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Abstract

A large proportion of homeless people in the UK 
are former members of the armed services and 
suffer from a mental illness. In fact, homelessness 
itself can be considered a symptom or manifesta-
tion of other underlying psychological difficulties. 
For these reasons Community Housing and The-
rapy (CHT) considers that providing psychologi-
cal therapies to treat the homeless population is 
a more effective way of tackling the problem of 
homelessness, as it addresses the roots of the pro-
blem. This approach is one which is beginning to 
be recognised by leading agencies in the field. At 
the same time, the provision of psychological the-
rapies for symptoms such as depression and anxiety 
has become accepted through the Department of 
Health’s (DoH) Increased Access to Psychological 
Therapies ( IAPT) initiative. Depression is the most 
common psychiatric disorder that homeless people 
suffer and it is well documented that psychological 
treatments for depression can be extremely effec-
tive. As well as approaching homelessness from 
the angle of psychological therapies, CHT in its 
work with the ex-service community has become 
increasingly aware that there are a large number 
of non statutory homeless that do not get the same 
attention as rough sleepers. 

Key words: homelessness; ex-military; psycho-
therapy; therapeutic communities; treatment.

Resumen

Una gran proporción de personas sin hogar en el Rei-
no Unido corresponde a ex-miembros de las fuerzas 
armadas, quienes sufren además de enfermedades 
mentales. El hecho de no tener un hogar se puede, en 
sí mismo, considerar como un síntoma o una mani-
festación de otras dificultades psicológicas inheren-
tes. Por esta razon, Community Housing and Thera-
py considera que dando terapias psicológicas para 
tratar el hecho de no tener un hogar es una forma más 
efectiva de enfocar el problema, debido a que trata 
su raíz. Este enfoque se está empezando a reconocer 
por agencias líderes en el área en el Reino Unido. 
Al mismo tiempo, la provisión de terapias psicoló-
gicas para tratar síntomas tales como la depresión 
y la ansiedad ha sido aceptada por la iniciativa del 
Departamento de la Salud (DoH) denominada ‘In-
creased Access to Psychological Therapies’ (IAPT). 
La depresión es el desorden psiquiátrico más común 
que la población sin techo sufre, pero también está 
documentado que los tratamientos para la depresión 
pueden ser muy efectivos. Además de enfocar el 
problema de la población sin hogar desde un punto 
de vista psicológico, CHT en su trabajo con la co-
munidad de ex-militares se ha conscienciado cada 
vez más de que hay un gran número de personas sin 
hogar que no están reconocidas por las autoridades 
y que no reciben la misma atención que las personas 
efectivamente clasificadas como sin hogar.

Palabras clave: población sin hogar; exmilita
res; psicoterapia; comunidades terapéuticas; tra-
tamiento.
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Introduction

Ex-service men and women can find it difficult to 
adjust to civilian life. Those with psychological 
difficulties often develop symptoms including al-
cohol or drug abuse and homelessness, and need 
support and assistance. According to the Mental 
Health Foundation, there are five million veterans 
(with eight million dependants) in the UK, along 
with around 180,000 serving personnel. Although 
only a minority of serving personnel and veterans 
experience mental health problems, they still form 
a large group of people.

The mental health problems experienced by 
military personnel are the same as the general 
population, although experiences during service 
and the transition to civilian life mean that their 
mental ill health may be triggered by different 
factors. Post Traumatic Stress Disorder (PTSD), 
depression, anxiety and substance abuse affect a 
significant minority of service personnel and ve-
terans. There has been little research into mental 
health in the UK armed forces compared to the 
United States. However, various UK studies have 
indicated links between active service and mental 
health problems:

•	 22% of a sample of Falklands War veterans 
showed symptoms of PTSD – a much higher 
percentage than in the general population. 

•	 Troops deployed to the first Gulf War in 1991 
were suffering higher than normal levels of psy-
chological distress and fatigue many years after 
the conflict.

•	 A study of body handlers from the Gulf showed 
that 50% were experiencing PTSD symptoms. 

•	 Psychological difficulties in a sample of British 
troops increased by 50% after return from duty 
in Northern Ireland during the conflict there.

•	 By June 2006, 1,897 British service personnel 
had been treated for mental health problems 
thought to be related to their deployment to 
Iraq. 

•	 Ex-service personnel are also vulnerable to 
social exclusion and homelessness, both risk 
factors for mental ill health. Both Crisis and 
the Ex-Services Action Group found that about 

a quarter of homeless people had served in the 
armed forces - 25% and 22% respectively.

•	 The Alcohol Recovery Project found that 9% 
of clients attending its London walk-in centres 
had a services background, demonstrating the 
risks posed by the drinking culture in the armed 
forces. 

•	 Other factors may include the consequences 
of the strain of making the transition from an 
institutional life in the services to the life of a 
civilian.

Homelessness

Homelessness in London was a problem that es-
calated to a very large proportion in the 1990’s. 
Efforts by the Government’s Rough Sleepers’ Unit 
decreased the number of people sleeping rough in 
London by over 50% from 621 in 1998 to 264 in 
2001 (Homeless Link, 2002). The Department of 
Health strategy has been effective in targeting the 
most entrenched rough sleepers with severe men-
tal illness and has drastically reduced the numbers 
(CLG, 2008). It is estimated that 30%-50% of the 
homeless population suffer from some form of 
mental illness (Homeless Link, 2006). Increased at-
tention has been given to the value of psychological 
therapies for the homeless. The underlying causes 
of homelessness, and its associated problems such 
as substance misuse, depression and anti-social 
behaviour should be addressed as people will con-
tinue to become homeless even when adequate 
provision is offered to them.

The Homeless Link document Ending Home-
lessness: from Vision to Action (2006) identifies 
three key strategic elements to end homelessness. 
These are (1) prevention (2) support and (3) ac-
commodation. 

Homelessness and the ex-service community

Current estimates of homelessness within the ex-
service population are at approximately 6% (Rho-
des et al, 2006). This percentage is similar to the 
one reported by the CLG (Communities and Local 
Government, 2008) which estimated that the per-
centage of ex-service rough sleepers is 5%. There 
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remains a very high number of single non statutory 
ex-service homeless in London on any given day, 
current projections estimate up to 1,100 indivi-
duals. The term non statutory homeless refers to 
those to whom the state does not consider it has a 
duty to house, either because they are deemed in-
tentionally homeless or because they are not viewed 
a priority. It includes the ‘single homeless’ many 
of whom are young people of both sexes (Rhodes 
et al, 2006).

In their report Rhodes et al. (2006) identified 
that the main difficulties that ex- service personnel 
face are psychological disorders, drug and alcohol 
dependency and physical illness. The report from 
The Royal British Legion (2006) based on the 
findings of twelve months of research concluded 
that the main difficulties in the younger ex-service 
population (16-44 years) are mental health diffi-
culties, particularly depression, unemployment, a 
lack of transferable skills and few opportunities for 
training for work. According to the Centre for Mi-
litary Health Research at King’s College London, 
even though there is good evidence for the benefit 
of psychological treatments for depression and 
PTSD, only a minority of ex-service individuals 
will receive this treatment (Iversen et al., 2005a, 
2005b). 

Homelessness and psychotherapy

In an analysis by St Mungo’s it was suggested that 
the main mental health disorder that the homeless 
population faces is depression (St Mungo’s 2006). 
Recently a World Health Organisation study (World 
Health Organization, 2008) concluded that the 
impact of depression on a person’s suffering was 
50% more serious than angina, asthma, diabetes 
and arthritis. 

The Improving Access to Psychological Thera-
pies Commissioning Toolkit (Department of Health, 
2008) published by the Department of Health sug-
gests that commissioning psychological therapies 
can improve people’s health and well-being, in-
cluding those with long-term conditions, leading 
to savings for the wider health economy and more 
cost-efficient mental health care pathways. The 
National Institute for Clinical Excellence (NICE) 

recognises psychological therapies as effective 
and safe treatments, both in the short term, and for 
preventing relapse in the long term. 

Although health authorities claim to look after 
former soldiers, most GPs and consultants have litt-
le or no experience of this area, and many ex service 
personnel drop out of treatment programmes becau-
se they believe staff cannot understand the traumas 
they have been through. Additionally, there is a 
scarcity of statutory provision of psychological ser-
vices available. Dr Andrew McCulloch Chief Exe-
cutive of the Mental Health Foundation has com-
mented that, ‘people suffering from post traumatic 
stress disorder triggered by military conflict have 
specific needs that require specific services that are 
just not available on the National Health Service 
(NHS). Outside the NHS, the charity Combat Stress 
provides specialist inpatient and outpatient mental 
health care for veterans while other organisations, 
such as Community Housing and Therapy (CHT), 
provide residential psychotherapy and psychosocial 
services for ex-service personnel. 

Community Housing and Therapy (CHT)

CHT is a registered charity that runs nine small 
therapeutic households for the severely mentally 
ill and the homeless, with a staff team of approxi-
mately forty five psychologists and psychothera-
pists, and a comprehensive training programme in 
group therapy for therapeutic community practi-
tioners, accredited by Middlesex University. Sin-
ce its foundation CHT has developed a particular 
therapeutic community style under the influence of 
the Lacanian reworking of psychoanalytic theory 
(Gale, 2000; Gale, 2008; Gale and Sanchez España, 
2008) and a review of its philosophical foundations 
(Sanchez, 2004; Gale and Sanchez, 2005b; Paget, 
2000). While it is frequently asserted that the the-
rapeutic community rests on psychoanalysis, there 
has been very little discussion in the literature of 
the fundamental place of language in the treatment 
(Hinshelwood, 1999; Gale, 2000). And yet, like 
psychoanalysis, a therapeutic community methodo-
logy, particularly in its application to psychiatric 
patients, rests profoundly on speech. A therapeutic 
community, as other communities, is held together 
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in some way by language and it is in the community 
that the thread of speech comes alive. It is not just 
that the language of this particular community is 
technical, or specialised in some sense. Of course 
there is a degree of specialised language in any 
subgroup, and therapeutic communities and even 
particular therapeutic communities within one or-
ganisation, are no exception. But the relationship 
which each member has to the meaning of his or her 
experience, and to the life of the community and its 
history, are all connected to his or her participation 
in language. Difficulty lies in the meaning that the 
words have for the patient and the connections 
that he or she makes between thoughts and words. 
Today community-based therapeutic communities 
have the potential to be at the forefront of provision 
in terms of putting users at the centre of treatment 
and listening to their views. The treatment envi-
ronment in a therapeutic community is one which 
values patients’ experiences to a unique degree. 
Through close partnership working, the integra-
tion of psychological and psychiatric approaches, 
as well as psychotherapy in its group analytic and 
individual psychodynamic forms, is possible. The 
potential for cooperation and multidisciplinary 
care planning and review, involving the patient, 
other users, psychiatrist, psychotherapist, social 
worker, the family and other key workers, is at its 
optimal in non-residential or small residential set-
tings. Furthermore, because of the intensity of the 
programme, it is possible to monitor the effects of 
medication and through regular reviews manage 
change (Gale and Sanchez, 2005a).

About 100 patients each year live in CHT’s 
communities. CHT achieves an average annual 
occupancy level of 90.7%. Most of those referred 
suffer from schizophrenia, and remain in residence 
for an average of two years (ibid).

Therapeutic community treatment of 
traumatised soldiers: the historical context

Working with psychologically disturbed former 
soldiers, sailors and airmen is, in a sense a return to 
one of the key moments in the development of TCs 

(Gale et al., 2006). It was during the Second World 
War in two military hospitals, Northfield Hospital 
in Birmingham and Mill Hill Hospital, to which 
part of the Maudsley Hospital had been evacuated 
at the outbreak of the war. It was at Northfields and 
Mill Hill that TC concepts were first applied in a 
psychiatric setting (Harrison 1999). Four leading 
psychoanalysts, Wilfred Bion, Sigmund Foulkes, 
Tom Main and Maxwell Jones - who were to have 
an enormous influence on the TC movement as a 
whole - all worked in these military hospitals. In 
fact their influence went beyond the TC movement. 
Bion, whom David Kennard has described as one 
of the most influential post war contributors to ps-
ychoanalytic theory was later to develop his theory 
of group basic assumptions at the Tavistock Clinic 
and strong links were formed, during the Second 
World War between the Tavistock Clinic and the 
Army (Shephard, 2002; Kennard, 1998). This co-
operation between psychiatry and the Army per-
haps came to fruition in Bion’s development of the 
‘leaderless group’ as a technique in the process of 
officer selection. John Bowlby saw this as a crucial 
intervention which had the effect, additionally, of 
introducing a degree of democracy into the mili-
tary hierarchy (Shephard, 2002). Foulkes went on 
to form the Institute of Group Analysis (IGA) and 
Tom Main became the director of the Cassel Hospi-
tal (Kennard 1998). As a result psychoanalysis has 
justifiably been described as the founding idea of 
TCs (Hinshelwood, 1999). However, at Northfield 
Hospital there was already a degree of eclecticism 
which amounted to something of a hotch potch of 
psychoanalyisis, group dynamics and dramathera-
py, as well as what we might now recognise as cog-
nitive behavioural therapy cognitive behavioural 
therapy (CBT) (Shephard, 2002). 

This paper is a case study in the development of 
an innovative TC project over a three year period 
and is significantly relevant to our contemporary 
situation, as it confronts the psychological effects 
of combat, military training and culture on servi-
cemen and women. It records successful outcomes 
over the three year period and details of the period 
2006-07.
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Home Base

In 1997 CHT was approached by The Homeless 
Fund to set up a dispersed therapeutic communi-
ty for homeless ex service personnel. A pilot was 
established with six beds, funded by the National 
Lottery Charities Board. Following the pilot year 
the project has developed to 21 beds and is funded 
principally by annual grants from The Royal British 
Legion, the Army Benevolent Fund and other cha-
ritable trusts, together with statutory funding from 
Supporting People. Small additional grants are also 
received from Seafarers UK and the RAF Bene-
volent Fund (NCVO, 2006). A report by NCVO’s 
Performance Hub, identified the funding-funded 
relationship between The Royal British Legion and 
CHT as one of six examples of best practice which 
illustrated how funders and funded organisations 
can work together. It summarised the benefits from 
the funding-funded relationship as follows:

•	 Reaching and supporting more ex-service 
people with severe psychological problems

•	 Demonstrating via research improved outco-
mes, showing a reduction in symptoms

•	 Indirectly supporting CHT giving access to a 
wider network and as an employer of highly 
skilled professionals

•	 Changing attitudes within TRBL towards ho-
melessness and mental health in the ex-service 
community

Home Base has a number of original features. 
It has kept the Ministry of Defence (MoD) and 
ex service charities on board, while managing to 
maintain the distance from the military necessary 
for effective therapeutic interventions and opera-
tional independence. It is an interagency initiative 
which integrates a psychoanalytic perspective in 
the treatment of homelessness and its habitual 
symptoms of alcohol and substance abuse. It has 
also developed a therapeutic community treatment 
which successfully bridges the gap between psy-
chotherapy and practical skills training for work.

Home Base was formed to provide psychothe-
rapy, rehabilitation and accommodation within 
the psychosocial environment of a therapeutic 
community. It does this through partnerships with 
registered social landlords (RSLs) and other orga-
nisations. Additionally, Project Compass / Business 
Action on Homelessness (part of Business in the 
Community) provide training and employment op-
portunities for its service users. Since its inception 
Home Base has been an active collaborator in the 
Ex-Service Action Group on Homelessness and has 
also developed strong links with the Confederation 
of British Service and Ex-Service Organisations, 
the MoD and the Department of Communities and 
Local Government in order to provide the best 
possible support to venerable members of the ex-
service community.

Currently Home Base provides 21 places and 
outcomes are measured through continuous data 
collection analysis and individual assessments 
of clients. CHT has commissioned research fe-
llows from the universities of Manchester and Not-
tingham on quantitative and qualitative research 
programmes and is about to enter into a partnership 
with Southampton University the Centre for Social 
Work Research at the University of East London/
Tavistock Clinic, to evaluate the effectiveness of 
the programme. 

Treatment schedule

Individual sessions
In weekly individual psychotherapy sessions clients 
mental and emotional disorders are treated through 
the use of psychological techniques to encourage 
communication of conflicts and insight into pro-
blems, with the goal being relief of symptoms, 
change in behaviour leading to improved social 
and vocational functioning, and personality growth. 
This is achieved by helping the patient attain insight 
into the repressed conflicts which are the source 
of difficulty. Through the use of CBT the patient’s 
dysfunctional behaviour is changed, using positive 
reinforcement, developing increased self-efficacy 
and more realistic and positive attitudes.



<John Gale, Elefftherios Saftis, Inmaculada Vidaña Márquez, Beatriz Sánchez España

 124<Avances en Psicología Latinoamericana/Bogotá (Colombia)/Vol. 26(2)/pp. 119-134/2008/ISSN1794-4724 

Client Initial assessment
1.	 Family history
2.	 Military background
3.	 Homelessness history
4.	 Previous treatment
5.	 Psychological difficulties
6.	 Employment and training needs
7.	 Suitability for treatment in Home Base

End of treatment
1.	 Able to maintain a functional civilian life
2.	 Consolidated social skills and social 
	 networks
3.	 Consolidated and maintained employment
4.	 Able to live independently
5.	 Making a healthy separation and 
	 withdrawing from the community
6.	 Secured move on accommodation

Referral to external agencies
1.	 Referral to training and employment 
	 agencies e.g. Project Compass, Transitional 
	 Spaces Project etc.
2.	 Drug and alcohol misuse services
3.	 Community Mental Health Teams
4.	 Move on e.g. JSHAO, Haig Homes etc.

After care
1.	 Six months after care offered to client  
2.	 Fortnightly individual and group meetings 
3.	 Support in adjusting to new environment

Start of treatment
1.	 Assessment of short and long term 
	 therapeutic goals
2.	 Development of Action Plan and Client 
	 Risk Assessments 
3.	 Clinical interventions for particular
	 psychological difficulties
4.	 Helping client develop a sense of belonging
	 in the community
5.	 Weekly individual psychotherapy sessions
6.	 Weekly group psychotherapy sessions
7.	 Monthly meal
8.	 Weekly horticultural therapy
9.	 Support in claiming appropriate benefits

Middle phase of treatment
1.	 Monitoring of therapeutic progress
2.	 Adjusting therapeutic goals
3.	 Working through underlying psychological 
	 problems
4.	 Working within a group setting to explore 
	 interpersonal relationships
5.	 Developing social and support networks
6.	 Training for employment/gaining 
	 employment
7.	 Feedback from external agencies on client 
	 progress

Client accepted in community
1.	 Signing up tenancy agreement 
	 with housing association
2.	 Signing up with Home Base 
	 therapeutic agreement

Fuente: elaboración propia

Figure 1. The treatment path of clients.
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Group sessions
In weekly group psychotherapy sessions clients 
are guided by a therapist to confront their personal 
problems together. The interaction among clients 
is an integral part of the therapeutic process. Group 
therapy focuses on interpersonal interactions, so 
relationship problems can be addressed. The aim 
of group psychotherapy is to help with solving the 
emotional difficulties and to encourage the personal 
development of the participants in the group.

Members of the group share with others the per-
sonal issues which they are facing in adjusting to 
civilian life. Here participants can talk about event 
they were involved in during their time in the armed 
forces, during the time they were homeless or even 
during the last week. By sharing his/her feelings 
and thoughts about what has happened to them, 
clients can give each other feedback, encourage-
ment, support or criticism. Members in the group 
learn to feel less alone with their problems and the 
group can become a source of support and strength 
in times of stress for the participant and a laboratory 
for new behaviours.

Monthly meal
The community get together to share a meal to-
gether each month. This is an important event in 
the life of the community and provides a setting 
in which clients can develop relationships and so-
cial skills. Often patterns of behaviour appear that 
indicate the difficulties clients have in forming or 
maintaining relationships. Later, staff can draw on 
their exposure to clients in this social setting, to 
help a client reflect on his experiences of family 
life – particularly, looking after others and being 
looked after in childhood. The aims of this kind of 
social event are manifold, ranging from community 
building to provoking reflection on relationships 
and nurturing strategies. 

Monthly house meeting
The monthly house meetings focus mainly on the 
day to day life of the community. The aim is to help 
clients engage with the community in practical 
ways and increase the level of responsibility they 
take for their life. 

Move on group
Tenancy breakdown is common amongst homeless 
people. These groups focus on helpings clients, 
from the beginning of their placement, to think 
about the long term; about moving to permanent 
accommodation and how to sustain tenancies. It 
is a forum in which mutual support is given and 
strategies are shared in order to find suitable ac-
commodation and sustain it. 

Employment and training interventions
Soon after admission clients are assessed for work 
and their training needs identified. In most cases a 
referral is made to weekly sessions at Project Com-
pass and the Transitional Spaces Project. Here work 
training opportunities are provided. 

Social enterprise
A horticultural therapy/training project was deve-
loped by Home Base in November 2007. A grant 
of £9,950 was received by the CLG as part of their 
hostels capital improvement programme (HCIP). 
This aims at helping clients learn the skills to run 
their own business, cultivating fruit and vegetables 
and selling it in a local market. 

Inter agency work

Home Base has strong links with other agencies. 
This is due to the co-operation which exists within 
the ex-service community. In addition, it has also 
developed relationships with other organisations 
such as Homeless Link. 
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Ex-Service Fellowship Centre 
47%

Sir Oswald Stoll Foundation 
47%

The Royal British Legion 
3%

Spaces  
10%

JSHAO  
7%

SSAFA  
7%

YMCA  
1%

HMP  
5%

St'Martins  
2% Esag Book  

2%
Self referral  

5%

Project compass  
5%

Other  
7%

Fuente: elaboración propia

Figure 2. Referrals April 2005 – March 2006.

Table 1
Referring agencies
Referrals Employment/Training Move on Funding Affiliations

Veterans Aid
Training for Life/ 
Project Compass

JSHAO TRBL
The Centre for Quality Improvement at the 
Royal College of Psychiatrists (CCQI)

SPACES
Business Action on 
Homelessness (BAoH)

SOSF
Army Benevolent 
Fund

Association of Therapeutic Communities 
(ATC)

SSAFA
Transitional Spaces 
Project

Haig Homes
Royal Air Force 
Benevolent Fund

Homeless Link

Project Compass

Crisis

Transitional 
Spaces Project

Seafarers UK

TRBL

Agencies spe-
cialising in 
private rented
accommodation

London Borough 
of Westminster: 
Supporting Peo-
ple

HMP Prison’s
Resettlement Of-
ficers
St’ Martins in the 
Field

Citizens Advice 
Bureau Charitable trusts

Table 2
Outcome of referrals

Date April 05 - March 06 April 06 – March 07 April 07 - March 08
Number of referrals 102 63 56
Accepted 38 25 33
Started treatment 10 9 11

Fuente: elaboración propia
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Ex-Service Fellowship Centre 
25%

Cardinal Hume Centre 
2%

Spaces  
21%

JSHAO  
9%

Self referral  
8%

TRBL  
8%

HMP  
5%

Sir Oswald Stoll Foundation 
5%

Ressentiment Officer 
3%

Probation Service  
3%

SSAFA  
3%

Project compass  
1%

YMCA  
2%

St'Martins  
2%

Fuente: elaboración propia

Figure 3. Referrals April 2006 – March 2007.

Ex-Service Fellowship Centre 
23%

Alcohol Recovery Project 
4%

Ex-Service Resettiement Centre 
3%

Spaces  
34%JSHAO  

5%

Self referral  
14%

Sir Oswald Stoll  
2%

Citizens advunce Bureau 
2%

SSAFA  
9%

Alone in London  
2%

Equinox  
2%

Fuente: elaboración propia

Figure 4. Referrals April 2007 – March 2008.
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Parachute Regiment 
27%

Royal Armoured Corps 
5%

Royal Highland Fusilers 
5%

Royal Medical Core 
5%

Prince of Wales Royal Regiment 
11%

Royal Logistics Core 
21%

Queen's Regiment  
5%

Kings Royal Hussars  
5%

HMS Exeter  
11%

HMS Exeter  
5%

Figure 5. Former service units April 2007 – March 2008.

Convictions prior to admission

6

5

4

3

2

1

0
Client’s convictions  
April 07 - March 08

Over 12 months7-12 months

Figure 6. Client’s convictions April 2007 – March 2008.

Diagnoses

Over the last three years we see a marked increase 
in those entering the programme with depression, 

PD and alcohol addiction. Whereas those with 
anxiety have decreased. This indicates a general 
trend towards referrals with more severe disor-
ders. 

Fuente: elaboración propia

Fuente: elaboración propia
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Fuente: elaboración propia

Figure 7. Comparison of clients diagnoses over the past three years. Relating to the period April 05 – March 08. 

Previous contact with psychological services

The majority of clients when entering treatment 
have not received any previous psychological 

treatment. The minority that have had some form 
of treatment will usually have received treatment 
for an addiction. 

Yes  
29%

No  
71%

Fuente: elaboración propia

Figure 8. Clients previous contact with specialist service April 2007 – March 2008.
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Training and employment

The majority of clients are in need of training in 
order to be able to gain, secure and sustain emplo-
yment.

The majority of clients are able to gain emplo-
yment after approximately one year in the com-
munity.

Most others of move this within 18 months. 

No  
43%

Yes  
57%

No  
19%

Yes  
81%

Fuente: elaboración propia

Figure 9. Client employment and training for employment April 2007 – March 2008.
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Fuente: elaboración propia

Figure 10. Client move on April 2007 – March 2008.

Placement length

The average length of stay is 20 months. Length of 
stay depends on treatment progress and the availa-
bility of move on accommodation.

Discharge and move on

The majority of clients that leave the community 
move to independent accommodation successfully. 
Although four out of 11 people did not complete 
treatment we still achieved above the Supporting 
People criteria for success. 
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Case studies

Table 3
Case studies of two clients

Background Interventions Outcomes
Client 1

1. 32 years old at referral.
2. Served for a period of 6 years.
3. Repeated history of homelessness.
4. Breakdown of family relationships 
during childhood.
5. Diagnosed with Borderline Personality 
Disorder.
6. Multiple suicide attempts.
7. Sexually abused as an adult and 
contracted HIV.
8 Alcohol and drug difficulties.

1. Continuous engagement with Community 
Mental Health Team.
2. Recognition of underlying psychological 
difficulties: automatic negative thoughts, 
interrelationship difficulties.
3. Cognitive Behavioural Therapy (CBT) 
interventions to help find more effective 
coping strategies with negative thoughts.
4. Individual psychodynamic psychotherapy 
to help process past traumatic experiences.
5. Group psychotherapy to explore 
interpersonal difficulties within a group 
setting.

1. Complete elimination of 
suicidal thoughts.
2. Processing of childhood 
difficulties. 
3. Reduction of negative thinking 
and finding more functional 
coping strategies.
4. Eliminated alcohol and 
drug use.
5. Gained employment.

Client 2
1. 44 years old at referral.
2. Served for five years from 18 to 23 
years old. 
3. Voluntarily discharged from the
services. 
4. Joined the services in order to escape 
from a violent family and find financial 
security.
5. Was frequently physically abused as a 
child.
6. Relationship breakdown shortly after 
leaving the services and experienced 
physical abuse from partner. 
7. Hesitant to engage with support 
services and reluctant to engage with 
difficulties. 
8. Diagnosis of depression.

1. Cognitive Behavioural Therapy (CBT) 
interventions in order to work with depressive 
symptoms.
2. Individual psychodynamic psychotherapy 
to work through traumatic childhood 
experiences.
3. Group psychotherapy to help engage with 
personal difficulties in a group setting.
4. Attendance to weekly gardening group 
and monthly meal to improve social and 
vocational skills.
5. Engagement with training and employment 
services. 

1. Reduction of depressive 
symptoms.
2. Worked on past childhood 
experiences through 
psychodynamic psychotherapy.
3. Was able to gain insight on his 
patterns of getting into abusive 
relationships.
4. Engaged in the group and was 
able to share experiences. 
5. Formed friendships by engaging 
in activities such as gardening and 
monthly meal.
6. Was able to start training in 
construction.

Fuente: elaboración propia
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Conclusion

Despite common attributes, existing therapeutic 
communities have various origins. In the UK, 
while those that flourished in hospitals are largely 
gone, care in the community has meant that new 
smaller therapeutic households have become an 
integral part of the provision for the mentally ill in 
the community. The democratic and psychoanalyti-
cally-orientated communities such as those run by 
Community Housing and Therapy lay emphasis on 
the tension between permanence and temporality 
in meaning. Full speech (parole pleine) is the way 
in which patients enter into a shared world and 
make sense of their experiences from a perspecti-
ve of a common understanding. It is a community 
made up of staff and patients, and the struggle to 
articulate meaning is shared by all through invol-
vement. This involvement is focused primarily on 
continually interpreting the world despite the ons-
laught of unconscious processes, particularly those 
projections associated with foreclosure. Thus the 

therapeutic community is a hermeneutic project, in 
which perceptible things and rationality are viewed 
as just a small part of the picture but a part which 
points patients towards the truth of the unconscious. 
Fundamentally this existential project has a deep 
spiritual resonance and the response of veterans to 
the demands of everyday living serve as a metaphor 
for states of mind as, for example, homelessness. 

Over the last year we have seen people with mo-
re severe problems being referred to Home Base, 
particularly those with depression, a personality 
disorder and addiction. 45% of these had a convic-
tion prior to referral, while very few had had any 
contact with specialist services prior to admission. 
The increased level of morbidity contributed to a 
slightly longer stay than in previous years and leng-
th of stay averaged at 20 months. However, 81% 
of clients completed a vocational training course 
and 57% gained full time employment while on 
the programme. Of those discharged in the period, 
64% completed treatment successfully. 
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