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Staff Team  
 
Valeria Makara was appointed as the NRPF Coordinator and started the role on 3rd 
January; a report on this specialist area of work is covered under the no recourse 
section of this report.  
 
Lisa Hough was successful in her application to the secondment post of Mental 
Health Homeless Prevention Officer and started this new role on 12th March 2012. 
 
We have successfully recruited to backfill Lisa’s post with the appointment of Ben 
Stone who previously was employed at the Cambridge Access Surgery he is due to 
take up post as Mental Health Project Worker on April 30th. 
 
The recruitment process is not yet complete for the role of Alcohol Project Worker 
but we hope to have the successful applicant in post by mid May.  
 
 
Current working practice 
 
The seven street shifts have remained consistent and have been carried out over 
the year.  
Monday 7 am – 9 am 
Tuesday 6 am – 8.30 am 
Wednesday 7 am – 8.30 am and 10.30 am to 11.30 am 
Thursday 4.30 pm – 7 pm 
Friday 6 am – 8.30 am and 10.30 to 11.30 am to monitor street drinking  
 
The street shifts have verified 183 individuals with a total of 353 rough sleeper 
verifications.  
 
The Wintercomfort Welfare Service is covered daily by at least one of the Project 
Team, or 2 workers as demand for the service dictates. 
   
 
CRI Information System (CRIIS) 
 
CRIIS has now been set up with 3 separate Projects for the Cambridge service as 
follows: 
• Street Outreach 
• Alcohol  
• No Recourse to Public Funds 
• Inpatient Mental Health  

 
This is to improve the accuracy of data for each area of the team’s work.  
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Staff Training  
 
The Mental Health workers have completed Mental Capacity Training with the Local 
Authority and Managing suicidal contacts. 
Project staff have undertaken the following training: 
Assertive Engagement 
Health & Safety  
Crack Training  
The project team are all undertaking ITQ computer skills training with CRC this is 
done in house over a 12 month period with the aim of improving efficiency through 
the use of IT  
 
 
Overview & Demographics of the Outreach Service 
 
The Outreach Service completed 380 new assessments of clients. 113 individuals 
returned to the service following initial assessment and case work being completed, 
this is frequently due to accessing the Night Shelter and either being excluded or 
losing their bed due to their failure to return. Or in some cases following referral to 
second stage accommodation but being evicted.  
 
• 17% were female 
• 83% were male 
 

Ethnicity 
• 85% of service users were white british 
• 2% were African 
• 2% were other black 
• 1% were black Caribbean 
• 10% were other white with 7% in Cambridge City of these Eastern Europeans 

(with a total of 15% including EU clients that are currently outside of 
Cambridge City but working with the Service through the No Recourse to 
Public Funds Coordinator – see separate report on this work pages 13-16))  

• 2% were other mixed race 
 
Support Needs 
• 3 % had some form of physical disability 
• 43% were assessed as having Mental Health Support needs 
• 2% were assessed as having some form of learning disability 
• 50% of all service users had Alcohol issues 
• 20% were assessed as having drug issues  
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Local Connection 
 
This year we have seen a significant shift in the proportion of locally connected 
service users to non locally connected. In previous years these figures were the 
other way round.  
• 61% of service users to the Outreach service had a local connection to 

Cambridge City. (41% of this percentage were rough sleepers, with the other 
20% being in unsustainable or unsuitable accommodation such as friends 
floors)  

• 39% were not locally connected.  
 
 
Resettlement Work 
 
The start of final quarter of this year presented some major challenges to the team 
with the 74 bed ECHG/Riverside Hostel holding void bed spaces. Unfortunately 
although is part of a planned process for the permanent reduction of bed spaces 
from 74 to 30. The information was not shared with referring services in advance of 
the closure of beds as they became vacant. This led to 16 of the services clients 
having been referred and interviewed, and told that they had been accepted and 
were awaiting bed spaces which then never materialised. This was an extremely 
difficult time for both services users and the team, as Jimmy’s Night Shelter was full 
and turning up to 10 people away each night, we had 15 rough sleepers and the 
trust between the team and service users was affected. 
 
On communication to the commissioners about the issues this was causing the 
decision was then made, to re-let the void bed spaces. However the figures for 
January and February clearly reflect the impact with 45 rough sleeper verifications of 
26 individuals and a further 22 accessing emergency CWP beds making a total of 58 
individuals for February.  
 
The planned reduction of bed spaces at both ECHG/Riverside and YMCA is of great 
concern, the total reduction of beds in the City will total 96 beds. This comes at a 
time when move on from the hostels is more challenging than ever. With Homelink 
not being an option for anyone other than those in Band A, and even those are 
waiting months for properties to be offered.  
It is clear that alternatives need to be found, but it seems that the strategies in place 
are working separately and in isolation from each other, based on the theory that 
each individual has one main presenting support need that clearly categorises them. 
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Rough Sleepers  
 
The service verified 186 individuals rough sleeping. 79 of these were verified more 
than once, with a total of 353 rough sleeper verifications. 
17 of the individuals rough sleeping had accommodation but had chosen to sleep 
rough, or had issues in their tenancy’s that meant they refused to return. 
77 of the rough sleepers had no local connection to Cambridge City and 109 had a 
local connection.  
 
• 36 rough sleepers were female 
• 150 rough sleepers were male 
• 41% of rough sleepers had no local connection to Cambridge City 
• 59% were locally connected.  

 
 
Clients Diverted or Reconnected 
 
The graph below demonstrates an increase rough sleepers to the service and the 
decrease in diversion or reconnections that the team have been able to make. The 
spike that starts in 2008-09 peaking in 2009-10 is due to the team at the time being 
responsible for the resettlement of Jimmy’s Night shelter residents. 
 
The team verified 186 individuals over the past 12 months and 83 of these were 
either diverted to an area outside of the city or reconnected to an area they had a 
local connection to. 12 individuals returned to the service following diversion or 
reconnection. 
 
The significant change the team has experienced in the last 12 months is an 
increase in locally connected individuals being repeat rough sleepers following 
multiple exclusions from the City’s accommodation providers. This combined with 
the tightening up of Local Connection Policy’s national has reduced the opportunities 
in securing accommodation options elsewhere.  
 
In total of the individuals that the service has assessed over the past 12 months 61% 
were locally connected and 38% were not found to have a local connection, these 
percentages include those that are homeless but not necessarily rough sleeping 
such as the intermittent rough sleepers and those on friends floors.  
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Rough sleeper numbers in relation to diversions/reconnections 

  
 
 
Veterans Project – Ex Service’s homeless clients 
There has been increasing interest from the media regarding homeless ex service 
personnel and the team have always identified any ex forces individuals as part of 
the assessment process. Generally numbers of street homeless ex service 
personnel has been low, and the length of time passed from active service to street 
homeless is long. Cambridge City Council contacted us, regarding our thoughts on 
recruiting a specific volunteer to work with SSAFA, as detailed below. 
The Proposal for a generic service, targeted at veterans in Cambridge.  
Following several discussions with external partners and individuals and a visit from 
a volunteer running a service in Mansfield, Nottinghamshire, a proposal on the way 
forward for a veterans service in Cambridge has been devised. It was felt that that 
current demand for a service in Cambridge did not warrant an allocated volunteer for 
two reasons: 
� The Cambridge Street and Mental Health Outreach Service (CSMHOT 

currently run by Crime Reduction Initiatives – CRI) has been able to expand 
its operations following a change in the Commissioning approach. The 
service has a specific mental health remit and is receiving increased funding 
for this work and, therefore, has capacity and is willing to take on this work. It 
also employs a worker who formerly served in the Forces. 

� Given the problems Cambridge experiences in terms of inward migration of 
the transient single homelessness population we want to offer a service that 
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meets need but is low key and does not attract additional service users in 
from outside of the city. 

The proposed service will aim to: 
 
� Work with ex- services personnel who are rough sleeping or who are 

homeless and at risk of rough sleeping in Cambridge  
� Offer a broad and generic service, which will stretch beyond housing and will 

be tailored to individual need – covering debt, health, social links, work, 
counselling, substance misuse, community participation, recovery etc. 

� Will offer a support, mentoring and signposting service alongside the normal 
services that are currently offered by CRI 

� Work in close partnership with the Assessment Centre at Jimmy’s and 
Soldiers, Sailors, Airmen and Families Association (SSAFA) 

� Encompass a wider role in developing and improving links between services, 
tackling unmet needs, and highlighting the issues that are unique to that 
particular group of people in society. 

� Continue to offer a service provided by someone with experience of active 
service as there is anecdotal evidence that service users respond better to 
someone who they perceive as being able to empathise with their situation 

� Avoid duplicating existing services, rather augment them for this particular 
client group. 

The way forward 
The proposal is to launch this service within CRI’s existing portfolio and that Guy 
Morris will lead on this service, reporting to the CSMHOT team leader, Rachel 
Everitt 
If, in the future, demand for the service outweighs current capacity the City Council 
would be happy to engage in a dialogue with SSAFA to see if it wanted to host a 
volunteer and if financial assistance or help with recruitment was required from the 
City Council 
Under this arrangement the service could begin with immediate effect and SSAFA 
and CRI could ask for the service to be reviewed at a later stage if required. CRI has 
agreed to include details on outcomes in its quarterly reports to commissioners. 
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As the City Council jointly commissions this service with the County Council it would 
be appropriate to seek County Council approval before pressing forward with the 
proposal. 
Following the intial meeting on 13.01.12 which brought together the council and 
SSAFA,  it was agreed that a service for veteran’s should not be advertised, due to 
the risk of increasing the influx of individuals into the City. It was agreed that the 
proposed action plan would be taken to the Cambridge Community Covenant.  
This took place on 15.03.12 with a very good attendance from current serving 
personnel from location throughout the county, Council representatives, NHS staff 
and the British Legion. Guy Morris from CSMHOT spoke about the specific factors 
that ex services personnel face, and the difficulties faced with adjusting to civilian 
life. Many will be suffering from physical, mental or psychological damage from 
active duty, feeling some form of loss, having lost the close brotherhood that military 
life provides and the camaraderie they once shared. They may have limited skills 
and insights into such things as benefits, housing options etc. It was acknowledged 
that with their previous training, the practical skills to survive rough sleeping are 
demonstrated but with further negative psychological impact. Frequently the 
CSMHOT team find Ex Service rough sleepers have quite a long time lapse from 
leaving the forces to becoming rough sleepers which also indicates a difficulty in 
presenting or accepting help.  
The Cambridge Community Covenant is due to reconvene in May with the aim of 
adding value and support to the many issues raised from different services regarding 
ex service personnel. The aim being to create a rapid and positive outcome for ex 
service personnel finding themselves in the most dire of circumstances.  
CSMHOT worked with 4 ex servicemen 3 of which were rough sleepers, one 
secured B & B via SSAFA and was supported to access Alcohol treatment. 
One was supported to return to their partner. 
One had mental health issues but a raft of support and a tenancy in Edinburgh, 
liaison took place with the support team in Edinburgh and a return journey was 
facilitated to his tenancy.  
The other was an inpatient on Friends Ward, who was supported to find appropriate 
accommodation on discharge from hospital – and now resides in supported 
accommodation. 
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Mental Health Service Work 
 
148 Mental Health referrals were made to the service in the year. 6 individuals 
refused to engage with the service. The remaining 142 completed an initial 
assessment and work was done with the individual.  
37 referrals came from the Street Outreach work done by the team. 
See pages 23 to 30 for detail of case closures and outcomes.  
 
What does an effective service look like? 
CSMHOT have found that working flexibly, and responding rapidly, with a solution 
focussed ethos is the key to effective working.  
The team members have a variety of skills that make it an effective multi-disciplinary 
team, and by working in close partnership with other services it maximises resources 
and means we are effective.  
The key to successful engagement and positive outcomes is a multi-disciplinary 
team that is responsive, flexible, solution focused service that demonstrates a ‘can 
do’ approach.  
The team have retained the ability to see the service user as a person rather than 
just focus on the problems, or the individuals mental health support needs.  The 
team are experienced in dealing with challenging behaviour, substance misuse 
issues, tenancy issues, and criminal justice, this means we have some expertise and 
are frequently able to offer initial practical help in the early stages of engagement.  
 This is essential in demonstrating that we have something positive to offer the 
individual, increasing the chances of positive engagement from the start. Once some 
trust is established we are able to tackle other more difficult issues.  
Many people suffering mental health issues are fearful of statutory mental health 
teams and the real or perceived power they have. We can offer a less threatening 
approach that offers a carrot of more practically based support.  
The barriers to other services such as Granta Mental Health Floating Support are 
the referral process which relies on established client engagement to complete the 
referral. With the client being required to complete part of the referral form. We also 
find that the length of time from referral to assessment is slow, with then a further 
wait of up between 6 to 12 weeks before the client is picked up. This is too long a 
process and means that it excludes those that struggle to engage. In practice it 
means that we taking on additional work in this area and handing over people with 
very low level support needs.  
We have experienced similar problems with Circle Floating support – who have their 
own assessment process and slow pick up times due to lack of sufficient resources. 
We also find that there is a high reliance on clients keeping appointment times, and 
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being easily engaged. The experience of our service is that as clients disengage that 
is when their support needs are highest. 
 
The case study below demonstrates the role we may play in complex cases where 
clients have disengaged from statutory services and treatment.  
 
Case Study  
 
Team Name: CRI Cambridge Street Outreach Team 
Worker 
Name: 

Vicky Schueller  
Organisation CRI 
Referral 
date: 

11.08.11 
Closure date 
 

Ongoing 
Our health 
Our Care 
Our Say 
 

Our Health, Our Care, Our Say – Three Themes 
• Putting people in control of own health & care 
• Enabling & supporting health, independence & wellbeing 
• Rapid and convenient access to high quality cost effective care 

Our Health, Our Care, Our Say – Seven Outcomes 
• Improved health and emotional wellbeing 
• Improved quality of life 
• Making a positive contribution 
• Choice and control 
• Freedom from discrimination 
• Economic well being 
• Personal dignity  

 
 
Presenting 
Needs / 
Issues / 
History 

Referred by Craig Wood Care Coordinator Complex Case Team. 
VC has a long history of mental health issues with past inpatient admissions, 
multiple suicide attempts and frequent self harm. Alcohol is also an issue. Granta 
Mental Health Floating support had ended her support as they had worked with 
her for 2 years.  
Engagement with the Complex Case Team was poor and a court date for eviction 
was set for 03.08.11 due to ASB at her tenancy.  
 
Multiple agencies involved in the case – 
• Craig Wood Complex Case Team Coordinator 
• Dr Chez Denman Psychiatrist 
• Sandra Greatex Addaction Alcohol Worker 
• Katie Wood City Council Housing Officer 
• Marrianne Crosier City Council ASB Officer 
• PC Wendy Payne 
• PC Grimes  
• Adams Harrisons Solicitors 
• Craig Chalmers Social Care Manager 
• Granta Mental Health Floating Support – support ended in July 2011 
 
The above had created a situation where VC felt she had no control or say 
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over her life. This increased poor engagement with services and serious self 
harm. Frequently removed from the railway line by Police.  
 

 
 
Services / 
Support  
provided: 
 

• Engagement and holistic assessment of VC 
• Recovery focused care planning 
• Liaison and support provided to re-engage with services essential to recovery 
• Established re-engagement with Complex Cases and Addaction  
• Crisis management – review of CPA crisis plan which was not practical or 

viable. As telephone numbers provided by VC had no landline and usually 
insufficient credit. 

• Support to attend appointments with solicitor 
• Liaison with the court to suspend possession order of flat on evidence of re-

engagement with services and agreed support package 
• Change of GP  
• Medication review 
• Care Package agreed – this took 5.5 months which created further anxiety 

and stress which meant this increased VC support needs in this period.  
• Engagement in meaningful activity – referral to Lifecraft 
• Contact and support provided to start care package provided by Cam mind. 

Please provide a brief overview of an individual case or how an issue or innovative idea has 
resulted in a positive outcome.  
 
• Initial engagement focused on clarity, openness and honesty about her situation – this 

empowered VC to see that she still make her own life choices. 
• Discussing recovery – but giving time and respect to the difficult life experiences VC has 

had. 
• Focus on a way forward and the future – being clear about we could do and what she 

needed to do. 
• Taking a step by step approach – crisis managing when needed, providing clear 

communication to the other agencies involved at all times.  
• Support to engage with meaningful activity 
• Providing ongoing consistent support whilst the care package was agreed – over 5 months 

was too long a time period for this to be put in place – the proposed care package was 
presented to the court to address the ASB which was the reason for the eviction. There was 
communication failure between services in that the application for the funding had been 
agreed, but the care package had not been submitted. It was through our involvement and 
liaison that ensured a client focused approach on both sides and the proper pathway for 
referral and completion of the care package was completed achieving a positive outcome 
with social care.  

• The service is still currently providing support to this client, until greater stability is achieved 
once the new care package is fully established. 

 
 
 

 
 
 
 
 
 
 



 12 

New post Mental Health Homeless Prevention Officer Post  
 
We were delighted to award this new temporary post of 18 months to Lisa Hough as 
a secondment opportunity.  She took up the post on 12th March 2012. The post is 
based at Fulbourn Hospital and is based on the assessment of all inpatients on the 
acute and rehab wards to identify any accommodation issues. Either to determine 
homelessness or  to address any issues that there may be within their 
accommodation, with the aim of ensuring a smooth and timely discharge from the 
wards. 
 
In the first month of the role Lisa has had input into 28 patient cases. With a further 2 
cases where her input was required to provide urgent housing assistance and 
advice, to avoid a repeat inpatient admission. She has attended ward rounds and 
has found the most useful meeting to be the Friday 12 noon meeting with 
Consultants that is focused on bed blocking. She has assessed all inpatients that 
are well enough to be assessed, and will re-visit those that aren’t as they stabilize.  
 
It has been identified that some patients are transferred from wards at Fulbourn to 
the Edith Cavell Hospital at Peterborough, this is due to risk issues, either to self or 
to others and are not patients that are any near a discharge date. In these cases the 
case management remains the responsibility of Fulbourn and as they stabilize they 
are generally transferred back. It seems that this is a reciprocal arrangement with 
Patients from Edith Cavell having some short stays on the Fulbourn wards, and is 
assumed at this stage that this is all part of the effective management of beds.   
 
Lisa has found that a number of patients have accommodation, so have not been 
considered as having housing issues, but the patients do not to wish to return to, or 
the accommodation is no longer appropriate due to their mental health support 
needs. In these cases  she has been able to assist by providing the information 
required to facilitate an exchange or transfer. Frequently these patients have bed 
blocked in the past as the process for exchange or transfer was not clearly 
understood and not started until the patient was well enough for discharge, which is 
too late in the process.   
 
Communication has been identified as a frequent issue,  due to the number of staff 
involved in patient care, with additional external agencies also involved, this 
frequently complicates the picture. Many patients also suffer cross authority 
boundary issues. One such example is a patient on Friends Ward who has a 
tenancy and GP in Royston, a drugs worker in Stevenage, and a Mental Health Care 
Coordinator in South Cambs – this is a typical example where Mental Health service 
borders do not match other service boundary areas and increase communication 
issues between services in differing local authority areas.   
 
 It seems that often assumptions are made that someone else is dealing with the 
housing issue, and on investigation I have found nothing has been done at all. This 
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evidences the need for a single point of contact for all housing and accommodation 
issues.  
 
 By providing advice to staff at an early stage in a patients stay many 
accommodation issues can be avoided.  
 
Training is planned for the ward staff to increase awareness of Lisa’s role and to 
ensure ward staff gain an understanding of the basic elements and relevant factors 
in housing and homeless accommodation issues for patients. 
 
The majority of patients have complex needs and are eligible for local authority 
housing, there fore it is important to liaise with the appropriate mental health teams 
to ensure there is an appropriate package of support in place to avoid repeat 
admissions in the future. 
 
In order to increase efficiency Lisa  has been allocated a desk at Elizabeth House, 
and will receive 6 weekly supervisions from the Social Care Manager (Craig 
Chalmers) this will ensure she is fully supported and integrated in her role at 
Fulbourn Hospital and to improve joined up working between all staff involved with 
the care and discharge of patients. 
 
 
 
 
 

NRPF Co-ordinator 
January 1st – March 31st  2012              

 
Current Practice 
 
The service is now well established and well advertised throughout the relevant 
services in the sub-region. Majority of caseload is in Cambridge City and Fenland 
areas with 15 assessments completed in Cambridge and 9 in Fenland, in addition to 
1 in Huntingdonshire and 1 in Edmundsbury. Currently majority of work is in 
Cambridge with 1 day drop-in at the Rosmini day centre in Wisbech; in April this will 
increase to 2 days a week every fortnight. Most referrals come from the day centres 
and local authorities, also occasional self-referrals and referrals from other clients.  
The main barriers that have been experienced with clients so far are problems with 
drug and alcohol use, also non-attendance of appointments and dropping in and out 
of the service. Clients who engaged well have been moved off the streets into more 
stable accommodation within the matter of weeks and have already shown positive 
changes in their lifestyles. However, the more entrenched clients are much harder to 
engage with, due to lack of motivation and substance misuse issues. A more 
assertive approach has been adopted with this core client group with potential 
enforcement actions if no attempts to change are made by them in the near future.    
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To conclude, there have been positive outcomes for majority of clients and with 
partnership working and assertive engagement good results will be achieved in the 
future. 
Please see below project statistics for Quarter 4 2011/12 
 
Assessments completed 
 

Age LA Client  Nationality   Assessed Support Needs  
32 CCC VP Lithuanian 06.01.12 housing/benefits 
34 CCC AA Lithuanian 06.01.12 housing/benefits 
36 CCC JM Estonian 12.01.12 ID/ housing 
36 CCC ZV Lithuanian 12.01.12 housing 
37 Huntingdonshire SK Croatian 19.01.12 immigration/health 
54 CCC RS Lithuanian  20.01.12 housing 
29 CCC DS Lithuanian 02.02.12 housing 
35 CCC TK Lithuanian 15.02.12 NIN/benefits/housing 
27 CCC MS Lithuanian 20.02.12 ID/ housing 
25 CCC MP Lithuanian 24.02.12 benefits/addaction 
44 Fenland RB Lithuanian 28.02.12 benefits 
42 Fenland AK Lithuanian 28.02.12 accommodation 
21 CCC DT Romanian 01.03.12 housing/benefits/GP 
21 CCC CM Romanian 01.03.12 housing/benefits/pregnancy 
40 CCC NT Romanian 01.03.12 housing/benefits/GP 
58 Fenland TK Polish 07.03.12 benefits/housing 
52 Fenland JM Lithuanian 07.03.12 housing/benefits/enforcement 
54 Fenland VB Lithuanian 07.03.12 housing/benefits 
56 CCC RP Lithuanian 08.03.12 housing/alcohol 
29 CCC LS Lithuanian 08.03.12 MHIs / housing/ benefits 
46 Edmundsbury OB Lithuanian 09.03.12 reconnection 
61 Fenland VD Lithuanian 20.03.12 housing/benefits 
24 Fenland DC Lithuanian 27.03.12 reconnection to Lithuania 
25 Fenland AJ Polish 27.03.12 reconnection to Poland 
19 Fenland KL Polish 27.03.12 reconnection to Poland 
24 CCC AS Romanian 29.03.12 housing/employment 

 
Contact Statistics Q4 
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Outcomes Q4 
 
 

NO NAME LA DATE OUTCOME 
1 ML CCC 09.02.12 Accommodation Outcome - From RS/ CWP 

into 222 
2 DS CCC 14.02.12 Treatment Outcome – Registered at CAS 

(temp) 
3 VP CCC 16.02.12 Accommodation Outcome - From RS / 

squat to RECHG 222 
4 ZV CCC 16.02.12 Accommodation Outcome - From RS / 

squat to RECHG 222 
5 JM CCC 21.02.12 Applied for a new passport and ID card ( 

Estonian consulate) 
6 TK CCC 24.02.12 Treatment Outcome- Registered at CAS 

January CCC SCDC ECDC ST EDS HUNTINGD FENLAND FOREST HEATH P'BORO 
Week starting         

2nd  7 0 0 0 0 0 0 0 
9th 18 0 0 0 0 0 0 0 
16th 7 0 0 0 2 0 0 0 
23rd  0 0 0 0 0 0 0 0 
30th & 31st 0 0 0 0 0 0 0 0 
Totals 32 0 0 0 2 0 0 0 
         
         

February         

1st 12 0 0 0 1 0 0 0 
6th 9 0 0 0 0 4 0 0 
13th 21 0 0 0 0 6 0 0 
20th 22 0 0 0 0 6 0 0 
27-29th 10 0 0 0 0 7 0 0 
Totals 74 0 0 0 1 23 0 0 
         

March         

1-2nd 21 0 0 0 0 0 0 0 
5th 33 0 0 5 0 6 0 0 
12th 36 0 0 0 0 10 0 0 
19th 35 0 0 0 0 11 0 0 
26th 24 0 0 0 0 9 0 0 
Totals 139 0 0 5 0 34 0 0 
         
         

Quarter Totals 245 0 0 5 3 57 0 0 
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7 MS CCC 24.02.12 Treatment Outcome- Registered at CAS 
8 TK CCC 29.02.12 National Insurance Number issued 
9 AA CCC 01.03.12 Treatment Outcome-Registered at CAS 
10 DT CCC 02.03.12 Self Diversion-From RS to Accommodation 

in London 
11 NT CCC 02.03.12 Self Diversion-From RS to Accommodation 

in London 
12 CM CCC 02.03.12 Self Diversion-From RS to Accommodation 

in London 
13 RS CCC 02.03.12 Accommodation Outcome - From RS into 

RECHG 222 Victoria Rd 
14 TK CCC 02.03.12 From NRPF into JSA claim 
15 AA CCC 05.03.12 From NRPF into JSA claim 
16 MS CCC 06.03.12 Granted £90 from Central Aid for ID 

documents 
17 VB Fenland 07.03.12 From NRPF into JSA claim 
18 OB Edmundsbury 11.03.12 Reconnection outcome - From RS to 

Lithuania, Vilnius 
19 DS CCC 14.03.12 Treatment outcome- attended hospital for 

corrective procedure on his nose 
20 DS CCC 15.03.12 Accommodation Outcome – from RS into 

RECHG 222 Victoria rd 
21 MP CCC 16.03.12 From RS to lost contact – current police 

warrant 
22 RP CCC 20.03.12 Accommodation Outcome - from RS into 

Jimmy’s Night Shelter 
23 LS CCC 21.03.12 From Adrian House at Folbourne to 

Psychiatric Ward in Peterborough 
24 MS CCC 30.03.12 Applied for a passport – Lithuanian 

consulate 
 
 
 
Clients who accessed Cold Weather Provision (Cambridge City) 
 
 
JM – 03.02.12 – 12.02.12 
DS – 03.02.12 – 04.02.12, 08.02.12 – 12.02.12 
ML – 04.02.12 – 08.02.12 
TK – 04.02.12 – 08.02.12 
RS – 04.02.12, 07.02.12 – 12.02.12 
AA – 06.02.12 
MS – 07.02.12 – 09.02.12, 11.02.12 – 12.02.12 



 17 

 
 
 
 
 
 
 
 
Specialist Alcohol Community Psychiatric Nurse  
 
We are delighted to have secured a further 12 months funding for the continuation of 
the work Malcolm Stork does as Alcohol CPN within the team, from Cambridge City 
Council and Camhealth Integrated Care. In addition to this we have funding for an 
Alcohol Project Worker to support the Project. This will ensure continuity of cover for 
patients with support when the Alcohol CPN is on annual leave or off sick, and we 
aim to increase positive treatment outcomes for the service by 50%. 
 
Below is a chart demonstrating the proportion of referrals from the Camhealth GP 
Surgery’s. We have had some problems with the referrals in that GP’s seem to only 
complete the patients name and address on the referral, this means it is not clear 
which GP practice the patient is registered at, and makes contacting the patient a 
much slower process. It also makes feed back to the GP difficult, if we do not have a 
GP name and are unable to make contact with the patient. 
 
Letters have been sent to the Practice Managers to ensure that the name of the GP 
is clear on the referral and there is a contact phone number in addition to an 
address.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The Alcohol CPN completed 83 assessments and provided brief interventions to a 
further 25 individuals who chose not to engage in full with the service. 
 

Cam health GP Surgery Referrals

Arbury Road 
Bottisham 
Cherry Hinton 
East Barnw ell
The Firs Histon
Milton 
Nuf f ield Road 
New nham Walk 
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42 Referrals were received from Camhealth with 6 patients refusing the service. 
12 community detox’s were successfully completed with the patients discharged 
alcohol free. And a further 6 were discharged as Alcohol free having been supported 
through a reduction plan, another 6 have stablilised and reduced their Alcohol intake 
to within safe limits. The remaining 6 are still within the service. 
 
• 69% of patients assessed were male 
• 31% of patients assessed were female  
• 94% of patients were white british, with 5% other white and 1% Indian 
• 44% of patients assessed  for alcohol treatment were also identified as having 

mental health difficulties 
• 30% of active cases were open for more than 12 weeks this is due to the high 

level of support this cohort of patients needed.  
• 52% of cases remained in treatment for 12 weeks  
• 12% of cases were closed within 12 weeks.  
• 6% declined treatment options following initial contact 
• 30% of all cases completed treatment, 3% received custodial sentences so 

were not able to complete treatment.  
• 26% of cases were successfully resettled with 5% being resettled outside of 

Cambridge 
 
 
 
Alcohol CPN – Statistics  
 

       
Alcohol CPN Stats        

 Q1 Q2 Q3  Q4  Total   
No of referrals received 23 17 30 26 96  
No of new referrals seen 20 16 30 24 90  
No of patients completing assessment 19 16 27 21 83  
No of clients re-referred 9 7 10 13 39  
No of individual clients seen 49 65 63 63 122  
No of appointments attended 249 250 273 258 1030  
No of clients referred for meaningful activity 21 25 30 24 100  
No of clients engaged in meaningful activity 19 16 12 17 64  
No of clients that attended hospital appointments 7 6 7 2 22  
No of clients taken to hospital appointments  3 3 6 0 12  
No of clients with physical health improvement 21 18 29 22 90  
No of clients completing inpatient detox 1 2 4 0 7  
No of clients completing community detox 5 8 14               8 35  

       
Tenancy Sustainment at 451  100% 100% 100%    
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Street Outreach Service Statistics April 1st 2011 – March 31st 2012  
 

 Q1 Q2 Q3 Q4  Total  
No of new clients to the Street Outreach Service  150 113 116 112 493  
Average no of rough sleepers currently on streets 
results of weekly hotspot 

 7 8 9 11 10 
No of rough sleepers with Mental Health Support needs  7 10 10 8 35 
No of individuals sleeping rough in Cambridge City 58 60 61 65 183 
No of people helped to leave the streets 87 53 62 64 183 
No of people returning to the streets (Report if return of 
individual is for more than 2 weeks) 

 6 5 12 16 39 
No of new arrivals found rough sleeping 45 53 38 32 168 
No of new arrivals helped to leave the streets 45 53 36 31 165 
No of people diverted from Cambridge  
Detail of destination provided below 

21 27 19 16 83 
No of individuals leaving the service & reason 
Details of MH clients recorded separately  

150 125 134 152 561 
Total Accommodation Outcomes  111 93 114 125 443 
Accommodation Outcomes from Rough sleeping  87 70 86  104 347 

 
 
 
Comparative statistics from 2007 to 2012 
 

Comparative Stats    2007-08 2008-9 2009- 
10 

2010- 
2011 

2011- 
2012  

       
Number of rough sleepers contacts VRS 253 236 254 320 353 
Number of accommodation outcomes 349 377 556 495 443 
Number of treatment outcomes 65 167 237 274 214 
Number of enforcement outcomes 30 34 46 54 49 
Number of diversion outcomes 75 68 144 97 83 
Total number of individual RS per year  118 131 137 176             186 
Ave no RS result of weekly hotspot counts 4 5 5 6 10 
No of clients resettled from RS  214 179 255 226 440 
No of client returning to streets 13 22 25 26 39 
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No of clients resettled from JNS 170 141 213 119 N/A 
No of clients resettled from FF  58 34 61 65 73 
No of clients resettled from hostels 1 9 11 1 1 
No of clients securing accom from other 18 12 16 22 32 
inappropriate housing        
         
         
         
 
 
Appendix 1 – Diversions/Reconnections  
 
Client 
No:  

Diverted From  Diversion Destination 
Q1   
1 Male rough sleeper  Crawley Open House Sussex 
2 Male rough sleeper  Self funded to friends in Brighton 
3 Male rough sleeper  Return to partner Bury St Edmunds 
4 Male rough sleeper  Self funded to Caravan in Wales 
5 Male rough sleeper  Return to family home in Dorset 
6 Male turn away from JNS Colchester Night Shelter 
7 Male rough sleeper  Emmaus Burnley 
8 Male rough sleeper  Return to family home Romania 
9 Male rough sleeper  Bedford Night Shelter 
10 Male rough sleeper  Colchester Night Shelter 
11 Female rough sleeper  Colchester Night Shelter 
12 Male rough sleeper  Return to family home Middlesborough 
13 Male rough sleeper  Tenancy secured via homelink St Ives  
14 Male rough sleeper  To brothers in Yorkshire 
15 Male banned from JNS Friends in Bournemouth 
16 Male turn away from JNS Colchester Night Shelter  
17 Male rough sleeper  Return to family home in Romania 
18 Male Friends floors  Return to family home in Liverpool 
Q2   
19 Male Rough Sleeping  Return to family home in Dorset 
20 Male rough sleeper  Return to family home Isle of Bute 
21 Rough sleeper  Hostel in Southam 
22 Rough sleeper  Return to tenancy Edinburgh 
23 Rough sleeper  To friends in Kings Lynn 
24 Rough sleeper  Return to family in Kings Lynn 
25 Rough sleeper  Hostel in Doncaster 
26 Rough sleeper  Return to partner in Saxmundham  
27 Rough sleeper  Return to friend in Saxmundham 
28 Rough sleeper  To job offer with accommodation Norwich 
29 Friends floors  To job offer with accommodation Norwich  
30 Rough sleeper  To job offer and accommodation Edinburgh 
31 Rough sleeper  Beauleah House Gt Yarmouth 
32 Rough sleeper  Return to family home in Latvia 
33 Rough sleeper  Return to family home in Liverpool 
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34 Rough sleeper  To stay with friends in Liverpool 
35 Rough sleeper  Crawley Open House Sussex 
36 Rough sleeper  Return to partner Northampton 
37 Rough sleeper  Return to family home Burwell 
38 Rough Sleeper  To Colchester Night Shelter 
39 Rough Sleeper  Return to family home Peterborough 
40 Rough Sleeper  To return to tenancy Glasgow 
41 Rough Sleeper  Return to family home in Dorchester 
42 Rough Sleeper  Return to tenancy in Poole 
43 Eviction from private rent  To Preston Emmaus 
44 Rough Sleeper  Bedford Night Shelter  
Q3   
45 Rough Sleeper  Colchester Night Shelter 
46 Rough Sleeper  Colchester Night Shelter 
47 Rough Sleeper  Return to tenancy in Hull 
48 Rough Sleeper  Return to tenancy in Waterbeach 
49 Rough Sleeper  Return to tenancy  in Edinburgh 
50 Rough Sleeper  St Albans Night Shelter 
51 Rough Sleeper  Return to tenancy in Bradford  
52 Bed & Breakfast Return to family home Isle of Wight 
53 Evicted from Friends Floors To friends in Norwich 
54 Rough Sleeper  Return to Carlton Emmaus 
55 Friends Floors  Return to family in Maidstone 
56 Rough sleeper  Luton Night Shelter  
57 Rough Sleeper  Luton Night Shelter 
58 Friends Floors Self funded diversion to France 
59 Rough Sleeper  Return to partner Birmingham 
60 Rough Sleeper  Self funded diversion to London 
61 Self discharge hospital  To family in Newark 
62 Friends floors  Return to partner 
63 Rough sleeper  Self diversion to London 
Q4   
64 Female rough sleeper  Rhyl Night Shelter  
65 Male rough sleeper  Bath Night Shelter  
66 Male rough sleeper Colchester Night Shelter 
67 Male rough sleeper  Ispwich Salvation Army Hostel 
68 Female rough sleeper  Clacton Night Shelter 
69 Male rough sleeper  To stay with friends in Bury St Edmunds 
70 Male rough sleeper  Self funded return to West Germany 
71 Male rough sleeper  Return to family home in Plymouth 
72 Male rough sleeper  Taylor House Bedford 
73 Male rough sleeper  Return to tenancy in Bedford  
74 Male rough sleeper  Hostel accommodation Hastings 
75 Male rough sleeper  Gloucester Emmaus 
76 Male rough sleeper  Self funded diversion to friends Thetford 
77 Male rough sleeper Self funded diversion to London 
78 Female rough sleeper  Self funded diversion to London  
79 Male rough sleeper  Self funded diversion to London  
80 Male rough sleeper  Return to family home in Hartlepool 
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81 Male rough sleeper  Clacton Night Shelter 
82 Male rough sleeper  Self funded diversion to friends Mildenhall  
83 Male rough sleeper  Return to family home 
 
 
 
In total 83 individuals were diverted  with 12 returning to the service within 12 
months 
 
Appendix 2 
 
 
Mental Health Case Closures 2011-12  
 
Client  Referral Source Case Outcome   

1 Friends Ward  Housing support and advice provided to Ward staff  
to enable discharge to  private rented 
accommodation. Handover to Home Treatment 
Team who are providing ongoing support 

2 Friends Ward  Homeless application made to SCDC client moved 
to SCDC – community support arranged 

3 Adrian House Accommodation arranged at Colchester Emmaus. 
Community that provides accommodation & work 

4 Crisis Resolution Team Successful Homeless application made to City 
Council. But patient abandoned ward and was 
reported to be living in Exeter. 

5 Home Treatment Team Housing advice & support given, referred to rent 
deposit scheme. HTT providing ongoing support 

6 Adrian House Housing advice & support, handed over to Crisis 
Team 

7 Friends Ward Housing advice and supported move to private rent 
8 Friends Ward Housing advice and support – ensured patient’s 

accommodation secure to return to. 
9 Friends Ward  Housing support, taken to view and move to Mental 

Health Supported accommodation. 
10 Friends Ward  Patient would not discuss housing with ward staff. 

Support provided to enable successful homeless 
application – discharged to accommodation. 

11 Cyrenians Client has been sectioned under MHA remains in 
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hospital 
12 Cyrenians Client now accommodated in SCDC 
13 Cyrenians No mental health support needed. Alcohol is issue, 

handed over to Alcohol CPN 
14 Jimmy’s Nightshelter Into HMP Peterborough 
15 Cyrenians  Alcohol is main issue, community detox arranged 

with Alcohol CPN 
16 Self referral Alcohol is main presenting issue, referred to Alcohol 

CPN – non engagement 
17 Referral via CRI Outreach  Client supported to move to new tenancy out of area 

Linked to Addaction for drug treatment 
18 Jimmy’s Nightshelter  Client engaged in primary healthcare, referred to 

mental health services - Client deceased 
19 Adrian House Housing advice given – handed back to CPN 
20 Jimmy’s Nightshelter Engaged in Primary Healthcare - wanting emotional 

support referred to counselling at Lifecraft 
21 Jimmy’s Nightshelter  Client engaged in Primary Healthcare supported to  

return to family home 
22 Self referral via CRI Outreach Client abandoned Cambridge returned to 

Middlesborough 
23 Referral via CRI Outreach  Client abandoned Cambridge to West Midlands. 

Alert raised to Police for S136 due to concerns 
regarding risk/harassment. 

24 
 

Self  referral  Handed over to housing provider 222 
 

25PF Outreach Referral Client offered alcohol treatment as alcohol is the 
main support need -  

26RF City Council Housing Officer  Client received custodial sentence 
27TC  Self Referral Client referred by CAMEO to Complex Case team 

Handover to Complex Case Team  
28AF Outreach Referral  Referral to second stage accommodation. Client 

abandoned Jimmy’s Night Shelter no further contact 
29DH Outreach referral Alcohol Treatment and support offered but contact 

very sparse.  
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30 KC South Cambs Home treatment team Put forward for rent deposit scheme in SCDC hand 
back to Home Treatment team supporting 

31 SF 
 

Self Referral Client received a custodial sentence 

32 AR Outreach Referral  Lost contact with client 
33 JP Assertive Outreach Team   Client remains on ward, set up on homelink ward 

staff supporting in bidding  
34JD Self Referral  Client does not wish to continue support 
35 RB Jimmy’s Night Shelter Client abandoned Jimmy’s Night Shelter – lost 

contact is no longer in Cambridge  
36 PM  JNS Client resettled from Rough Sleeping to Burnley 

Emmaus Community  
37 DR JNS  Resettled to accommodation outside of Cambridge 
38 JA  YMCA Advice and support provided to YMCA on managing 

client. Referral made for MHA 
39 RH Referral date 21.07.11  Supported to re-access Cyrenians Accommodation 

Referred to Psychological Treatment Services  
40 RC Outreach Referral  Handover to Mags Daly Assertive Outreach 

WorkerAlcohol treatment offered. Community Detox 
arranged.  

41 RDG Outreach Referral  Client offered accommodation and ongoing support 
but has now left Cambridge 

42 MC  Outreach Referral  Rough sleeping into accommodation 222 Mags Daly 
monitoring 

43 JA Jimmy’s  Police to pick up on S136 needs to be in hospital 
44 LB  Outreach Referral  Custodial sentence HMP Peterborough  
45 MB  Dr Ruth Bastable Cambridge 

Access Surgery  
Problems in current accommodation, living with 
mother. Put on homelink support provided with 
bidding. Referral to tenancy support service. 

46 ED  Outreach Referral  Found rough sleeping. Has social worker in Forest 
Heath. Local Authority duty – referred back. 

47 PH  JNS referral  Resettled to Cyrenians accommodation.Handed 
over to Complex Case team and St Giles Trust 

48 DP  JNS Referral  Resettled to Genesis Housing Felixstowe 
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49 CK Outreach Referral Referred for MHA Resettled to Willow Walk. 
Handover to Mags Daly Assertive Outreach CPN for 
hostels  

50 WP  North Intake & Treatment Team  Case not taken on, as patient is accommodated out 
of area. Advice given regarding mutual exchange 
and referral for floating support. 

51 JI Adrian House Referral  Patient discharged self refused to wait for a day for 
us to assess.  

Client No Referral Source Case Outcome   
52 DR Housing Officer Eviction avoided. City Council transfer to more 

appropriate tenancy agreed and completed – 
handover to tenancy support 

53 SB GP at CAS Eviction successfully avoided ASB issues 
addressed – handover to Granta Floating Support 

54 PS Outreach Referral Homeless application made and accepted by City 
Council 

55 MP JNS Following assessment no MHI evident but issues 
were Alcohol related referred to Alcohol CPN for 
treatment. 

56 PB Wintercomfort  Client linked in with meaningful activity no longer 
needs support 

57 DG Outreach  Client assessed as a rough sleeper but immediately 
abandoned Cambridge. Lost contact and case 
closed. 

58 WP North Intake & Treatment Team  Client assessed. Housing advice & support given. 
Referred to floating support for ongoing support to 
maintain tenancy. 

59 UK  Outreach referral Client assessed as a rough sleeper but abandoned 
Cambridge within days. Case closed as lost contact. 

60  JI Adrian House Case referred within 24 hours of discharge. Patient 
left ward before agreed assessment time. 

61 BA George Mackenzie Ho 
Forensic Psychiatry  

S117 agreement in place. Support provided to CPN 
to ensure local authority honored S117 agreement 
with provision of accommodation 

62 LE  Self Referral Client assessed and immediate crisis intervention 
work referral and hand over to Circle tenancy 
support 
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64 GS Probation  Client Assessment completed but inappropriate 
referral as accommodated out side of City. 

65 AR MH Accom Forum Advice provided only – professionals meetings 
attended 

66 AS  Friends Ward  Client assessed - Homeless Application 
Assessment arranged with SCDC 

67 CP Dr Ruth Bastable  Client assessed. Homeless Application to City into 
temp accommodation – found to have 
accommodation in Isle of Wight – returned to 
tenancy 

68 OE Friends Ward Case not taken on – as referred day before 
discharge client left ward prior to agreed 
assessment appt. 

69 SH JNS Client assessed, no MHI but Alcohol issues, referred 
to alcohol CPN but client refused to engage. 

70 DS MH Accom Forum  Attended professionals meetings – advice only 
71 LS  222 Hostel  Client assessed following eviction supported to 

access JNS 
72 AP  Willow Walk Hostel  Client assessed  prior to eviction – into 222 

handover to AO CPN 
73 DP  Outreach Referral  Client assessed but then received custodial 

sentence 
74 MNG Outreach Referral  Client assessed abandoned Cambridge following 

partners custodial sentence 
75 MG  Accomm Forum  Provided advice and attended professionals 

meetings only 
76 CP  Outreach Referral  Client assessed following eviction due to ASB 

Homeless application made to city – into temp city 
accommodation 

77 WB Outreach Referral  Client assessed as a rough sleeper. Immediate 
support need accommodation, diversion to Luton 
Night Shelter 

78 PR  Outreach Referral  Client assessed but client abandoned Cambridge – 
lost contact 

79 SB Adrian House  Case not taken on as client self discharged from 
ward before assessment could take place.  
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80 AR  Adrian House  Client assessed and referred to 222 moved in 
20.12.11 handover to AO CPN for 222 

81 RM  Outreach Referral  Client assessed as a  rough sleeper immediate 
need accommodation into 222 handover to AO CPN 
for 222 

82 SBL Outreach Referral  Client assessed as rough sleeper. Referred and pick 
up by social services. 

   

   

84 DR Housing Officer  Client stable and managing well. Agreed can 
manage with out support  

85 SB  Cambridge Access Surgery Client stabilised. Worked with ASB team to prevent 
eviction proceeding. Handed over to tenancy 
support team 

86 MP  GP Alcohol treatment provided. No mental health 
issues. Successful detox completed 

87 PB Wintercomfort  Client supported to engage in meaningful activity to 
increase social contact. Joined woodworking 
classes. 

88 DG  Outreach Referral  Entrenched rough sleeper abandoned Cambridge  
89WP Friends Ward Specific housing advice provided. Case not taken on 
90 UK  Outreach Referral  Client returned to tenancy 
91JI Friends Waard Patient referred the day before discharge. Did not 

wait to see team 
92 BA  Forensic Psychiatry  Specific housing advice and support provided to 

CPN with homeless application 
93 LE Chronic Exclusion Coordinator Crisis intervention provided referred on to Circle for 

Tenancy support 
94CG Friends Ward Patient referred and resettled into accommodation 
95GS Probation  Specific housing advice provided- advised Probation 

refer to Granta MH Floating Support as tenancy in 
SCDC 

96AR  Fulbourn Accommodation Forum Professionals meetings attended, specific housing 
advice provided. 

97AS Friends Ward Arranged SCDC housing assessment on ward as 
priority need application with SCDC – 
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accommodation provided by SCDC 
98CP  Cambridge Access Surgery Priority Need homeless application made with City 

Council – temporary accommodation secured. 
99OE  Friends Ward Inpatient referred on day of discharge – housing 

advice provided only 
100SH  Jimmy’s Night Shelter Alcohol presenting support need rather than MH 

Offered Alcohol treatment but refused. 
101DS Assertive Outreach Team  Attended professionals meetings and provided crisis 

intervention during alcohol relapses off the ward. 
Referred and accepted into Southampton Rehab. 

102LS ECHG Riverside Hostel 222 Support provided following eviction. Supported to 
access Night Shelter resettled from there. 

103AP  Outreach Referral  Evicted from accommodation, supported into hostel 
accommodation, support picked up by Assertive 
Outreach CPN 

104DL  Outreach Referral  Custodial Sentence 
105MNG  Outreach Referral  Engagement is sporadic – lost contact 
106MG Fulbourn Accommodation Forum  Attended professionals meetings to provide specific 

housing advice and support 
107CF Wintercomfort Evicted from tenancy due to ASB – homeless 

application made into B & B  
108WB Outreach Referral  Rough sleeper supported into accommodation 

outside of CB as no local connection and Night 
Shelter full 

109PR Outreach Referral Lost contact following assessment 
110SB Adrian House Self discharged from ward before assessment 

completed 
111AR Adrian House Facilited move from ward into accommodation at 

hostel 222 
112RM  Outreach referral From rough sleeping into hostel and alcohol 

treatment 
113MM Outreach referral Lost contact following assessment 
114TC Outreach referral  Recalled to prison  
115MM  Self Referral  Return to family no longer living in Cambridge 
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116MW Harston GP Surgery Liaison with social services, local authority, 
facilitated direct let and support  

117MR Addenbrookes Hospital  Accommodations secured for discharge from suicide 
attempt. Hand over to Assertive Outreach CPN for 
hostels 

118 SL 
 
119JK  

Police 
 
Outreach referral 

Worked with social services under national 
assistance act to establish public funds status – 
then accommodation found 
Crisis intervention to return to tenancy. Alcohol 
detox provided, hand over to Circle for tenancy 
support 

120SR Outreach referral  Rough sleeper linked with Psychiatrist at Access 
Surgery returned to accommodation previously 
abandoned. 

121EP Self referral  Evicted from accommodation move to supported 
housing facilitated 

122AB Adrian House Facilitated return to family in Saffron Walden  
133AH  Jimmy’s Night Shelter Resettled by Jimmys Night shelter 
134RY  Cedar Recovery Unit Move to accommodation from ward – via Granta 

housing. 
135SH  Adrian House Facilitated return to family home 
136MN Outreach Referral Return to country of origin – West Germany 
137JM  Cambridge Access Surgery Crisis intervention – referred to Cam mind, Lifecraft 

and Granta MH Floating Support 
138JC Outreach referral Referred to and accepted by YMCA 
139OK  Housing officer  No contact – no response to home visits, or phone 

calls. Suicide on 11.03.12  
140TH Outreach referral Referred to Cyrenians supported housing 
141PL  Adrian House Facilitated temporary return to family home from 

ward until private rented accommodation ready 
142AH Complex Case Team  Social services funded ended so client now 

homeless. Referred to Chronic Exclusion Co-
coordinator 

143JA St Giles Trust  Move from entrenched rough sleeping to Willow 
Walk hostel with care package provided by 
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Assertive Outreach Team. 

   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 


