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Purpose of the report and policy context

This paper sets out how the Brighton & Hove health and care system is
strengthening urgent care pathways for people experiencing homelessness
and/or drug and alcohol dependency, with a focus on admission avoidance,
timely discharge and sustained community engagement. It describes current
arrangements, identifies shared system challenges and sets out agreed
actions to improve coordination, outcomes and flow across community,
mental health and housing services.

Recommendations

Health Overview & Scrutiny notes the contents of this report.

Context and background information

Urgent care in Brighton & Hove continues to experience significant
pressures, including long waits at A&E and delays in discharging people
from hospital. Some vulnerable groups are, due to the nature of their
vulnerabilities, more likely than average to seek urgent health care, more
likely to require admission to hospital, and more difficult to discharge. This is
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especially the case for the group of people with multiple and overlapping
needs, particularly homelessness, substance misuse and mental ill-health.

This is a national issue, but of particular relevance to Brighton & Hove
because the city has unusually high numbers of people with multiple needs:
for example, the local Multiple Compound Needs (MCN) programme
identified 704 people in the city experiencing homelessness who had 3 or
more compounding disadvantages. The highest compounding needs
associated with homelessness are mental health with 88% of the 704 having
mental health support needs and 77% substance misuse support needs
(more details in the appended slide deck). Brighton & Hove is an outlier in
terms of emergency department attendances associated with drug & alcohol
needs and wider multiple compound needs. The city is in the top quartile of
local authorities for drug related deaths and our 2020 MCNs Joint Strategic
Needs Assessment identified that people with three or more MCNs have 34
years less life expectancy than the average person. These data themes of
the increasing prevalence of substance use and mental health care and
support needs amongst people who are homeless are also captured in the
city council’s new homeless & rough sleeping strategy (see appended slide
deck), with one of its three strategic priorities being to provide joined-up
support with partners for people who most need help.

Following the publication of the 2020 MCNs Joint Strategic Needs
Assessment, the city’s Joint Health & Wellbeing Board agreed to make
homelessness and multiple compound needs (H&MCNS) one of its five
population health priorities. This also aligned with the three upper tier
Sussex local authorities being awarded national Changing Futures Funding
to tackle MCNs through integrated and proactive care models of delivery.
For the past three years Brighton & Hove has had national funding for a
multidisciplinary team to deliver intensive proactive care to people with
MCNSs. The team is known locally as the Changing Futures Team.

Current Services. In order both to better support vulnerable people with
MCN and to reduce pressure on the urgent care system, additional support
for people with complex needs is required. This is recognised by the local
health and care system and supported through specialist health inclusion
teams in our primary and secondary care health services. An important
contribution to the costs of these teams is made through the allocation of
circa £1m of the city’s health & care partnerships Better Care Fund.
Specialist services specific to urgent care pathways include:

Hospital In-Reach and Discharge Support

People experiencing homelessness who attend the Royal Sussex County
Hospital (RSCH) are supported through a multi-agency in-reach model
commissioned by NHS Surrey and Sussex and Brighton & Hove City
Council (BHCC). This includes ARCH Primary Care, NHS Inclusion Health
and Mental Health teams, housing officers, hospital social work, and
substance recovery leads. The pathway focuses on early identification,
coordinated discharge planning and connection to housing and community
services. (see flow chart in appended slide deck for more detail)
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Brighton & Hove Public Health commissions a drug and alcohol community
treatment system through Change Grow Live (CGL), including recovery
nurses providing emergency department (ED) and inpatient in-reach, harm
reduction, rapid assessment and onward referral into structured treatment
and community support.

As part of the specialist hospital in-reach & discharge service there are 7
intermediate care beds known as the homeless stepdown beds. These beds
are situated in the Councils New Steine Mews Hostel. Arch Healthcare are
commissioned to provide clinical nursing support and the hostel team
provide intensive housing related support around attending health
appointments and accessing services relevant to their MCNSs.

Community Intervention via Multiple Compound Needs (MCN) /
Inclusion Health Model

The Homelessness & MCN Integrated Community Team (H&MCN ICT)
brings together NHS, local authority and VCSE partners to provide intensive,
multidisciplinary care coordination and proactive community follow-up. Some
of the core objectives of the H&MCNSs ICT are to reduce preventable
presentations at A&E, and support safe and timely discharge, through
further development of integrated pro-active community care for this
population group. This model is a core enabler for urgent care improvement
and admission avoidance for people with the highest needs (see H&MCNs
ICT structure chart in in appended slide deck for more detail).

Challenges. Despite these existing assets, system partners consistently
identify challenges:

Repeat ED attendances linked to substance use, mental distress and
unstable housing, often resulting in treat-and-discharge

Variable clarity at front door on which pathway or team holds
responsibility, particularly out of hours

Complex discharge planning, where housing availability, substance use
risk and mental health needs intersect

Post-discharge follow up, community support may not feel sufficiently
intensive or coordinated

Lack of flow through specialist homeless intermediate care beds, the
seven beds are often not available as there are long-term challenges of
getting people successfully moved on from these beds when they no longer
need the intermediate clinical care

Reducing stigma and improving knowledge of the specific needs of
this population group, there is evidence that in an under-pressure hospital
system that people with MCNs sometimes experience poorer levels of
service associated with stigma around perceived ‘lifestyle’ choices. This has
been reported by Common Ambition lived experience group and through
community health professionals. The result is often that people with MCNs
are discharged without receiving additional consideration for their needs,
which often results in repeat presentations to the hospital.

Strategic Direction. To address these challenges, system partners have
agreed on an improvement goal to to reduce avoidable urgent care use and
improve outcomes for people experiencing homelessness and/or substance
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use by strengthening integrated health, care and housing pathways. Key
improvement themes are:

1. Admission Avoidance

As part of the new national neighbourhood health reform and its ‘left shift’
focus from hospital to community. Building on the learning from the national
Changing Futures Programme through the further development of the new
Multiple Compound Needs Integrated Community Team. This includes
doubling the capacity of the Changing Futures Multidisciplinary Team to
support up to 200 people a year. Focus on reducing avoidable hospital
presentations. As a partnership reviewing the current multidisciplinary
hospital in-reach model and agreeing where improvements can be made.
Earlier identification of homelessness, drug and alcohol needs at ED front
door preventing unnecessary detoxing in A&E

Rapid in-reach from ARCH, CGL and MCN teams to stabilise risk and divert
where safe.

As part of the city’s Combatting Drugs Partnership, work has started to
improve the way Mental Health & Substance Use Services work together to
support people with co-occurring mental health and substance use care and
support needs. This will include a formal protocol to ensure the right
services are available and that eligibility criteria don’t prevent people
receiving the care and support they need. The protocol will be supported
through joint commissioning of specialist co-occurring condition services
Consideration to be given to reinstating the lived experience training that
Common Ambition has delivered to junior hospital doctors to improve their
understanding of the specific needs of people who are homeless and/or
have multiple compound needs

2. Improved Discharge and Flow

Clear ownership of discharge coordination for people with no fixed abode
Stronger alignment between hospital teams and Homelessness and MCN
ICT (Housing, Changing Futures and community and mental health inclusion
services.)

Further development of the intermediate care beds at New Steine Mews

Hostel to improve flow through the beds
Access to Housing support-Hospital HPO

Analysis and consideration of alternative options
Not applicable to this report for information.
Community engagement and consultation

None for this information report.

Financial implications

None identified for this information report.



Name of finance officer consulted: Ishemupenya Chagonda Date
consulted: 13/04/26

7. Legal implications

7.1 No direct legal implications have been identified as arising from this for-
noting report.

Name of lawyer consulted: Victoria Simpson  Date consulted: 13/04/26

8. Risk implications

8.1 A dysfunctional urgent care system poses significant risks for the health of
local residents as well as potentially impacting on the city’s economy and
reputation. Measures being taken to reduce pressure on the urgent care
system by providing additional support for groups of people with complex
needs are a key mechanism for managing this risk.

9. Equalities implications

9.1 None directly for this information report. Members may wish to explore the
degree to which people with protected characteristics are more likely than
average to present for urgent care or require specific support in order to
move smoothly along the urgent care pathway, and the degree to which this
is recognised and addressed in current services and improvement planning.

10.  Sustainability implications

10.1 None identified.

10. Health and Wellbeing Implications:

10.1 The report describes initiatives which are designed to improve the health
and wellbeing of some of our most vulnerable people in addition to reducing
general pressures on urgent care.

Other Implications

11. Procurement implications

11.1 none identified.

12. Crime & disorder implications:

12.1 None identified.

13. Conclusion



13.1 Members are asked to note the work being done across the health and care
system to reduce pressures on urgent care by identifying and providing
additional support to people with complex needs.

Appendices

1. Slides on urgent care pathways for homelessness and for drugs and alcohol
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