
Background to the Project: 
 

The Homeless Patient Pathway (HPP) was launched in November 2014. 
Trident Reach spearheaded the HPP in partnership with Sandwell and 
West Birmingham Hospitals Trust, Heart of England Foundation Trust, 
Midland Heart, University Hospital Birmingham Foundation Trust and 
Birmingham and Solihull Mental Health NHS Foundation Trust. 
 
The clinical team led by an experienced GP works alongside housing 
specialists to provide health and housing support and advice. The team 
worked alongside hospital trusts and other health partners to develop a 
clear pathway for all patients who access acute hospitals who are risk of 
being homeless. 

Case for Change:  
 

• National studies into homelessness have described the problem 

as a ‘silent killer’, with homeless people dying at an average age 

of 47 compared to 77 for the general population. 

• Estimates indicate that homeless people attend A&E 

departments up to six times more often than people with a 

home and stay in hospital three times as long. Currently, 70% 

are discharged back onto the street without their housing or care 

needs being properly addressed. 

• The Department of Health estimates homeless people use four 

times as many acute health services and eight times as many 

inpatient health services as the general population, costing the 

public purse around £85.6 million a year. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The Solution: 

Homeless Patient Pathway identifies those at risk of rough sleeping prior to discharge. Its team of staff includes a GP, two nurses and 
a ‘Hospital Navigator’ who leads on all referrals. They work together to assess patients, establish their needs and deliver a package of 
housing, health care and support which continues into the community after the person has left hospital. 

This includes nurses carrying out regular support home visits in the community after discharge, as well as making sure people are 
registered with a GP and dentist and accessing the health and other services they need. 

The project involves working with specialist hospital consultants, housing providers and agencies such as social services, the alcohol 
advice service Aquarius and specialist mental health service RAID (Rapid Assessment, Interface and Discharge). 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Impact: 

The multi-disciplinary scheme is the only one of its kind in the West 

Midlands, unique in combining clinical services with housing support. 

• Reducing length of stay in hospital: In the first six months of the 

pathway over 180 patients experiencing homelessness were safely 

discharged to suitable accommodation, as well as being supported 

to better manage their health once out in the community. This has 

reduced the average length of stay in hospital by 3.2 days per 

person. It ensures patients ready to be discharged have somewhere 

to live and a full package of health and social care support after they 

leave hospital. 

• Best use of resources and generating savings: A recent ‘social value’ 

report into the project concludes that it has saved the public purse 

£541,483 – a ‘social value’ return of £8.80 per £1 invested through 

reduced pressure on health services, the justice system and welfare 

benefits, plus the increased contribution to the local community 

through homeless people finding employment and voluntary work. 

• Avoiding readmissions: 80% of people helped have not been re-

admitted to hospital, 10% have since gained employment and 10% 

are doing voluntary work. It says individuals helped by the project 

were keen to improve their skills to enable them to find work 

• The pathway’s ground-breaking work has recently been 

acknowledged when they won a GP Enterprise Award in the Caring 

for Vulnerable Groups Category in 2014. 
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Contact: england.serviceredesign@nhs.net 

 

From left to right: Homeless Pathway Navigator Suwen James, Clinical lead for 
Homeless Patient Pathway, Dr Muninder Lotay,  and Lead Nurse, Helen Taylor 


