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Introduction

2016 marked the 50th anniversary of Jeremy Sandford and Ken Loach’s 
powerful drama, ‘Cathy Come Home’. This seminal film (released in 1966) 
was shocking on many fronts; not least because it depicts a family’s descent 
into poverty and homelessness. In doing so, the film challenged many of the 
commonly accepted beliefs and assumptions about those affected by home-
lessness and its underlying causes. The characters depicted, a woman and 
her family, were a far cry from the stereotypical ‘tramp’, ‘hobo’, or ‘vagrant’ 
of popular culture and parlance, and were not who the viewer might have 
expected to end up outcast by society.

50 years on, in the era of ‘I, Daniel Blake’, homelessness in the UK 
shamefully remains a huge social issue and is linked to the broader housing 
crisis and welfare reforms depicted in the film. In fact, the government has 
recently been directly implicated in rising rates of homelessness and accused 
of taking a ‘light touch approach’ to resolve the situation (National Audit 
Office 2017).
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Homelessness has now taken on different guises, with new terminology, 
which includes less visible groups, i.e. ‘the hidden homeless’ and ‘sofa surf-
ers’. This makes it harder to estimate numbers, and in fact, there are no 
national figures for the total number of homeless people within the UK; 
though evidence reveals that numbers continue to rise and are estimated at 
over 250,000 (Shelter 2016).

It is now particularly important to be specific about what populations and 
homeless groups we are referring to, as there may be very significant differ-
ences between the problems faced, the reasons for becoming homeless, and 
the possible solutions to help people. This chapter will focus on the most 
extreme form and most at risk group, those who are rough sleepers.

Recent rough sleeping estimates for England published by the 
Department for Communities and Local Government (DCLG 2016) sug-
gest that the number of people sleeping rough has more than doubled since 
2010. Within London, data recorded on the Combined Homelessness and 
Information Network (CHAIN1) for 2016–2017 reveal a 25% rise in rough 
sleeping since 2013–2014.

Different populations are increasingly ending up being forced onto the 
street. These include the young, people from other countries, and women. 
Although the overall gender split has reduced, male rough sleeping still 
vastly outweighs women. Of the total number of rough sleepers recorded 
in London during 2016–2017, 85% were men. These figures were also 
reflected in a recent audit by START, a specialist mental health service 
for street homeless people in South London, who found a near identical 
breakdown of gender for the rough sleepers under their care, with 82% 
men.

While the figure of 85% is widely reported by organisations working with 
street homeless people across the UK (e.g. St Mungo’s 2016a), there is lit-
tle published literature to explicitly explore the underlying reasons linked to 
this observed gender imbalance.

A storm of social factors has multiplied the numbers of rough sleepers 
over recent years: shortages of housing and the rising costs of renting; cuts to 
services including funding for Supporting People; welfare reforms, e.g. the 
so-called ‘bedroom tax’ and caps on Housing Benefit; as well as other inter-
national factors, such as the expansion of the European Union, global insta-
bility, and prolonged wars that have forced mass migration.

1CHAIN—a multiagency database for recording information about rough sleepers and the wider street 
population within London.



Working with Homeless Men in London …     535

However, it is not only sociopolitical factors that have directly contrib-
uted to the increase in rough sleeping. Available data highlight the signifi-
cant proportion of people within the homeless population who are classed 
as having additional support needs. For example, CHAIN’s annual report 
for the year 2016–2017, published by The Greater London Authority 
(2017), revealed that 47% of rough sleepers in London were found to have 
additional mental health needs. Forty-four per cent were found to have 
alcohol-related support needs, and 35% drug-related supported needs. 
Despite this, access to specialist services is typically very limited within 
the rough sleeping community, and people’s support needs often remain 
unmet (St Mungo’s 2016b). Consequently, there is clearly a need for better 
service provision to support the needs of the UK’s growing rough sleeping 
population.

Based on the observations highlighted above, this chapter aims to 
explore both the issue of male homelessness and the challenges associ-
ated with meeting the support needs of people within the homeless com-
munity. This will be achieved by presenting and reflecting on the work 
of START. Specifically, a detailed account of male homelessness will be 
presented and discussed with reference to relevant literature throughout. 
Attempts will be made to consider how existing evidence/literature might 
explain the higher rates of homelessness in men compared to women, and 
the clinical implications of this will be explored. By introducing the work 
of START and presenting a clinical case example, this chapter will also 
highlight the importance of specialist service provision within the home-
lessness sector.

Introducing Tony

Throughout the course of this chapter, readers will be told the story of Tony, 
a 48 year old man with a history of entrenched rough sleeping and signif-
icant mental health difficulties. Although all of the issues highlighted, are 
based on a true account of male homelessness, all names, locations and 
other potentially identifying information have been changed to protect 
the anonymity of the person involved. It is written using a combination of 
Tony’s own personal account of his experiences and the account of those 
involved in his care. As the chapter progresses, you will learn about a num-
ber of Tony’s early life experiences, the subsequent difficulties he experienced  
and his contact with services, including the support he received from the 
START team.
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Understanding the Range of Issues That Can  
Contribute to Homelessness—The Role 
of Trauma

In recent years, it has become increasingly well accepted that entrenched 
homelessness is not just related to a housing shortage or the result of unfor-
tunate unforeseen circumstances, but rather the consequence of long- 
standing social exclusion, personal violations, and disrupted attachments 
(Cockersell 2015). Therefore, the problems of rough sleepers will not be 
solved by simply offering someone accommodation (Maguire et al. 2009). As 
Seager (2015) stresses, ‘a house devoid of ‘empathy, warmth and genuineness’ 
is of no more use to a homeless person than it is to a developing child’ (P20).

Unfortunately, a large section of homeless people have not had that neces-
sary consistent empathy, warmth, and genuineness at any stage of their life. 
Rates of childhood abuse or neglect in homeless people have been found to 
be over 80% (Torchalla et al. 2012). This raises the question, what do these 
groups of homeless people associate with being housed? It is perhaps not the 
same warm feelings of safety, security, and connection, or the pleasant sense 
of nostalgia that many of us experience when within our own ‘four walls’.

Not only have most rough sleepers had disrupted, neglected, and unpleas-
ant early lives, but the majority have experienced further trauma that can 
be associated with additional barriers to them accessing and maintaining a 
home. Traumatic life events have been experienced in over 90% of home-
less people (Buhrich et al. 2000), and homelessness in itself will often expose 
people to further trauma, victimisation, and learned helplessness (Torchalla 
et al. 2014). In addition, the high prevalence of violence experienced on the 
streets may prolong entrenched rough sleeping further (Kim et al. 2010).

Despite trauma and historic abuse being commonplace in the lives of 
homeless men, research in this field has primarily focused on women. It has 
been suggested that the exclusion of men from studies could be related to 
additional barriers to engaging homeless men in research, including males 
tending to lead more isolated lives, enduring more severe mental health 
problems, and presenting with particular presentations of post-traumatic 
stress related to military involvement (Kim et al. 2010).

When considering gender as a factor, a cyclical hypothesis makes sense. 
This is because men vastly outnumber women as rough sleepers, so the 
likelihood of exposure to further trauma is higher. This cyclical process of 
repeated traumas is exaggerated by the fact that men in the UK are gener-
ally more at risk of being a victim of violence, with approximately 61% of 
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victims being male and 39% female (Office for National Statistics 2017). 
However, women who are rough sleeping are clearly at increased risk of vio-
lence and may not perceive sleeping out on the streets as a viable long-term 
option (Hill 1991).

One consideration in regard to gender is the types of trauma that men 
and women are exposed to. Males are more likely to experience physical vio-
lence and psychological traumas, while women are more likely to be sub-
jected to sexual violence and domestic abuse (Jainchill et al. 2000; Tolin and 
Foa 2006; Sonne et al. 2003). Such differences can have implications into 
routes into homelessness and how people are supported by organisations.

Women may be housed sooner due to additional specialist services (such 
as women’s refuges or services that address the specific needs of women). 
Additionally, some women will be (rightfully) considered priority status 
related to pregnancy or dependent children (see Shelter 2017).

Another reason that some women do not become entrenched rough sleep-
ers and remain members of the ‘hidden homeless’ population is that they 
are exploited into sex or sex-working, which temporarily removes them from 
the street (Reeve et al. 2009; Homeless Link 2014). It is reported that sig-
nificantly more homeless women (25% compared with 2%) turn to prosti-
tution than men (St Mungo’s 2014). Such women have been found to be at 
increased risk of turning to such desperate measures if they have been sub-
ject to previous sexual abuse (Simons and Whitback 1991).

Also of note is how different forms of abuse and trauma impact on peo-
ple and the ways of coping that they develop to manage such intrusive and 
distressing experiences. Gender differences have been found, including more 
internalised and avoidant behaviours in women, and more externalised and 
‘fight or flight’ responses in men, for example increased aggression or sub-
stance misuse (Torchalla et al. 2014).

There is, of course, debate as to whether males’ tendencies towards aggres-
sion and problematic alcohol/substance use are biologically driven, or the 
result of social learning and adopting more socially accepted gender roles 
(e.g. Archer 2004; Wilsnack et al. 2000). However, such behaviours place 
men at increased risk of breakdowns in placements and facing further prob-
lems in being re-housed.

Many of the above issues are evident in Tony’s story. He was born and brought 
up in a small town, where he lived with his parents and older sister. Although 
his recollection of his upbringing and early life experiences was some-
what unclear, he recalled not feeling close to any of his family and described 
often feeling unsafe as a child. He linked this to a constant threat of physical 
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violence from his father, who was a heavy drinker and someone who was often 
physically abusive towards his mother.

When Tony was 16, he moved away to work as an apprentice for a year. 
He described this as a positive experience, as it allowed him to escape some of 
the difficulties he had been experiencing at home. However, he also recalled 
starting to drink quite heavily at this time of his life. He suggested that alco-
hol gave him confidence, which was something he felt he lacked, as a result of 
his difficult upbringing. Tony also felt that his drinking provided a means of 
escaping some of the difficult memories of his past.

After a year, he moved away again to start studying for a National Diploma. 
However, he soon dropped out of this course, as he was spending increas-
ing amounts of time drinking and smoking cannabis. He later started to use 
harder drugs such as crack and heroin. Although he never felt that he became 
physically dependent on substances, he recognised that he often used them as 
a way of managing stressful situations.

Complex Trauma and the Role of Personality 
with Homelessness

Parallels have been drawn between the frequently traumatising, disrupted, 
and abusive histories of homeless people and those who are diagnosed with 
‘personality disorder’.2 The prevalence of this diagnosis in the homeless 
population is unclear, and there have been wide-ranging estimates of rates 
between 2.2 and 71% (Fazel et al. 2008), with ‘anti-social’ type (particularly 
associated with men) at between 10 and 40% (Ball et al. 2005).

Difficulties that define the construct ‘personality disorder’ such as prob-
lems with regulating emotion, impulse control, relating to others, and 
maintenance of relationships have been described as features of the heter-
ogeneous homeless population and factors that place individuals at risk of 
breakdowns of accommodation and causing issues securing support (Ball 
et al. 2005).

The nebulous nature of these presentations can mean that it is challeng-
ing for services to decide who is in need of clinical interventions and may 
also serve as an excuse to avoid complex and ambiguous cases, particularly 
considering stretched resources and histories of non-engagement (Crane and 
Warnes 2001; Timms and Taylor 2015).

2This reflects the language typically used in the research literature but we recognise that some people 
have a preference for the term ‘complex trauma’.
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Men presenting with more significant mental health difficulties (including 
‘personality disorder’ diagnosis) have been found to be particularly difficult 
to engage, partly because of higher rates of anti-social traits and foren-
sic behaviours, and more common problematic alcohol or substance use 
(O’Brien et al. 2009).

Throughout his early twenties, Tony recalled leading quite a transient life, 
whereby he would regularly move around the UK, living in different cities. At 
the time, he was typically living in squats or staying with people he had got to 
know. While Tony had some brief relationships, he had difficulties getting close 
to people. He found it hard to trust them, expected them to let him down, and 
would often move on, protecting himself from further predicted pain.

Later in life (after a prolonged period of rough sleeping), Tony was even-
tually accommodated in various hostels. But he didn’t like the crowded envi-
ronments, started to have problems with other residents, and felt singled out 
by staff. He was referred to mental health services but did not think that they 
were of relevance to him; instead preferring to visit local hospitals when he 
really needed help. Placements broke down following fights, service-charge 
debts related to substance use, and spells in prison. Tony returned to sleeping 
rough and it was often assumed he was ‘making a lifestyle choice,’ rather than 
responding to a sense of threat by making the logical decision to remove him-
self from that situation.

Psychosis, Gender, and Issues with Housing

Rates of psychosis3 are particularly high in the homeless population (Fazel 
et al. 2008, 2014). This is not necessarily surprising, as such difficulties are 
often associated with problems securing and maintaining accommodation 
(Lettner et al. 2016).

This, in part, explains why the START team have always primarily 
worked with rough sleepers presenting with psychosis, however ambiguous 
these presentations sometimes are (Timms and Taylor 2015). Unfortunately, 
over the years the team has had to adapt and prioritise this group (over peo-
ple with less severe mental health problems or those that are in temporary 
accommodation) due to wider funding constraints and pressures on public 

3The term ‘psychosis’ is a reference to the range of complex difficulties often experienced by the people 
who access our service. We take the position that such presentations are often rooted in adverse expe-
rience (i.e. trauma and abuse), which is highlighted by the clinical case example presented and wider 
literature.
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and homeless services (see Timms and Taylor 2015 for further details on the 
history of the team). We are currently working with commissioners to con-
sider other models of working that can improve access to rough sleepers with 
all significant mental health needs.

It is important to consider how difficulties linked to psychosis have the 
potential to make people actively turn away from support and societal struc-
tures or norms. Experiencing paranoid or grandiose beliefs, or associated 
experiences (e.g. commanding voices), can also put people at higher risk of 
abandoning accommodation if re-housed, or make it harder for people to 
sustain tenancies without the right support.

High prevalence rates for psychosis within the homeless population could 
also go some way to explaining the gender differences in the street home-
less population. One initial explanation is that men may be at more risk of 
developing psychosis. Traditionally, it was understood that incidence and 
prevalence rates of psychosis were comparable across genders; however, more 
recent research suggests that incidence rates are significantly higher in men 
(Ochoa et al. 2012). Through large-scale reviews, estimates of ratios have 
been made at 1.4:1 (McGrath et al. 2004) and 1.57:1 (Saha et al. 2014). 
Therefore, if psychosis increases a person’s vulnerability to homelessness, this 
may help explain the higher numbers of homeless men.

As well as incidence rates, another consideration is the age of onset of 
psychosis between genders. In relation to this, it is widely recognised that 
men have an earlier onset than women (Donoghue et al. 2014). This is of 
relevance because there is some evidence of homeless groups being younger 
when first hospitalised (Opler et al. 2001) and that more entrenched home-
lessness is associated with a younger age when first becoming homeless 
(Patterson et al. 2012).

While there is a significant body of evidence to suggest that males develop 
psychosis at an earlier age, the discrepancy in age of onset may not be as 
marked as previously believed. A meta-analysis by Eranti and colleagues 
(2013) looking into the diagnosis ‘schizophrenia’ found that the combined 
difference in age of onset was only 1.49 years. As well as methodological 
issues and diagnostic discrepancy, Eranti et al. (2013) suggest that there 
might be notable differences between genders in the speed of access to ser-
vices from when they first experience psychosis. Therefore, this more recent 
review highlights that age of onset may be less relevant than first thought, 
but that males may be slower to engage with services.

Earlier age of onset and delays in seeking support in males could place 
them at greater risk of homelessness during the early stages of psychosis and 
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also later in life. In part, this could be related to disruptions in acquiring 
functional skills and social development, found to be deficits in men with 
psychosis, while women have been found to be much better at developing 
social support networks (Gayer-Anderson and Morgan 2013; Thorup et al. 
2014; Vila-Rodriguez et al. 2011). Lee et al. (2016) found that cohabit-
ers and renters (rather than those who were unsheltered or in institutions) 
were significantly more likely to be women and have experienced a shorter 
duration of homelessness. They inferred that social support appears to pro-
tect against street homelessness and that low levels of social support may 
increase the risk for becoming homeless immediately after losing rented 
accommodation.

A related factor associated with poorer functioning, social adjustment, 
and social support in men are so-called negative symptoms of psychosis. 
‘Negative symptoms’ have been found to be more severe and common in 
males and are a predictor of poor outcome (Malla and Payne 2005; Morgan 
et al. 2008; Thorup et al. 2014; Willhite et al. 2008). These blunting and 
lethargic aspects of presentations are commonly seen in the homeless peo-
ple that we work with and can be disabling, both to functioning and recov-
ery. They can make planning and organisation more challenging and leave 
people more apathetic with tasks important to sustaining tenancies, such as 
organising finances and maintaining adequate care of accommodation.

After a further transient period of rough sleeping, Tony was eventually accom-
modated in a smaller hostel, and subsequently moved into a council flat. 
Initially this seemed to be a positive change for him. However, it was not long 
after moving into his own flat, that Tony started to become increasingly unset-
tled and became aware of things that he’d not noticed before. He described 
these experiences as if seeing into “another life” or an “alternative reality”. He 
also recalled that the images contained references to real life past events. Tony 
described becoming increasingly distressed and threatened by these experi-
ences. As a result, he abandoned the flat and went back to a nomadic rough 
sleeping lifestyle, as this felt safer for him.

He started to avoid contact with other people, who he was becoming 
increasingly suspicious of. He described feeling a general sense of fear and 
unease, but he also suggested that there were times when he felt a “buzz” and a 
sense of excitement. This seemed to be linked to the belief that he knew things 
that others did not and that he had some kind of “sixth sense”. However, he 
has subsequently acknowledged that he became increasingly caught up in this 
alternative reality, to the extent to which he started to seriously neglect his own 
self-care.
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Crisis Interventions of Specialist Teams

The importance and success of specialist community multidisciplinary men-
tal health street outreach teams has been noted, particularly in re-housing 
entrenched rough sleepers with severe and enduring mental health problems 
(St Mungo’s 2016a). As well as MDT engagement, social and psychological  
interventions, inpatient treatment can also be an important or sometimes 
essential intervention. This is particularly the case for those presenting with 
psychosis and may also be an important step towards more permanent 
accommodation. For example, Lettner et al. (2016) found that 74% of hos-
pitalised clients with psychosis were subsequently housed, compared to 13% 
who were not admitted. As well as improvements in accommodation status, 
Timms and Perry (2016) found that previously homeless patients had posi-
tive outcomes in engagement with their clinical team and registration with a 
GP following compulsory admission from the street.

Street Mental Health Act Assessments pose many practical as well as eth-
ical issues (Timms and Perry 2016). Admitting people to hospital wards 
against their will is clearly an extremely difficult decision for any mental 
health professional and has definitely felt very uncomfortable for us person-
ally and professionally. These have often been decisions made out of extreme 
situations, where people have been at real risk of death and where people are 
not in a capable position to look after themselves safely, e.g. sleeping on the 
streets in winter months when temperatures will drop to below freezing.

There are also situations of more chronic homelessness, where we as 
psychologists have supported admissions to hospital. This has been on the 
grounds of enabling re-housing and giving people a better chance of recov-
ery and a new life. While there are discourses of ‘lifestyle choices’ describ-
ing persistent homelessness in the UK, the conscious choice to isolate 
oneself and live among the risks and squalor of the streets is an anomaly  
(Seager 2015).

Tony eventually came to the attention of services when staff at a homeless day 
centre became seriously concerned about his physical and mental health. Staff 
noticed that he was dangerously underweight and extremely guarded and sus-
picious of those around him.

By having close working relationships with the local homeless day centres 
and street outreach teams, who provide invaluable support to members of the 
homeless community, START were able to respond to the concerns raised. 
This initially involved a mental health outreach worker from the team, visiting 
the day centre that Tony had sporadically started using. There was a need to 
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approach this assessment with caution, due to fears that he may abandon using 
the day centre and be lost to all services. Therefore, initial contact with Tony, 
involved attempts to engage him in informal conversation, often with support 
from staff at the day centre.

It quickly became clear that he was unwilling to accept any form of support 
and seemed unable to recognise any of the risks that others were highlight-
ing. This prompted a formal mental health assessment to be arranged, which 
resulted in Tony being admitted to a psychiatric ward for further assessment 
and treatment. Tony recalled this as being a surreal experience, which at the 
time, he understood as him being singled out because of what he knew.

While on the ward, Tony was given a diagnosis of ‘paranoid schizophrenia’ 
and was treated with antipsychotic medication. Tony remains unsure about 
this interpretation of his difficulties and felt that the medication he was ini-
tially prescribed made little difference. However, he acknowledged that he 
felt physically stronger after six weeks in hospital. He was discharged into 
supported accommodation, where he continued to remain under the care of 
the START team. More recently Tony has spoken about the value of conti-
nuity and consistency in his care. He recognised that at that time he found 
it extremely difficult to trust people, through regular contact with the same 
worker in hospital and after discharge, Tony was able to overcome this to an 
extent.

Gender Differences in Relapse of Psychosis 
and Substance Use

Despite intervening with hospital treatment, it is common for people to 
again lose accommodation and return to rough sleeping. Zammichieli 
(1997) followed up 110 previously homeless people post-discharge for six 
months and found that 29% of the sample became homeless at some point 
during the follow-up period, whereas 5.5% were chronically homeless. 
Overall, it was found that more males became homeless than females and 
that homelessness was related to not engaging with treatment.

Other research has similarly found that men are more prone to relapse in 
psychosis (Haro et al. 2008 and Ochoa et al. 2012). This has been explained 
by findings that men are less likely to seek support, to not take medication 
as prescribed, and to not engage with therapies offered (Galdas et al. 2005; 
Thorup et al. 2014). Refusing medication has been found to be associated 
with homelessness in men but not women (Opler et al. 2001).

Substance use is also associated with relapse in psychosis (Blanchard et al. 
2000; Gregg et al. 2007), and ‘substance use disorders’ have been described 
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as ‘consistently the most prevalent mental health diagnosis amongst home-
less populations in Western countries’ (Burns and Whittaker 2015). 
Substance misuse is much more common in men (Brown et al. 2011; 
Hambrecht and Häfner 2000; Ochoa et al. 2012), and homeless men have 
higher rates of alcohol and ‘substance use disorders’, including more risky 
use (Linn et al. 2005).

Opler et al. (2001) found that substance misuse amongst homeless 
women was even lower than among men that had never been homeless.  
Not only is substance misuse much more prevalent in men present-
ing with psychosis but they are also less likely to engage with treatment 
and display less motivation and readiness to make changes (Brown et al. 
2011).

As well as substance use triggering relapse, we frequently see people 
who become street homeless related to substance misuse and addiction as 
problems in their own right. People will often fall behind in service charge 
payments or get into significant debts to dealers. Tenancies are lost due to 
people not staying at accommodation (e.g. frequent use elsewhere or prison 
sentences) or due to breaches of tenancies (e.g. challenging or problem-
atic behaviours related to their own substance use or that of their guests). 
Sometimes people are in vulnerable positions and can be exploited by others 
(e.g. properties being taken over and turned into ‘crack houses’).

After living in supported accommodation for approximately six months, Tony 
was moved to a flat in a different London borough; where he was encour-
aged to manage more independently with floating support. However, Tony 
described finding this transition very difficult as he was suddenly expected to 
take responsibility for a wide range of tasks, many of which he had no real 
experience of. Due to the change in his address, his mental health care was also 
transferred to a local CMHT, as he was no longer living in one of the boroughs 
that START was commissioned to work with. This meant that he was assigned 
a new worker, who was only able to visit him once every two to three weeks. 
Shortly after the move, Tony recalled gradually stopping taking his medication, 
as he didn’t feel it was helping. He also started to smoke cannabis again to cope 
with the stresses of his new situation. He spoke about becoming increasingly 
aware of the same unusual experiences, he had described previously.

In the end, Tony’s change in circumstances and the changes in his men-
tal state prompted him to decide to leave the flat and he returned to sleeping 
rough and squatting. He had limited memories of this time in his life, and 
was surprised to hear that several months passed before his most recent con-
tact with services. More recently, Tony has come to understand that this was 
because he was caught up in the beliefs and experiences previously described.
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Specialist Homeless Mental Health  
Outreach Teams

Specialist assertive outreach teams have been found to improve engagement 
with complex client groups (O’Brien et al. 2009). With the homeless pop-
ulation, assertive community interventions have been found to shift crisis- 
oriented care to ongoing outpatient care, with better outcomes in housing, 
mental health, and life satisfaction (Lehman et al. 1997).

But community mental health services are under huge pressures (Gilburt 
2015), and assertive outreach teams are now a rarity (Firn et al. 2013). 
Despite the positive outcomes of the specialist homeless outreach teams 
developed through the Rough Sleepers and Homeless Mentally Ill initiatives 
of the early 1990’s, such services have been heavily cut or disappeared alto-
gether (Anderson 2007; St Mungo’s 2016a; Timms and Taylor 2015).

Not only are specialist outreach teams (such as START) able to provide 
the assertive outreach and street assessment skills to engage entrenched 
rough sleepers; they also have specialist knowledge of housing and hold 
long-standing links with other key homeless service providers.

START have worked for many years with the independent and invalua-
ble local day centres (Ace of Clubs; Manna; Spires, and Webber St), as well 
as with the tireless street outreach teams (of St Mungo’s). This partnership 
working enables us to help many more people than would ordinarily be pos-
sible. This is partly because a significant number of homeless people are wary 
of statutory services and those perceived to be in authority (Marshall and 
Bhugra 1996; Timms 1996), perhaps unsurprisingly given people’s histories 
of abuse and mistreatment by people in positions of power.

Smaller, independent services and initiatives have greater flexibility, can 
adapt to the local needs of a population, and sometimes offer more appeal-
ing practical interventions (Bunce 2000). A good example is the fantas-
tic work achieved by Caris Boxing Club, which engages homeless people 
through the camaraderie of the ‘sweet science’ of boxing. Young men, espe-
cially, are more likely to want to connect with others from their commu-
nity in a positive and less pathologising or stigmatising environment. This is 
particularly pertinent considering recent findings that possessing a sense of 
social identity is associated with improved self-esteem and reduced paranoia 
and low mood (McIntyre et al. 2017).

True therapeutic interventions for the homeless have been described as 
mirroring good parenting, providing an attachment and emotional involve-
ment over time (Seager 2015). In order to provide the necessary regular 
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and close contact to complex and often chaotic homeless groups, there has 
been the development of a new model of therapeutic community, termed 
‘Psychologically Informed Environments’, or PIE (Johnson and Haigh 
2011). Williamson and Taylor (2015) describe how ‘living alongside’ resi-
dents enabled greater depth of understanding and gradual engagement of a 
man who would not ordinarily link with a therapist. Where such resources 
are not in place, START have provided the indirect psychological compo-
nent of a ‘PIE’ to support teams in making sense of people’s presentations 
and think about ways to help sustain tenancies or plan transitions.

After Tony abandoned his flat, the local CMHT notified START who in turn 
notified the day centres and outreach teams. He was eventually spotted rough 
sleeping by street outreach services, who notified START immediately. This 
prompted a further assessment visit (at his sleep site) by his previous worker. 
On assessment, Tony was found to be extremely malnourished and it was clear 
that he’d severely neglected his self-care. Once again, he was guarded and una-
ble to recognise any of the concerns that others were highlighting. Another 
Mental Health Act Assessment was deemed necessary because Tony was 
unwilling to accept any help and was clearly in a very poor state of physical 
health. Although Tony was admitted to hospital under section, he recalled this 
experience as being “confusing” rather than overly distressing. He has also sub-
sequently suggested that having a familiar worker with him throughout made 
the process much less distressing for him.

After a period on the ward, where he received treatment in the form of 
medication and regular visits from his named worker, Tony’s physical health 
improved significantly and he became much less preoccupied by his thoughts. 
START were able to reflect on their previous work with Tony and consider 
what changes may need to be made to reduce the risk of relapse and/or 
abandonment. Ultimately, this led to Tony being offered a longer supported 
accommodation placement in a local borough, which meant that START 
were able to continue to support him (alongside staff at the accommodation) 
throughout this time.

As well as meeting with Tony, his worker also regularly met with Tony’s 
assigned key worker at the accommodation, to help support her in working 
with him. This led to significant improvements in Tony’s ability to manage 
a wide range of new skills (e.g. money management, computer skills). Over 
time Tony was also supported in identifying specific interests/activities that he 
could be supported in pursuing (e.g. photography). Alongside this support, 
Tony also engaged in weekly psychology sessions, which were aimed at helping 
him develop a more complete understanding/formulation of some of his expe-
riences/difficulties, as it was felt that this was an important part of minimising 
future risks.
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Role of Psychology Within START  
and Tony’s Care

Psychology has featured as part of START for over 10 years. The approach, 
of course, needs to be more flexible to that of traditional psychology ser-
vices, with the model mirroring that of the team assertive outreach approach 
(Timms and Taylor 2015). As well as offering longer-term therapy, psychol-
ogy plays a role in early assessment and formulation of new rough sleepers, 
as well as shorter pieces of work if it is agreed that people require briefer 
interventions from the team. Meetings are offered in locations that peo-
ple are most likely to engage and can be more informal in style and model, 
often with longer periods of engagement. Sometimes one-to-one therapy is 
not possible or appropriate, so joint or indirect working is considered, with 
provision of supervision, consultation, or training offered to the team and 
partner agencies.

Through the psychology work, Tony began to develop an understanding of 
the relationship that often exists between a person’s early life experiences and 
the ways they learn to cope or manage with difficulties. This allowed him to 
consider the possibility that he may have become more attuned to threat than 
others, as a result of the challenging early life experiences he described (i.e. 
living under the perceived threat of abuse). Specifically, this seemed to account 
for Tony’s experience of having some sort of “sixth sense” or heightened aware-
ness. While he continued to believe that a heightened awareness could be a 
positive thing, he also realised that it could be problematic. In relation to this, 
Tony recognised that there were times when he felt so “tuned into” or pre-
occupied by the potential for there to be something going on, that he ended 
up losing touch with reality. He also recognised that these instances of losing 
touch with reality seemed to coincide with him neglecting his physical health. 
Therefore, Tony felt that being too tuned-in could potentially be very risky. He 
also came to understand that a heightened sense of awareness had the potential 
to increase the chances of him misinterpreting events or attaching too much 
significance to them.

Tony came to recognise that his avoidance of people and sense of threat 
from others could be understood as a normal response to his early abusive 
environment (i.e. for good reason, he learned to be more vigilant and cau-
tious around others). This prompted Tony to suggest that, from his late teens,  
he had always viewed life from a slightly different perspective. This is what 
he came to describe as a state of hyper awareness or a sixth sense, whereby he 
would often notice things that others may not have been aware of. Ultimately, 
this helped Tony to realise that living a more nomadic lifestyle, his use of 
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substances, and his aggressive tendencies may have become important ways 
of managing that heightened awareness or sense of threat, because it provided 
him with a means of escape and sense of control.

Through psychology work, Tony was also encouraged to reflect on some 
of the changes that had resulted from his contact with services. This led to 
him recognising that his decision to continue to take medication is the result 
of, what he described as, a trade-off. Specifically, he recognised that medica-
tion had definitely helped him to feel more relaxed and able to focus on the 
present. However, he also felt that it could sometimes feel a little strong and 
contribute to him experiencing a loss of clarity of thought. Based on this, he 
suggested that the correct dose is very important. Too little and he is prone to 
getting caught up in an alternative reality and become more fixated that there 
is something else going on. Too much and he experienced a loss of clarity of 
thought, which he found frustrating and would therefore be less likely to take 
as prescribed. This helped to create more of an open dialogue around Tony’s 
medical treatment, which led to him feeling more actively involved/in control 
of his medical care.

Tony also came to recognise the importance of taking things at a steady 
and manageable pace. He revealed that, in the past, it had sometimes felt like 
he had been too led by services to achieve certain goals or attend to certain 
tasks. He also felt that this may have contributed to him disengaging from 
past support (i.e. stopping medication and abandoning his accommodation). 
Therefore, maintaining an appropriate pace, whereby he felt in control of 
things, didn’t feel too pressured, and still had opportunities to experience a 
sense of freedom/independence, became important guiding principles of his 
on-going care.

Migration, Gender, and Homelessness

Although not relevant to the case of Tony, when understanding current 
rough sleeping trends in the UK, it is important not to overlook the impact 
of immigration. Within London, it is estimated that nearly 60% of rough 
sleepers are non-UK citizens (Department for Communities and Local 
Government 2016).

Shifting changes of nationality within the rough sleeping population 
appear associated with the expansion of the European Union from 2004. 
While rough sleeping has significantly increased generally in this time 
period, the numbers of Eastern European people sleeping on the streets have 
increased at an even more alarming rate, 77% compared to 23% over the 
same time period of 2011–2015 (St Mungo’s or CHAIN).
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Movement to the UK, following accession, is understood to have been 
driven by work opportunities, with fewer restrictions than in other EU 
countries (Lemos and Portes 2008). As well as those travelling voluntar-
ily as part of economic migration, there are also concerning numbers of 
people who become homeless following being trafficked for forced labour 
(Homeless Link 2016). When men are unable to obtain work and find 
themselves on the margins of society, there can be additional burden from 
‘gender role discrepancy’, where the social and internalised gender ste-
reotypes of being a ‘provider’ is a mismatch with their position of poverty 
(Schindler and Coley 2007). This may be further exaggerated by certain cul-
tural expectations; we have worked with some men who avoid returning to 
their native country or seeking support from family for feelings of guilt and 
shame of ‘failure’.

It may be assumed that migration by men is much higher than women; 
however, this is not necessarily the case and distribution of migration by 
gender is a more complex topic (Jolly and Reeves 2005). This can be seen by 
looking at the breakdown of people arriving from the A8 countries. Perhaps 
surprisingly, in the year of Accession (2004) there was actually a lower 
proportion of male immigration. Males constituted an estimated 44% of 
inflows of A8 citizens (Gillingham 2010).

However, from the statistics available it is evident that there has been 
more immigration of Eastern European men than women. Of the A8 coun-
tries, there have been a higher proportion of males arriving since 2005 
(International Passenger Survey 2005–2015). And with the A2 countries 
(Bulgaria and Romania), the gender split is more pronounced, with an 
estimated 69% of these arrivals being men in 2015 and 77% the year after 
accession. In comparison with total immigration (estimated to be 50.5%, 
IPS 2015), this gender divide is notably higher.

It is of importance that there is gender imbalance within these two migra-
tory groups, as rapid increase of rough sleeping has also been seen. It is now 
estimated that Romanians make up approximately 20% of all rough sleepers 
in London (CHAIN). Though there is no known research into why high 
numbers are becoming homeless from this group, challenges arise manag-
ing such a rapid increase in homeless people from outside of the UK. There 
are firstly less statutory responsibilities to house people, meaning access 
to accommodation is much harder. The financial inequalities between the 
countries also mean that earning money can be a greater priority than 
having a roof over one’s head, as there are reports of people turning down 
accommodation in order to avoid paying rent (St Mungo’s 2016b). There are 
also noted cultural differences in the way that people seek help, for instance 
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a greater reliance on emergency services rather than accessing primary or sec-
ondary care (e.g. Health Protection Agency and Partners 2010).

Migrants can end up trapped in positions of limbo where they are not 
able to legally work or remain in the country but are afraid or unable to 
return to their home country, where they may be at serious risk or will 
be placed in an even worse state of destitution in their country of origin 
(Mostowska 2014).

Stringent measures have been introduced to reduce numbers seek-
ing asylum and deal with those over-staying unlawfully (Steel et al. 2006). 
The 2017 BBC Panorama programme ‘Undercover: Britain’s Immigration 
Secrets’ highlighted some of the horrific treatment that exists within UK 
detention centres. Related research suggests that both prolonged detention 
and temporary protection contribute substantially to the risk of ongoing 
depression, PTSD and mental health-related disability in refugees (Steel 
et al. 2006). If there are no other housing and support systems available for 
foreign people under our care, we would try to ‘repatriate’ them via schemes 
such as ‘Routes Home’ (St Mungo’s), which help people to travel back to 
their country of origin in less traumatic ways.

Final Reflections

Throughout this chapter, we have touched on some of the key factors at 
the root of entrenched rough sleeping and also the reasons for the dispar-
ity of gender in this marginalised group. Topics have included: the role of 
trauma and different ways of managing the associated long-term distress; 
the impact of psychosis on engagement with support and ability to maintain 
tenancies; how crises of mental health can cause wider social breakdowns; 
and some of the issues of migration that leave men particularly vulnerable to 
homelessness.

As male clinical psychologists, we are a minority working within the pro-
fession, but perhaps less so within the wider workforce of those supporting 
the homeless. It is not particularly the case that we were attracted to working 
with or alongside other men. However, being able to offer a service to those 
who are at the fringes of society and those less likely to have the opportunity 
of psychological therapy was definitely a factor in our choice of clinical role.

Specialist services for rough sleepers are essential to the safeguarding of 
a sadly ever increasing group. However, it is the role of clinicians from all 
services to ensure that the people who depend on our care are not placed 
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in even more vulnerable positions of becoming homeless. This includes us 
making responsible clinical decisions around discharge and after-care, ensur-
ing that social and support needs are met, as well advocating at appropriate 
levels the needs of those that are in such crisis.
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