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The outcome of rough sleepers
with mental health problems
admitted to a psychiatric ward
ZoÃ©C. Graham, Frankie S. Salton-Cox and Peter D. White

Aimsand method To describethe outcome of rough
sleepers admitted to an acute psychiatric ward; the
professional most involved with the person was
interviewed.
Results Eleven out of 12 people admitted with a
psychosis were accommodated and in touch with
mental health servicesat follow-up (median of 21months)
compared with two out of 10people, admitted without a
psychosis,accommodated and four out of 10people in
touch with mental health services.
Clinical implications Psychiatricadmissionwith good
aftercare is worthwhile for rough sleepers with a
psychosis,even if it requiresinvoluntaryadmission.

The plight of rough sleepers has drawn much
attention from the media and politicians over
the last decade. Those rough sleepers with
mental health problems often have particular
difficulty in finding appropriate care, especially

in the inner city (Scott. 1993: Williams &
Avebury. 1995: Merson. 1996). In the City and
East London a specialist health care team has
been established with central funding. This
team, the East London Homeless Healthcare
Team (HHELP) uses people from several dis
ciplines to provide an outreach service, particu
larly to rough sleepers. Several similar teams
have been established nationally (Williams &
Avebury. 1995). Such teams sometimes request
mental health assessments with a view to
admission. What happens to such patients after
admission?

The psychiatric team on Strauss Ward, at St
Bartholomew's Hospital, works closely with

HHELP and the City of London social services
department to provide a comprehensive service.
Strauss Ward was opened in 1991 and is the first
psychiatric ward to be opened in the City of
London for several centuries. Its team provide
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street assessments and in-patient treatment for
rough sleepers living literally on their door
step. When this collaborative model was set up,
we were uncertain how useful admission would
be. particularly when involuntary. Several of
the team believed that admission would be
difficult, the psychiatric outcome poor, and
people would return to the streets soon after
discharge.

Little has been written about the effectiveness
of interventions with rough sleepers, although
the difficulties of caring for this population are
well reported. A high prevalence of severe mental
illness and frequent mobility make direct inter
viewing a time-consuming and unreliable pro
cess (Kuhlman. 1994: Marshall. 1994). One
exception to this is a study by Merson (1996) of
the experiences of another inner London multi-
disciplinary mental health team which helped
the statutory homeless, including rough sleep
ers. He reported high levels of psychiatric
morbidity (80% with a psychiatric treatment
history) and non-compliance with interventions
and follow-up (34%). Sixty-one per cent of his
sample of the homeless showed no improvement,
or had uncertain housing, after contact with the
team.

No studies have been published for acute
generic psychiatric service provision of rough
sleepers. This study followed up a consecutive
series of rough sleepers who had been admitted
to Strauss Ward since it opened. Our definition of
'sleeping rough' was that the person had slept on

the streets throughout the night before admis
sion and had no fixed place to live. We
particularly studied whether ex-patients were
still in touch with services and in accommoda
tion, two of the main challenges faced by those
providing services to this group.

could be traced who recalled the client in
sufficient detail to comment.

The interview of the professional was designed
by considering the issues emerging from a
literature review (MEDLINE and PsycLIT) and
through discussion with staff who had experi
ence of working with rough sleepers (schedule
and further data available from the authors). It
was divided into three sections. Section one
focused on the admission data (age, ethnicity,
referral process, physical and mental health
problems at admission). Section two described
the in-patient care programmes. Section three
was concerned with the outcome for each person,
as judged by the interviewed professional. This
report focuses on the outcome findings.

Findings

Demographic profile
Sixteen (73%) of the people were women and six
were men. Their ages at admission ranged from
21 to 66 years (mean age 42 years). Fifteen were
UK Caucasian, two were Irish Caucasian, one
was UK Afro-Caribbean, two were 'other' Cauca

sian, and two were unclassified. Sixteen (73%) of
the sample were single, three (13%) were married
and information for the remainder was not
recorded. The median (interquartile range (IQR))
time spent sleeping rough before admission was
3.5 (1.2-10) years. Patients were followed up for
a median (IQR) time of 21 (12-28) months. The
diagnosis as an in-patient and their mental
health act status are shown in Table 1. Most of
the people had physical illnesses which were
treated while in hospital.

The study
Twenty-two people were identified who had been
discharged between 1991 and 1995. Every
possible effort was made to ensure that this list
was complete. Professionals considered to have
the most current and personal knowledge of each
person were identified through the care pro
gramme approach documents (Department of
Health, 1990). This person was then approached
and asked to identify the most relevant profes
sional for interview.

The majority (14) of those interviewed were
social workers. Three community psychiatric
nurses and one primary care nurse were inter
viewed. In two instances, where no current
professional could be traced, a social worker
attached to the ward who recalled the person
commented on the outcome at last point of
contact. For a further two people no professional

Table 1. Mental health profile of in-patients

Diagnosis' Schizophrenia (F20) 11 (55%)
Schizo-affective disorder (F25) 1 (5%)
Personality disorder (F60) 8 (36%)

Muchausen's syndrome (F68) 4(18%)

Alcohol or substance abuse 5 (23%)
(F10/F19)

Organic brain damage (F06) 1 (5%)
Dissociative disorder (amnesia)(F44) 1 (5%)
Dementia (F03) 1 (5%)

Admissions Mental Health Act status
Sectioned 13 (59%)
Voluntary 6 (27%)
Unknown 3 (14%)

Patients with known subsequent
admissions
Psychosis 2(17%)
Other diagnoses 7 (70%)

1. Some patients had more than one diagnosis.
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Follow-up contact with psychiatric services
and accommodation
Eleven (92%) of twelve people who had had a
psychosis on admission were in touch with
generic services at the time of follow-up, com
pared to four (40%) of ten people without apsychosis (Fisher's exact test P=0.02). Eleven

(92%) of those with a psychosis had confirmed
accommodation compared to two (20%) of those
without a psychosis (Fisher's exact test P=0.002).

Interview with relevant professionals
Professional carers considered the outcome was'good' in 11 cases and 'average' in seven cases.

The most important factors thought to have
ensured a positive outcome were the qualities of
the ward staff such as their patience, flexibility
and experience with these people (n=9), con
tinuity of care between services (n=6). the
admission itself and mental health treatment
(n=6) and the cooperative and coordinated
approach between the different agencies involved
(n=5). Treatment of physical disorders (n=3) and
the involvement of a social worker (n=2) were also
mentioned.

Several suggestions to improve care were
made. The importance of an early intervention
and admission were particularly emphasised
(n=6). Other suggestions included specialised
interventions (e.g. therapy or formal cognitive
assessment) (n=4), consideration of alternative
discharge plans (n=4) and improvement of
communication between staff and agencies
(n=3). Two factors which were thought to in
crease the chances of a negative outcome were
the absence of a system to communicate quickly
between professionals and services regardingthose people with Munchausen's syndrome

(n=5) and lack of client motivation (n=2).

Comment
The most obvious finding of this study was the
better outcome for those with a psychosis,
compared to those without. This good outcome
occurred in spite of a high rate of involuntary
admission, and encourages an assertive ap
proach to rough sleepers suffering from a
psychosis (Merson, 1996). We did not find the
poor social outcome and return to rough sleeping
that some of the team feared. The corollary of this
was the poor outcome of those without a
psychosis. This is less surprising when oneconsiders that four people had Munchausen's

syndrome, who comprised an unexpectedly large
proportion of those people without a psychosis.

The people in our sample had undergone
considerable losses in their lives, which we did
not address. Other problems of working with

these people included lack of insight and
compliance, and an inability to engage in
treatment, which necessitated use of the Mental
Health Act. Use of a psychologist might enhance
engagement of people with and without a
psychosis. Psychologists may also have a role
in providing complementary interventions (Kuhl-
man. 1994).

We believed that a good outcome was also
related to multi-disciplinary team input and good
inter-agency coordination, adequate funding and
available move-on accommodation. These all
improved the confidence of the ward team that
people would be discharged from the ward
quickly after treatment, thus avoiding bed-
blocking, which was an early fear. Planning
out-patient care and accommodation as soon as
a person was admitted was necessary to avoid
long delays in discharge.
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