Health and
homelessness

NHS Health Scotland is a national Health Board working with
and through public, private and third sector organisations
to reduce health inequalities and improve health. We are
committed to working with others and we provide a range
of services to help our stakeholders take the action required
to reduce health inequalities and improve health.

Key messages
• A secure nurturing environment is a key component of wellbeing for
individuals, families and children.
• Being homeless is much more than just being out on the street. Only a small
proportion of homeless people sleep rough.
• All those assessed as being unintentionally homeless in Scotland are entitled
to settled accommodation and the main reasons for homelessness include
relationship breakdown and being asked to leave the home.
• Around 10,000 homeless households are in temporary accommodation in
Scotland, mainly waiting for appropriate settled accommodation. Others may
stay on friends’ floors or with family, sometimes in precarious arrangements.
• Homelessness can happen to anyone at any stage in their life and often
appears very late, following contact with non-housing services such as mental
health, substance misuse and criminal justice.
• While many people who are homeless or at risk of homelessness have
significant complex needs, it is important to recognise that many don’t. When
people first become homeless, providing the right help, or access to the right
resources (work, housing, income or access to specialist support), would allow
them to quickly exit homelessness and continue with their lives.
• Every opportunity must be taken for its prevention by better understanding
the routes and key transition points into and out of homelessness.
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A series of briefings to promote action to reduce health inequalities.

Key actions
• Health services (especially primary care) and other frontline services can play a powerful
role in early detection and prevention of homelessness. Those responsible for training
and developing the workforce should give support to those who need it (e.g. GPs,
health visitors, housing officers) to identify routes and early risk factors that can lead into
homelessness and provide opportunities to intervene.
• Those providing homelessness-related services (e.g. NHS, local authorities, local housing
associations) should plan for, commission and implement evidence-based models of
delivery and care, including ‘psychologically informed services’ and ‘Housing First’ (see p. 6).
• The public, private and third sectors should maximise the connections between housing,
health (including oral health) and social care to ensure those individuals and families
affected by homelessness are supported by all necessary agencies in new and evidenceinformed ways. Connections should include referral pathways, prevention protocols and
partnership working where possible.

What is this briefing about?
This is the sixth in a series of inequality briefings. It focuses on the issues around health and
homelessness. It addresses the impact that homelessness can have on health and wellbeing and
suggests opportunities for early intervention to prevent it. The intent is that this work becomes
a systemwide movement to ‘restore a public health response to homelessness in Scotland’. It is
based on work undertaken on behalf of the Scottish Public Health Network (ScotPHN).1

What are health inequalities?
Health inequalities are the unfair and avoidable differences in people’s health across social
groups and between different population groups.
They represent thousands of unnecessary premature deaths every year in Scotland. For
example, for men in the most deprived areas, health inequalities mean nearly 25 fewer years
spent in ‘good health’ than men in the least deprived areas. This is 22 years for women.
Health inequalities are caused, in part, by inequalities in income, power and wealth across the
population. The first briefing2 in this series provides more information on health inequalities
and the broad range of actions that can be taken to reduce them.

The scale of the problem in Scotland
Official Scottish Government data show that 34,662 homeless applications were made in
Scotland in 2015–2016 and of these 28,226 were assessed as being homeless. A Scottish
Government report3 states: ‘Being homeless doesn’t mean not having a roof over your
head or being out on the street. Only a tiny proportion of homeless people sleep rough.
Many stay on friends’ floors or with family, sometimes in precarious arrangements. Under
the Housing (Scotland) Act 1987, a person should be treated as homeless even if they have
accommodation, if it would not be reasonable for the person to continue to stay there’. This
includes if the person would not be safe if they continued to stay there, they do not have a
lease or title to the property and if it is insecure.
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Homeless people, and in particular those who sleep rough, have a much higher risk of
death (from a range of causes) than the general population.5 Many of the health conditions
that homeless people develop in their 40s and 50s are more commonly seen in people who
are decades older.6
Violence, such as injuries and assaults, are also a threat to the physical and mental health
of homeless people.7,8 Depression and suicide are higher among homeless people than
the general population. Mental ill health can be both a cause and a consequence of
homelessness, as are alcohol and drug abuse.9,10 There is also a complex relationship
between homelessness and offending. Those who have spent time in prison are more likely
to experience homelessness, however, those who do not have stable accommodation are at
higher risk of (re)offending.11

The most common health
needs of homeless
people relate to mental
ill health, alcohol
abuse and illicit drug
use, and dual diagnosis
is frequent.8,12
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Homelessness also has a negative impact on children’s health and wellbeing. While
children rarely sleep rough in the UK, homeless children in temporary accommodation
still have higher rates of acute and chronic health problems than low-income children
with homes.13
A child’s development can be damaged and delayed by disruptions to important relationships
and the failure to establish or maintain a familiar environment.14 Most street homeless people
experienced homelessness as a child, along with school or family problems. This indicates the
need to support families experiencing homelessness to avoid and break such patterns.15,16
Homeless children are therefore a particularly vulnerable group and unstable accommodation
can result in difficulties for homeless families in accessing services.17
The Scottish Government’s and Convention of Scottish Local Authorities’ (COSLA’s) guidance
on the prevention of homelessness recognises poor health as a trigger for homelessness.18 It
found that there are particular groups of the population with health and support needs who
may be at high risk of homelessness at critical transition points.

High risk of homelessness
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Also at high risk of homelessness are those who have experienced domestic abuse,
addiction, poor mental health and family break-ups.

Homelessness and complex needs
Many people who are homeless often have multiple, complex support needs which overlap
and make the problem worse (e.g. drugs, alcohol, mental health, learning difficulties and
physical health problems). As services tend focus on single ‘issues’, this group struggles to
access the mainstream service offer.
Research shows that early childhood trauma can often be at the root of ‘multiple exclusion
homelessness’,* highlighting the need to recognise this as an early sign of potential future
homelessness.
* M
 ultiple exclusion homelessness is an extreme form of social exclusion and inequality; the visible tip of a much
larger iceberg of complex disadvantage below the waterline. It is often linked to substance misuse, institutional
care (e.g. prison), domestic abuse, adverse childhood experiences and/or involvement in ‘street culture’
activities (e.g. begging and street drinking).
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People who have a history of severe childhood adversity, such as neglect, and those who
are chronically homeless, may behave in ways that mainstream services and staff can find
challenging. Those providing care can respond to such behaviour in ways that maintain
exclusion, such as discharging a person because they are not using the service in a way that
is expected. It is this complex relationship with care/authority figures and the way services
respond that can maintain exclusion, despite the best intentions from services. Developing
trusting relationships and managing emotions can be difficult for those who have experienced
complex adversity in their lives. ‘Psychologically informed’ services or environments are
intended to help staff and services understand where these challenging behaviours are
coming from, allowing staff to work more creatively and constructively with people.19

It has long been recognised that for many, homelessness is not only a housing issue.
Providing a roof is sometimes not enough to enable someone to stay in accommodation.
The right support is crucial. Without the right support, accommodation can break down,
leading to cycles of repeat homelessness.

As well as the financial costs, through the disproportionate use of certain public services,
there are also significant social costs for the individual’s family and children.
Homelessness often happens very late, following contact with non-housing services such as
mental health, substance misuse and criminal justice. This highlights that there are critical
points in a person’s journey into multiple exclusion homelessness. Therefore, there are
opportunities for services such as mental health and substance misuse to contribute to the
prevention of homelessness.

What’s the solution?
Health services need to respond with earlier detection of ‘at-risk’ individuals and families, and
identify appropriate prevention pathways.

Housing and health
professionals should
engage with schools,
educational establishments
and early years services.
Working with these services can
raise awareness and help to share
effective practice in identifying
those at risk of homelessness.20
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In addition, homeless people and those at risk come into routine and regular contact with
hospitals, therefore, hospital admission and discharge are good opportunities to get involved.
Much good work is already happening in this area which could be built on.21,22
The current change to the role of a school nurse provides a timely opportunity to make
homelessness prevention part of the school nursing service. The Scottish Government has
also made it clear that improving social justice, tackling the educational attainment gap
and establishing the critical role of a stable home in improving children’s wellbeing and life
chances are core priorities. These could have a significant impact on homelessness in Scotland.

Housing First
Housing First (a model that initially provides a relatively secure tenancy, and then combines
that with supportive treatment services in the areas of mental and physical health, substance
abuse, education and employment) is one ‘housing option’ that delivers more effective
outcomes for those with the most complex needs and who have previously experienced
difficulties in sustaining tenancies.23,24
Evaluations from the approach in Glasgow and Renfrewshire support international
evidence25 that it provides the best model to resolve homelessness in around 80% of
those with complex needs.26
By providing a stable home for people to build their lives from, along with support that
‘sticks’ with the person, those with the most complex needs are being supported to overcome
cycles of homelessness. Peer support workers are also important in helping homeless people
to get support.

Housing, health and social care
Housing has an important part to play in the outcomes that Health and Social Care
Partnerships are working towards, however, most areas of housing, including homelessness
services, may not be within the scope of the partnerships that are currently forming. While
these partnerships cannot provide all of the required services, the services that they do provide
can be agreed on an individual basis. For example, Glasgow City Council have chosen to
include homelessness within the remit of the Health and Social Care Partnership. This provides
the opportunity to include homelessness as part of frontline health and social care services.
There remains an opportunity through integration to maximise the connections between
housing, health and social care to ensure those individuals and families affected by
homelessness are supported by all necessary agencies in new and evidence-informed personcentred pathways.
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Actions to raise awareness of health and homelessness
connections
• T he Homelessness Prevention and Strategy Group, chaired by COSLA, now has a health
representative on the group. Health is a part of their work plan, with support from a
designated Directors of Public Health Champion.
• T here is now a national one-off exercise to link council homelessness data (HL1 and
PREVENT 1) with NHS data. This will create a national picture of healthcare access and
outcomes by the ‘identified’ homeless sector. These data can be used to better inform
actions, policies and service design to prevent homelessness in Scotland.
• T here is agreement that housing and homelessness data will be included in the data
collected to support health and social care integration through the Health and Social Care
Data Integration and Intelligence Project (HSCDIIP).
• H
 ealth is now invited to help shape the relevant sections (including one specifically on
health matters) for a new training toolkit to be commissioned by the Housing Options
Hubs and used as part of the ‘preventative’ housing options approach being taken
across Scotland.
• H
 ousing will be included in the forthcoming Scottish Government framework for health
and justice for offenders in the community.
• T he NHS-hosted Health and Homelessness Group has been refocused to support
implementation of the recommendations in the report Restoring the Public Health
Response to Homelessness.1
• H
 omelessness has been included in the new Chief Medical Officer letter issued to NHS
Boards in October 2015 for reporting requirements on the Health Promoting Health
Service (HPHS).
• W
 ork is underway to support the Faculty for Homeless and Inclusion Health in Scotland.
The faculty is an independent, multidisciplinary body focused on improving the health
care of homeless and other multiply excluded people. It is a membership organisation for
people involved in health care for homeless people and other excluded groups such as
gypsy/travellers, vulnerable migrants and sex workers.
• N
 HS Health Scotland has supported events to promote the key messages in the report
Restoring the Public Health Response to Homelessness in Scotland1 and to bring various
sectors together to share practice and learning. This included an event focused on remote
and rural homelessness issues.
• A
 national partners group has been formed to bring together a range of organisations and
agencies that have the potential to support Health and Social Care Partnerships achieve
their outcomes. This partnership has identified a wide range of existing and potential areas
of support such as the testing of new models of multidisciplinary working, encouraging,
enabling and supporting the use of evidence and data, and workforce training and
development. NHS Health Scotland is a member of this group and will be using it as a
means of progressing homelessness within the context of health and social care integration.
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