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Foreword

We are at a turning point in the long and proud history of our National Health Service.
Described as ‘broken’ by the Secretary of State, there is a clear choice in how the
Government restores when developing its 10-year Plan. This choice is between the
continued, widespread exclusion of people facing severe deprivation from care, or rebuilding
the NHS inclusively, slanting effort and resources towards those people in inclusion health

groups, whose needs are among the most complex and severe in our country.

Pathway is publishing these policy papers to inform this choice. Drawing on the expertise of
some of our Pathway Fellows and Faculty members, as well as our colleagues with lived
experience, we offer to shine a light on what is possible and to offer thoughts and actionable
ideas for change. We invite Ministers to take these ideas and the problems they are

designed to solve into account when shaping the 10-year Plan.

The challenges described in the papers echo those seen every day by our Pathway hospital
teams. Patients who could have received help earlier only receiving it at crisis point, wasting
human potential and precious resources. The desperate challenges people face accessing
help for combined mental health and substance use problem. The failure of our housing

system to provide safe places to recover from illness and to stay well.

It is not like this everywhere, however, and it does not have to be like this forever. The
papers point to evidence of what works in health and care services to meet the needs of
people in inclusion health groups, as well as beacons of good practice around the country.
Together, they show how choices could be made within the NHS to reverse the inverse care
law, tilting time and resource towards those who need it most. Prevention is a strong theme
throughout, showing how people's problems can and should be addressed before they spiral

out of control.

The benefits of action go far beyond health - meeting people’s health needs unlocks other
gains, addressing underlying risks of homelessness in particular, enabling people to live well

and for longer, as the Government wants to see us all do.

| am very grateful to our Pathway Fellows and other experts who have made time, often in
the midst of busy clinical and frontline jobs, to share their thoughts and expertise in these
papers. Britain led the world with the establishment of the NHS more than 70 years ago. As
we write the next chapter of its history, let's make care and compassion for those who need

them most central to its mission.



What is inclusion health?

Inclusion health is a growing field of research, activism, clinical practice, and care devoted to
improving health and social outcomes for the most excluded groups in society. Although
much early impetus focussed on improving health services for people experiencing
homelessness, over the last 15 years the concept of inclusion health has expanded to cover
a range of groups where extreme social and economic exclusion creates extreme health

risks and health harms.

The degree of risk and harm observed in inclusion health groups falls far below even the
depressing ‘normal’ range of health inequalities in British society. Disease prevalence rates
can be up to 50 times higher than in the general population and mortality gaps between
inclusion health groups and the average can be 30 or 40 years. Inclusion health groups can
be defined by this observed extreme distance from the general population in terms of health

status.

People in inclusion health groups include people experiencing homelessness, Gypsy, Roma
and Traveller people, people engaged in sex work, vulnerable migrants and people in
contact with the Criminal Justice System. There is a strong body of evidence of what works
to improve health and care for these groups: NICE published guidance on homelessness in
2022 and NHS England produced a national inclusion health framework in 2023, but there is
an ‘implementation gap’. The good practice evidence is available but all too often that

evidence is ignored or only followed spasmodically.



Introduction

According to the Museum of Homelessness, at least 1474 people died whilst homeless in

the UK in 2023, at least one precious life lost every six hours?.

In the same period, drug related deaths increased by 11% from the previous year, the
highest number since records began?. Although challenging to confidently quantify, studies
have also indicated that sex workers are 12 times more likely to die by homicide®, with 90%
of sex workers reporting violent victimisation whilst working®. Yet more research indicates
that Gypsy, Roma and Traveller communities face a suicide rate six times higher than the
general population®. Although there is not yet any official analysis into the deaths of
vulnerable migrants, the Asylum Seeker Memorial® has pointed to safeguarding failures in
over 40 deaths since 2017. These headline statistics tell a partial but nonetheless stark story
of the consequences of nearly fifteen years of hostile policy making on the lives of inclusion
health populations. There is an urgent need for the new government to turn this tide and take

action to prevent future harm.

Safeguarding is a key aspect of integrated health and care practice, sitting at the intersection
of a range of statutory duties, policy drivers and cross-departmental priorities. The growing
body of evidence from Safeguarding Adult reviews and beyond makes clear that the current
law and policy framework is insufficient to enable the delivery of best practice. The very fact
that the majority of learning about safeguarding practice is derived following deaths points to
the need for change; inclusion health presents a key opportunity to meaningfully centre

prevention, wellbeing and equity.

Integrated care systems will undoubtedly be better equipped to reduce the most entrenched
healthcare inequalities, to prevent an over reliance on acute settings and to enable patients
to lead health and fulfilling lives if safeguarding law and policy recognises inclusion health as
a key area of shared priority and responsibility. The NHS 10-Year Plan and the proposed
cross-government Ending Homelessness Strategy are key opportunities to achieve this,
creating the opportunity for joint-departmental commitments to embed whole systems

approaches to adult safeguarding and the prevention of future deaths.

I's important to note that inclusion health is an all-age issue. Whilst this paper is focussed
on adults, a consideration of the health, care and safeguarding needs of children are
absolutely crucial to efforts to tackle the barriers and exclusions facing inclusion health

populations at large.

This paper will outline a number of key opportunities to embed safeguarding as a unifying

driver for preventing and responding to extreme health inequalities. Starting with an overview



of the law and policy landscape and learning from practice, this paper presents seven short,
medium and long-term recommendations to align government action with evidence from

lived and professional experience.

Law and Policy Background

Safeguarding law and policy centres adult social care practice around traditional
understandings of frailty, learning disability and mental health. Although substance misuse is
included in the Care Act, the discrete needs and experiences of inclusion health populations
remain, at best, on the peripheries of mainstream safeguarding policy and practice. At worst,
the complex co-morbidities and overlapping needs of people living with multiple
disadvantage are all too often ignored and stigmatised, with efforts to redress this too often

the exception and not the rule.

The Care Act is the primary legal instrument for addressing adult safeguarding and social
care needs in England. When it was introduced, this legislation represented a seismic shift in
social care, introducing commitments to prevention, to promoting individual wellbeing and to
meeting needs through the delivery of coordinated person-centred care. Integrated strategy,
governance and commissioning through the active cooperation of statutory and voluntary

agencies is a central tenet of the Act.

The Care and Support Statutory Guidance’ outlines adult safeguarding responsibilities, and

requires that each local authority must:

 make or initiate enquiries and appropriate action if it believes an adult is
experiencing, or at risk of, abuse or neglect (including self-neglect).

o set up a Safeguarding Adults Board (SAB) and ensure representation from key
partners, including NHS.

e arrange a Safeguarding Adult Review when an adult in its area dies as a result of
abuse or neglect and where it is indicated that lessons can be learned

e co-operate with relevant partners (which includes local and national NHS
organisations and settings) in order to protect adults at risk and to develop

appropriate strategic governance and local policy.



A decade on and the Care Act’s wide-ranging powers and intentionally low thresholds have
not been successful in meeting the needs of inclusion health populations. The national crisis
in social care has resulted in ever higher eligibility thresholds, delays in accessing
assessments and decision-making that too often normalises risk and entrenches stigma&.
This affects everyone with care and support needs, but the effects on people experiencing

homelessness and social exclusion are especially severe.

Despite pockets of pioneering practice, which will be described briefly in this report, the
narrative that inclusion health populations are a costly additional burden on an already highly
pressurised social care sector prevails. The fact that scarce attention is paid to rough
sleeping and multiple disadvantage in statutory definitions, duties and guidelines supporting
the Act enables this. Evidence from contemporary research and practice provides a
compelling case for this to change so that delivering good practice no longer means working

against the grain.

Making Safeguarding Personal® forms a key element of adult safeguarding guidance, and
outlines principles and practices for safeguarding interventions and decision-making that
focus on the needs and wishes of individuals. This guidance made and continues to make a
significant contribution to the development of anti-oppressive safeguarding practice, with an

emphasis on listening to and including people in decisions made about them.

However, delivering against this guidance relies on the availability of meaningful choices
around accommodation and care and support, as well as flexibility and creativity from
frontline staff. With overlapping national social care and housing crises, delivering person-
centred safeguarding practice for inclusion health populations is all too often impossible for
already overstretched and under-resourced local systems. Personalised safeguarding

practice is therefore all too often an aspiration that remains out of reach.

The framework makes a significant contribution to NHS action to safeguard adults at risk;
pointing to the importance of named Inclusion Health leads on Safeguarding Adult Boards, of
building safeguarding into NHS service design and delivery and strengthening collaboration

between health, adult social care, housing and the voluntary and community sectors.



A key challenge lies in establishing inclusion health as a priority for Safeguarding Adult
Boards, who have played a somewhat distant role in inclusion health policy and practice to
date despite their broad portfolio of responsibilities and priorities that span and connect
social care and health. Nonetheless, the NHSE framework is an opportunity to activate
inclusion health as a concern for adult safeguarding and thereby to surface the gaps and
limitations of current law, policy and practice for people whose needs and experiences

remain misunderstood, invisible and too often unmet.

NICE Guideline 214 identifies safeguarding as a critical component of integrated practice for
people experiencing homelessness, setting out recommendations for frontline and strategic
practice. Alongside advocating for early identification and multi-agency collaboration to
protect adults at risk, the guidance emphasises the importance of embedding learning from
Safeguarding Adult Reviews and of ensuring clinicians and practitioners have the

appropriate legal literacy to navigate legal rights and entitlements appropriately.

This guidance is evidence-led, practical and person-centred. However, its application is
inconsistent and there is no incentive for local systems to adopt it or to monitor how it is
being implemented. As a result, its power as a tool to drive change is limited and reliant, as
with much of inclusion health policy, on the tenacity and passion of individual clinicians and

agencies.

Assessing mental capacity is a crucial opportunity to safeguard adults at risk by
understanding their ability to weigh up the consequences of decisions that might expose
them to abuse and neglect. This is especially important when someone is living with self-
neglect and substance/alcohol dependency, where mental capacity and executive function
can fluctuate and the impact of other health conditions, such as brain injuries and learning

disabilities, can be obscured.

The statutory guidance supporting the Mental Capacity Act gives scant consideration to the
intersection of mental capacity, rough sleeping and addiction. It does not indicate the
importance of personalised and longitudinal approaches to assessing capacity in people

living with the effects multiple disadvantage, trauma and drug/alcohol dependency and nor



does it speak to how to understand the environmental factors that may influence fluctuating
capacity for these groups, such as sleep deprivation, acute distress and trauma reactivation.
Evidence from research indicates that negative and stigmatising professional attitudes result
in significant gaps in conducting, recording and communicating capacity assessments and

decisions for people experiencing homelessness™.

For an in-depth analysis of the policy opportunities around mental health, read Dr Jenny

Drife’s paper as part of this series.

In May 2024, a joint letter from the Ministers for Housing and Homelessness and Social Care
was sent to Safeguarding Adult Board Chairs and Directors of Housing and Adults Social
Care in every local authority in England. The letter made four key recommendations around
the strategic prioritisation of rough sleeping at Safeguarding Adult Boards, governance and
accountability and conducting and learning from Safeguarding Adult Reviews. Similarly to
the NHS England Framework, the letter recommends that every SAB identify a named lead

for rough sleeping.

Whilst this letter is welcome, its necessity speaks to the overall deprioritisation of the needs
of people living at the most extreme risk in our communities. The letter reveals the failure of
the Care Act to ensure that people rough sleeping are protected from abuse and neglect.
Sadly, in its focus on learning from deaths, it also reveals an attitude of inevitability about

deaths and gives limited focus to the prevention of harm.

The last Government’s Rough Sleeping Strategy describes rough sleeping as a key
safeguarding concern and emphasises the importance of multi-agency, person-centred
frontline practice, information sharing and the implementation of a range of measures, such
as SWEP, to respond to known risks facing those who rough sleep. It also points to the need
for strong leadership and governance practice, especially in identifying the root causes of

rough sleeping.

Despite this, the strategy avoids the issue of premature deaths, not mentioning those who
died whilst homeless nor the learning from Safeguarding Adult Reviews and other research.
It makes no explicit commitment to prevent future deaths nor to tackling key issues, such as

self-neglect. The acknowledgement of safeguarding feels tokenistic and shallow; the new



government must take the opportunity, in its Ending Homelessness Strategy, to make
meaningful and incisive safeguarding commitments supported by the relevant investment

and cross-departmental collaboration.

Current law and policy is outdated and insufficient to enable the prevention of harm facing
inclusion health populations. Inclusion health and extreme healthcare inequalities should be
a key feature in adult safeguarding, not least because of concerns about discriminatory
abuse and stigma that indicate a failure to address safeguarding for these populations may

also be a failure to meet Equality Act duties.

Solutions - Learning from Practice

In the last decade, a significant and growing body of work exploring and evidencing
promising practice around safeguarding for inclusion health populations has emerged. The
challenge now is not to seek more evidence, but to create the conditions where the evidence

we already have can be meaningfully implemented.

Despite pockets of excellent practice and a growing evidence base, learning from SARs
identifies that people experiencing homelessness often receive lethargic, reactive and
inflexible support to manage risk. This is driven by resource and demand pressures,
negative attitudes and stigma, gaps in professional curiosity and insufficient legal literacy*®.
Both national SAR analyses have emphasised the need for ‘whole systems approaches’ to
safeguarding and homelessness, where creative direct practice is supported by robust
organisational support and supervision, effective governance and strategic leadership and a

supportive national policy apparatus'?.

A number of local authorities, Safeguarding Adult Boards and ICSs have begun to develop
discrete Homelessness Fatality Reviews to learn from deaths that don’t meet SAR
thresholds®®. These reviews ensure that every death is recorded and learned from, even if
thresholds for SARs and other statutory reviews are not met. Importantly, these processes
foster better working relationships in the local system, create space for practitioners to
express grief and assure Safeguarding Adult Boards that action is being taken to learn from

deaths and prevent future harm.

Analysis of drug-related deaths emphasises calls from across the substance use sector

about the disinvestment in harm reduction support, as well as pointing to a concerning
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downward trend in the information available to ONS about the specific substances that have
caused deaths!*. Learning from the introduction of naloxone® and from Glasgow’s
unsanctioned overdose prevention site!® evidence real promise in reducing overdose risk
through developments in harm reduction support; it's therefore hugely disappointing that

funding promised for the first sanctioned service in the UK has recently been withdrawn.

There remain significant gaps in recognition, learning and action on the deaths of some
inclusion health populations. There is yet to be a single published Safeguarding Adult
Review concerning someone from a Gypsy or Traveller community, and only a handful about
adults from Roma backgrounds, those who live in vehicles and those who sex work!’. Not
only does this leave gaps in the safeguarding evidence base for inclusion health, it suggests
that there are structural barriers around SAR referral and commissioning practices that

warrant further exploration.

Self-neglect is the most common form of abuse and neglect considered by SARs*® and a key
area of concern for homeless and inclusion health®. There is no typical presentation of self-
neglect and it is best understood as a spectrum of self-directed behaviours, actions and
inactions that present a cumulative threat to life. Importantly, self-neglect in younger adults
can be harder to detect, especially where it occurs alongside alcohol/substance dependency
or rough sleeping, which are frequently determined ‘lifestyle choices’ rather than

safeguarding concerns.

Self-neglect is under-developed within the Care Act and interventions in response to it are
similarly immature and inconsistently available. Research concludes that the uncertainties
within contemporary social work about how to address self-neglect, including whether people
experiencing homelessness fall under the ‘umbrella’ of Adult Social Care and adult
safeguarding® can result in a failure to act, with frontline practitioners feeling like they are

simply watching people die slowly on the streets.

Whilst most local authorities have developed self-neglect guidance, the majority do not
identify behavioural typologies or discrete assessment and risk management approaches for
people experiencing homelessness and multiple disadvantage. Work in Northumberland and
by the North East SAR Champions is a notable exception here, using learning from SARs to
develop a discrete briefing note?! from an already wide-ranging self neglect policy?2. Long-

term relational support is identified as key to addressing self-neglect, there is little resource
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to do this within stretch adult social departments or rough sleeping services focussed on

short-term goals.

Similarly, although the assessment of mental capacity is a key element to understanding the
behaviours and motivations around self-neglect, Mental Capacity Act guidance is dated and
does not make a strong enough connection with between homelessness and adult

safeguarding duties and powers.

Strengthening legal literacy should be a key priority for inclusion health, as should tackling
stigma by strengthening professional curiosity, as research and learning from SARs strongly
recommends?®. However, to have a meaningful impact on the growing threat to life that self-
neglect represents, attention is needed to how law and policy, as well as nationally driven
practice development initiatives, shape practice that recognises and meets the needs of

inclusion health groups.

Learning from SARs indicates that transitions, including hospital and prison discharge,
leaving care settings or moving into an independent tenancy, can be positive opportunities
for people to move forward in their lives. However, transitions quickly become ‘cliff edges’
when multi-agency arrangements fail and when people make transitions without appropriate

accommodation and support in place?*.

In Summer 2024, the Prisons and Probation Ombudsman published an analysis of post-
release deaths?. It identified homelessness as a significant indicator in deaths within two
weeks of release, often resulting from accidental overdose. It also points to significantly
increased risk of exploitation, abuse and suicide when people do not have safe
accommodation identified upon release. Clearly, those identified at risk of homelessness
should be supported by a multi-agency plan that proactively addresses care and support
needs, safeguarding risks, housing needs and other support issues upon release to avoid
cliff edges in the availability of care. Discharge planning guidance?® is clear that this should
start before release to enable a smooth transition and that accommodation, health care and

re-establishing family and other support networks should be prioritised.

Deaths and other harmful experiences following hospital discharge also point to the
importance of a focus on smooth transfers of care between services and the system benefits
of step-down accommodation and intermediate care. Learning from the Out of Hospital

Care?’ programme clearly evidences the safeguarding benefits of ensuring patients are not
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discharged to the streets, with the approach in Oxfordshire reducing emergency

readmissions by 25% and A&E visits by 56%2®, providing an exemplar in good practice.

Effective transitions, whether from prison, hospital or any other setting, rely on timely inter-
agency communication and a shared commitment to centre the needs and wishes of the
person. Reviews? and national guidance® recommend that NHS Trusts review discharge
policies and procedures to this end, and work closely with housing and social care services
to prevent discharge to no fixed abode and to ensure safeguarding and other risks are
properly understood as part of discharge planning. Delivering this in practice requires the
availability of suitable accommodation and wrap around support, which are all too often

reliant on short-term funding in the current landscape.

Although it is right to focus on the intricacies of direct practice, inclusion health is a field
identifiable by the innovation, tenacity and quality of frontline services. Realising
improvements in safeguarding practice requires a renewed focus on leadership, governance

and strategic coordination.

Locally, a major cause of poor outcomes and escalating risk is delays and professional
conflicts that arise from inattention to inclusion health populations in key strategies. Bluntly,
resource scarcity limits local strategic prioritisation, with the resulting territorialism and
gatekeeping leaving practitioners and patients ‘stuck’. Although some local systems have
developed multi-agency risk management panels®! to mitigate these gaps, these too often
suffer from insufficient ‘permission’ and resource to take decisive and creative action. Such
panels require strategic oversight and prioritisation, underpinned by permission to use

discretionary legal powers, to achieve genuinely creative solutions that reduce risk.

At the national level, there is insufficient clarity about the distribution of safeguarding
responsibilities between ICBs and NHS England. Should ICBs have responsibility for
commissioning and NHS England have responsibility for contract and provider management
there is a risk that responsibilities about engagement with SABs and disseminating learning
from SARs may be lost in translation. In concluding the discussions about the split of
responsibilities nationally, regionally and locally, NHS England should consult closely with
the National Independent SAB Chairs Network, and ICB Chief execs with local SAB Chairs.

The cost of poorly supported transitions is both human and financial. However, some of the
required infrastructure does exist and Integrated Care Boards should explore existing pooled

budget arrangements, such as the Better Care Fund and Shared Outcomes Framework, as
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a vehicle to resource and commission specialist services and bespoke interventions for
people leaving prison and hospital. To do this, systems need targeted action by central
government that incentivises and monitors safe discharges to prevent harm and premature
deaths.

Importantly, effective multi-agency safeguarding practice relies on the wellbeing and
competence of the inclusion health workforce who themselves are exposed to risk and

distress in their work.

Pathway’s Homeless and Inclusion Health Barometer drew on published literature and a
survey of frontline professionals, to reveal a growing frustration that inclusion health
populations are “always at the bottom of the pile”*? in local and national policy. Confidence in
government action has been severely eroded by nearly fifteen years of punitive welfare
reform, hostile environment policies and housing crises that have their most severe and life-
threatening effects on inclusion health populations. At the level of practice, the hostile policy
environment facing inclusion health populations often exacerbates professional tensions
between individuals, teams and agencies, deepening siloed working and reinforcing ‘us and

them’ attitudes between adult social care, housing and health.

Research exploring ‘moral injury’ and ‘systems distress’ has identified that the complexity of
navigating structural barriers has a direct impact on workforce wellbeing, recruitment and
retention, trust in leadership and standards of care®. Findings from the 2" National SAR
Analysis supports this, identifying missed opportunities to learn from developments during
the Covid-19 pandemic, entrenched funding issues and inadequate organisational support
for practitioners as barriers to working creatively and flexibly in response to complex and

escalating risk3*.

The inclusion health workforce need supportive working environments, opportunities for
reflective practice and peer support, underpinned by visible and decisive action from
Westminster to reverse the systemic harms and degradation in political confidence left by

successive Conservative governments.

Recommendations

The Government must prioritise the prevention of premature deaths at all levels of the

system and bring law and policy instruments in line with evidence from lived experience,
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research and practice. A critical first step is making a visible commitment to prevent

premature inclusion health deaths.

For people in inclusion health groups, many who die on average 40 years younger than their
housed counterparts, an explicit focus on their discrete experiences of harm, abuse and
neglect (including self-neglect) is crucial to saving lives. The promise of prevention and
wellbeing in the Care Act is simply not being delivered for inclusion health populations,

highlighting the importance of renewed attention to this in any updated law and policy.

Tangible steps towards this can be made in the NHS 10 Year Plan and Ending

Homelessness Strategy, as follows.

The government must make an explicit cross-departmental commitment to ending the

premature deaths of people from homeless and other inclusion health populations.

Steps include:

e Establish a cross-sector and cross-departmental Advisory Group on Preventing
Inclusion Health Deaths.

e Commit to developing a national mechanism for recording homeless deaths that all
local authorities are required to contribute to.

o Commit to targeting future investment on health inequalities, inclusion health, rough
sleeping and multiple disadvantage towards activity that prevents and reduces
deaths.

¢ Commit to enabling the Office for National Statistics and Office of the Chief Coroner
to work together to update guidance about recording homeless deaths.

e Ensure a specific focus on preventing suicide and drug-related deaths for inclusion
health populations, involving Public Health England to ensure that policy and
commissioning in these areas considers the specific risks and needs of inclusion
health populations.

¢ NHSE and DHSC to play a more visible role in Rough Sleeping Initiative and
Changing Futures programmes, ensuring that health needs, services and settings
are integral to systems change around rough sleeping and multiple disadvantage.

o NHSE to require Integrated Care Systems to establish robust recording of the deaths

of people in inclusion health groups and to provide assurance to local Safeguarding
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Adult Boards and NHS England about how learning from deaths and critical incidents

is disseminated and embedded.

NHS England, MHCLG and DHSC to work with the National Safeguarding Adult Board

Chairs Network to establish inclusion health as a key concern for adult safeguarding.

Steps include:

NHSE and DHSC to clarify the role of ICBs and NHSE in respect of membership of
local SABs, participation in SARs and dissemination of learning from inclusion health
deaths and serious incidents.

NHSE and the National Network of SAB Chairs to develop a joint briefing note that
formally introduces inclusion health to Safeguarding Adult Boards and establishes the
role of named Inclusion Health Leads in every SAB.

NHSE to establish assurance mechanisms with ICSs to understand how
safeguarding guidance within the national framework is being implemented locally.
The newly appointed Chief Social Worker to work with NHS England to establish
opportunities to strengthen, and develop where necessary, adult safeguarding policy

and practice guidance to meet the care and support needs of inclusion health groups.

MHCLG must ensure that the development of the Ending Homelessness Strategy

meaningfully engages with the adult safeguarding and health concerns of people

experiencing and at risk of rough sleeping.

Steps include:

Making a commitment work across government to prevent rough sleeping deaths
As part of this, making a joint commitment with NHS England and HMPPS to end
discharge to the streets from hospital and prisons

Including an evidence review as part of the Strategy, that evidences how the
development of the strategy is informed by research and practice on adult
safeguarding

Ensuring inclusion health experts and organisations are invited to participate in the

development of the strategy
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Ensuring the National Network of Safeguarding Adult Board Chairs and Principal
Social Worker Network are invited to participate in the development of the strategy
Establishing clear links between the strategy and health and social care policy
related to homelessness and inclusion health

The strategy should make an explicit commitment to end rough sleeping for those
leaving the secure estate.

MHCLG should engage with HMPPS around the emerging HMPPS Safeguarding
Charter, to ensure the charter reflects best practice around preventing rough sleeping
after discharge. Similarly, the Ending Homelessness Strategy should provide
guidance on prioritising the prevention of homelessness for people leaving prison,

especially those identified as vulnerable.

NHS England should commit to review and update the NHSE Inclusion Health

framework to strengthen the focus on safeguarding and preventing premature deaths.

Steps include:

This should include publishing insights from the emerging inclusion health self-
assessment process currently being piloted by selected ICSs.

This should also engage with evidence from the primary care self-assessment tool*
to understand how primary care networks are engaging with safeguarding roles and
responsibilities.

An updated framework should include evidence from research and practice about
how ICSs are engaging with their safeguarding duties towards inclusion health
populations, including any evidence about the strategic benefits of named Inclusion
Health leads on SABs.

An updated framework should also include additional guidance, and examples of
good practice, in supporting staff to manage the impact of their work supporting
adults at risk. This might include recommendations about the role of effective
supervision, peer support and reflective practice for inclusion health practitioners and

clinicians.
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DHSC and MHCLG should work with relevant agencies to review and update self-

neglect and mental capacity policy and practice tools with inclusion health

populations in mind.

Steps include:

Writing to Safeguarding Adult Boards seeking assurance about the effectiveness of
local self-neglect policies in reducing risk for inclusion health populations.
Commissioning national guidance about identifying and responding to homelessness
and self-neglect, that builds on learning from practice and is grounded in insights
from lived experience.

Mental Capacity Act Code of Guidance should be reviewed and updated to draw
attention to specific considerations relevant for people experiencing rough sleeping
and multiple disadvantage, in particular highlighting the importance of professional
curiosity in tackling stigma in decision-making and providing examples of good
practice in assessing fluctuating capacity and executive function as they relate to

self-neglecting behaviours.

DHSC to commit to undertake a comprehensive review of the Care and Support

Statutory Guidance and other key safeguarding policy instruments.

Steps include:

Establishing a cross-sector and cross-departmental Advisory Group to determine and
prioritise areas for the review. Importantly, this should include representation from
people with lived experience.

Prioritise work to review how the Care and Support Statutory Guidance considers the
nature and effects of rough sleeping and multiple disadvantage when assessing care
and support needs, meeting needs and enacting safeguarding duties and powers.
Commission an evidence review about how Care Act duties and powers are currently
being implemented and navigated to meet the needs of inclusion health populations.
Where research and practice evidence is unavailable or limited, prioritise widespread
engagement with inclusion health populations to understand their experiences and

ideas for change.
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¢ Working with MHCLG and NHSE to ensure updated statutory guidance provides
clarity on duties and powers to provide accommodation at key junctures, such as
discharge from hospital, when undertaking assessments with people rough sleeping
and when responding to safeguarding concerns, with the aim of enabling timely

shared decision-making for people at risk of dying on the streets.

MHCLG, DHSC and NHSE to work together to ensure the workforce supporting
inclusion health populations is equipped with the skills and knowledge,
organisational support and policy tools they need to address the safeguarding

concerns of inclusion health groups.

Steps include:

o Commission a skills audit to identify the identify training and development needs
within the current workforce, and importantly of their managers and leaders. This
should explicitly consider gaps in legal literacy, trauma-informed care, stigma and
prejudice and skills for effective multi-agency practice.

o As part of this, make enquiries with ICSs about how mandatory safeguarding
training considers the discrete needs and risks facing inclusion health
populations.

e Host a series of national events focussed on the inclusion health workforce. The aim
of these will be to bring together evidence from practice about effective approaches
to improving workforce wellbeing, enabling peer support and learning and responding
to secondary trauma.

o Promote existing training and development tools and develop new resources specific

to the safeguarding needs of inclusion health populations.

Lived Experience Perspective

I've lived with addiction, periods in prison and severe mental health problems as well as
experiencing homelessness for several years. As someone who'’s been through the system,
and like many other people with lived experience, I've been let down when | needed help the
most. The lack of joined up working between organisations, coupled with gaps in the law
means that people with issues similar to mine are shut out of accessing the help they need.
We are always falling through the net, and this makes the difficulties we experience even

worse; we go round and around the system and things just don’t get better.
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Professionals often don’t know enough about the traumatic experiences we've had, the
specialist support we need or how to make services accessible to us. We get unequal
access to help and as the situation nationally gets more desperate, the cracks in the system

around us get bigger. Law and policy needs to change.

There must be clarification about how different laws interact with each other and how this
affects the way organisations can work together. At the moment more time is spent by
professionals fighting each other about who is responsible for our care. Protecting people
from harm, violence and abuse needs the whole system, including the person themselves;

together we are more than the sum of our parts.

When people leave prison, they must have real opportunities to restart their lives. A prison
sentence shouldn’t be a life sentence, but far too many people die soon after leaving prison
because they don’t have safe accommodation or access to healthcare. The fact that so
many people go back to prison soon after being released also says a lot about how the
system is failing inclusion health groups. The human and financial cost of the revolving doors
of the prison and homelessness systems are huge and nobody is getting anything positive

out of it.

Our capacity to make safe decisions is made impossible by the circumstances we live in; if
you’re sleeping outside, living with addiction or are mistrustful of services because of
previous experiences then your understanding of what is safe is often a choice between the
lesser of two evils. Is that really choice? Capacity to make decisions can also fluctuate and
we need a system that understands this and doesn’t just squeeze people into processes not
designed to meet their needs. The law needs to support professionals to work with us
without judgment, to prioritise our safety and take on board how our circumstances shape

our relationship to risk and safety.

Harm, violence and stigma facing people living with addiction and homelessness should
never be normalised, seen as inevitable or as a lifestyle choice. Doing this also normalises
the life-changing consequences of trauma, experiences of physical, sexual and other abuse
and adverse childhood experiences. A person asleep in a doorway should be understood as
at risk of equally life-threatening and life-changing effects as someone who has been in a car
accident; organisations should be supported by law and policy to act with the same urgency,

compassion and understanding.

We need to look at the whole person and not just at what is wrong with them or what they’'ve
done in the past. A key way of doing this has to be recognising addiction as an illness and
tackling the stigma and prejudice people face. This means working with people with lived

experience to shape new ways of working that reduce harm and stop punishing people in
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crisis and distress. Those closest to the problems are often furthest away from designing the
solutions and that has to change; people with lived experience want to work with

policymakers to bring about change that actually has an impact.

Organisations need to be held accountable and to agree ways of working together that can
be measured and monitored. To do this, we need to recognise addiction and rough sleeping
as key issues for health and social care policy, and make sure that mainstream services,
such as mental health, aren’t penalising or excluding people because their lives are complex
and don't fit neatly into boxes. When organisations are supporting people at risk,
experiences like homelessness and addiction should be red flags, that give people priority in

safeguarding.

Surviving isn’t living. Preventing harm has to be as important as learning from people who
die. Everyone deserves a healthy and full life and the government need to take action to

make that a reality.
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