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Abstract

The most vulnerable members of our society are often the ones who are most vulnerable to human rights abuses.
This paper considers the socio-political context of homelessness within the United Kingdom, and argues that the
homeless population is being denied the right to healthcare provision, due to structural barriers, policies and
services which are designed to exclude. Homelessness in the UK has more than doubled in the last six years, and
whilst it is recognized to be a public health concern, systems are failing homeless people, and leading to increased
discrimination, stigma, and exclusion.
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Introduction
“Homelessness is a serious public health problem that emerges at

the intersection of complex socioecological factors ”  [1]. A recent
United Kingdom (UK) Public Accounts Committee report found there
were over 9,000 rough sleepers and some 78,000 families living in
temporary accommodation [2]. With increases of 134% from 2011 and
UK homelessness charity, Crisis are predicting that Britain could
witness a 76% increase over the next decade, homelessness has become
‘a national crisis’ for Britain [3]. Whilst there was a large increase in
homelessness in the 1990s, particularly in groups such as military
veterans, recent welfare and social policy reforms have led to
unprecedented levels of homelessness across the UK today, presenting
a vital focus for change [4].

Whilst the causes of homelessness are often complex and
multidimensional, most charities and housing experts attribute the
present growing rates to a combination of the Government’s welfare
reforms, reductions in the availability of affordable housing, rising
rents, and cuts to councils funding [5]. Whilst the UK Human Rights
Act 1998 (HRA1998) does not have an article specifically on housing,
other articles relating to safety and freedoms are directly affected by
lack of adequate housing, and the United Nations (UN) International
Covenant on Economic, Social and Cultural Rights (ICESCR) states
that public policies should ensure an adequate standard of living,
including adequate food, clothing and housing. A human-rights based
approach is a bottom-up approach whereby the concepts which
underpin all the articles of the HRA1998 are operationalised and put
into everyday practice without the need for technical knowledge of the
Act. For the purpose of this paper, unless stated otherwise, all data
listed will be with reference to UK statistics. Housing policy is a
devolved matter in the UK, with power devolved from the centre to
subnational units [6], although such units have taken divergent
approached to homelessness [7].

Homelessness and Health Inequality
Despite high rates of homelessness and increasing media coverage

of its effects, there are many misconceptions about homelessness. It is
often falsely assumed that homeless people are only those living on the
streets (i.e. rough sleepers) [8]. However, according to the 1996 United
Kingdom (UK) Housing Act, the legal definition of homelessness states
that a homeless person has:

No accommodation that they are entitled to occupy

or

Accommodation which is not reasonable for them to continue safe
occupation.

Despite the Housing Act guidance, there are often significant
variations in the number of people classed as homeless, due to
variations in the definitions used for data collection and analysis. For
example, papers often cite the 2017 estimation of 4,751 rough sleepers
in England alone [9]. However, this data was collected on a single
autumn night by counting the number of visible homeless people in
the area [9]. This strategy is likely to result in underestimations as it
will have missed groups such as the ‘the hidden homeless’ [10], who
are homeless but may have temporary solutions, and people who are
putting extra effort into ‘hiding’ from the authorities due to issues such
as failed asylum claims. Official figures generally represent only the
‘literally homeless’; using more inclusive definitions (those that include
the marginally and precariously housed) would significantly increase
the numbers, change the composition and suggest undefined
boundaries to the concept of homelessness [11]. The lack of a
consistent operational definition that is sensitive enough to permit
subgroup differentiation and simple enough to allow replication [11],
limits reliability of these figures further.

Inaccurate estimations and perceptions of composition, size, and
needs of the homeless population result in misdirected programming
and policy development. There are also concerns that many homeless
individuals fall between the gaps in policy and services altogether, or
are viewed through a succession of separate and uncoordinated
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‘professional lenses’ . Whilst political and empirical biases mean an
accurate and consistent definition of homelessness is disputed, for the
purposes of this paper we use the broader definition given in the 1996
UK Housing Act.

People who are homeless are widely acknowledged as facing
significant health and social inequalities. Homelessness is associated
with poorer physical and mental health, and higher rates of multiple
and complex needs than the housed population [12]. In many cases
conditions overlap and have significant social, financial, and healthcare
consequences, showing how homelessness poses substantial costs both
to the individual and to society. This can have a significant impact on
people ’s lives in addition to the high demands already faced, and
potentially make it harder for them to recover from homelessness. Yet,
their needs are continuously overlooked, resulting in inadequate
allocation of resources and policies, services and structures that are not
designed to meet the needs of this population. Examples may include
services which do not accept people who misuse substances, are
perceived as ‘lacking rehabilitation potential’, have ‘did not attend’
policies that cause homeless people to be discharged when still in need,
or services that simply do not gather housing status of their clients.

One example of this is in the UK ’ s Joint Strategic Needs
Assessments (JSNA), designed to improve health and wellbeing of local
communities by reducing health inequalities. These assessments are
used by health and social care commissioners to plan services based on
the needs of the local area. An audit of JSNA’s found that 30% only
provided minimal detail of the health needs associated with
homelessness and 14% failed to mention any form of homelessness.
The healthcare needs of those most vulnerable are thus at risk from not
being considered in local commissioning [13].

Homeless people also face more barriers to accessing health care
services than the housed population [14]. This can lead to many
conditions going untreated, resulting in the need for more serious
interventions at a later stage that could have been avoided if treated
sooner [15]. Rough sleepers are, for example, particularly heavy users
of acute health services, with Accident and Emergency attendance up
to 20 times higher than the general population [16], a cycle
exacerbated by the failure of such services to adequately meet the
complex needs of this population [17]. This contributes to both a
financial strain on the NHS and psychological distress for the patient.
In addition, lack of appropriate follow-up care can result in rapid
deterioration of conditions and the need for readmission [18].

It is important, however, for change not to be driven by purely by a
focus on the costs accrued by health services, but by the holistic health
needs of this population [19]. Failure to understand these needs and
provide adequate healthcare will result in further marginalisation of an
already struggling group of people in society [20].

Homelessness as a Public Health Concern
Homelessness is a vast public health concern, resulting from

complex socioecological factors [1]. To begin to effectively tackle this,
policy makers must consider a wide range of issues, taking a
multidimensional approach. One of the most significant concerns
facing the homeless population are health inequalities. One way to
address such inequalities may be to take a human rights-based
approach. Lynch [21] notes a strong positive correlation between a
state’s respect for human rights and that state’s success in addressing
homelessness and poverty, arguing that with the realisation of human
rights, conditions of social inclusion, participation and empowerment

are enabled. A human rights discourse requires attention not only to
prevent malpractice and protect people from human rights violations,
but also as a useful framework to improve the public service provision,
through taking and allowing for positive action to fulfill human rights
principles [22,23].

The Committee on Economic, Social and Cultural Rights, whose
primary objective is to monitor the implementation of the
International Covenant on Economic, Social and Cultural Rights, notes
that States have a ‘ core obligation ’  to ensure that certain non-
derogable, ‘minimum essential standards’ relating to ESCRs are met,
including the provision of basic housing, nutrition and healthcare for
marginalised or disadvantaged people. In ensuring these minimum
standards are met for the homeless population policy design and
provision needs to take human rights frameworks into account. The
international human rights framework enshrines a number of
important principles of human rights-based policy design and service
delivery [22].

The integration of human rights into anti-poverty strategies, such as
those directed towards the homeless, helps to ensure that vulnerable
individuals and groups are treated on a non-discriminatory and equal
basis and are not neglected [24]. In mental health services,
Psychologists often work with some of the most vulnerable, socially
excluded and discriminated against sectors of society, in this case we
are specifically referring to the homeless population. Progressive and
effective care provision for the homeless could be ensured through a
rights-based approach to care and service provision. While, addressing
human rights issues are of the utmost professional importance in
providing high quality public services [23].

Even though homeless people are among the most vulnerable in our
society and research shows they experience higher rates of poor health;
they also face more barriers to accessing health care services than the
housed population [25]. Barriers include educational and systematic
failures to more specific features, individual to the lifestyle of a
homeless person (although could be argued the result of system
failures). Examples include, logistical access to health care services
(particularly primary care), lack of appropriate follow-up care, and
individual factors (such as a fear of stigmatisation) that may limit
someone from searching for health care [26]. Such barriers can result
in many homeless people not receiving the help they need, for
conditions that could have been treated with greater time and cost-
efficient care. Ultimately, failure to provide personalised care has a
huge impact on a person’s pathway out of homelessness.

When considering potential way markers, GP services act as a
gateway to other health care services, therefore, difficulties in accessing
them has a broader effect for limiting access to a wider range of
services. Geographical location of services can restrict access and make
some services inaccessible (e.g. if they require transport to travel to
them). Once reached, further barriers often include: lack of education
by the staff of the documentation needed to register (e.g. not widely
known that a permanent address is not necessary), long waiting lists
for services, difficulty in registering with a new GP if they move away,
delays in transferals of notes preventing the individual from receiving
the medication they need [27]. This removes the consistency of care
and likely reduce the motivation for an individual to seek help further.

Once these barriers have been crossed, new barriers emerge in the
way of uncoordinated and often ineffective care. Multiple adversities
faced by homeless individuals often in addition to pre-existing,
untreated conditions can result in dual and sometimes multiple
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diagnoses. These can have overlaying symptoms, making it difficult to
access the services the individual needs.

Meaning homeless people often fall between the gaps or get
‘bounced’ between serviced. As such, close and consistent coordination
between multiple services is required. However, this is rarely seen [26]
and repeatedly cited the barrier to an individual accessing the help
they need. Services instead focus on treating the organic symptoms
and underestimate the impact of psychological and behavioural
outcomes. As psychological symptoms may underlie the continuation
of behaviours that promote an individual remaining homeless (e.g.
risk-taking, offending and substance use behaviours), their recognition
through specialised rehabilitation services is important for treatment
success [27].

Further, the transient and chaotic life circumstances faced by
homeless people can make the requirements of health care systems
difficult to comply with. Arranging and managing appointments for
specific times comes with its inherent difficulties, however, non-
compliance often results in discharge [28].

Unsurprisingly, some homeless people may have their own reasons
for not accessing healthcare. They may be reluctant because they have
had negative or hostile responses previously. They may have a negative
self-image or a lack of self-esteem resulting in a lack of confidence to
seek care. They may have a fear of being stigmatised and/or
stereotyped based upon a lack of awareness by healthcare providers.

They may unwilling to acknowledge their own health care needs or
not see their own health as a priority [29]. There are a multitude of
reasons why an individual may be deterred from accessing, all of which
are likely strengthened by the barriers previously mentioned, and in
worse case scenarios can lead to the dehumanising of individuals with
complex needs and resulting in abusive and inhumane treatment in
healthcare systems [30].

Healthcare professionals’ lack of education on how complex health
needs may present in the homeless population can lead to progressive
deterioration of health. Failure to support homeless people’s healthcare
needs can lead to extended or repeated periods of homelessness with
continual deterioration of health. With the growing number of
homeless individuals and the understanding of the vulnerabilities that
it brings, highlighting the lack of adequate health care (that could in
turn contribute to an individual remaining homeless) should be the top
of policy–makers agenda.

For policies to have a lasting impact, they must involve people with
lived experience, in the development to ensure collaborative and
integrative services that holistically cater to individual’s needs. Timely
access to services, increased flexibility in processes, and reduction in
systemic barriers is essential to address the extremely pressing
healthcare needs faced by the homeless population as a whole. Policies
need to ensure the full range healthcare services are accessible to,
which can be difficult in service contexts where the drive towards
standardisation of processes makes tailored strategies more difficult to
devise and implement. Education and awareness training would be
beneficial for healthcare professionals, focusing on the risks and
challenges associated with homeless health, taking into account shared
and individual experiences which can be of vital importance to service
uptake.

A Human Rights Based Approach to Policy Design
The OHCHR ’ s conceptual framework enshrines a number of

important principles of human rights-based policy design and service
delivery [21], promoting a human rights-based approach to poverty
reduction strategy as holistic in nature, encompassing civil and
political rights as well as economic, social and cultural rights. Policies,
programs and services should also be fair and non-discriminatory,
participatory and empowering, and, transparent and accountable. A
human rights-based approach is the process by which human rights
can be protected in clinical and organisational practice by adherence to
the underlying core values of fairness, respect, equality, dignity and
autonomy (FREDA). If those working in provision of psychological
care are educated in these human rights-based approaches and these
principles are implemented, barriers may begin to break down and
allow for a more inclusive care system for this section of the population
to appear.

The international human rights framework enshrines a body of
rights which promote human dignity. The OHCHR describes equality
and non-discrimination as two of the core principles of international
human rights law. Lynch argues that policies, programs and services
for the alleviation and eradication of homelessness (and promotion of
social inclusion) should be founded on this human rights premise of
non-discrimination and participation [22-23].

The principle of non-discrimination refers to a general prohibition
on discrimination; it is an established method of human rights
protection [31]. The UN Human Rights Committee defines the term
“discrimination” stating that it ‘should be understood to imply any
distinction, exclusion, restriction or preference which is based on any
ground such as race, colour, sex, language, religion, political or other
opinion, national or social origin, property, birth or other status, and
which has the purpose or effect of nullifying or impairing the
recognition, enjoyment or exercise by all persons, on equal footing, of
all rights and obligations ’  [32]. Discrimination violates one of the
fundamental principles of human rights and often lies at the root of
poor health status [33]. Non- discrimination reappears frequently both
in UN documents, such as the UN Charter and the UDHR, and in
regional statements of human rights. The HRA 1998 incorporates most
of the provisions of the European Convention on Human Rights
(ECHR) into domestic law. The Act sets out positive obligations for
public bodies (including the NHS), providing that the delivery of
services must be offered in non-discriminatory ways [23]. However,
the primary organising factor for many healthcare strategies today is
the financial cost of provision, with the human cost often lost in
political wranglings.

In the UK, local and city councils are continuously highlighting
their investments to prevent and promote pathways out of
homelessness, and in 2007, The Department of Health published a
framework for enacting human rights based approach in healthcare
provision [34], yet outcomes remain poor for the most financially
insecure members of society. If an individual prolongs seeking
treatment, due to any number of reasons, conditions can develop and
what may have at first appeared a simple health issue that could have
been easily treated can have much more serious consequences.
Homeless individuals use primary care services much less than the
general population but attend Accident and Emergency services four
times as often [35] at a cost 1.5 times higher than the average. Length
of homelessness is also related to increased cost.
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Unless the government invests in healthcare and support services
for homeless individuals, homelessness will continue to increase whilst
their health deteriorates [36]. It will instead incur much greater
financial strain in the long-term, instead governments should invest in
prevention of homelessness. Preventing and quickly resolving
homelessness is far more cost effective than dealing with it once it has
occurred. Recent economic healthcare evaluations in the UK
calculated the minimum cost saving of preventing someone ’ s
homelessness compared to accepting a homelessness duty as between
£1,300 and £7,700 [37]. Too often, a potentially salvageable situation
that need not escalate into sustained or recurrent homelessness
becomes a downward spiral [38,39]. Yet, 40% of Local Authorities have
inadequate tools to prevent homelessness in their area [36].

System Change is Possible
Many initiatives recognising the barriers faced by homeless people

and creating new ways of providing care. For example, Enhancing
Healthcare for the Homeless (ECHO) steering group have provided
accessible GP registration services and educated the staff on the
procedures involved with registration when someone has no fixed
address. This allows quicker access to primary care for homeless people
new to the area. They noted successes in developing strong links across
a wide range of people and organisations (e.g. statutory agencies,
voluntary organisations, community groups, private sector
organisations, GPs, hostel staff and residents). Their steps to providing
an accessible healthcare service have resulted in a reduction in the use
of emergency care services.

Initiatives such as ECHO provide a basis from which developments
can be made. With knowledge of the logistical issues that prevent
individuals from accessing the healthcare they need, understanding of
the changes that need to be made to ensure a non-discriminatory
approach to homeless healthcare. The implementation of non-
discrimination has two key features in relation to people experiencing
homelessness. First imposing an immediate obligation on governments
to ensure that all legislation prohibits discrimination of any kind
against homeless people and is itself non-discriminatory, laws should
be amended to prohibit any discrimination on the grounds of social
status including a person’s status as being homeless [22]. Secondly, the
right imposes a further substantive obligation on governments to take
positive steps to address the special needs of people experiencing
homelessness, to enable this population to realise all their rights and
freedoms [40]. Also, relevant here is that under the ICESCR, the right
to health is subject to ‘progressive realisation’, which means states such
as the UK, must take steps towards achieving this right to the
maximum of its available resources [41].

These steps should include development of all legislative, educative,
financial, social and administrative measures and a use of all state
resources available in implementation [21]. One method of
implementation could be to educate those developing policy designed
to alleviate homelessness, and the professionals providing health care
to such a group of individuals, in human rights frameworks such as
those published by UN bodies such as the OHCHR and the CESCR. In
discussing the FREDA values, Curtice and Exworthy contend that even
if the language seems unusual, clinicians should already be familiar
with these values [42-49]. Positively, there have been a number of
wider efforts to promote the rights of the homeless population by such
organisations as FEANTSA’s (the European Federation of National
Organisations Working with the Homeless) Working Group on

Housing Rights. Housing Rights Watch alongside FEANTSA have
produced and promoted a ‘Homeless Bill of Rights’.

While, these organisations are encouraging all cities within the EU
to endorse this bill, we need to take into account the current needs of
homeless people, such as improved and more needs-specific healthcare
provision. There have been advances in bridging this gap between any
healthcare provision for general population and those more vulnerable
individuals whose needs are not being met. The Health and Social Care
Act 2012 introduced the first legal duties on health inequalities, with
specific duties on NHS England and Clinical Commissioning Groups,
as well as duties on the Secretary of State for Health to take measures
to reduce inequality. In 2013, in the context of the growing focus on
addressing health inequalities, a revised set of Standards was produced
to encompass other vulnerable groups (e.g. sex workers and migrants)
as well as homeless people [43].

Despite these positive efforts, problems remain in relation to equal
access of healthcare. If strategies towards the homeless population are
moulded around existing frameworks developed by the human rights
regime, possibly we may begin to create a more holistic response. We
must promote an individualised response for a group with
vulnerabilities. As laid down in the Minority Schools in Albania
Advisory Opinion, equality in law precludes discrimination of any
kind. It is recognised that in order to attain a result which establishes
an equilibrium between different situations ’  some differential
treatment may be required.

The homeless population need to be seen as a specific group needing
specific treatment and protections. This would begin to create an
equilibrium in provision of care with the housed population.
Combining this ‘perfect equality’ (equality in law) with the protection
of cultural and social differences brought about by the minority
population within the state would lead to ‘true equality’ between the
majority and the minority’ [44].

This somewhat expansive approach to equality has helped to widen
the scope, and in many ways increase group protections not previously
accounted for in a number of instances, as it ‘allows for a wider range
of group-based considerations to come into view in new and
distinctive ways’ [44]. Potentially including special and more effective
measures in care provision for homeless people. The specific needs of
the homeless population are too often overlooked resulting in policy
which is flawed by design and therefore fails to meet the needs of this
population. Applying a ‘ true equality ’  approach would hopefully
alleviate inequality and help meet needs. For psychologists, human
rights reflect formalized systems which if implemented have the
potential to ensure that people ’ s basic needs are satisfied [23].
Therefore, taking such systems into account (and incorporating such
norms) could go far in improving the quality of care and begin to
reduce barriers to access.

We can begin to address change by reducing social exclusion of the
homeless population through implementation of the right to
participation. There are clear and casual links between homelessness
and social exclusion, continual and significant social exclusion of the
homeless population has exacerbated barriers to accessing healthcare
[21]. A potentially progressive step in improving homeless-specific
services may be to include those experiencing it in the processes of
developing these services and programmes. This exclusion can be
tackled in some way by consideration of participation. The human
rights framework enshrines a right for all people to participate in
decision-making processes which affect them [45]. Using this approach
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can improve health outcomes and deliver better quality, ‘ person-
centered’ healthcare [49].

The UNCESCR advocates that a ‘ policy or program that is
formulated without the active and informed participation of those
affected is most unlikely to be effective’ (2002). This requires positive
action to ensure marginalised individuals and groups, such as those
experiencing homelessness or poverty, are consulted with and included
in development and implementation of public policies and
programmes [24]. Homelessness and coinciding social exclusion can
be significantly reduced by governmental implementation of
obligations to respect, protect and fulfil human rights [21].

Furthermore, the participation of homeless people in decision-
making and policy formation at all levels-from international to local-is
instrumentally important in mitigating social exclusion, a reoccurring
finding in homelessness research [21]. Meaningful and informed
participation of homeless people can enhance programmatic
development by informing governments and service providers about
people’s needs and the most effective way to address them. Inclusion in
the process will not only create needs-specific programmes and
progressive policy, while enhancing a sense of individual autonomy
and self-esteem. This approach would be significant in bridging the
gap and reduce some of barriers faced in accessing healthcare.

Conclusion
Given the current politically austere climate, with ever-increasing

welfare cuts, decreases in affordable housing and a society that is
designed to marginalise those most vulnerable, it is no surprise that
rates of homelessness are on the increase. Plans for further welfare cuts
in the hope of reducing public expenditure will only marginalise this
population further.

A lack of understanding of the needs of this population has placed
excessive strains on the NHS and inadequate allocation of resources.
Healthcare professionals lack education on how the effects of such
deficits display and are experienced by the homeless population, and
those who work in the sector lack education on how to support these
people. This leads to inaccessible healthcare.

Through educating care givers, applying the principles of the human
rights discourse outlined above and fulfilling obligations of specialised
consideration for this population, there is real potential for change
leading to more nuanced and effective services. The right to equality
and freedom from discrimination is an integral component of the
international human rights normative framework and is entrenched in
both ICCPR and ICESCR. While encouraging participation of the
homeless population is service and policy development could have
positive effects in the alleviation of barriers to accessing healthcare and
create effective systems.

Knowledge of the barriers faced by individuals to accessing primary
healthcare (knowledge of/education in existing human rights
frameworks) and understanding of the higher rates of poor health
experienced by this population should promote action to change these
systems given the multiple adversities and vulnerabilities faced by this
life. Lack of insight by policy makers of the neurological deficits faced
by the homeless population has left their needs misunderstood and
underestimated. We must recognise the role we play as a society in the
prevalence of homelessness if we expect to see a change.
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