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ABSTRACT – Background and Objectives: Young homeless people have high rates of
psychiatric disorders and related complex needs. However, they often find it difficult to
access mainstream mental health services. The aim of this study was to establish the short-
term clinical outcome of young homeless people in contact with a designated mental
health service, and whether this is predicted by variables in young people’s profiles. 

Methods: A designated mental health service was provided across five areas covering
18 shelters for young homeless people aged 16-25 years. Data on 150 consecutively
referred young people, included the Health of the Nation Outcome Scales (HoNOS), a risk
assessment, and a service checklist at referral and final service contact.

Results: Young people reported a range of previous adversities and service contacts,
and high HoNOS and risk scores. There was significant improvement on most HoNOS
items for those who attended more than one session, but only one risk behaviour (self-
harm) significantly decreased. Previous experience of mental health problems and agreed
completion of treatment predicted better clinical outcome.

Conclusions: Despite their multiple and complex mental health needs, at least a pro-
portion of young homeless people, can engage and benefit from their contact with a desig-
nated mental health service. The HoNOS could be a useful clinical tool for similar com-
munity teams.
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Introduction

Young homeless people are on the increase
worldwide, because of lower incomes and
unemployment, less affordable housing, and
restrictions on social care benefits. Some
figures quote as many as 100 million home-
less adolescents worldwide, 40 million of
whom are in Latin America, 30 million in
Asia and 10 million in Africa1. In the US,
about 750,000 school-age children and ado-
lescents are homeless in the course of a
year, with this figure doubling when old
teenagers and young adults are included2.
Young homeless people in the UK have
been consistently identified as demonstrat-
ing a range of complex needs, with high
prevalence rates of a number of disorders
such as depression, post-traumatic stress
disorders, psychosis and substance misuse3.
Psychiatric disorders have been found to be
significantly associated with previous
adverse experiences of family breakdown,
abuse, residential care, poor educational
attainment, and instability of accommoda-
tion4-5. These are likely to persist in the
absence of treatment6-7. Despite the severity
and high prevalence of psychiatric disor-
ders, young homeless people cannot easily
access mental health services3,8. Reasons
include mobility between service bound-
aries; falling between adolescent and adult
services; perceived stigma; not fulfilling
referral criteria for severe mental illness;
and lack of co-ordination between mental
health, social, housing and non-statutory
services1. 

Although some mental health service
models have been reported and evaluated for
adult homeless people9, there have been few
mental health service initiatives for young
homeless people, with described services
often developed by non-statutory agencies10.
In a UK survey of homeless shelters for

young people, only 27% reported that they
had adequate supports, arrangements or
resources to meet young people’s mental
health needs11. A variety of models were
adopted such as use of family practices, out-
reach work, referral to external mental
health services, or in-house provision, but
these were developed ad hoc, usually as a
result of local personal initiatives. 

Difficulties in establishing such service
outcomes are compounded by the multiplici-
ty of young people’s needs, their develop-
mental and chronological age in the transi-
tion between adolescence and adulthood,
their high service turnover, and their poten-
tial loss to service follow-up. Consequently,
it may be more difficult for mental health
practitioners working with this vulnerable
group to systematically collect comparable
outcome data than professionals working in
generic mental health services.

The Health of the Nation Outcome
Scales (HoNOS) constitutes such an exam-
ple of a widely used service measure of
psychosocial functioning. The HoNOS
were developed in the UK by the Royal
College of Psychiatrists to form a brief and
simple outcome measure to record a
patient’s progress throughout routine clini-
cal practice within a range of mental health
service settings12-13, and have since been
adopted in different countries, predomi-
nantly Australia14. Following early trials, a
number of studies have examined the use of
the HoNOS in a variety of in-patient and
out-patient adult mental health services15,
including a psychotherapy service16.
Despite some criticisms of its psychometric
properties17, other researchers however
have found HoNOS to be a sensitive mea-
sure or predictor of change18. Therefore, the
original recommendation that HoNOS
should be used as a routine measure in adult



mental health care has received support
from several reviewers19-21.

Although there is a growing body of evi-
dence on young homeless people’s mental
health needs, there is limited knowledge on
their service outcomes and potential bene-
fits from services. The primary aim was,
therefore, to establish the short-term clinical
outcome of young homeless people in con-
tact with a designated mental health service
provided at homeless shelters in different
UK regions. A secondary aim was to estab-
lish factors in the young people’s profile and
their contacts with the service, that were
associated with improved clinical outcome.

Method

Setting and sample

A network of 132 homeless shelters (Foy-
ers) across the UK provide accommodation
and preparation for independence for young
homeless people. These were defined as
‘homeless’ if statutorily accepted by local
authorities (housing departments), and were
accommodated by a shelter prior to rehous-
ing and re-integration in the community.
Because of their extent of unmet need, a
mental health service was set up on the
interface between the shelters and the local
mental health services. At the first stage, it
provided input to 18 shelters in five UK
regions through five mental health profes-
sionals. A total of 150 young people were
referred to the mental health professionals
during the first year, and constituted the
sample of this study. Their mean age was
19.0 years (16-29); 53.3% were male, and
46.7% female. Most (86.6%) of the young
people were White British, 4.0% of mixed
race, 1.3% Black Caribbean, 1.3% Black

African, 2.0% Black British, and 4.7% from
other ethnic groups. 

Young people’s profile, risk
assessment and service
contacts

A service checklist was completed for
each young person at the time of referral,
and at completion of service contact. This
included structured information on their his-
tory, previous service contacts, risk behav-
iours, and contacts with the service. Over
half of the young people had been referred
by homeless shelters staff (62.4%), a further
28.9% were self-referred, and the remaining
8.9% were referred by external agencies.
Homeless shelter staff had social care back-
ground and training. They made young peo-
ple aware of the mental health service on
admission and at regular intervals. If either
the staff detected concern about a young
person, or a young person approached them
with mental health concerns, a referral was
initiated to the service, always with the
young person’s consent.

Their psychosocial profile showed a
range of longstanding adverse experiences.
Frequencies are presented below, because of
missing data in some variables ranging
between 1-10 cases of the total 150. About
three-quarters (77.5%) had previously taken
drugs, 66.7% had considered suicide, 54.6%
had been bullied, 48.6% had self-harmed,
43.3% had been physically abused as a
child, 30.9% had attempted suicide, 28.8%
had taken an overdose, 27.3% had slept on
the streets, 25.8% had been physically
abused as an adult, 20.8% had been sexually
abused as a child, 14.8% had been sexually
assaulted as an adult, and 12.8% had previ-
ously been in care. Additionally, 69.6% of
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young people reported that they had previ-
ously experienced mental health problems. 

At the time of referral to the mental
health service, a clinical risk assessment
was completed on each young person. Cur-
rent risk was assessed by the mental health
professionals in a number of areas, which
are fairly standard in adult mental health
services. Risk was classified as ‘low’,
‘medium’ or ‘high’, with an allocated
respective score of 1-2-3. When ‘medium’
and ‘high’ scores were grouped as definite
risk, a large number of young people was
considered as currently being a risk to them-
selves through either alcohol abuse
(50.0%), reckless, impulsive behaviour
(45.5%), self-harm (45.1%), drug abuse
(40.1%), and lack of self-care (34.9%). A
lower but still substantial proportion of
young people were assessed as being a cur-
rent risk to other people through either
threatening behaviour (35.0%) or the poten-
tial to cause physical harm (24.5%). Fur-
thermore, young people were found to be at
current risk of harm by other people, from
either physical (23.6%) or sexual abuse
(5.6%). 

The Health of the Nation
Outcome Scales (HoNOS)

The Health of the Nation Outcome Scales
(HoNOS12) assess a range of mental health
and social functioning needs and comprise
of 12 subscales (Table I). Each item is rated
on a five-point severity scale. The HoNOS
has been found reliable when adequate
attention is given to training of clinicians
and maintenance of quality control13. Fol-
lowing the instrument guidelines14, the
mental health professionals received group
training from to encourage the accurate col-
lection of data. This included structure and

scoring, key principles of conducting rat-
ings, and detailed group discussion on each
scale item. In line with these training rec-
ommendations, the mental health profes-
sionals then practiced individually, rating
clinical case vignettes, and by group discus-
sion with the researcher, until consensus
was reached. Two clinical vignettes were
mailed to all mental health professionals
every three months, during the year long
rating period, to sustain reliability. HoNOS
were completed following their first contact
with the young person, and at the end of
their clinical contact. 

Statistical analysis 

Frequencies and descriptive statistics
were initially presented. Due to the abnor-
mal distribution of scores within the data
set, non-parametric tests were used to fur-
ther explore the relationships between vari-
ables. Mann-Whitney U tests were used to
investigate whether there were any signifi-
cant demographic differences between the
sub-groups of young people who either had
contact with the mental health service once,
or who continued to engage with the ser-
vice. Wilcoxon signed ranks tests were used
to investigate the differences between pre-
and post-intervention HoNOS sub-scale and
total scores, and between of pre- and post-
intervention risk assessment scores. A new
variable was created by subtracting the post-
intervention HoNOS total score from the
pre-intervention HoNOS total score to pro-
duce a change score for each young person.
Mann-Whitney U tests were used to com-
pare the differences between change scores
across subgroups of young service users as
defined by dichotomous demographic, his-
tory, risk, and service variables. The associ-
ation between a further four continuous
demographic, assessment and interventional
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variables and HoNOS total change scores
was further investigated through the use of
Spearman’s Rank Correlation Coefficient.

Results

HoNOS scores at first assess-
ment

The mean total HoNOS score for this sam-
ple was 9.05 (s.d. = 5.37, range 0-27, out of
maximum 48), which was similar to scores
reported within other clinical samples such
as clients of community mental health teams
(Salvi et al.21: mean score = 9.7) and psy-

chotherapy services (Audin et al.16: mean
score = 8.9). Eighty young people were iden-
tified as experiencing ‘other mental and
behavioural problems’ on the HoNOS scale
item 8 (n = 149). In 79 of these cases, the
type of other mental or behavioural problem
was specified in regard to sleep (25), anxiety
(23), eating (12), mental strain/tension (9),
and obsessive-compulsive thoughts and
behaviours (6). Table I displays the frequen-
cies of HoNOS subscales scores (between 1
and 4) at the first assessment. HoNOS scores
of 2-4 have been established as of potential
clinical importance, by indicating either a
clinical or social problem that signifies the
consideration of further intervention12. 

Table I
Frequencies of HoNOS subscales scores at first assessment (n = 149).

HoNOS subscale 0 1 2 3 4 2+3+4
(N)

1: Overactive, aggressive, disruptive or agitated 
behaviour 51.8 26.4 14.6 9.5 7 24.8% (n = 37)

2: Non-accidental self-injury 54.3 19.5 16.1 5.4 4.7 26.2% (n = 39)
3: Problem drinking or drug-taking 44.3 27.5 23.5 3.4 1.3 28.2% (n = 42)
4: Cognitive problems 75.3 16.7 5.3 2.7 .0 8.0% (n = 12)
5: Physical illness or disability problems 75.9 13.4 6.7 2.7 1.3 10.7% (n = 16)
6: Problems with hallucinations or delusions 87.3 2.0 6.0 4.7 .0 10.7% (n = 16)
7: Problems with depressed mood 18.7 24.2 38.3 15.4 3.4 57.1% (n = 85)
8: Other mental and behavioural problems 46.3 12.1 27.5 12.1 2.0 41.6% (n = 62)
9: Problems with relationships 22.8 34.2 30.9 11.4 .7 43.0% (n = 64)
10: Problems with activities of daily living 55.4 26.0 15.3 3.3 .0 18.6% (n = 28)
11: Problems with living conditions 71.1 16.8 8.1 .0 4.0 12.1% (n = 18)
12: Problems with occupation and activities 72.4 21.5 5.4 .7 .0 6.1% (n = 9)

HoNOS subscales scoring code:
0: No problem
1: Minor problem requiring no action
2: Mild problem but definitely present
3: Moderately severe problem
4: Severe to very severe problem 

Service contacts

Seventy-six of the young people referred
to the mental health service did not have any
further contact after the initial assessment 

(n = 150). Reasons for early termination of
contact did not fall into exclusive cate-
gories, and included: the young person
choosing not to continue contact (n = 23);
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need not being deemed sufficient to warrant
further intervention (n = 17); being in contact
with another appropriate service (n = 11);
inappropriate referral (n = 7); and leaving
the homeless shelter (n = 6). No patient
required involuntary treatment during the
course of the study.

For the remaining young people (n = 74),
the number of attended sessions varied
between 2-19, with a mean number of 5.5
sessions (n = 69). Within these sessions, a
variety of skills and interventions were used
by the mental health professionals, includ-
ing counselling skills, cognitive-behaviour-
al therapy, substance use interventions, and
psycho-education. Less than half of the
young people who continued to engage with
the service (n = 30) had a ‘planned’ final
contact with their mental health profession-
al. The mental health professionals were
found to be ‘satisfied’ with the number of
sessions held with only just over half of
their clients (n = 40). Mann-Whitney U tests
revealed no significant differences between
the two groups of young people who either

did (n = 74), or did not (n = 76) engage with
the mental health service after their first
assessment on demographic variables, total
HoNOS scores (U = 2438.00, Z = -1.41,
p = ≥ 0.05, two-tailed), or individual HoNOS
items at assessment.

Comparison of pre- and post-
intervention HoNOS scores

Follow-up HoNOS scores were complet-
ed for 68 out of the 74 young people who
had attended more than one session. The
mean assessment scores are compared fur-
ther to the mean discharge scores for each
HoNOS subscale within Table II (Wilcoxon
signed ranks test). Change was found to be
statistically significant between assessment
and discharge on most HoNOS sub-scale
items, except for physical illness or disabili-
ty problems, and living conditions. The
decrease in total HoNOS scores between
assessment and discharge was also statisti-
cally significant (Z = 5.67, p < 0.001, two-
tailed).

Table II
Comparison between HoNOS mean assessment and discharge scores (n = 68).

HoNOS  scale item Mean assessment Mean discharge Wilcoxon signed 
score Score ranks test

(two tailed)

1. Aggressive behaviour 1.10 .79 Z = -2.59, p = .010**
2. Self-injury 1.06 .53 Z = -4.19, p = .000**
3. Alcohol / drugs .90 .72 Z = -2.06, p = .040*
4. Cognitive problems .43 .16 Z = -3.31, p = .001**
5. Physical illness .44 .32 Z = -1.66, p = .096
6. Hallucinations/delusions .25 .06 Z = -2.07, p = .038*
7. Depressed mood 1.81 .99 Z = -5.65, p = .000**
8. Other mental problems 1.21 .67 Z = -4.30, p = .000**
9. Relationships 1.35 1.07 Z = -2.70, p = .007**
10. Daily living activities .75 .57 Z = -2.45, p = .014**
11. Living conditions .34 .31 Z = -.95, p = .341
12. Occupation / activities .37 .24 Z = -2.50, p = .013**

Total HoNOS score 9.96 6.50 Z = 5.67, p = 0.000**

*: significant at p < 0.05
**: significant at p < 0.01
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Comparison of pre- and post-
intervention risk assessment
scores

No significant differences were identified
between pre- and post-intervention risk
assessment scores on any items, except for
‘self-harm’ which was found to decrease
following mental health intervention (Z = 
-2.31, p = 0.021).

Exploratory analysis into factors
associated with changes in
HoNOS scores

Change in HoNOS scores was entered as
the dependent variable in a series of Mann-

Whitney U Tests which incorporated demo-
graphic, history, risk and service dichoto-
mous variables, as the grouping variable
(Table III). The variables that differentiated
the two groups, thus associated with signifi-
cant reduction in HoNOS scores, were: pre-
vious experience of mental health problems
prior to their current referral (Z = -2.23, p =
0.026); experience of drug abuse (Z = -2.04,
p = 0.041); planned last contact with their
mental health worker (Z = -3.34, p = 0.001);
and practitioner’s satisfaction with the num-
ber of sessions (Z = -2.51, p = 0.012).

Spearman’s rank correlation coefficients
were conducted between four further vari-
ables and HoNOS change scores (Table IV).
No significant associations were identified

Table III
Association between gender, history variables, risk factors at the time of assessment, and intervention
variables with HoNOS change scores (pre-intervention total HoNOS score minus post intervention total
HoNOS score).

N Mean change Mean change Mann-Whitney 
score for sub score for sub U test

sample a sample b (two tailed)

Gender (a = male, b = female) 68 3.84 (n = 38) 2.97 (n = 30) U = 496.50, Z = -.91, p = .361
Historical Factors
Previously in care (a = yes, b = no) 64 3.40 (n = 10) 3.63 (n = 54) U = 259.50, Z = -.20, p = .845
Ever slept on the streets 
(a = yes, b = no) 63 2.07 (n = 14) 3.63 (n = 49) U = 258.00, Z = -1.41, p = .157

Smoked (a = yes, b = no) 67 3.83 (n = 53) 2.21 (n = 14) U = 275.00, Z = -1.49, p = .137
Taken drugs (a = yes, b = no) 66 3.71 (n = 51) 2.60 (n = 15) U = 350.50, Z = -.49, p = .623
Overdosed (a = yes, b = no) 55 3.11 (n = 18) 3.19 (n = 37) U = 295.50, Z = -.68, p = .498
Self-harmed (a = yes, b = no) 66 3.62 (n = 34) 3.31 (n = 32) U = 464.00, Z = -1.03, p = .302
Considered suicide (a = yes, b = no) 67 3.85 (n = 46) 2.62 (n = 21) U = 417.00, Z = -.90, p = .370
Attempted suicide (a = yes, b = no) 65 2.75 (n = 24) 3.80 (n = 41) U = 436.50, Z = -.76, p = .448
Worked on the streets (a = yes, b = no) 64 .00 (n = 1) 3.51 (n = 63) U = 9.00, Z = -1.23, p = .313
Been bullied (a = yes, b = no) 61 3.37 (n = 35) 3.58 (n = 26) U = 429.00, Z = -.38, p = .703
Been physically abused as a child 
under the age of 16 (a = yes, b = no) 57 3.29 (n = 21) 3.22 (n = 36) U = 363.00, Z = -.25, p = .803

Been physically abused as an adult 
over the age of 16 (a = yes, b = no) 57 3.21 (n = 14) 3.26 (n = 43) U = 258.00, Z = -.80, p = .422

Been sexually abused as a child 
under the age of 16 (a = yes, b = no) 57 1.92 (n = 13) 3.61 (n = 44) U = 221.50, Z = -1.24, p = .216

Been sexually abused or assaulted 
as an adult over the age of 16 
(a = yes, b = no) 58 1.38 (n = 8) 3.58 (n = 50) U = 136.00, Z = -1.45, p = .155
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N Mean change Mean change Mann-Whitney 
score for sub score for sub U test

sample a sample b (two tailed)

Has the client experienced previous 
mental health problems 
(a = yes, b = no) 68 4.23 (n = 48) 1.60 (n = 20) U = 315.50, Z = -2.23, p = .026*

Current risk factors at the time of 
assessment
Lack of self care (a = yes, b = no) 67 3.27 (n = 22) 3.29 (n = 45) U = 478.50, Z = -.22, p = .825
Self harm (a = yes, b = no) 67 3.67 (n = 36) 2.84 (n = 31) U = 484.50, Z = -.93, p = .353
Reckless, impulsive behaviour 
(a = yes, b = no) 65 3.74 (n = 31) 2.97 (n = 34) U = 511.00, Z = -.21, p = .833

Physical abuse (a = yes, b = no) 63 3.50 (n = 10) 3.23 (n = 53) U = 235.00, Z = -.57, p = .570
Sexual abuse (a = yes, b = no) 64 2.00 (n = 3) 3.38 (n = 61) U = 73.500, Z = -.58, p = .587
Threatening behaviour (a = yes, b = no) 66 4.12 (n = 26) 2.93 (n = 40) U = 423.50, Z = -1.27, p = .203
Actual physical harm (a = yes, b = no) 66 4.16 (n = 19) 3.09 (n = 47) U = 378.00, Z = -.98, p = .329
Alcohol abuse (a = yes, b = no) 66 3.75 (n = 28) 3.13 (n = 38) U = 462.00, Z = -.91, p = .361
Drug abuse (a = yes, b = no) 66 4.72 (n = 25) 2.59 (n = 41) U = 359.00, Z = -2.04, p = .041*

Intervention variables
Was the last contact with the client a
‘planned’ final contact meeting 
between the client and the 
practitioner (a = yes, b = no) 67 5.50 (n = 28) 2.08 (n = 39) U = 285.00, Z = -3.34, p = .001**

Was the practitioner satisfied with 
the number of sessions held with
the client (a = yes, b = no) 67 4.54 (n = 39) 1.89 (n = 28) U = 349.50, Z = -2.51, p = .012**

*: significant at p < 0.05
**: significant at p < 0.01

between HoNOS change scores and either
the age of the young person at first contact
with the service, the young person’s level of
mental health need at assessment, or the
number of sessions held between young peo-
ple and mental health professionals. A sig-
nificant inverse correlation was however

identified between HoNOS change scores
and the number of times young people failed
to attend sessions (rs = -0.45, p < 0.001). The
direction of the relationship between the two
variables indicated that failing to attend
more sessions was related with achieving
lower levels of mental health improvement. 

Table IV
Correlations between age, HoNOS score at initial assessment, service characteristics, and HoNOS change
scores (pre-intervention total HoNOS score minus post-intervention total HoNOS score).

Mean N Spearman’s rank 
correlation coefficient

Age at first contact 19.09 66 rs = -.03, p = .824
Level of mental health needs at assessment 1.66 50 rs = .08, p = .606
How many times were sessions successfully held with the client 5.90 63 rs = .23, p = .071
How many times did the client fail to attend sessions 1.75 65 rs = -.45, p < .001**

*: significant at p < 0.05
**: significant at p < 0.01



Discussion

Young homeless people have a range of
psychosocial needs, which can not easily be
met by mental health services, unless co-
ordinated with housing and social care
agencies6,10. In this study, we examined the
short-term psychosocial outcome of young
people who were in contact with a designat-
ed mental health service that provided input
to 18 homeless shelters in five UK regions.
Systematic data collection included a ser-
vice checklist, a risk assessment and a clini-
cal outcome measure (HoNOS) at the time
of referral, and at completion of treatment
or last contact with clinician. Despite the
heterogeneity of the clinical sample (in
diagnosis and social circumstances) and the
interventions provided, a number of inter-
esting conclusions can be drawn from the
findings.

As previously established in a study by
the research group10, the young homeless
people presented with a range of mental
health problems, longstanding histories of
social adversity, and previous fragmented
contacts with services. Despite the severity
and complexity of their needs, young people
were found to improve on the total HoNOS
scores ratings, as well as on almost all
HoNOS sub-scales. This is in accordance
with previous studies that certain HoNOS
sub-scales are more amenable to change fol-
lowing psychiatric interventions than
others22. The findings of this paper that sub-
scales measuring aggression, non-accidental
self-injury, cognitive problems, depressed
mood, other mental and behavioural
problems, relationships, activities of daily
living, and occupation/activities, signifi-
cantly decreased, are similar to the findings
of Audin et al16.

Further exploration into variables that
may have influenced change in pre- and
post- HoNOS scores revealed that improve-
ment in mental health was more likely for
young people who had previously experi-
enced mental health problems prior to their
referral to the service, who were identified
as being at risk of drug abuse at the point of
referral, who did not miss many sessions,
whose final contact with the service had
been planned, and who attended a number
of sessions deemed satisfactory by their
mental health practitioner. Although young
homeless people constitute a mobile group,
often difficult to engage, and with rapidly
changing life circumstances, there were
positive messages from this study that, at
least a substantial proportion appeared to
engage in treatment and improve in several
aspects of their functioning. Similar service
models require more detailed evaluation,
which was beyond the remit of this study.
Also, more attention on the specific inter-
ventions provided for this group.

It has previously been identified that cer-
tain sub-scales within the HoNOS are more
amenable to change following psychiatric
interventions than others22. The findings of
this paper that sub-scales 1 (overactive,
aggressive, disruptive or agitated behav-
iour), 2 (non-accidental self-injury), 4 (cog-
nitive problems), 7 (depressed mood), 8
(other mental and behavioural problems), 9
(relationships), 10 (activities of daily liv-
ing), and 12 (occupation and activities) sig-
nificantly decreased, are similar to the find-
ings of Audin et al.16 of the highest changes
within sub-scales 7, 8 and 9. This paper has
also identified that the two most frequently
reported problems specified under sub-scale
8 were H (sleep) followed by B (anxiety),
which replicates the findings of Eager et al.20

of the same items being the most frequent in
reverse order. 
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The current study was limited by several
factors. Although attempts were made to
ensure that the mental health professionals
received adequate training and supervision,
the impact of the training was not formally
assessed23. Despite previous evidence that
repeat ratings can be reliably conducted by
the same mental health professional14, there
is a possibility that the mental health profes-
sionals who were given the dual task of
being responsible for both the delivery of
clinical interventions and the collection of
HoNOS data may have been biased by their
own stake in the outcomes of the interven-
tions they were offering. Previous studies
have shown low reliability for certain
HoNOS items, particularly ‘living condi-
tions’ and ‘problems with activities’14.
Encouraging mental health professionals
not to refer to their original ratings when
conducting secondary ratings may have
helped to reduce these potential biases.
Finally, although this paper has identified
statistically significant differences between
pre- and post-intervention HoNOS total and
sub-scale ratings, it has not been possible to
identify whether these changes were clini-
cally significant. Clinically significant
change, where a patient’s scores move from
being dysfunctional to functional24, was not
possible in the absence of independent diag-
nostic or other measures.

Despite the organizational difficulties of
outreach work in hostels or other communi-
ty settings, and patient turnover, it is impor-
tant that data is collected in a systematic
way, in order to accumulate evidence on
young people’s characteristics, service vari-
ables and, in particular, outcomes. Taking
into consideration their complexity of needs
and data completion by a range of practi-
tioners from different disciplines, the
HoNOS could be a useful tool in future ser-
vice evaluation studies.
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