
Reducing barriers to accessing healthcare

Homeless Health Dr Avril Culatto, Avril.Culatto@nhs.net

What changes can we make that 

will result in improvement?
5

Key reflections, learning

and next steps6
 QI sessions gave me the tools to undertake and develop improvements

 PDSA cycles – application of this Things don’t always go as planned but this is an

opportunity to evaluate and improve

 Stakeholder analysis very useful tool – how to approach people and encourage

buy in. I found face to face meetings (sometimes opportunistic) valuable in

building working relationships (this was needed for planning offsite clinics).

 QIP provided opportunity and agency i.e. gave me ‘permission’ as a newly qualified GP

to initiate this project.

 Both forward trust and RISE keen to continue these proactive health reviews and

discussing how this can be done to support patients needing but not accessing

healthcare.

Plan:
Assess data of QOF 
non-responders i.e. 
patients not accessing 
health reviews

Study:
Most 
vulnerable 
patients still 
not accessing 
reviews not

Do:
 Patients with ‘homeless’ coding 

invited for Proactive Health Reviews
 Delivery education session at clinical 

meeting 
 RISE (homeless team) ANP access to 

practice notes.providing healthcare 
for street homeless

Act:
Widen EMIS search to invite 
those with housing instability 
codes and ask for referrals 
e.g. reception team, clinicans

Plan:
Discussions with Forward Trust 
and RISE homeless team

Jan 
‘25
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’25 

Jul
’25 

Jun
’25 

Study: More homeless and vulnerable patients accessing health care, including:
 Suspected cancer, mental health support, lost to follow up referrals
 Health screening e.g. hypertension, diabetes, cholesterol
 Health promotion - diet, smoking, alcohol, substance use
 Support with wider family e.g. large family with multiple complex physical and 

mental health problems not accessing services
 Focused care support examples:

 housing e.g. homeless mother & child
 accessing benefits entitled to buy food for family
 regain contact with children in care
 Contacting police with complex domestic abuse case
 Signposting to local services e.g. patient living in car for 3 years

 ↑22% increase coding of homelessness
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How will we know that a change 

results in an improvement?4

“It was really good. 
Would be great if this 
was a regular thing 

like once a year” 
Patient

“They understand 
you and help you 
with all they can” 

Patient

“Thank you for doing this, 
doctors usually think I’m 

after something ‘cos of my 
history… but I just need 

some help” Patient 

Background to the project1
 To look in to this further patient data of Quality and
Outcomes Framework (QOF) non-responders ie those
not attending for reviews of chronic disease was
examined for the ‘22-23 period at East Cliff Practice,
Ramsgate

10% of these non-responders had coding of
homelessness in their notes.
 Research suggests homelessness is significantly
undercoded at only 1 in 100 being coded1

 Patients were identified having difficulties navigating the system to access
primary care appointments since increased use of e-consult systems, resulting in
patients presenting later and more unwell.

Understanding the current problem2
 Homeless population have some of worst

health outcomes in society

 Average age of death 43 years for women
and 45 years for men, 63% (vs 37%) have a
health condition X6.5 heart disease, x6
COPD2

 Homeless population present late and when
more unwell, 3 times more likely to attend
A&E, costing £64 million/year3

Difficulties delivering healthcare to 
homeless people?–clinician 

responses

What are we trying to accomplish?

SMART Aim

 Increase number of

consultations homeless

patients registered at

East Cliff Practice have

with a primary care

healthcare professional

by end October 2025

3

Main focused intervention
 Invite selected patients for Proactive health review with GP (45 min) addressing physical/mental

health problems and focused care worker (45 min) issues related to wider determinants of
health e.g. housing, finances, transport

Do:
Clinics supported by
 Forward Trust
 RISE homeless team –

health drop in at Margate 
Football Club


