 
when someone is ready for discharge from hospital?

o What is your involvement in reaching these decisions? 
o Who else is involved in making these decisions? 
o Where are these decisions usually made (e.g. at a meeting)?
o What happens if there is a disagreement about readiness for discharge? 

What resources (if any) does this scheme have direct access to when arranging a patient’s 
discharge from hospital? Is this helpful? 

o Accommodation 
o Personal budgets

Which other services would you typically arrange for homeless patients on discharge
from hospital?

o Housing 
o Health (Primary Care/Intermediate Care) 
o Social care
o Other 

How would these services be involved in discharge planning?
Are there any issues which might typically arise when trying to engage with these 
outside services? 

o Does this ever result in delayed discharges? 
o How is a ‘delayed discharge’ identified and recorded?
o Where delayed discharges occur, what would you say are the most

common causes? [Use the Show Card – see below]

Thinking about the relationships you have described with these services: 

What has facilitated or enabled these frequent contacts [and/or] positive 
relationships  to develop [or]
What do you think has prevented more frequent contact [and/or] positive 
relationships from developing?

How is the patient involved in discharge planning?

o In deciding which services will be organised for them once they have been
discharged from hospital?

o In decisions about where they will be discharged to? 

Can you tell me about what is typically involved in the process of discharge planning for 

o Are patients given written information relating to their discharge? 
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How long do patients typically remain involved with the scheme once they have been
discharged from hospital? What is the nature of this involvement?

How is exit from the scheme managed? 

Is readmission ever an issue? What could be done to prevent this? 
Is self- discharge ever an issue? What could be done to prevent this? 

Thinking about the majority of the homeless patients you work with, was hospital 
admission the only way of caring for and treating them or do you think that they could 
they have used another service?

 (Mechanisms - Integration)

NB: Explain that you now want to look in more detail at relationships between staff in the 
scheme and the hospital.

How do you work with ward staff and other staff at the hospital?

o Do you have shared ward rounds/multi-disciplinary meetings 
o Is there a jointly agreed discharge plan? 

How do you think staff in the hospital perceive the scheme to be working?

How would you describe your relationships with staff in the hospital?

o What has facilitated or enabled these frequent contacts [and/or] positive 
relationships to develop [or]

o What do you think has prevented more frequent contacts [and/or] positive 
relationships from developing?

How do you think staff in the hospital understand the work of the scheme?

Does your scheme deliver any formal training to staff in the hospital around the 
issue of homelessness? 

o What about opportunities for more informal learning and information 
sharing?

o Do you think this scheme will always be needed or do you see hospital 
staff being able to fulfill your role in the future?

 (Outcomes)

What outcomes would you typically expect to see arising from a ‘good discharge’? What 
outcomes would you typically expect to see arising from a ‘poor discharge’? 

o Securing accommodation 
o (Re)connecting with primary care and other services
o Recovery
o Reablement (promoting ‘self-care’)
o Improved health and well-being 

How do you capture and record information about these outcomes?
What is your view of the scheme’s effectiveness in delivering these outcomes?
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In your view, is there anything else that could be done to improve practices surrounding 
the discharge of homeless patients? 

Thank You 

Show Card: Where delayed discharges occur for homelessness patients, what would you 
say are the most common causes?

(i) acute hospital factors
(ii) primary/community health factors
(iii) social care factors
(iv) housing factors 
(v) relationships between hospital and primary care and/or social care services or 

housing services? 
(vi) financial factors? 
(vii) factors relating to the patient or carer e.g. their choice of care home placement 

or lack of carer available at home?
(viii) other reasons? 
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Topic Guide 3 

Questions for Hospital Staff Working Outside of 
Specialist Homeless Hospital Discharge Schemes 

At the start of the interview: 

Go over the study’s aims and the importance of their involvement.
Explain about confidentiality and anonymity, right to withdraw from the study at
any time.
Explain that the interview will last around 45-60 minutes. 
Obtain informed consent by ensuring the interviewee signs the consent form. 

(Contextual Background) 

Can you tell me about your role in [insert name of hospital]? How long have you worked 
here? What is your professional background?

o Ward Nurse/Doctor/Manager 
o Discharge Coordinator 
o Intermediate Care Coordinator 
o Social Worker/Safeguarding Coordinator 
o Other 

Is homelessness or a patient’s housing situation an issue you would come across in your 
day to day work? If yes, how frequently? 

Do you work with adults with multiple and complex needs linked to drug and alcohol
issues and/or mental health issues? If yes, how frequently? 

If the participant answers NO to both these questions - Thank the participant and 
conclude the interview.

If YES –

Go to SECTION B in sites with a specialist hospital discharge scheme 

OR

Go to SECTION C in sites with no specialist hospital discharge scheme

SECTION B: Sites with Specialist Homeless Hospital Discharge Schemes.

NB: These questions are designed to enquire about homelessness discharge practices
without making assumptions about the role of the specialist scheme therein (i.e. in some
areas the specialist scheme may not be involved until quite late in the discharge planning 
process or may only set out to address ‘housing’ aspects of the discharge)
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(Mechanisms – Mainstream resources and skills) 

Does [insert name of hospital] have a discharge protocol for homeless people? [If yes]
How does this inform your work?

Can you tell me about what is typically involved in the process of discharge planning for 
someone who is homeless?

What happens on admission? Are enquiries routinely made about a patient’s 
accommodation status? If yes, by whom? 
Are patients given a notional discharge date on admission?  If yes, please describe
the procedure.
Can you describe the decision-making process which underpins decisions about 
when someone is ready for discharge from hospital?

o What is your involvement in reaching these decisions? 
o Who else is involved in making these decisions? 
o Where are these decisions usually made (e.g. at a meeting)?
o What happens if there is a disagreement about readiness for discharge? 

Which services would you typically arrange for homeless patients on discharge from
hospital?

o Housing 
o Health (Primary Care/Intermediate Care) 
o Social care
o Specialist homeless hospital discharge scheme
o Other 

How would these services be involved in discharge planning?
Are there any issues which might typically arise when trying to engage with these 
services? 

o Does this ever result in delayed discharges [that is where someone may
stay in hospital for longer than needed]?

o How is a ‘delayed discharge’ identified and recorded?
o Where delayed discharges occur, what would you say are the most

common causes? [Use the Show Card – see below]
Thinking about the relationships you have described with these services: 

o What has facilitated or enabled these frequent contacts [and/or] positive 
relationships  to develop [or]

o What do you think has prevented more frequent contact [and/or] positive 
relationships from developing?
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How is the patient involved in discharge planning?  

o In deciding which services will support their discharge or be organised for 
them once they have been discharged from hospital? 

o In decisions about where they will be discharged to? 
o Are patients given written information relating to their discharge? 

What scope is there for ‘follow-up’ once the patient has been discharged?  

  

(Mechanisms – Additional resources provided by the specialist homeless discharge 
scheme) 

Explain that you now want to look in more detail at the Specialist Homeless Discharge 
Scheme which is attached to this hospital [NB: Some of these issues may have already 
been covered above]  

You mentioned [or] Are you aware of [insert name of specialist hospital discharge 
scheme]?  

 How did you find out about the scheme?  
 What is your experience of referring patients to this scheme?  

How does the scheme work?  

 What is its role within the hospital?  
 What additional resources does it bring? 

o Extra staffing (capacity) 
o Expertise in homelessness  
o Direct access to accommodation 
o Access to personal budgets 
o Other 

How does the scheme engage with staff at this hospital?  

o Shared ward rounds/multi-disciplinary meetings  
o Jointly agreed discharge plan?  

How would you describe your relationships with staff in the scheme?  

 What has facilitated or enabled these frequent contacts [and/or] positive 
relationships  to develop [or] 

 What do you think has prevented more frequent contact [and/or] positive 
relationships from developing? 

 
 (Outcomes) 

What outcomes would you expect to see arising from a ‘good discharge’? What outcomes 
would you expect to see arising from a ‘poor discharge’?  

o Securing accommodation 

DOI: 10.3310/hsdr09170 Health Services and Delivery Research 2021 Vol. 9 No. 17

Copyright © 2021 Cornes et al. This work was produced by Cornes 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 adaption 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.

157



o (Re)connecting with primary care and other services 
o Recovery 
o Reablement (promoting self-care) 

What is your view of the scheme’s effectiveness in delivering a ‘good discharge’? 

 Do you think the scheme works to enhance understanding of the issues relating to 
homelessness among hospital staff? If yes, in what ways?  

 Do you think this kind of specialist provision will always be needed or do you see 
this as a short term measure to enhance skills/capability within the hospital? 

In your view, is there anything else that could be done to improve practices surrounding 
the discharge of homeless patients?  

Thank you 

SECTION C: Sites Without Specialist Homeless Hospital Discharge Schemes 

 (Mechanisms – Mainstream resources and skills) 

Does this hospital have a discharge protocol for homeless people? [If yes] How does this 
inform your work? 

Can you tell me about what is typically involved in the process of discharge planning for 
someone who is homeless? 

 What happens on admission? Are enquiries routinely made about a patient’s 
accommodation status? If yes, by whom? 

 Are patients given a notional discharge date on admission?  If yes, please describe 
the procedure. 

 Can you describe the decision-making process which underpins decisions about 
when someone is ready for discharge from hospital? 
 

o What is your involvement in reaching these decisions? 
o Who else is involved in making these decisions? 
o Where are these decisions usually made (e.g. at a meeting)? 
o What happens if there is a disagreement about readiness for discharge?  

 
Which services would you typically arrange for homeless patients on discharge from 
hospital?  

o Housing 
o Health (Primary Care/Intermediate Care) 
o Social care 
o Other 

 
 How would these services be involved in discharge planning?  
 Are there any issues which might typically arise when trying to engage with these 

services?  
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o Does this ever result in delayed discharges [that is where someone may 
stay in hospital for longer than needed]? 

o How is a ‘delayed discharge’ identified and recorded? 
o Where delayed discharges occur, what would you say are the most 

common causes? [Use the Show Card – see below] 
Thinking about the relationships you have described with these services: 

 What has facilitated or enabled these frequent contacts [and/or] positive 
relationships  to develop [or] 

 What do you think has prevented more frequent contact [and/or] positive 
relationships from developing? 

Do you involve patients in discharge planning? If no, what are the reasons for this? If yes, 
how do you involve them? 

In deciding which services will support their discharge or be organised for them once 
they have been discharged from hospital? 

o Are patients given written information relating to their discharge? 
What scope is there for follow-up once the homeless patient has been discharged?  

 (Outcomes) 

What outcomes would you expect to see arising from a ‘good discharge’? What outcomes 
would you expect to see arising from a ‘poor discharge’?  

o Securing accommodation 
o (Re)connecting with primary care and other services 
o Recovery 
o Reablement (promoting self-care) 
o Improved health and well-being 

In your view, is there anything else that could be done to improve practices surrounding 
the discharge of homeless patients at this hospital?  

Thank You 
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Topic Guide 5 
 Questions for Commissioners of Health, Housing and 

Social Care Services 
At the start of the interview: 

 Go over the study’s aims and the importance of their involvement.  
 Explain about confidentiality and anonymity, right to withdraw from the study at 

any time. 
 Explain that the interview will last around 45-60 minutes.  
 Obtain informed consent by ensuring the interviewee signs the consent form.  

(Contextual Background) 

Can you tell me about your role in [insert name of organisation]? How long have you 
worked here? What is your professional background? 

o Acute Trust 
o Clinical Commissioning Group  
o Local Authority 
o Other 

What would you say are the main strategic issues or priorities being addressed by your 
organisation at the current time? 
 
Is homelessness perceived to be an issue for the Acute Trust in this area? If yes, in what 
ways?  

o Reducing delayed discharges - If yes, what would you say are the most 
common causes? [Use the Show Card – see below] 

o Reducing length of stay 
o Reducing readmission rates within 28 days 
o Reducing emergency admissions 
o Reducing frequent attendance at A&E 
o Improving health and wellbeing 
o Improving patient experience around safe/timely discharge e.g. 

 Reducing discharges onto the street 
 Preventing self-discharge 

Are complex and multiple needs linked to drugs and alcohol and/or mental health issues 
perceived to be an issue for the Acute Trust in this area? If yes, in what ways?  

o Reducing delayed discharges  
o Reducing length of stay 
o Reducing readmission rates within 28 days 
o Reducing emergency admissions 
o Reducing frequent attendance at A&E 
o Improving health and wellbeing 
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o Improving patient experience around safe/timely discharge e.g. 
 Reducing discharges onto the street 
 Preventing self-discharge 

What would you say is the extent of any overlap between homelessness and these other 
issues in terms of their impact on the Acute Sector? At a strategic level, are these issues 
usually addressed separately or together?  
 
(Mechanisms & Outcomes) 
 

 Which strategic partners are involved in addressing issues surrounding 
homelessness and its impact on the Acute Sector? Which agencies are absent?  

o Is there a steering group or other strategic body with responsibility for 
these issues? 

 
 With regard to the issues you identified around hospital discharge, what action is 

being taken? 
 
o Nothing planned 
o Development of a homeless hospital discharge protocol   
o Development (or funding for) for  a specialist homeless hospital discharge 

scheme  
o Other (explore as appropriate) 

Section A: Questions on the Development of a ‘Homeless Hospital Discharge 
Protocol’  

 How was the protocol developed? 
 What does it aim to achieve?  
 How was the protocol implemented? 
 Who is responsible for the delivery and management of the protocol? How is it 

kept live? 
 How is the protocol working? 
 What are its strengths/weaknesses? 

 
Section B: Questions on the Development of a Specialist Homeless Hospital 
Discharge Scheme 

 What led to your organisation supporting/funding this initiative? 
 When was the scheme launched? Was your organisation involved from the 

outset? 
 Is the scheme commissioned or funded on the basis that it will deliver certain 

outcomes? What are these?  
 

o Facilitating safe/timely discharge 
o Reducing delayed discharges  
o Reducing length of stay 
o Reducing readmission rates within 28 days 
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o Reducing emergency admissions 
o Reducing frequent attendance at A&E 
o Improving health and wellbeing 
o Improving patient experience 

 Reducing discharges onto the street 
 Preventing self-discharge 

 
 Can you tell me about how these outcomes are being measured and reported? 
 Are these outcomes being delivered as anticipated? Are there any unanticipated 

outcomes?  
 What does the scheme cost to run? Do you feel it is cost effective? 
 Do you think this kind of specialist provision will always be needed or do you see 

this as a short term measure to enhance skills/capability within the hospital? [If 
yes] 

o What can the scheme do to ensure its future sustainability? 
o How would you like to see the scheme develop in the future? 

Looking back, what advice would you give to other commissioners who are interested in 
improving hospital discharge procedures for homeless people?  

Thank You 

APPENDIX 3

NIHR Journals Library www.journalslibrary.nihr.ac.uk

162



Appendix 4 Bradford Respite and Intermediate
Care Support Service case study: discharge
to assess

Needs (at point of discharge)

Jason (name has been changed) is aged 49 years and has had a 10-week hospital admission as a result
of a seizure requiring intensive care and intubation. Jason was ‘self-neglecting’ prior to his admission.
He could not return home because his rented property was in an unfit state and an eviction notice
had been served. At the point of discharge, Jason’s needs were as follows.

Health

l Had suffered a hypoxic brain injury. There is a query regarding his decision-making capacity
(because of his age he does not meet the criteria for memory clinic assessment).

l Has diabetes and is forgetful and unable to manage own medications, including insulin. He often
refuses to eat. He is having frequent hypoglycaemic episodes and also some high blood glucose
levels. He is unaware of the symptoms of hypoglycaemia and is unable to look after himself in this
situation. This can be life-threatening.

l He has a mild learning disability.

Co-existing mental health and substance misuse

l Has a complex mental health history, including past episodes of psychosis. Hears voices episodically
and these are usually telling him to harm himself.

l Has a history of drug and alcohol misuse. There have been numerous occasions where he has
had periods of being heavily intoxicated. This has then had a significant impact on his ability
to self-care, including taking vital medication such as insulin. He has also been associated
with antisocial behaviour and disturbances to other residents of accommodation services such
as hostels.

Care and support needs

l Safeguarding concerns. Neighbours were financially abusing Jason.
l Self-neglect of personal care. Occasional urinary and bowel incontinence.
l Cannot maintain a habitable home environment without support.
l Has difficulties reading and writing and engaging in work, employment and education.
l Is unable to use public transport (make use of community facilities, including GP access) because of

being unable to read numbers and letters and has no sense of direction unless he is accompanied
by staff.

Housing problem

l Is homeless.
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Outcomes

Care planning outcomes to be achieved through Bradford Respite and Intermediate Care
Support Service stay

l Improve self-management of diabetes (including medication).
l Maintain personal hygiene/address self-neglect.
l Make use of necessary facilities (e.g. attend hospital appointments).
l Address co-existing mental health/substance misuse.
l Develop family relationships (with children).
l Maintain habitable home environment (including benefits and money management).

Multidisciplinary working co-ordinated through Bradford Respite and Intermediate Care
Support Service

Pre discharge

l Pathway nurse issues assessment notice to adult social care.
l Initial Care Act 201489 and occupational therapy assessment carried out.

Weeks 1–6 post discharge

l Ongoing day-to-day assessments by a Pathway nurse and Bradford Respite and Intermediate Care
Support Service (BRICSS) staff plus a weekly review/ward round at BRICSS led by a Pathway GP.

l Insulin administered and blood sugars monitored twice per day by district nurses.
l BRICSS staff prompt Jason to take his other medication four times per day. BRICSS have organised

for this to be put into a dosset box and for repeat prescriptions to be automatically ordered and
delivered to scheme. Medication is kept locked in a medication safe to prevent accidental overdose.

l Following discharge from hospital, Jason was provided with 6 weeks’ free reablement support
(with care workers visiting the BRICSS facility twice per day).

l BRICSS staff complement the reablement package by providing support with shopping, paying bills,
attending appointments, medication, opening and reading post, and encouraging Jason to undertake
activities and engage in community/social life.

Weeks 7+ (total length of stay at Bradford Respite and Intermediate Care Support
Service = 8 months)

l Reablement care workers struggle to work with Jason who continues to refuse care. Addressing
self-neglect remains a challenge for staff.

l Allocation of a community social worker and new Care Act 201489 assessment completed.
Social worker considers extra care housing the most suitable option because of Jason’s care and
support needs.

l Reablement team withdraw/transition to private domiciliary care provider until a place in an extra
care facility can be found. As these facilities are often restricted to those aged > 55 years, Jason
effectively becomes delayed in BRICSS for > 6 months until a place can be sourced.

l Before the move takes place, Jason suffers a stroke and is admitted to hospital.
l On leaving hospital, he spends a short time in another intermediate care facility (because of his

need for 24-hour nursing care) before moving in to an extra care flat with 24-hour care on site.
Jason loves his new home and enjoys the company of the older people who live there. He does not
mind being the youngest resident!
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Appendix 5 ICD-10 codes used to define
underlying causes of death due to alcohol,
drugs or suicide

This appendix contains material reproduced with permission from ONS,164 which contains public
sector information licensed under the Open Government Licence v3.0.

The codes used in this section are based on this recent ONS analysis.164

ICD-10 codes

TABLE 28 ICD-10 codes used to define underlying causes of death due to alcohol,
drugs or suicide

Description ICD-10 code97

Intentional self-harm X60–X84

Injury/poisoning of undetermined intent Y10–Y34

Sequelae of intentional self-harm/event of undetermined intent Y87.0/Y87.2

TABLE 29 ICD-10 codes used to define deaths related to drug poisoning

Description ICD-10 code

Mental and behavioural disorders due to drug use (excluding
alcohol and tobacco)

F11–F16, F18–F19

Accidental poisoning by drugs, medicaments and biological
substances

X40–X44

Intentional self-poisoning by drugs, medicaments and biological
substances

X60–X64

Assault by drugs, medicaments and biological substances X85

Poisoning by drugs, medicaments and biological substances,
undetermined intent

Y10–Y14
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TABLE 30 National statistics definition of alcohol-specific deaths

Description of condition ICD-10 code

Alcohol-induced pseudo-Cushing’s syndrome E24.4

Mental and behavioural disorders due to use of alcohol F10

Degeneration of nervous system due to alcohol G31.2

Alcoholic polyneuropathy G62.1

Alcoholic myopathy G72.1

Alcoholic cardiomyopathy I42.6

Alcoholic gastritis K29.2

Alcoholic liver disease K70

Alcohol-induced acute pancreatitis K85.2

Alcohol induced chronic pancreatitis K86.0

Fetal induced alcohol syndrome (dysmorphic) Q86.0

Excess alcohol blood levels R78.0

Accidental poisoning by and exposure to alcohol X45

Intentional self-poisoning by and exposure to alcohol X65

Poisoning by and exposure to alcohol, undetermined intent Y15
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Appendix 6 ICD-10 codes used to classify
underlying causes of death groups in Figure 7

This appendix contains material reproduced with permission from ONS,164 which contains public
sector information licensed under the Open Government Licence v3.0.

The codes used in this section are based on this recent ONS analysis.164

TABLE 31 ICD-10 codes used to classify underlying causes of death groups in Figure 7

ICD-10 code ICD-10 subchapter grouping ICD-10 subchapter97

V01–X59 Accidents Accidents

X60–X84 Suicides Intentional self-harm

Y09–Y34 Event of undetermined intent

K70–K77 Diseases of liver Diseases of liver

I20–I25 Ischaemic heart diseases Ischaemic heart diseases

C00–C97 Malignant neoplasms Malignant neoplasms

J09–J18 Influenza and pneumonia Influenza and pneumonia

I30–I52 Other forms of heart disease Other forms of heart disease

R95–R99 Unknown Ill-defined and unknown causes of mortality

U50–U50 Deaths from unknown and unspecified causes

F10–F19 Mental and behavioural disorders due
to psychoactive substance use

Mental and behavioural disorders due to
psychoactive substance use

J40–J47 Chronic lower respiratory diseases Chronic lower respiratory diseases
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Appendix 7 Questionnaire baseline
(time point 1)

BASELINE QUESTIONNAIRE - Homeless Health Discharge                                         ID 
number:
(to be completed by discharge  coordinator/manager/research assistant) 
PART A – SERVICE USER INFORMATION 

Date interviewed:  First name: Surname: 

Middle name(s): Sex:   Male     Female  
 Date of birth: ___/____/________ 

Full address:  
 
Post code: 

Telephone number (home): 
 
Mobile number:  

Where were you born?                In the UK                                                                              North America & 
Oceania             
Western Europe (non UK)        Eastern Europe             Central Europe        Sub Saharan Africa      North 
Africa                                
Latin America & Caribbean     East Mediterranean      East Asia & Pacif ic         South East Asia         South 
Asia  

Ethnicity:   White         Black – Caribbean           Black – African          Black – other     
                    Indian         Pakistani      Bangladeshi        Chinese          Mixed/other                
 

Registered with GP: No         Yes local GP       Yes not local GP  
 
In the last year, how many times has the individual received the following assistance?   
A&E  1 2 3 4 5 6 7 8 9 10  
Hospital outpatient clinic   1 2 3 4 5 6 7 8 9 10  
Hospitalisation (apart from 
current episode) 1 2 3 4 5 6 7 8 9 10  

GP visits 1 2 3 4 5 6 7 8 9 10  

 

Date of admission:  Admitting diagnosis:  
 

Date of discharge:   

  Current symptoms: 
 Unexplained weight loss  
 Fever / Night sweats 
 Coughing > 3 weeks 
 Coughing up blood 

(1/52) 
 None 

Previously tested for: 
TB        Yes    No   
Unsure   
HIV       Yes   No   
Unsure  
Hep B  Yes    No   
Unsure   
Hep C  Yes    No   
Unsure   

Results: 
Pos    Neg   Unsure 

  
Pos     Neg   Unsure 

 
Pos     Neg    Unsure 

  
Pos     Neg   Unsure 

 

If positive treated? 
Yes   No   Unsure 

  
Yes   No   Unsure 

  
Yes   No    Unsure 

  
Yes   No   Unsure 

 

Ever vaccinated for Hep B?             Yes      No   Unsure   how many times: 

Do you smoke cigarettes?             Yes     No                If YES, how many per day? 

     (>20)    1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 
           

For how long?        <5 years           6-10 years         11-20 years           >20 years    

Have you or a health worker ever been concerned about your drinking or suggested you cut down?       Yes 
      No              
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Prison: in the last year have you ever:
Been in prison? Yes      No   
How many times has the person had contact with the following police/crime 
services? 
Arrests by police  1 2 3 4 5 6 7 8 9 10 If more please specify : …… 
Nights in prison  1 2 3 4 5 6 7 8 9 10 If more please specify : …… 
Magistrate court attendance 1 2 3 4 5 6 7 8 9 10 If more please specify : …… 
Crown court attendance 1 2 3 4 5 6 7 8 9 10 If more please specify : …… 
Nights in police custody 1 2 3 4 5 6 7 8 9 10 If more please specify : …… 
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Mental Health: in the last year, how many times has the person received the following assistance? 

Mental health hospital admissions 1 2 3 4 5 6 7 8 9 10 Total number of nights ……………
Mental health community provision 1 2 3 4 5 6 7 8 9 10 
Local authority funded care home for 
people with mental health problems 1 2 3 4 5 6 7 8 9 10 Total number of nights ……………

Local authority funded  day care for 
people with mental health problems 1 2 3 4 5 6 7 8 9 10 

Drug use:  has the person ever:

Injected heroin?  No Yes (< 1 yr) 1 2 3 4 5 6 7 8 9 10 (> 10 yrs) 

Injected crack/cocaine?  No Yes (< 1 yr) 1 2 3 4 5 6 7 8 9 10 (> 10 yrs) 

Smoked heroin?  No Yes (< 1 yr) 1 2 3 4 5 6 7 8 9 10 (> 10 yrs) 

Smoked crack/cocaine?  No Yes (< 1 yr) 1 2 3 4 5 6 7 8 9 10 (> 10 yrs) 

Shared needles?      No Yes 1 2 3 4 5 6 7 8 9 10 (>10 times)

In the last year,
For how many weeks has the individual been
receiving substitute prescriptions (e.g. methadone)?  No Yes

:
1 2 3 4 5 6 7 8 9 10 More: 

………….
How many one-to-one contacts has the person had 
with a drug/alcohol treatment team?  No Yes

:
1 2 3 4 5 6 7 8 9 10 

More: 
………….

How many group sessions has the person had with
a drug/alcohol treatment team?  No Yes

:
1 2 3 4 5 6 7 8 9 10 

More: 
………….

How many nights has the person spent in detox and 
rehab centre?  No Yes

:
1 2 3 4 5 6 7 8 9 10 

More: 
………….

Housing: Please indicate the number of nights that in the last year the person has spent in the following accommodation types:

Slept rough         No  Yes No. of nights…………………………..

Lived in a hostel                 No  Yes No. of nights…………………………..
Lived in a squat or on 
someone’s floor or sofa?

 No  Yes No. of nights…………………………..

Own social tenancy  No  Yes No. of nights…………………………..
Own private rented sector
tenancy

 No  Yes No. of nights…………………………..

Room in shared private rented
sector property 

 No  Yes No. of nights…………………………..
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Social care: in the last year, how many times has the person received the following assistance? 

A social  care assessment  No  Yes  No. of times ………………………….. 
A consultation with a social 
worker  No  Yes  No. of times………………………….. 

Care Home  No  Yes  No. of nights………………………….. 
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Employment:  In the last year, 
 
Did you lose any work income as a result of your admission to hospital?  

 
Yes    No   Not applicable  

 
If yes, can you estimate how much? .................................................... 
 
Did you miss time from paid or unpaid work as a result of your admission to hospital? 
 

Yes    No   Not applicable  
 
If yes, how much time did you miss from work? ............................................... 
 

PART B – PATIENT SATISFACTION WITH SERVICE DELIVERY 
 

 
How much do you agree or disagree with the following statement: 
 
I am satisfied with the way my discharge from hospital has been managed  
 

 Strongly agree 
 Agree 
 Neither agree nor disagree 
 Disagree 
 Strongly disagree 
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Appendix 8 Questionnaire follow-up
(time point 2)

 

FOLLOW UP QUESTIONNAIRE - Homeless Health Discharge                                     ID 
number:  
(to be completed by discharge coordinator/manager/research assistant)           
PART A – SERVICE USER INFORMATION 

Date interviewed:  First name: Surname: 

Middle name(s): Sex:   Male     Female  
 Date of birth: ___/____/________ 

Full address:  
 
Post code: 

Telephone number (home): 
 
Mobile number:  

 

Registered with GP: No         Yes local GP       Yes not local GP  
 
In the last three months, how many times has the individual received the following assistance?   
A&E  1 2 3 4 5 6 7 8 9 10  
Hospital outpatient clinic   1 2 3 4 5 6 7 8 9 10  
Hospitalisation  1 2 3 4 5 6 7 8 9 10  
GP visits 1 2 3 4 5 6 7 8 9 10  

 

  

Do you smoke cigarettes?             Yes     No                If YES, how many per day? 
     (>20)    1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 
           

For how long?        <5 years           6-10 years         11-20 years           >20 years    

Have you or a health worker ever been concerned about your drinking or suggested you cut down?       Yes 
      No              

Prison: in the last three months have you ever:           
Been in prison? Yes      No   
How many times has the person had contact with the following 
police/crime services? 
Arrests by police  1 2 3 4 5 6 7 8 9 10 If more please specify : …… 
Nights in prison  1 2 3 4 5 6 7 8 9 10 If more please specify : …… 
Magistrate court attendance 1 2 3 4 5 6 7 8 9 10 If more please specify : …… 
Crown court attendance 1 2 3 4 5 6 7 8 9 10 If more please specify : …… 
Nights in police custody 1 2 3 4 5 6 7 8 9 10 If more please specify : …… 
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Mental Health: in the last three months, how many times has the person received the following assistance?

Mental health hospital 
admissions 1 2 3 4 5 6 7 8 9 10 

Total number of nights ……………

Mental health community
provision 1 2 3 4 5 6 7 8 9 10 

Local authority funded care
home for people with mental 
health problems

1 2 3 4 5 6 7 8 9 10 
Total number of nights ……………

Local authority funded day 
care for people with mental
health problems

1 2 3 4 5 6 7 8 9 10 

Drug use:  in the last three 
months have you ever:

Injected heroin?  No Yes (< 1 yr) 1 2 3 4 5 6 7 8 9 10 (> 10 yrs) 

Injected crack/cocaine?  No Yes (< 1 yr) 1 2 3 4 5 6 7 8 9 10 (> 10 yrs) 

Smoked heroin?  No Yes (< 1 yr) 1 2 3 4 5 6 7 8 9 10 (> 10 yrs) 

Smoked crack/cocaine?  No Yes (< 1 yr) 1 2 3 4 5 6 7 8 9 10 (> 10 yrs) 

Shared needles?      No Yes 1 2 3 4 5 6 7 8 9 10 (>10 times)

In the last three months,
For how many weeks has the individual 
been receiving substitute prescriptions 
(e.g. methadone)?

 No Yes
: 1 2 3 4 5 6 7 8 9 10 

More:
………….

How many one-to-one contacts has the 
person had with a drug/alcohol treatment 
team?

 No Yes
: 1 2 3 4 5 6 7 8 9 10 

More: 
………….

How many group sessions has the person 
had with a drug/alcohol treatment team?  No Yes

:
1 2 3 4 5 6 7 8 9 10 

More: 
………….

How many nights has the person spent in
detox and rehab centre?  No Yes

:
1 2 3 4 5 6 7 8 9 10 

More: 
………….

Housing: Please indicate the number of nights that in the last three months the person has spent in the following 
accommodation types:

Slept rough          No  Yes No. of nights…………………………..

Lived in a hostel                 No  Yes No. of nights…………………………..

Lived in a squat or on 
someone’s floor or sofa?

 No  Yes No. of nights…………………………..
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Own social tenancy  No  Yes No. of nights…………………………..

Own private rented
sector tenancy

 No  Yes No. of nights…………………………..

Room in shared private 
rented sector property

 No  Yes No. of nights…………………………..

EMPLOYMENT

In the last three months: 
Did you lose any income as a result of your admission to hospital?

Yes    No   Not applicable 

If yes, can you estimate how much? ....................................................

Did you miss time from paid or unpaid work as a result of your admission to hospital?

Yes    No   Not applicable 

If yes, how much time did you miss from work? ...............................................

Social care: in the last three months, how many times has the person received the following assistance? 

A social  care assessment  No  Yes No. of times …………………………..

A consultation with a 
social worker

 No  Yes No. of times…………………………..

Care Home  No  Yes No. of nights…………………………..
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Employment:  In the last three months,  
 
Did you lose any work income as a result of your admission to hospital?  

 
Yes    No   Not applicable  

 
If yes, can you estimate how much? .................................................... 
 
Did you miss time from paid or unpaid work as a result of your admission to hospital? 
 

Yes    No   Not applicable  
 
If yes, how much time did you miss from work? ............................................... 
 
 

PART B – PATIENT SATISFACTION WITH SERVICE DELIVERY 
 

 
 
How much do you agree or disagree with the following statement: 
 
 
I am satisfied with the way my discharge from hospital has been managed  
 

 Strongly agree 
 Agree 
 Neither agree nor disagree 
 Disagree 
 Strongly disagree 
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Appendix 9 Economic evaluation:
significant protocol changes

The economic evaluation departed significantly from that outlined in the original protocol. In this
section, we explain what necessitated this change.

Delays due to waiting for Health Research Authority approval

The economic literature review was not planned in the original protocol. However, this study, and many
others, experienced significant delays at commencement due to the launch of the Health Research
Authority and changes to the procedures for securing ethics approvals. It was agreed with NIHR
that to make good use of this time we would undertake a review of the published economic evidence
for the effectiveness and cost-effectiveness of the 52 HHDSs (and other schemes). As noted earlier,
there was an extensive ‘grey literature’, comprising many local evaluations, some of which included
economic evidence.

Enabling interrogation of an additional mechanism resource

In the original protocol, we set out to compare the effectiveness and cost-effectiveness of:

l standard compared with specialist care
l HHDSs that were clinically led (multidisciplinary) compared with those that were housing

led (uniprofessional).

Having completed the main literature synthesis (some 6 months after the study began), we developed
our original realist hypothesis to capture new evidence about the importance of HHDSs having
direct access to ‘step-down’ intermediate care. To enable us to interrogate this revised theory, we
introduced a further comparative element across the evaluation to establish the effectiveness and
cost-effectiveness of:

l HHDSs with access to ‘step-down’ care compared with those with no direct access to ‘step-down’ care.

Compensating for the lack of EQ-5D completions

In the original protocol, we planned to collect (unconsented) information on patients from 20 HHDSs
and to link this to HES data. As described in Chapter 4, this data linkage worked well. Although only
17 HHDSs were recruited, the overall sample size was large enough to compensate for this. We used
these data to feed into the economic evaluation, employing a single modelling technique, as planned in
the original protocol. The findings from the economic analysis of linked HES data for 17 HHDSs were
described in Chapter 5.

However, in addition to collecting the linked HES data from 17 HHDSs, we also planned more in-depth
economic analysis in four of the HHDS case study sites recruited for the qualitative fieldwork. The plan
was that staff in the HHDSs in these sites would complete a questionnaire (encompassing EQ-5D data)
with every patient at the point of discharge from hospital (T1) and then again at the 3-month follow-up
(T2) (copies of the T1 and T2 questionnaires are provided in Appendix 7). However, the HHDSs did not have
the capacity to incorporate this research work as part of their routine monitoring (as we had anticipated),
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with the consequence that only one HHDS delivered sufficient questionnaires at T1 and T2. This left us
significantly short of the target (n = 372) that was needed for statistical significance. To compensate for
this, we introduced a new focus for economic study (part 3).

In part 3, we shifted the ‘lens’ or ‘evaluative gaze’ from scheme typology to the study of three ‘out-of-
hospital’ care configurations. That is, moving beyond a binary comparative analysis (e.g. clinically led vs.
housing led) to explore the interplay between different mechanism–resource combinations in different
local (geographical) contexts, each with differential access to housing and services.

Configuration 1
A multidisciplinary ‘clinically led’ (homeless health-care team) scheme that offers patient in-reach and
specialist discharge co-ordination, with no direct access to ‘step-down’ intermediate care. Here, support
for the patient usually ends at the point of exit from the acute sector (hospital). Two examples of this
configuration were considered, one situated in a city and one in a seaside resort in the south of England.

Data source
A research team member had recently completed a RCT of two homeless health-care teams, employing
EQ-5D data at two time points. We were able to draw on these EQ-5D data, which conferred access to
206 T1 completions and 56 T2 completions (at 6 weeks post discharge).

Configuration 2
In this site, two HHDSs work together in an integrated way. The configuration studied here comprised
a clinically led (homeless health-care) team that offered patient in-reach and discharge co-ordination.
This site had access to a 14-bed residential facility that offered step-down intermediate care. The
hospital-based homeless health-care team provided ‘clinical in-reach’ into the residential intermediate
care facility, ensuring continuity of multidisciplinary support for patients. The HHDSs are based in an
old industrial city in the north of England.

Data source
In this fieldwork site, we were able to meet the target for EQ-5D questionnaire completions. Here, we
were able to access 64 completions at T1 and 54 at T2 (at 3 months post discharge).

Configuration 3
This site contained a single housing-led HHDS in which a small team of housing support workers
visited the hospital to provide patient in-reach and discharge co-ordination. The housing workers
then continued to support patients in the community (offering floating support) until longer-term
services were in place and working well (i.e. community ‘step-down’ intermediate care). Although a
uniprofessional scheme, it had access to a multidisciplinary clinically led homeless health-care team
based at the hospital. The HHDS is based in an old industrial city in the Midlands.

Data source
This site worked with the research team in the pilot phase of the study and was collecting EQ-5Ds as
part of its own routine monitoring and review procedures. From this site, we were able to access 84
completions at T1 and 84 at T2 (at 3 months post discharge).

In total, drawing on these different data sources, we were able to access a total of 354 EQ-5D
completions at T1 and 248 at T2. This was sufficient to enable us to carry out a range of
modelling techniques.

We acknowledge, however, that it was by chance (rather than purposeful selection) that the HHDSs
conferring access to the EQ-5D data were such that they enabled the comparative study of three
very different out-of-hospital care systems. On the one hand, by moving beyond binary comparisons
(clinically led vs. housing led) to consider the interplay between multiple resource mechanisms in

APPENDIX 9

NIHR Journals Library www.journalslibrary.nihr.ac.uk

180



different contexts, this pragmatic approach afforded, what we believe to be, a more in-depth and
nuanced interrogation of the realist hypothesis than was originally planned. On the other hand, there
are limitations in making comparisons where the data source is not uniform across all sites and where
(geographical) contexts are very different and cannot be controlled for.

More details of the protocol changes are presented in Appendix 10.

DOI: 10.3310/hsdr09170 Health Services and Delivery Research 2021 Vol. 9 No. 17

Copyright © 2021 Cornes et al. This work was produced by Cornes 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 adaption 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.

181





Appendix 10 Economic analysis plan for
the study: original and revised analyses
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TABLE 32 Economic analysis plan for the study: original and revised analyses

Economic analysis plan Original plan Main challenges Revised plan Source of data

Primary analyses using
linked HES data

The original plan took a NHS
perspective, with use of resources
based on the linked HES data analysis
and outcomes based on morbidity and
mortality data. Service user outcomes
of clinically- and housing-led HHDSs
were to be compared, along with
standard vs. specialist. Cost estimates
were calculated using national NHS
tariff data, and included length of
hospital stay, emergency admissions,
and fixed and variable costs estimates
for each of the HHDS services

Delays in securing ethics
approvals and data from
NHS Digital

Economic model 1

The revised model allowed for an
estimate of the comparative cost-
effectiveness of different types of
HHDS vs. standard care (Hewett
et al.78). This model was based on
aggregate estimates derived from HES
data. It allowed us to compare the
cost-effectiveness of different types
of HHDS and introduced further
comparisons to feed into the realist
evaluation (i.e. HHDSs with and
without step-down care). Evidence
was sourced from 17 rather than 20
study sites. Measure of effectiveness
is bed-days

Plan was to use HES data, additional
data used was from the literature
review

Additional analyses using
linked HES data

The original model included a NHS
perspective and costs based on HES
data, as for the cost-effectiveness
model, but also uses outcomes based
on QALY data (i.e. primary EQ-5D
data collected through the field
work in a subgroup of HHDS users
at baseline and at the 3-month
follow-up). Data from the two types
of service were compared with each
other and homeless controls from a
wider London-based survey of 455
homeless individuals accessing F&T
screening service for tuberculosis.
QALY loss from morbidity and
mortality averted are examined. Cost
estimates were based on HES data.
Outcome data (QALYs) are calculated

See above Economic model 2

The revised model allowed us to
estimate the comparative cost–utility
of different types of HHDS vs.
standard care (Hewett et al.78). Use
of resource data for the intervention
groups were extracted from HES
data (aggregate estimates instead of
individual homeless user analyses).
Utility data were extracted from
survey data collected from local sites

The perspective adopted was NHS.
Measure of effectiveness was gain in
utility QALY. Time frame included
1- and 3-year sensitivity analysis

Intervention groups

Intervention groups were limited to
the individual sites considered for the
surveys for which we could access
QALY data

Use of resources

For each group of interest, the
analyses of the HES data provided
annual aggregate estimates for the
following variables: number of elective
readmissions per homeless user and
number of emergency readmissions
per homeless user
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Economic analysis plan Original plan Main challenges Revised plan Source of data

from EQ-5D data. Cost and
effectiveness estimates were
calculated for a 1-year follow-up
period after entering the study, with
simulations to 20 years (costs
discounted at 3.5% per annum).
A sensitivity analysis was planned to
examine uncertainties within the
cost-effectiveness and utility model to
examine the uncertainty within the
parameters used

Utility data (QALYs)

When data were collected from the
case study sites, annual estimates
were derived that analysed the
project survey (configuration 2) or
audit data (configuration 3). In case of
the pathway sites, data were sourced
from the literature (Hewett et al.78)

Control group

Homeless users receiving standard
care from Hewett et al.78

Additional analyses using
data collected from case
study sites

An additional cost–utility analysis was
to be performed using costs and
health outcome (consented) data
collected from the four in-depth
HHDS case study sites. This model
had a NHS and also a wider public
sector perspective (e.g. exploring
costs for use of social care, prison,
supported housing). The added value
of this additional economic analysis
was to estimate the cost–utility of
HHDSs from a larger public sector
perspective while incorporating
contextual information from the
realist evaluation into the economic
evaluation

Questionnaires not
completed/or insufficient
T2 questionnaires in three
out of four case study sites

Economic model 3

An additional model considered a
before-and-after analysis and allowed
to measure the cost-effectiveness
of discharge service delivery before
and after the introduction of the
intervention in the same study site(s).
Observed differences in performance
were assumed to be due to the
intervention

It was based on audit and survey
data collected as part of this project.
It allowed to compare the cost-
effectiveness of a selection of sites
and capture the larger public provider
perspective for the two sites. Measure
of utility was gain in QALY

Groups were limited to configurations
2 and 3 as only two sites were able
to provide data on the larger public
provider perspective

Data on use of resources (i.e. health
care, mental health care, drug and
alcohol treatment, housing, criminal
justice, social care, social benefits and
state pension) and utility (QALY) were
sourced from local survey and audit
data

Service delivery costs were collected
from the local sites
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