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elcome to this Systems Change Prospectus from the VOICES Partnership.  VOICES and Expert Citizens 

have come a long way since the beginning of the project in October 2014.

We have established an operational team 

that’s led and co-worked 100’s of the most complex 

cases for people with multiple needs alongside 

other organisations across the city.  In doing so, we 

have learned a great deal about the bottlenecks and 

barriers that people face to accessing services.  Our 

customer and stakeholder survey shows a high level 

of satisfaction with the work of service 

coordinators. 

We have also delivered a learning programme for 

100’s of frontline staff and others working with 

people experiencing multiple needs.  These have 

increased people’s understanding and confidence in 

dealing with the issues.  Housing, drugs and alcohol, 

trauma informed care, and psychologically informed 

environments have all featured.  Again, satisfaction 

surveys have shown that these have been well 

received by participants. 

Throughout the planning and delivery of VOICES, we 

have also been privileged to work alongside Expert 

Citizens who bring a wealth of commitment, skill, and 

lived experience to our work.  Expert Citizens have 

delivered two successful conferences and Insight 

Awards events.  These have highlighted the positive 

practice of many professionals in our journey to 

improved services for people with multiple needs.  

Expert Citizens have also established themselves as a 

leading voice for lived experience nationally. 

However, the project has also needed to flex and 

change.  We have restructured the operational team 

to meet the challenge of learning from frontline 

experience and converting that in to meaningful 

systems change for people with multiple needs in 

Stoke-on-Trent. 

Also, our original project plan included no explicit 

resources for specific systems change projects.  

Working with the Big Lottery Fund, we have now 

created that space in the project for partner 

organisations to propose meaningful and long-term 

solutions to some of the systemic challenges you’ve 

identified.  Over the remaining period of the project 

this resource is more than £1m. 

We are not seeking to impose solutions from the 

outside.  Rather, we’re defining the problem as we 

have experienced it through the work of the 

partnership.  We are looking for your solutions as the 

organisations setting policy, defining systems, and 

delivering services. 

This systems change seed funding could be used for 

piloting, prototyping, or otherwise testing practical 

solutions.  It can also be used for research or 

specification development. 

However, we are looking for a senior level 

commitment to deliver lasting systemic change. 

This is a golden opportunity for our partnership, the 

City of Stoke-on-Trent, and – most importantly – 

people experiencing multiple needs, to make a 

lasting difference. 

  

W 

 

Foreword 
Sarah Hill   Darren Murinas    Andy Meakin 
Chair    Chair      Director 

VOICES    Expert Citizens    VOICES 



 

 

P a g e | 1 

 

Contents 

 

Part 1: Introduction 2 

About VOICES 3 

Purpose of the Systems Change Prospectus 6 

Vision and principles 7 

Funding 7 

Updates 7 

Part 2:  Submissions 8 

Proposal submissions and timetable 9 

Evaluation 11 

Terms and conditions 11 

Part 3:  Prospectus 12 

Key systems change objectives 13 

Housing First 13 

Co-occurring substance misuse and mental ill-health 18 

Fairer access to services 23 

  

file:///C:/Users/Andy%20M/Desktop/Systems%20Change%20Prospectus/VOICESSystemChangeProspectus.docx%23_Toc478724652
file:///C:/Users/Andy%20M/Desktop/Systems%20Change%20Prospectus/VOICESSystemChangeProspectus.docx%23_Toc478724658
file:///C:/Users/Andy%20M/Desktop/Systems%20Change%20Prospectus/VOICESSystemChangeProspectus.docx%23_Toc478724662


 

 

P a g e | 2 

 

  

Part 1: Introduction 
An introduction to the Systems Change Prospectus  

for the VOICES Partnership in Stoke-on-Trent. 
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About VOICES 
What is multiple needs? 

People with multiple needs experience combinations of homelessness, mental ill-health, addiction 

and offending behaviour.  Our customers are people whose lives have been seriously affected by 

events and conditions in their lives over a prolonged period.  They may present frequently at 

emergency health care facilities, drug and alcohol services, homelessness or mental health services.  

Similarly, our customers may also be well known to 'blue light' services such as the fire, police, and 

ambulance services.  This will have led to a life of complex issues in which the person may feel 

trapped.  Labels such as chaotic, hard to reach, or frequent flyer may have been applied to our 

customers by some.  There may also have been specific exclusions from services in the past.  For 

some of our customers, they may even feel that services have given up on them. 

What is VOICES? 

The VOICES partnership is funded by the National Lottery through the Big Lottery Fund.  We are one 

of twelve areas sharing in a £112m investment nationally.  This is through a programme called 

Fulfilling Lives:  Supporting people with multiple needs.  The programme is aimed at testing 

alternative approaches to tackling multiple needs.   

The VOICES partnership is working together to identify why and how people with multiple needs fall 

through the gaps between services.  We aim to identify more effective ways of working and embed 

positive practice for people with multiple needs through systems change.  We believe that this is 

likely to improve services for everyone. 

What is the scale of the problem? 

Evidence from the Big Lottery Fund suggests that around 60,000 people experience multiple needs 

nationally.  In 2015, Lankelly Chase produced a report called Hard Edges which set out to estimate, 

for the first time, the numbers of people experiencing severe and multiple disadvantage1 by Local 

Authority area.  The figures in their report estimated the number of people in Stoke-on-Trent with 

two or more of these needs to be 2,155 individuals.   

Excluding people from the early help that they need shifts demand from preventative to crisis 

services.  An illustration is that just eight of our customers accounted for 262 presentations at A&E in 

the 12-months before receiving our service.  These presentations led to 110 nights in hospital.  In the 

12-months after receiving our coordination service, which improved access to the preventative help 

that people needed, these figures fell by 30% and 80% respectively. 

At any one time, VOICES is providing a coordination function for c.75 individuals and will help c.400 

people experiencing the most severe exclusion from services over the life of the project.  Our project 

is not intended to meet the whole of the demand.  Instead, its purpose is to learn by doing and 

through the practice of service coordination to identify opportunities for systems change.   

                                                           
1 Lankelly Chase use the term ‘Severe and Multiple Disadvantage’ in the Hard Edges report which differs 
slightly from the definition of ‘multiple needs’ used in the Fulfilling Lives programme.  Severe and multiple 
disadvantage does not include some people experiencing mental ill-health.  As such, is likely to be an under 
estimate of the number of people with multiple needs in Stoke-on-Trent.  It is, however, the best local 
approximation available at this time. 
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What difference does VOICES aim to make? 

The frontline service provided by VOICES will enable those people to access the help they need.  

However, the purpose of the programme over its 8-year period is to deliver permanent systems 

change.  This includes change at the level of practice as well as at the level of systems and service 

design, planning, and commissioning.  Our objective is to ensure that people with multiple needs in 

Stoke-on-Trent benefit from accessible services that are consciously and deliberately inclusive.  We 

believe that this will maximise their opportunity to live a more fulfilled life, minimise the impact of 

multiple needs on crisis services, and improve the experience of the City for everyone. 

Figure 1: People conceptualised as being at the centre of a concentric circle of systems and sub-systems 

 

Systems change 

What is VOICES doing about systems change? 

Culture, custom and practice 

From the spring of 2014, we have built a frontline delivery team from scratch.  The primary function 

of service coordination is to marshal and work through the existing services, identify and overcome 

barriers to access for our customers, and escalate that which cannot be overcome at the frontline.  A 

key tool for service coordinators is assertive advocacy. 

We are learning through this work about the bottlenecks in the system and how they can and cannot 

be overcome at the frontline.  When people are falling through the gaps between services, it would 

be easy to assume that the formal system is broken and that large scale change is required from 

those in traditional leadership positions.  However, we are finding that this is not always the case 

and that there are things that frontline workers can do to make a big difference.  We could 

characterise this as ‘practitioner led systems change’.   

This relates to the parts of the system that are not necessarily written down or described in 

regulations, policies, processes, or flow-charts.  It includes socially prescribed norms in terms of 
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culture, attitudes, and behaviours towards people with multiple needs.  These exist within 

organisations and across organisations.  In large organisations, they may be different in separate 

parts of the system (e.g. across teams or departments).  These may be informal, unofficial, or 

unsanctioned.  They may be coping mechanisms for navigating around wicked problems that people 

at the frontline feel disempowered to tackle.  However, they may also arise from precedent through 

managerial or other consciously taken decisions.  The rationale for such decisions could be known 

and even documented, or might have been lost with time or staff turnover.  

To support this effort with ‘practitioner led systems change’, VOICES has organised a suite of 

learning opportunities for frontline staff in organisations that work with people experiencing 

multiple needs so that they are better equipped for the challenges and dilemmas.  We have also 

organised a series of Communities of Practice.  This is where frontline staff from various agencies 

meet to discuss the challenges, tackle the wicked problems, and understand each other’s work.  

Each Community of Practice leads to a report with recommendations for practitioners and strategic 

leaders such as those involved in commissioning services. 

Our aim for this work is to empower frontline staff to overcome the ‘street level bureaucracy’2 that 

can too often lead to the exclusion of people with multiple needs.  They do this by identifying and 

trying out solutions that are within their sphere of influence at the frontline.  The work with service 

coordinators is part of this effort.  However, Communities of Practice also empower practitioners by 

providing a safe space in which they can discuss the whole system and produce proposals for 

strategic leaders that promote improvement based on their everyday experience. 

Formal systems, policies, and processes 

While ‘practitioner led systems change’ can be a fast 

and effective means to improve access through more 

informed custom and practice or better relationships, it 

will not necessarily address barriers embedded in formal 

systems, policies, or processes.  Quite understandably, 

these changes often require a thorough process of 

analysis, review, recommendation and authorisation.  

They may require changes to computer systems, staff 

training or induction processes, or the physical 

infrastructure used to deliver services over a longer-

timescale.  Perhaps even restructuring of teams. 

Such projects require strategic level leadership and the 

resources that come with it.  They may also need a 

bespoke project manager to navigate the project 

through the necessary governance arrangements and 

oversee its implementation and reporting.   

                                                           
2 Examples of this are found in the zealous application of eligibility criteria, a lack of flexibility in organising 
assessments, or the establishment of clear ‘catch 22’ positions (e.g. unwillingness to perform an assessment of 
eligibility until an unrealistic objective had been met such as a lengthy period of abstinence for a person with 
an addiction or securing a tenancy for a rough sleeper to assess their ability to maintain it).  This is a phrase we 
have borrowed, with thanks, from Dr Michelle Cornes of King College London. 
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This can be characterised as ‘big picture systems change’. 

Especially in these times of austerity, ‘big picture systems change’ represents a real opportunity to 

improve performance, value, and customer experience.  However, this often requires upfront 

investment to identify the opportunities, organise, and then deliver the change.  This means that 

things may get more expensive before effectiveness, efficiency, economy or customer experience 

improves.  Involving people that have direct lived experience of services as part of the change 

process is essential.  It may also be important to produce and run a prototype before implementing 

new systems more widely.  This helps to identify, understand, and mitigate any unintended 

consequences. 

Of course, the environment of financial austerity may also make realising these opportunities more 

difficult as the availability of resources for systems change projects, including consultation, etc., may 

be more limited than in the past.   

As well as the influence on custom and practice through advocacy, learning, and Communities of 

Practice, we are also facilitating ‘big picture systems change’ through our partnership.  Last year, 

VOICES produced a Multiple Needs Charter which set out eight areas for systems change that the 

project wants to tackle in Stoke-on-Trent.  However, these changes often require resources.  As a 

partnership VOICES seeks to influence the organisations that can tackle these challenges to come 

together.   

Recognising the need for resources, last year the partnership worked with the Big Lottery Fund and 

successfully flexed our budget to create space for funding within the partnership to get ‘big picture 

systems change’ for people with multiple needs off the ground.  We recognise that such change 

must come from within, including where working in partnership, because workable solutions cannot 

be imposed from the outside. 

This systems change prospectus is part of that effort. 

Purpose of the Systems Change Prospectus 
Through this prospectus, the VOICES Partnership is inviting partner organisations to submit 

proposals to tackle the systemic issues and barriers set out in the key systems change objectives 

from page 13.  Proposals may be submitted by an organisation acting on its own or, more likely, in 

partnership with others.  Our expectation is that proposals will tackle part or all of one of the key 

systems change objectives. 

We recognise that VOICES, as a temporary feature of the landscape in Stoke-on-Trent, cannot 

impose solutions on organisations or systems.  Therefore, as a partnership we see our role as 

highlighting the key systemic conditions to be addressed and then facilitating approaches to address 

these through resourced projects that are led by key relevant local organisations. 

Our intention is that this is more likely to lead to leadership from within and a long-term solution 

compared to a response recommended or imposed from the outside. 

For that reason, this prospectus sets out three areas for systemic change.  One of these, Housing 

First on page 13, is covered in some detail as a preferred solution having been piloted in the city by 

various organisations before and shown to work.  In that case, we are seeking a host organisation to 
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take forward the establishment of Housing First as a permanent feature of the offer in the City for 

homeless people.   

The other two key areas, set out the problem but do not recommend a specific solution.  We are 

inviting partners to work to address these issues using the resources made available by the Big 

Lottery Fund through the VOICES partnership. 

We are keen to see proposals from both a ‘practitioner led’ and a ‘big picture systems change’ 

perspective.   

Vision and principles 
Vision for the systems change prospectus 

“VOICES partners are working together to drive permanent improvement in the accessibility of 

services for people with multiple needs through systems change and utilising the lived experience of 

local people at the centre of this effort.” 

Principles 

 Systems change requires specific leadership from within  

 Systems change is about improving the experience of the people using services 

 Systems change is about delivering sustainable transformation 

 Systems change involves people with lived experience as co-producers 

 Systems change includes strategy, structure, process, culture, custom and practice 

Funding 
Over the period 2017 to 2022, VOICES has over £1m in funding to contribute towards systems 

change projects that will improve the experience of people with multiple needs in Stoke-on-Trent.  

There may be flexibility in how and when the VOICES partnership uses this funding over the period 

that can be negotiated with the Big Lottery Fund. 

We are not issuing a guide price or imposing specific limits.  It may be that your idea is only part 

funded by the VOICES Partnership and draws resources, either financial or in kind, from elsewhere.  

You may wish to approach us to secure an offer in principle against which you then seek to match 

fund from elsewhere for the full cost.  We are setting out to be flexible intentionally. 

If you are in any doubt, please contact the VOICES Project Director on 01782 450760 or email us 

via enquiries@voicesofstoke.org.uk. 

Updates 
Please note that this prospectus may be updated from time-to-time.  Please check with us that you 

have the latest version. 

Visit: issuu.com/voicesofstoke  

  

mailto:enquiries@voicesofstoke.org.uk
https://issuu.com/voicesofstoke
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Part 2:  Submissions 
An outline of how and when to submit your project proposal  

for the consideration of the VOICES Partnership 
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Proposal submissions and timetable 
There will be a three stage system for the process of delivery as follows: 

 

Stage 1 concept proposals can be submitted at any time.  They will be considered by the panel with a 

within one calendar month of submission.  This will ordinarily be via a circulation by email to the 

VOICES partnership with a recommendation from the project Director.  The purpose of the concept 

stage is to set out a brief outline of the idea for the consideration of the VOICES partnership.  This is 

intended to prevent ideas that fall outside the scope or priorities of the project taking up too much 

of the proposer’s time. 

Stage 2 proposals will ordinarily be considered by a physical meeting of a Systems Change Panel 

which is a sub-group of the Partnership Board.  All VOICES partners are entitled to sit on the Systems 

Change Panel and to one vote.  At least three voting partners will be required to be present for the 

panel to be quorate.  One of these must be the Lead Partner, Brighter Futures.  The date, time, and 

location of each Systems Change Panel meeting will be decided by the VOICES Partnership Board.  A 

full terms of reference for the Systems Change Panel is available. 

The Systems Change Panel will meet in June, September, December, and March to consider Stage 2 

proposals. 

Table 1:  Example of deadline for any 2nd Stage proposal to be submitted to the Systems Change Panel 

◄ Previous MAY, AUGUST, NOVEMBER, or FEBRUARY Next ► 

Sun Mon Tue Wed Thu Fri Sat 

    1  
 

2  
 

3  
 

4  
 

5  
 

6  
 

7  
 

8  
 

9  
 

10  
 

11  
 

12  
 

13  
 

14  
 

15  
 

16  
 

17  
 

18  
 

19  
 

20  
 

21  
 

22  
 

23  
 

24  
 

25  
 

26  
 

27  
 

28  
 

29  
 

30  
 

31 

       
◄ Previous JUNE, SEPTEMBER, DECEMBER, or MARCH Next ► 

Sun Mon Tue Wed Thu Fri Sat 

 1 2 3 4 5 6  
 

7 
 

8 
 

9 10  
 

11  
 

12  
 

13  
 

14  
 

15  
 

16  
 

17  
 

18  
 

19  
 

20  
 

21  
 

22  
 

23  
 

24  
 

25  
 

26  
 

27  
 

28  
 

29  
 

30  
 

    

Stage 1 
Concept 

Stage 2 
Proposal 

Stage 3 
Mobilise,  
Deliver & 
Evaluate 

Proposal submission deadline is 

noon on the 2nd Monday of the 

month prior to the Systems 

Change Panel meeting … 

... for a Systems Change Panel meeting taking place 

at any time during this month. 

http://www.wincalendar.com/Holiday-Calendar/May-2017
http://www.wincalendar.com/Holiday-Calendar/July-2017
http://www.wincalendar.com/Holiday-Calendar/May-2017
http://www.wincalendar.com/Holiday-Calendar/July-2017


 

 

P a g e | 10 

 

Stage 2 proposals can be submitted at any time up to noon on the second Monday in the month 

preceding the Systems Change Panel meeting.  Under normal circumstances, no more than three 

proposals will be considered by any one panel meeting.  Proposals will be considered on a first-

come-first served basis.   

The Systems Change Panel will also monitor the progress and performance of projects funded 

through the provisions of this prospectus. 

Figure 2:  Flowchart showing the three stage process 

 

All proposals should be submitted by email using the appropriate proposal form to:  

enquiries@voicesofstoke.org.uk with the subject line “Systems Change Proposal” 

Proposal forms can be requested by email or downloaded from: 

www.issuu.com/voicesofstoke  

For advice about specific meetings please email or call the VOICES Director on 01782 450760. 

mailto:enquiries@voicesofstoke.org.uk
http://www.issuu.com/voicesofstoke
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Evaluation 
Proposals must set out how and when the success of the activity set out in the application will be 

evaluated and reported to the Systems Change Panel.  In setting out the means of evaluation, it 

would be advisable to be familiar with the original Fulfilling Lives Project Plan and the most recent 

Business Plan.  These set out the means by which VOICES is monitored and evaluated by the Big 

Lottery Fund.  These documents will provide a useful context but are by no means a prescriptive 

template.  Advice can be sought from the VOICES Project Director at either Stage 1 or Stage 2 of the 

submission process. 

Terms and conditions 
To bid for funding through this prospectus, the organisation making the submission and leading the 

project must be a fully signed up member of the VOICES Partnership.  There is an application process 

where new organisations may apply to the Partnership Board to join the VOICES Partnership. 

Successful applications will be bound by the terms and conditions set out in the VOICES Partnership 

Agreement for the use of Big Lottery Funding within the Partnership.  Successful proposals will form 

part of a Service Schedule to the Partnership Agreement. 

Please note that to be successful, proposals must relate to people and services operating within or 

serving people with multiple needs in the City of Stoke-on-Trent. 

For further advice, including on how to apply to become a VOICES partner organisation, please 

contact the VOICES Project Director on 01782 450760 or email us via 

enquiries@voicesofstoke.org.uk.  

  

mailto:enquiries@voicesofstoke.org.uk
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Part 3:  Prospectus 
An outline of the key problems for systems change affecting 

people with multiple needs against which the VOICES partnership 

invites your proposals 
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Key systems change objectives 

Housing First 

What is the traditional model? 
Traditional approaches to homelessness are founded on a principle of establishing a person’s 

readiness for housing.  This may or may not be a conscious assumption.  However, it is clear that the 

established model in the UK expects homeless people to engage in a ladder of treatment and 

support to prove their case or worthiness for permanent housing.3   

As a result, we have a linear model of provision that begins with outreach for people that are street 

homeless.  They may then move to night shelter or hostel provision for a period.  A third stage in this 

journey is often resettlement housing with floating support.  Finally, people may then have the 

opportunity to seek permanent accommodation.  There is an expectation in this model that people 

engage in programmes of support as well as managing their health and financial well-being.  A form 

of tenure called a licence agreement often supports compliance with the conditions by allowing the 

imposition of rapid sanctions including immediate eviction. 

For some people, this model works well. 

For others, there are elements of the model that may not meet their needs.  For example, the 

requirement to engage in a programme of support, to pay significant service charges, or to live in a 

communal environment alongside others with considerable needs.  Some people may be particularly 

vulnerable in a communal environment or cause others to become more vulnerable.  

Housing First is an alternative approach to the traditional linear model.  It is not intended to be and 

should not be regarded as a replacement for the traditional model.  Rather, Housing First offers 

additional diversity to the system. 

What is Housing First? 
The overall thinking of Housing First is to provide a stable home for people with multiple needs in an 

independent setting.  Intensive personalised support and case management is available, but it is not 

usually a requirement.  No conditions around ‘housing readiness’ are set before providing someone 

with a home.  Instead, stable housing provides a more secure platform to address other needs and 

to engage the necessary services.  In that way, it puts people’s housing needs first and offers housing 

as a matter of right, rather than ‘last’ or as a reward for engagement.  Hence the name. 

Housing First England recognise that the model for service may differ from location to location and 

depend on both conditions in the local housing market as well as the nature of local partnerships.  

Therefore, they have defined a set of principles to guide people and organisations rather than a 

service specification.  You can find all the information on the Housing First England website here: 

homeless.org.uk 

In summary, the seven key principles are as follows: 

 People have a right to a home 

 Flexible support is provided for as long as is needed 

                                                           
3 See  Research and briefings from Housing First England via Homeless Link here: homeless.org.uk 

Shelter’s “Good Practice Briefing” here:  shelter.org.uk 
 Research from Changing Lives here:  changing-lives.org.uk 

http://www.homeless.org.uk/our-work/national-projects/housing-first-england
http://www.homeless.org.uk/our-work/national-projects/housing-first-england
http://england.shelter.org.uk/professional_resources/policy_and_research/policy_library/policy_library_folder/housing_first_-_a_good_practice_briefing
http://www.changing-lives.org.uk/news/housing-first-groundbreaking-research-homelessness-approach/
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 Housing and support are separated 

 Individuals have choice and control 

 An active engagement approach is used 

 Service emphasises people’s strengths, goals, and aspirations 

 A harm reduction approach is used 

 

Figure 3:  Housing First vs. traditional linear model4 

 

In the traditional model, people transition from one type of provision to another before gaining 

access to permanent accommodation.  In theory, this can happen relatively quickly.  In practice, 

people may experience a long lead-in period over a number of years.  Some people become well 

known to the system having been in and out of provision for a long time.  It is not unheard of for this 

period to span several years or even decades.  A case or key worker in the traditional model typically 

has a caseload of between 20 and 40 people.  In a Housing First model, a caseworker has a caseload 

of between five and seven people. 

The VOICES Partnership would welcome submissions from partners working together with the aim 

of establishing Housing First as a permanent and multi-agency feature of the offer for homeless 

people in Stoke-on-Trent. 

  

                                                           
4  Adapted from a pamphlet by Homeless Link entitled “Housing First in England, The Principles.”  

See:  www.hfe.homeless.org.uk  

http://www.hfe.homeless.org.uk/
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Housing First case study 

Julie’s story  

Julie was referred to VOICES by a service 

specialising in supporting females at risk of 

offending.  A homeless hostel had recently evicted 

her.  Julie had accessed private rented sector 

accommodation previously using the bond 

scheme.  However, this had broken down quickly 

due to anti-social behaviour and domestic abuse 

associated with a former partner’s visits to the 

property.  When VOICES were first introduced to 

Julie, she was rough sleeping and sometimes sofa 

surfing at a friend’s property where she felt 

vulnerable to financial exploitation.  

“After a year on the streets I 
managed to get a place at  

[a hostel] where I spent seven 
months until I got rehoused 
with the bond scheme which 

lasted two weeks as my 
windows were put through 

which led me to become 
homeless again but this time 
I’d decided to accept help…” 

Julie was heavily using Monkey Dust and 

amphetamines leading to a perception from some 

agencies of being difficult to engage.  Substance 

misuse negatively affected her mental health, 

bipolar disorder, and – those involved in her case 

believed – bought on periods of psychosis.  

Nonetheless, Julie told us that her main priority 

was housing.  Therefore, to demonstrate we were 

listening, VOICES made securing suitable 

accommodation using a Housing First approach 

our focus. 

We worked with colleagues at the service for 

women at risk of offending and supported Julie to 

identify properties for rent in the social rented 

sector.   

However, all approaches to Registered Providers 

were rejected due to the history of anti-social 

behaviour. 

The Council offered accommodation in 

Birmingham, which Julie felt was too far away.  

VOICES supported Julie to appeal these 

decisions because the anti-social behaviour was 

associated with another person who had 

breached a restraining order by visiting the 

property.  Unfortunately, the appeals were 

unsuccessful.  Rejections from social housing 

providers were also having a negative effect on 

Julie’s mental health, so the focus shifted. 

Julie was supported to identify and apply for a 

house in the local private rented sector.  

Speaking directly to the Landlord herself, Julie 

had chosen to be honest about her situation 

including her mental health.   

Typical private rented sector housing in Stoke-on-Trent  
(not the property in the case study) 
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Julie takes great pride in her new home 

The Landlord decided to give Julie a chance and 
agreed to process an application which was then 
successful.  The main cost associated with moving 
in was £950 comprising a deposit and one month 
rent in advance. 

“[VOICES] filled out forms and 
got me an interview with  

[a social rented sector 
provider] who sadly rejected 

me so I eventually found 
private accommodation. … 
VOICES agreed to pay £650 
and I agreed to pay £300 … 
without the support from 

VOICES I don’t believe I would 
of been rehoused.” 

This success was extremely motivating for Julie.  
VOICES helped to identify and fund key items of 
furniture through a personal budget that is part of 
the project.  However, Julie sourced soft 
furnishings and set up all the household bill 
payments with minimal support.  VOICES visited 
to offer support twice a week and arranged for  
 

others involved in her care to visit the home on 
an outreach basis which better suited Julie’s 
needs.  Julie also received support to access all 
the benefits to which she was entitled through 
our local CAB service to ensure the affordability 
of the property.  Julie’s Service Coordinator at 
VOICES reflects on this case: 

“The first appointment I had 
with Julie, it was very daunting 

thinking of the task ahead.  
But, as soon as she was 

housed, it was like working 
with a different person.   

Services involved in Julie’s support also note 

that she has exceeded all their expectations 

since moving in to the property.  Julie takes 

great pride in her home.  She has furnished and 

decorated her home to a high standard and 

demonstrated a great deal of thrift in the 

process.  Julie manages visitors to the property 

with greater confidence. 
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Julie’s Service Coordinator valued the experience 

of using Housing First as an approach for people 

that have fallen through the traditional linear 

model of homeless services: 

“It made me wonder how 
many people with multiple 

needs would have a complete 
change of fortune once they 
have a stable roof over their 
head.  It also highlighted the 

importance of having that 
intense support ready and 

available once they’re moved 
in.  The services that were 

working with Julie as part of 
our coordination plan offered 
outreach support to see her in 

her new home, which was 
really helpful.  This helped her 
to settle and kept her engaged 

during the transition.” 

 

Julie also reflects about the impact of the help 

she has received on her feelings of self-worth 

and esteem: 

“[my Service Coordinator] 
showed me that I am worth 

something  
…  

when I was in the gutter 
VOICES reached out and gave 

me a chance to fix my life  
…  

I also don’t take Monkey Dust 
anymore.” 

Julie has successfully maintained her tenancy 

for more than 12-months since moving-in.   

She has used the stability provided by the 

accommodation and her increased resilience as 

a platform to seek paid work.   

Recently, Julie was successful in securing 

employment. 

Note:  Julie is a pseudonym.  Pictures are used with permission.   
 

Sources of further information 

 Housing First England:    hfe.homeless.org.uk/  

 Homeless Link:     homeless.org.uk/  

 University of York research:   york.ac.uk/housingfirst/evaluation 

 Shelter Good Practice Briefing:   england.shelter.org.uk/a_good_practice_briefing 

 Changing Lives research:   changing-lives.org.uk/housing-first-research 

 The Guardian:   theguardian.com/housing-first 

 St Mungo’s:   mungos.org/fresh-start 

 

 

  

http://hfe.homeless.org.uk/
http://www.homeless.org.uk/
https://www.york.ac.uk/media/chp/documents/2015/Housing%20First%20England%20Report%20February%202015.pdf
http://england.shelter.org.uk/professional_resources/policy_and_research/policy_library/policy_library_folder/housing_first_-_a_good_practice_briefing
http://www.changing-lives.org.uk/news/housing-first-groundbreaking-research-homelessness-approach/
theguardian.com/housing-first
http://www.mungos.org/press_office/2485_fresh-start-for-housing-first-service-in-brighton-hove
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Co-occurring substance misuse and mental ill-health 

What do we mean by co-occurring substance misuse and mental ill-health? 
This is where a person has problematic drug and/or alcohol misuse at the same time as experiencing 

mental ill-health.  In the past, this issue has been referred to using the term “dual diagnosis”.  Some 

professionals and campaigners now believe that the term “dual diagnosis” has an unintended 

consequence.  The argument is that by focusing on achieving an accurate clinical diagnosis, rather 

than the impact on the health and lives of individuals, the system is excluding people 

unintentionally.  This is perceived as being due to neither the substance misuse nor mental health 

service accepting that their area is the ‘primary’ diagnosis.  This may be through imposing unrealistic 

conditions on performing an assessment or beginning treatment such as a sustained period of 

abstinence. 

“Assessing which condition is ‘primary’ diagnosis and which is ‘secondary’ may be 

possible.  But, all too often they are used as a barrier for accessing treatment.  … 

treating both the mental health and alcohol and drug difficulty together  

should be the treatment of choice.” 

Progress: National Consortium of Consultant Nurses  

in Dual Diagnosis and Substance Misuse. 

dualdiagnosis.co.uk 

Typically, this manifests itself by mental health services assessing that the primary cause of mental 

ill-health is substance misuse; or, by refusing to do an assessment without unrealistic requirements 

for a sustained period of abstinence.  Conversely, substance misuse services may cite the primary 

cause as mental ill-health where drugs and/or alcohol are a means self-medication.  They may then 

insist that people get help with their mental ill-health before attempting potentially costly treatment 

for their addiction.   

This perception is supported locally by the experiences of VOICES Service Coordinators.  They report 

difficulties in accessing coordinated substance misuse and mental health services.  This often relates 

to the ability of services to conduct a screening or other assessment designed to test a person’s 

eligibility for services. 

Why does this matter? 
This leads to referral ‘ping-pong’ between services.  While this continues, the person may be 

receiving no help with treatment of either condition and become disillusioned with services, feel 

stuck, and may even give up on the prospect of positive change. 

Of course, short-term relief from the stresses of multiple needs provided by misuse of drugs and/or 

alcohol for the individual are overtaken by the longer-term decline in the person’s health, wellbeing, 

and ability to sustain a functioning place in the community.  Ultimately, the impact is felt by 

emergency services with high frequency and intensity in the use of ambulance, A&E, hospital, and 

police services. 

The VOICES Partnership is inviting proposals from partners that are in a position to deliver systems 

change that improves access to mental health and substance misuse services for people 

experiencing these as multiple needs. 

http://www.dualdiagnosis.co.uk/
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Co-occurring substance misuse and mental ill-health case studies 

John’s story  

John is an intelligent man that is easy to talk to 

and polite.  He is a very proud father.  John used 

to maintain a number of positive hobbies.  

Before becoming homeless, he enjoyed a 

reasonable degree of career success and worked 

in managerial positions for a number of firms. 

When John was referred to VOICES he was rough 

sleeping, alcohol dependent, and wrestling with 

intrusive and repetitive thoughts on a daily basis.  

His was constantly anxious, with non-existent  

self-esteem, and considered himself to blame for 

his situation while also feeling powerless to 

change it. 

John would sometimes talk about being under 

the control of an evil force.  Services could have 

concerns about occasions of sexual inhibition 

which he would report being unaware of or 

unable to control.  This led to some needed 

support services excluding him. 

Often, members of the public will have raised 

concerns about his welfare.  For example, if he is 

unconscious or talking to himself in the street.  

He is a frequent user of ambulance services, 

A&E, and the police. 

Even when accommodated, John sometimes 

sleeps rough.  This is occasionally within sight of 

his property. 

John has interacted with mental health services 

numerous times.  On several occasions, despite a 

scheduled assessment this has not taken place 

due to John’s intoxication.  Other times, he has 

failed to attend an appointment. 

VOICES arranged for an assessment to take place 

at a health centre with the mental health access 

team.  John’s Service Coordinator accompanied 

him to the centre.  

During the assessment, John preferred to talk 

about his journey to this point rather than the 

current intrusive thoughts, troubling 

behaviours, and anxieties he was suffering. 

Despite testimony about John’s mental health 

and behaviours from his Service Coordinator 

and other services that knew him well, the 

assessor recommended that John addressed 

his drinking before approaching the access 

team again.   

John’s Service Coordinator asked if these 

issues could be dealt with in parallel.  He was 

informed that there was a 12-month wait for 

talking therapies meaning there was nothing to 

be gained by accessing mental health services 

at this time.  This rejection had a negative 

impact John’s already low mood. 

Shortly afterwards, John began to engage in a 

service to tackle his alcohol dependency and 

secured a place in supported housing.  These 

services too raised concerns about John’s 

ability to engage in the help he needed due to 

his poor mental health. 

John was unable to engage effectively in 

services to help his alcohol dependency and 

housing support due to his poor mental health.  

At the same time, he was expected to do so as 

a condition of accessing the mental health 

treatment he also needed. 

John remained stuck in this situation for quite 

some time. 

Note:  John is a pseudonym.  Pictures are stock. 

John sometimes slept rough in sight of his accommodation 



 

 

P a g e | 20 

 

Jason’s story  

Jason is a man in his late middle age from a large 

family.  During a troubled childhood he 

benefitted from very little parental support or 

guidance.  Jason’s father was an alcoholic that 

would physically abuse his mother when under 

the influence.  He remembers his mother as 

trying her best to provide for him and his siblings 

despite being in a violent relationship. 

Since leaving education, Jason has been in and 

out of prison over a period of almost three 

decades.  However, Jason entered a long-term 

relationship and gained a degree of stability in 

his life over a period approaching ten years.  

Despite some recreational drug use, he didn’t 

return to prison and felt settled with his partner 

in the home that they rented.  He described her 

as the love of his life. 

Sadly, Jason’s partner was killed in a tragic 

accident that also destroyed their property.  In 

this one incident, he lost his beloved partner and 

his home as well as his sense of self and 

belonging.  He moved in to a homeless hostel. 

Jason’s condition quickly deteriorated after he 

began injecting heroin while at the hostel.  He 

neglected his physical and emotional needs.  

Jason wouldn’t eat for days at a time and had 

become doubly incontinent.  His heroin 

addiction used up the majority of his disposable 

income. 

He was referred for a mental health assessment.  

The assessment concluded that his condition 

was a result of lifestyle choices.  Mental health 

professionals felt that they could not get 

involved while Jason continued to misuse 

substances. 

Eventually, Jason was admitted to hospital due 

to his poor physical health and a referral was 

made to VOICES for a Service Coordinator.  At 

this point, mental health services were refusing 

to perform an assessment. 

With prompting from the Service Coordinator, 

the hospital issued a notification to social 

services that Jason would be likely to need 

social care on discharge (this is a statutory 

notification under the Community Care Act). 

It was this that led to a multi-disciplinary team 

meeting to plan Jason’s discharge from 

hospital and after care.  The meeting was an 

opportunity for professionals to discuss the 

case and bring in colleagues from mental 

health in support.   

Because of the meeting, Jason was assigned a 

dual diagnosis mental health nurse who 

arranged for an assessment.  This led to a 

diagnosis of depression with some psychotic 

features.  Jason was admitted to a psychiatric 

ward and received the treatment he needed.  

He responded well. 

His family and support network noticed that he 

began to talk more openly about the loss of his 

partner.  Reflecting, Jason stated that he had 

wanted to die and would have continued using 

substances until that had happened. 

Jason was eventually discharged.   His case was 

closed with the dual diagnosis nurse.  He was 

not allocated a social worker. 

Homeless, Jason was placed temporarily in bed 

and breakfast accommodation.  It became 

apparent quickly that his mental and physical 

condition was again deteriorating. 
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The search for alternative accommodation 

continued and the Service Coordinator 

advocated for further involvement from social 

care.   

Jason moved in to a flat.  However, this was 

another temporary unsupported setting.  At this 

time the Service Coordinator describes the 

situation as ‘horrendous’.  Jason continued to 

experience double incontinence, but despite 

assertive advocacy and referrals, including 

through the vulnerable adult system, it took 

some weeks to secure a social care assessment. 

Once the assessment took place, things began to 

change for the better.  A comprehensive package 

of care was put in place that met Jason’s needs.  

A suitable bungalow was identified and Jason 

moved in with his package of care transferring. 

The social worker had discussed the options with 

Jason extensively.  The bungalow was what he 

wanted.  Jason maintained his tenancy 

effectively with the support of the care provider 

and social care as appointees.  He recovered 

contact with and support from his family 

network.  However, after being admitted to 

hospital with an infection for a sustained period, 

Jason had to relinquish the tenancy. 

Once clinically fit for discharge and following a 

further assessment of eligibility, Jason moved in 

to a nursing home.   

Here his needs are being met and he continues 

to receive support from his family. 

When Jason was able to access the clinical and 

social services he needed, he responded well 

to the intervention.  His physical and mental 

health as well as his broader quality of life 

improved significantly.  However, when these 

interventions broke down, his condition 

deteriorated rapidly.  

Arguably, for Jason the system proved too 

difficult to access and, once engaged, was too 

quick to discharge him.  The interactions and 

inertia between parts of the system appear to 

have been key areas for risk of breakdown.   

It is difficult to know what impact this had on 

the overall outcome for Jason.  This includes 

the impact on Jason’s long-term potential for a 

more independent and fulfilled life.   

Being slow to take on but quick to transfer 

responsibility may give an initial appearance of 

efficiency or economy, but may also call in to 

question the effectiveness of the system for 

the people consuming it.   

Some would argue that effectiveness is the key 

to value. 

Jason’s needs are now met in a high 

dependency setting offering round the clock 

care. 

 
Is accident and emergency too often a safety net for ineffective coordination between other services? 

Note:  Jason is a pseudonym.  Pictures are stock. 
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Sources of further information 

 Mind (Understanding Dual  http://www.cpft.nhs.uk 

Diagnosis)    

 National Consortium of   http://www.dualdiagnosis.co.uk 

Consultant Nurses in  

Dual Diagnosis and Substance 

Misuse 

 Rethink guidance   http://www.nhs.uk/ipgmedia/national/Rethink 

 Turning Point handbook  http://www.turning-point.co.uk 

 Turning Point toolkit  http://www.turning-point.co.uk 

  

http://www.cpft.nhs.uk/downloads/martin/dualdiagnosis.pdf
http://www.dualdiagnosis.co.uk/
http://www.nhs.uk/ipgmedia/national/Rethink%20Mental%20Illness/Assets/DualdiagnosisRET0162.pdf
http://www.turning-point.co.uk/media/615737/dualdiagnosisgoodpracticehandbook.pdf
http://www.turning-point.co.uk/media/1103612/dualdiagnosistoolkit.pdf
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Fairer access to services 
People with multiple needs often face cultural and systemic barriers to accessing the services that 

they need to recover or to minimise harm to their wellbeing.  Either through admission or exclusion 

processes, people with multiple needs are often assessed as having needs that are too complex or 

associated risks that are too high for many commissioned services.  Conversely, people with multiple 

needs are often assessed as falling short of the eligibility criteria for services established on a 

statutory footing.  This may be the case increasingly as services flex to cope with long-term financial 

pressure and as others stop delivering services altogether.  Examples of barriers to access or motives 

for exclusion include: 

 requirements for the immediate repayment 
of significant rent or service charge arrears 
to access housing 

 lack of choice or flexibility in service 
charges (such as the requirement to buy 
meals as a condition of tenancy) 

 the requirement for people to produce 
proof of identification (e.g. to access 
primary health care) 

 exclusions of people with a criminal record 

 attributing people’s condition to lifestyle 
choices without considering the underlying 
issues 

 over reliance on correspondence as a 
means of communication with people that 
many be in short-term accommodation or 
have difficulty understanding letters 

 requirements for complaints and appeals to 
be submitted in writing 

 arbitrary rules leading to exclusion from 
services (e.g. for failing to attend an 
appointment or specific number of 
appointments) 

 not taking responsibility by merely 
signposting people around the system 
when they clearly need advocacy 

 lack of empathy for people living through 
extremely distressing conditions that may 
express their frustration through 
inappropriate language or behaviour 

 focus on people’s deficits and needs, 
without considering their assets, 
aspirations, and motivations 

Even in services that have clear guidance from regulators, people with multiple needs may find 

difficulties in securing access.  A recent joint report from Healthwatch Stoke-on-Trent, VOICES, and 

Expert Citizens5 demonstrated that homeless people face a significant challenge in registering with a 

GP.  Nearly half of the practices’ surveyed refused to register a homeless person with no ID. 

Similarly, a joint report from the Centre for Health and Development at Staffordshire University, 

VOICES, and Expert Citizens6 found that people taking part in street activity in the City Centre 

perceived that they faced barriers to accessing the services they need.  This included housing, 

health, support, volunteering, and assistance with benefits.  Key transitions that people felt were 

breaking down included the planning for discharge from institutional settings such as hospitals or 

prisons. 

The VOICES Partnership is inviting proposals from partner organisations that tackle the issue of 

ensuring fair access to services for people experiencing multiple needs. 

                                                           
5 See:  P Astley and B Wilson (2016), “Gatekeepers: Access to primary care for those with multiple needs”, 
Stoke-on-Trent, https://issuu.com/voicesofstoke/docs/gatekeepers_voices_and_hw_stoke_rep  
6 See:  F McCormack, et al., (2016), “City Centre Rough Sleeping and Street Activity Project Report”,  
Stoke-on-Trent, https://issuu.com/voicesofstoke/docs/voices_report_-_final  

https://issuu.com/voicesofstoke/docs/gatekeepers_voices_and_hw_stoke_rep
https://issuu.com/voicesofstoke/docs/voices_report_-_final
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Fairer access to services case studies 

Jane’s experience  

Jane Morton is a former Community Matron 
for homeless people in Stoke-on-Trent. 

I experienced difficulties in getting individuals 
registered with a GP and even with maintaining 
registration with a practice. 

There has been a reluctance to flex GP services 
to meet the specific needs of individual people.  
For example, people with multiple needs often 
experience bouts of homelessness, mental ill-
health, and addictions.  This also has an impact 
on their physical health, which can deteriorate 
rapidly.  

As a Community Matron working with 
homeless people, I encountered exclusions 
based on what can be described as street level 
bureaucracy.  This included the request for 
homeless people to provide two forms of 
identification before they could be registered 
or even provided with treatment.   

However, even once someone was registered, 
maintaining that registration could be 
problematic.   

Here is a not uncommon conversation: 

Me: “Could I make an appointment for X.” 

Practice: “I’m sorry; X has been removed from 
the practice.” 

Me: “Oh, he wasn’t aware of this, why?” 

Practice: “X has been invited to attend a 
review … we have sent letters out 
three times and X hasn’t made an 
appointment.” 

Me: “But X is homeless so didn’t receive 
the letters.” 

Practice: “If someone doesn’t attend and 
engage with reviews they are invited 
to leave the practice.  … X has now 
been removed from the list.” 

Me: “But, X was not aware of this and you 
now state he is no longer registered 
with your practice, he now does not 

 

 have a GP and needs a medical 
assessment.” 

Practice: “We sent a letter out stating he is now 
no longer registered with the practice 
and needs to register with a new GP.” 

Sometimes, when I explained to staff, I could get 
the individual reviewed or negotiate direct with 
the practice manager to find a solution.  
Unfortunately, despite my being a medical 
professional, there was no resolution on 
occasion.  This was time consuming.  I then had 
to try to register the person with another GP, 
which was also often problematic. 

NHS England guidance allows for people to be 
treated in an emergency even if not registered.  
It also states that people do not have to provide 
ID to be registered and can be treated straight 
away.  Sometimes, even often, that guidance 
wasn’t followed.  Some walk-in centres will not 
treat people that are not registered with a GP 
elsewhere.  So, this is a significant problem. 

It’s no surprise that homeless people often 
resort to using Accident and Emergency services 
despite this being preventable if the appropriate 
primary care were accessible. 

Registration with a GP is often crucial for  
accessing other health and wellbeing services 
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Patrick’s story  

Patrick had been a registered as a patient at a 
specialist service for people excluded from 
other GP practices for around ten years. 

However, Patrick had lost confidence in the 
practice after presenting with concerns and 
not receiving any treatment.  A few days later, 
he had been admitted to hospital when 
presenting elsewhere with this same issue. 

Therefore, Patrick had decided that he wanted 
to be registered at a mainstream practice and 
sought the assistance of his support worker to 
move practices. 

Initially, the GP refused to facilitate Patrick’s 
move to a new practice arguing that he moved 
address too often.  When this was questioned 
by his support worker with reference to the 
NHS England guidance, the GP agreed to 
release Patrick from the practice. 

Over the course of the next few weeks, Patrick 
and his support worker filled out several 
application forms for GP practices.  After a few 
days, each one responded saying that they 
would not accept the application for Patrick to 
join their practice.  When asked to confirm the 
reason for rejection, some practices refused to 
give a reason to the support worker or to put it 
in writing for Patrick.  Others said that he was 
still registered at the specialist practice and 
could not be moved. 

Eventually, after 6-months and with the 
support of NHS England, Patrick and his 
support worker identified a practice and 
registered successfully. 

On the whole, Patrick engaged well with the 
new practice.  There were a couple of 
occasions where he didn’t order repeat 
prescriptions in good time.  This had led to 
some frustration being expressed at the GPs 
reception, but these incidents were few and 
had been diffused. 

However, when Patrick moved to a different 
part of the city, outside of the practice 
catchment, he was given a three week deadline  

to successfully move practice at which point he 
would be removed from the register. 

Unfortunately, Patrick was in hospital for two of 
those three weeks. 

Following some advocacy from the support 
worker, Patrick’s deadline for finding a new 
practice was extended by two weeks.  It was 
important to maintain Patrick’s regular 
prescription. 

Patrick applied to five separate GP practices 
shown as being close to his new accommodation 
on the relevant NHS website.  Each refused the 
application on the basis that the address was 
not in their catchment.  Patrick had already been 
refused by the practice that covered the area of 
his address as well as the two others that 
operated out of the same building. 

After six phone calls to NHS England over two 
days, Patrick and his support worker were put 
through to a very helpful person who took 
responsibility and promised to call back.  After a 
couple of hours, NHS England called back and 
informed Patrick that he should reapply to the 
appropriate practice for his catchment area and 
that he would now be accepted. 

Patrick called his existing practice and requested 
that another week of medications be prescribed 
to give time for the transfer to take place.  
Initially, the practice receptionist refused to ask 
the doctor and stated that Patrick had been 
given enough time already.  It was only when his 
support worker spoke to the receptionist, at 
Patrick’s request, that the practice staff member 
agreed to put the request to the GP. 

“When people get sick, they need access to high-
quality medical care.  Medical care saves lives.  

But it is not the lack of medical care that causes 
illnesses in the first place.” 

Professor Sir Michael Marmot (2015), “The 
Health Gap”, Bloomsbury, Page 37 

Note:  Patrick is a pseudonym  
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