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!Foreword

Homelessness and Mental Health Action was set up at the start of 1996 in response
to increasing concern within the voluntary sector about the plight of homeless
persons with a mental health problem. Participating organisations comprise Failtiu,
the Merchant's Quay Project, Simon National Office and the Dublin Simon
Community, St. Vincent de Paul (Back Lane Hostel) and the Vincentian Partnership
for Justice. The aim of this group is to promote research, education and action on
the mental health needs of homeless persons. The group became aware of the lack
of adequate research in Ireland on the relationship between homelessness and
mental health and sought funding to meet this need. In initiating this research
project the group was concerned to find the answer to two questions: 1. What are
the main mental health difficulties experienced by homeless persons and 2. What is
the relationship between the experience of homelessness and mental health? We
were clear that these questions related to mental health needs rather than focusing
on diagnosed mental illness. The study itself has two main components - a
documentary analysis examining the extent and characteristics of the homeless
population, the causes of homelessness and the prevalence of mental illness among
the homeless and ill study of homeless peopUe centring on attendees at a drop-in
centre in Dublin. This component focuses primarily on the association between
mental illness and homelessness and also address issues including family background

, and contact, education and employment, general and psychiatric health, access to
services and drug/alcohol use. The group acted as an Advisory Body to the
research and the Research Officer at the Merchant's Quay Project and a Psychiatric
Nurse were invited to join our group to increase our skills base to this end.
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Homelessness andMental Health -

Summary of lForodings

o This research project consisted of two main components: (i) a documentary
analysis of homelessness and mental health and (ii) a Study of Homelessness
and Mental Health among a specific group of homeless people in Dublin.

(i) Documentary analysis:

o Estimates of the homeless population are of variable accuracy due to differences
in defining and classifying homeless people.

• The traditional profile of homeless people - male, single and middle aged - is
now changing with more women and children as well as young people now
emerging in studies of homeless populations.

o Common background characteristics among the homeless include adverse
childhood experiences, minimal school and a history of unemployment.

El Poverty, unemployment and the lack of affordable housing are all associated with
homelessness and the breakdown of relationships violence is an important
precipitator of homelessness especially for women..

o Deinstitutionalisation - the discharge of long-term psychiatric patients to the
community - does not appear to have contributed significantly to the homeless
population but the reduction in psychiatric hospital beds has had an impact on
homelessness in that a possible accommodation option has been closed off.

o A high prevalence of mental disorder is evident among homeless populations but
prevalence estimates vary Widely due to variations in 'definitions of hornel~Ssness
as well as the research instruments used to measure mental disorder..

o The direction of causality is related to the type and degree of mental disorder.
Those with serious mental disorder may gravitate towards homelessness for
various reasons but homelessness· is implicated in less serious forms of mental
distress especially depression and anxiety.

(ii) Study ofHomelesSness and Mental Health:

o The study group were predominantly (88%) male and single (72%)

o The average age was 33 years but there was a considerable age range (16 to 58
years). 38% were under 26 years and 54% were aged 30 years or less.,

o The majority of those interviewed were Irish but 20% were of British nationality.
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" 16% had been raised outside the family home, 4% in care.

o There was evidence of severe educational and vocational incapacity. Nearly two
thirds of the sample had minimal or no exam qualifications. 8% had been
educated in special schools. 12% had never had a job.

" The majority (58%) had become homeless by the age of 20 years and one fifth
before the age of 16 years. The reason for this initial homelessness was often
parent-child problems.

" Relationship difficulties and substance were important factors leading to
homelessness

" 58% had been in prison.

" The majority (58%) were living in hostel accommodation but 16% were sleeping
rough

II There was evidence of social isolation in that the majority had infrequent contact
with family and few alternative attachments.

C!I A significant number had experienced mental health problems and 83% reported
that they had sought treatment from a doctor for this reason.

C!I 40% had been admitted at least once to a psychiatric hospital and 48% had had
a psychiatric assessment. 25% were currently receiving psychiatric treatment.

., 12% suffered from serious psychiatric problems and this prevalence figure is
significantly higher than in the general population.

., The parasuicide rate was extremely high. 68% had made a serious suicide
attempt.

., Both alcohol and drug abuse was very prevalent in the group. 48% were
drinking above recommended levels and a substantial number were drinking at
dangerous levels. Two-thirds of the sample had taken unprescribed drugs.

., there appeared to be a process of institutional movement from prison to .
psychiatric hospital to hostel.

VI
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INTRODUC1TON

A number of stereotypes operate in society in relation to those who are homeless.
It is, for example, assumed that they are a homogeneous group who, for personal or
individual reasons, have fall~n through the various support nets in society and have
ended up destitute. The position some homeless people occupy on our streets tends
to confirm this perception. They gravitate towards spaces in the centre of the city
and are thus highly visible when involved in deviant behavior or when drunk. Yet any
research analysis of the homeless population in Dublin or elsewhere presents a
different picture, at variance with this image. The profile of homeless people has
changed in Ireland and elsewhere in recent years and women and children now
feature prominently in these populations (O'Sullivan, 1996; Scott, 1993). These
studies confirm that the homeless population comprises a number of groupings with .
different backgrounds and varying degrees of affiliation with the homeless position.
Similarly, the reason why a person becomes homeless is rarely due to one cause but is
frequently related to a complexity of factors. Some of these causes may be personal
but others may be linked to more general, societal causes, and outside their control.
Thus a person may be poor because of a personal problem such as alcoholism or
marital breakup but structural causes may also be implicated such as unemployment
and lack of housing.

Why then does this stereotypic image of homeless people persist? It may occur
partly because of the relative powerlessness of homeless people in that they do not
have a political voice to articulate their needs. It may also persist because of a lack of
information about homeless people. This knowledge gap contributes to a psychological
as well as social marginalisation of homeless people and this marginalisation may be
even greater during a time of economic boom and opportunity when personal failure
may be a more convenient way of explaining individual homelessness.

From a sociological perspective, the topic of homelessness is interesting for many
reasons. The association between societal integration and mental health lias Ibflg
been established in the sociological literature. In the 19th century DurkheilTl (1951)
successfully demonstrated that the level of connectedness of a group or subgroup in a

.society is reflected in its rate of suicide. Homelessness offers an opportunity to study
these factors in a particularly disconnected population. This association between
mental disorder and homelessness has been an area of research interest particularly
since the work of Faris and Dunham (1939) in Chicago in the 19305. They connected
the features of the city areas inhabited by the homeless as conducive to mental
disorder especially schizophrenia. Finding that the highest rates of schizophrenia were
clustered in the slum areas of the city they concluded that people living in poverty
were more isolated from normal social contacts and therefore, according to Faris and
Dunham (1939), more likely to develop mental disorder. However, an alternative
hypothesis is also possible. People may drift towards these areas because of mental
illness and/or because they are homeless and destitute. Persuasive arguments for
both theories exist and both have support from empirical sources.
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A substantial body of research work indicates that mental disorder is very prevalent
among the homeless although it's exact extent and type is problematic (Scott, 1993).
This high prevalence has been supported in recent times by anecdotal evidence
supplied by those who work among the homeless in Dublin. A good deal of debate
has surrounded this area of study, in particular the association between the
deinstitutionalisation of the psychiatric services and homelessness. During the last
twenty years the structure of these services has altered significantly. Many of the
large-scale psychiatric hospitals have closed and the services are now community
based, with a strategy of non-hospital treatment. In line with this, long-stay
psychiatric patients have been discharged to live in community accommodation and
fewer beds are now available for in-patient care. There is evidence that the move
away from hospital care, particularly long-stay care, has influenced the number of
homeless people but the exact nature of this influence is unclear.

Various estimates of the homeless population exist in Ireland. An assessment of
homelessness carried out in 1996 by local authorities estimated that there were 2,501
homeless people in Ireland (Department of the Environment, 1996) but according to
Fahey and Watson (1995) local authority assessments probably result in a significant
undercount. Daly's (1994) estimate of 5000 people, based on the flows of homeless
persons through voluntary agencies during 1993, comes closer to estimates produced
by the voluntary agencies (Simon Community Newsletter, March, 1998). This
represents a large number of people without homes, liVing in various forms of
temporary accommodation or living rough on the streets of Dublin. A series of
research questions arise in relation to this population. Why are these people
homeless? What is the social and demographic profile of these people? Is this
profile changing? What do homeless people think about their liVing conditions, about
their lives? Is the homeless population more likely to suffer from mental disorder than
the general population? If so, which comes first, homelessness or mental disorder?
And, if homelessness and mental disorder can be connected is it possible to isolate the
type and degree of mental disorder involved? Perhaps the association involved is"
between distress and homelessness rather than specific disorder and homelessness?
These are some of the questions addressed in this research project and the aim of this
report is to unravel some of the complexities of this issue.

A Study of H1omeDessness'illnd MentaD Health

The research undertaken here involves an exploratory study of homelessness and
mental health and has two main components:

1. A documentary study of the literature to analyse the various theoretical and
empirical issues involved.

2. A study of homelessness and mental health in a specific group of homeless people
in Dublin city.

A small survey of organisations offering services to the homeless population in Dublin
was also carried out primarily to examine how these services dealt with the health
needs of their clients.

2
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In the documentary analysis, the areas which are covered include: the extent and
characteristics of the homeless population; the causes of homelessness and the
experience of being a homeless person; and in the section on mental health, the
extent or prevalence of mental illness among the homeless is considered along with a
discussion regarding the possible causes.

In the study of homeless people, which centred on attendees at a drop in centre in
Dublin, some of the issues covered in the documentary review are specifically
addressed. The main focus of this study is the association between mental illness and
homelessness but issues such as family background and contact, education and
employment history, contact with the law, general (and psychiatric) health, medication,
access to services and alcohol and drug use are also addressed. Although this
information was elicited with the use of a structured questionnaire, a qualitative
element was included in that the respondents were asked for their views on their
homeless situation and their future plans. The data from this study therefore provides
some information on the characteristic;s of the homeless population in Dublin and their
mental health needs.

The sUNey of voluntary organisations for the homeHess examines the other
side of the service platform, the providers. Here the data was collected by use of a
questionnaire, which was completed by a key informant in the various services. The
questionnaire covered background, historical information on the organisation, the
aims of the organisation 'and finally its structure, funding and administration and
services, including health services.

This research approach permits investigation of the various components involved in
this area of study. The documentary analysis allows a broad examination of the
issues concerned, proVides a theoretical and empirical setting for the core study and
enables the results of this study to be put in context. The survey of homeless people ,
proVides an opportunity to focus on some of these research considerations and, ,
finally, the organisational study completes the circle by providing some, albeitliryi,ite(j,
information on the service providers. The report is divided into five sectioris,,'oase'd>':dn
these various strands. Section One describes the methodology usediJ,:tffie~r;V~\~i6Gs
elements of the research. Section Two contains a review of the relevaMflltef;ature
from American, British and Irish sources. Section Three contains the information
collected from the study of a homeless centre in Dublin. Section !Four contains the
information gathered from organisations involved in meeting the needs of homeless
people. The final part of the report, Section !Five, contains a' discussion drawing on
each of the sections in the study. An attempt is made to assess the significance of the
findings and their implications for future study.

3
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Research Methods

Introduction andbackground to the study

Methods are the tools a researcher uses to generate and analyse data and there is
much debate in the social and health sciences regarding the 'best' method of research
to employ~ Research methodologies reflect the philosophical paradigms from which
they emerge and therefore they each represent a particular way of viewing and
examining social life. Although quantitative research methods have predominated in
health research, and continue to be important, qualitative methods are increasingly
used in health studies either as single type models or within combined research
designs. Researchers in the health area are therefore becoming eclectic in terms of
research methods, borrowing from different methodologies as the need arises. The
basis for this methodological pragmatism is well expressed by Sarantakos (1993) who
remarks that qualitative and quantitative methods should be used according to the
research question, the available resources and the type of information required. "me
two methods are different, they serve different research needs and produce equally
useful but different forms ofdata. "(Sarantakos,1993:56).

This study of homelessness and mental health is interesting from a methodological
point of view in that a number of important changes were made as the research
project developed. Specifically, the research approach and the research site changed.
The original research location was to be a homeless unit in a psychiatric hospital but
access to this site was subsequently refused. Similarly, the primary research methb'd
was to be qualitative with focus groups forming the basis of data collection, although
it was enVisaged that a certain amount of quantitative data would also be c01Ieet~d .. '
The rationale here was to pursue an exploratory study of health amon,g the nQrogl~~s

and the first step in this approach was to allow definitions and experieb~~s.,i;~tffl~~J~~,
illness and homelessness to emerge from within the StLidy Pd!P'j;jJ~-tiQm;.,; "mm.~ ,
importance. of incorporating such qualitative methods within the·';-rtse~~.h:~r~~\~lg
underlined by Radley (1993). Concepts such as 'health' and 'illness'are socially
defined or constructed" he states, and therefore experiences of distress need to be
culturally located. The orientation of this study therefore was to be small, in-depth,
individualised and exploratory. A psychiatric hospital was chosen as the research
location because resources, both financial and personnel, were limited. Although the
assessment of psychiatric or mental disorder is obViously a crucial variable here, the
prevalence of such disorder is notoriously difficult to ascertain (as discussed in the
literature review). By sampling only those with a definite, albeit medical diagnosis,
the need to screen large numbers of homeless people would have been unnecessary.
When permission to study this group of people within the psychiatric hospital was
refused, the change in research site necessitated a change in methodological direction
also and a new research strategy had to be developed. Thus a quantitative
approach was adopted for the study with the use of a structured questionnaire to elicit
information including psychiatric prevalence.

4
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A Study ofHomelessness and Mental Health

The research project consisted of two main elements and a small supplementary
survey:

1. A Documentary Study of Homelessness and Mental Health: This consisted
of an analysis of the existing literature and research on homelessness and mental
health from the United States, Europe and Ireland to examine the theoretical and
empirical issues involved. The aim here was to determine the main characteristics
of homeless populations and the prevalence and causes of mental disorder among
these populations. The purpose of this examination was to provide an
informational base for the core study and to provide an international research
backdrop .for the study analysis.

2. A study of a specific homeless population in Dublin city in order to explore
the factors associated with homelessness and mental health.

3. A survey of voluntary organisations providing services to the homeless
population in Dublin to obtain information on their client base, service provision
and structure as well as how the organisations met the health, particularly the
mental health, needs of their clients.

Details ofStudies

1. Documentary Study

For the documentary study a comprehensive ,computer and library search was
conducted in two major areas: 1. Homelessness and 2. Homelessness and Mental
Health. The search was extended to cover related areas such as marginalisation and
social exclusion. The literature review was compiied and organised into key sections
based on the study topic and areas identified as important by the literature search
such as definitional problems, the characteristics of homeless people, the prevalence'
of mental disorder among the homeless etc.

2. Survey of Homeless People

Population andSample

The study focused on one organisation involved in caring for the homeless in Dublin, a
drop-in centre for homeless people. The centre was chosen because it was felt that
attending clients would represent a cross-section of homeless categories, in particular
those liVing in hostels and sleeping 'rough' on the streets. In this respect, there was
evidence from the documentary study that drop-in centres attract a representative
group of homeless clients. A core group of apprOXimately twenty-five clients attend
this centre on a daily basis, with the remaining clients consisting of irregular attendees
Up to 110 people ,attend the centre in anyone day. The sample consisted of fifty
clients chosen randomly from among this population over a period of one week. Two
interviewers carried out the majority of the interviews. Clients who lived in
permanent accommodation were not included. A total of 76 clients were requested
to take part in the study. Fifteen people refused to take part in the survey and one
person was excluded as it emerged during interview that he lived in permanent
accommodation. The response rate was therefore 77%.

5
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Method ofData Collection

The method of data collection was an interview based on a structured questionnaire.
The first objective here was to establish the prevalence of psychiatric morbidity among
this particular homeless population. An analysis of existing studies indicated the
problematic nature of establishing prevalence accurately and the importance of
choosing an adequate indicator. A high prevalence of psychiatric illness does
appear to exist among the homeless but prevalence varies considerably depending on
the research instrument used and the population studied. Rgures range from 3%
(Newton et aI., 1994) to 91% (Bassuk et aI., 1984) although Scott's (1993) review of
studies indicates that a more realistic range is 30% to 50%. Much of the variability in
these studies stems, as Johnson (1989) has noted, from biased sampling and
misdiagnosis, differing definitions of mental health and poor reliability (1989).
Different findings also result from variations in the type of homeless population studied
with gender and type of accommodation acting as important determining variables.
The main types of assessment measures used to establish mental disorder and distress
are either based on clinical interviews and/or research diagnosis (Gill et aI., 1996), self
reports of treatment history (Herman et ai, 1993); scales measuring symptoms or
impairment (e.g. the GHQ-30, Holland, 1996) and past history of psychiatric
hospitalisation. Again, because of available resources it was decided to use a
history of past hospitalisation as the main indicator of psychiatric morbidity. This was
supplemented however with a number of questions relating to health service use and
medication as well as questions eliciting subjective evaluation of health and health
status.

The questionnaire used in the study was structured and pre-coded but a number of
open- ended questions were included to elicit attitudes to homelessness, reasons for
becoming homeless and plans for the future. The areas covered by the
questionnaire included:

Cl Background demographic information such as age, marital status, education, job
history and present liVing accommodation

o Contact with family and friends

o History of homelessness and reasons for initial homelessness

" General health and service use

o Psychiatric health and service use

o Medication

o Substance (including alcohol) abuse

o contact with the law

The final part of the questionnaire, as indicated, consisted of a number of general
questions relating to homelessnessand attitudes to homelessness. These open-ended
questions allowed the homeless person to give their views and elaborate as they
wished. The majority of the interviews were conducted by. one of two interviewers
and took place in a room provided by the organisation. Interviewing lasted
approximately thirty minutes on average but some interviews lasted much longer.
None of the interviewees refused to answer any of the questions or terminated the,
interview. In fact respondents appeared to welcome the opportunity to discuss their
lives and the issues involved in homelessness, and, overall, the questionnaire was seen
to be satisfactory.

6
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Analysis

The questionnaire was primarily analysed using the computer package SPSS for
Windows. Open-ended questions were coded and categorised manually. The
organisational study was also coded manually because of the small number of
respondents.

3. Survey of Organisations involved with the homeless

The survey of voluntary organisations was conducted primarily among the participating
groups in Homelessness and Mental Health Action. This group had commissioned the
study and represented almost all the major groups involved in the care of homeless
people in Dublin. Information was collected by a telephone interview, using a
structured questionnaire. This method was chosen because of limited resources. The
questionnaire covered three main areas: 1. The background and structure of the
organisation. This included the administrative structure, number of personnel
involved, funding sources and the major aims, objectives and philosophy of the
organisation. 2.Services offered. This section covered topics such as the type and
variety of service offered, the main client group, number of clients and future service
plans 3. Health issues, particularly mental health care and referral sources. This
section examined how the organisations met the health, particularly the mental health,
needs of clients including information on who they referred clients to.

7
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lHIomelessness and Mental HeaRth: A Review of the literature

Defining Homelessness

As Fischer and Breakey have stated, ':4 succinct but inclusive definition of
homelessness is elusive" (Fischer and Breakey, 1986:7). Researchers in the area of
homelessness encounter a number of definitional problems. These difficulties relate
to delineating and classifying the homeless population. There is no agreed definition
of homelessness in the research literature and 'homelessness' spans a definitional
spectrum from general classifications such as "not deliberately roofless' (McNaught and
Bhugra; 1996:27) to more specific definitions such as the following used in the 1988
Housing Act (Government Stationery Office, 1988):

'~ person shall be regarded ... as being homeless ... if: (aJ there is no accommodation
available which, in the opinion ofthe authority, he together with any other person who
normally resided with him or might be reasonably expected to reside with him, can
reasonably occupy or remain in occupation of, [or) (bJ he is living in a hospital county
home, night shelter or other such institution and is so living because he has no
accommodation... " (Government Stationery Office, 1988)

Yet these and other definitions are problematic because they do not include important
categories of homeless people, such as those liVing in bed and breakfast
accommodation (where women and children predominate), or those sharing with
friends or relatives (O'Sullivan, 1996). Other definitions of homelessness exclude
people who live on the stre~ts. Researchers such as Scott (Scott, 1993) and others
(Fischer and Breakey 1986) have therefore proposed the adoption of an agreed
inclusive definition of homelessness which includes all of these categories. Scott (1993)
suggests the classification used by the u.S. Alcohol, Drug Abuse and Mental Health
Administration definition of homelessness - "anyone who lacks adequate shelter,
resources and community ties" Scott (1993:314). Yet, this definition also presents.
problems in that the central concepts i.e. 'adequate', 'resources' and 'community ti¢s'
can be interpreted differently by researchers and therefore are ambiguoUs. >In
addition, definitions are primarily based on a lack of adequate shelterari(j:Willl~;tlii~,:i,s
a fundamental feature of homelessness, another aspect, disaffiliation, :is:.'·qffen "~'Ot·
included. This disaffiliation classification has been used to distinguish hbrhei~ss
people from other 'undomiciled groups' such as refugees and migrant workers. These
groups share many of the problems of the broader homeless population but differ in
that they generally have a separate subculture (Fischer and Breakey, 1986)
Categorising refugees and migrant workers has become an increasingly important
feature of studies of homelessness in Europe where this population is increasing. A
definition which combines the shelter and affiliative features is suggested by Abdul
Hamid and Cooney (1996): "People who lack a stable home and the personal
resources, such as work, family and friends to acquire such a home" (1996:667).
These developments in the refining of operationalising tools ·in homelessness research
represent a move towards more sophisticated methods in order to study the
increasingly heterogeneous nature of the homelessness population. Yet the variety of
the definitions proposed indicate the difficulties of identifying a unifying, all-inclusive
definition. .
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Classifying the Homeless

The concept of a homogeneous population of homeless people has long been rejected
by researchers in this area (Collins and McKeown, 1992; Moore et aI., 1995; O'Sullivan,
1996) for as Scott (1993) has said, the old stereotype of the "skid-row alcoholic" or
the "bag lady" are now empirically inaccurate (Scott, 1993:315). In order to identify
the different needs of the various groupings, several classificatory systems have been
developed, based, for example, on family type and accommodation (Abdul-Hamid and
Cooney, 1996). McNaught and Bhugra (1996) have proposed a classificatory division
between 'intrinsics', those whose homelessness has been caused by their mental or
physical disability, and 'extrinsics' who are homeless because of situational factors
(both of whom have different needs and priorities).

O'Sullivan (1996), following on his study of homelessness in Ireland, suggests three
broad categories, 'visible' homelessness, 'hidden' homelessness and 'at risk' of
homelessness (1996:4). The 'visible' homeless are those people who use hostels or live
on the streets or other such accommodation which "gives protection from the
elements, but which is lacking most of the other characteristics of a home.." The
'hidden' homeless includes those who are illegally squatting or living with friends on a
temporary basis and those who are living in inadequate accommodation. This
'invisible' group, which does not frequent shelters or food lines, has also been
identified by Stefl (1987) in her work. The last 'at risk' category identified by O'Sullivan
represents those "who currently have housing, but (are) likely to become homeless as
a result of economic difficulties, too high a rent burden, insecurity of tenure or health
difficulties." (1996:5)·

Overall there has been movement in this area of study towards increasing
methodological consensus and sophistication, Scott (1993), in arguing for a more
comprehensive classification system, has mapped out the major categories identified
in contemporary research.

(1) Temporal classifications: These are based on temporal or historical grounds into
three categories, chronically homeless, episodically homeless and transiently homeless...
The chronically homeless are predominantly mentally ill people living on the st(e,e~. or
long-stay residents of resettlement units. The episodically homeless are y~,uhger
people who alternate between a domiciled existence and life on the stjreet~t- Tne, _"...~,,:. "; '>' ,," .. 'c.":~,<.~ , _~'.;.":..;." _

transiently homeless are temporarily homeless due to the consequences· of ali acute
life crisis.

(2) Geographical classifications: In these categories, the homeless are classified
according to their differing locations. Four main sub-categories are included: (a)
people who live on the streets; (b) residents of shelters and hostels for the homeless;
(c) residents of hostel and bed/breakfast accommodation (often families) and (d)
people staying with family or friends on a temporary basis or other 'unique situations'.

(3) Typological classifications: These categories take into account the characteristics
of the individual and their implications for service needs and use. Classifications
includes street people, chronic alcoholics, chronic mentally ill, situationally distressed,
homeless families, homeless unconnected young people and homeless women, either
alone or with children (Scott, 1993: 315).

9
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The Extent ofHomelessness

Estimating the extent of homelessness is also problematic. This is partly related to the
definitional problems discussed above as well as practical difficulties in counting the
number of homeless people (Schlay and Rossi, 1992). It is also, according to Fahey
and Watson (1995), partly due to the political nature of the debate on homelessness.
This, they suggest, can result in much higher estimates cited by advocates for the
homeless than by authorities with responsibility for housing them. The method used
to assess numbers of homeless people will also greatly influence the result. Thus,
according to Fahey and Watson (1995) a stock measure of homelessness, which is a
count of the total number of homeless at a particular point in time will generally
produce a lower figure than a flow measure which covers a longer time period. For
these reasons, estimates in the literature vary considerably. Schlay and Rossi (1992)
state that the estimated number of homeless people in America lies anywhere between
250,000 and 3,000,000, which represents a very wide range (1992). In Great Britain,
in 1993, 115,000 were accepted as homeless by the housing authorities, while in
Scotland this figure was 45,000 people (Robson and Poustie, 1996). In Northern
Ireland, Coleman and Wilson (1991), based on a review of studies, gave a range of
3,000 to 6,000 homeless people. Figures for the number of homeless in the
Republic of Ireland vary widely from the 2,501 homeless people enumerated in the
1996 'Assessment of Homelessness' carried out by local authorities (Department of the
Environment, 1996) to an estimate of 5,000 reported by Daly (1994). The former
estimate is based on a stock or census measure of homeless persons and the latter is
based on counts of the flows of hom'eless persons through voluntary agencies during
1993.

As these figures indicate, available estimates of the homeless population are often of
doubtful accuracy. Collins and McKeown have explained the reasons why this is so.
Firstly, the number of people categorised as 'homeless' depends on the definition of
homelessness used by the study and this, as indicated, is variable. Secondly,
homelessness is a dynamic process rather than a static phenomenon and this increases
the difficulty of counting the homeless. Thirdly, voluntary organisations involved with .
the homeless do not, in general, collect accurate and assessable records' and t.~is

compounds the problem of estimating homelessness. Lastly, there is a I~ck of u,@"t9
date, accurate statistics on homeless populations from statutoryauthlJrj~i~~Q~~,eCt:<gn
appropriate and agreed inquiry methods (Collins and McKeown, 1999:~); in i~~IS
respect Fahey and Watson (1995) have questioned the accuracy of horilelessrness da,ta
collected by Irish statutory agencies. Futhermore, as Schlay and Rossi (1992) pOint
out, most of the statistiCs that do exist are based on "dwelling units" and ignore those
who sleep outdoors, in cars or abandoned buildings (Schlay and Rossi, 1992: 142).
The most credible estimates, according to Schlay and Rossi, appear to be based on
probability samples and although no national probability sample of the homeless has
been undertaken in the United States, studies employing this method have been
carried out in a number of cities such Chicago, New York and Washington DC. In
England the first nationally representative survey was carried out by the Office of
Population Censuses and Surveys 1994 as part of a study of homelessness and mental
health (Gill et aI., 1996). This study was based on sampling frames of hostel dwellers,
those liVing in private sector leased accommodation and users of night shelters and
day centers.
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Characteristics of the Homeless

Studies of homelessness in America, Britain and Ireland reveal similarities in terms of
population characteristics, (Gill et aI., 1996; Kelleher et al 1992; Collins and McKeown
1992; Herzberg, 1987; Priest, 1970; Priest 1976). Homeless people are
predominantly male, single (or separated) and middle-aged (McGilloway and Donnelly,
1996) and generally have poor social contact or networks (Collins and McKeown 1992).
They frequently have a long history of unemployment preceded by minimum schooling
(Scott, 1993). Other common characteristics include poor health status and a history
of substance, particularly alcohol, abuse (Gill et aI., 1996). A record of criminal
activity and or imprisonment is also common (Shlay and Rossi, 1992) and in some
homeless populations, particularly in the U.S. and England, researchers have found an
over-representation of minority ethnic groups (Scott, 1993)

These features have been identified also in the Irish homeless population. Kelleher et
al (1992), in a study of Dublin hostels, found that 78% of the residents were male,
with 40% aged between thirty and forty nine years. Collins and McKeown (1992), in a
study of Simon Community centres in Dublin, found that 90% of the residents were
male, 42% were aged between thirty and forty-nine years and 88% were single or
separated. They also found a low level of family contact in the group interviewed.
Twenty percent of their sample had been imprisoned within the last five years. In
Northern Ireland, Coleman and Wilson (1991) found a similar profile in terms of gender
and marital status but they found that over half (52%) of those interviewed had
contact with some members of their families (Coleman and Wilson 1991).

Recent studies of homelessness have indicated a change in the profile of homeless
populations in the U.S., England and in Ireland. Earlier American and British studies
presented similar findings in relation to age, gender and, marital status (Herzberg,
1987; Priest, 1976; Priest 1970), but more contemporary studies of homeless
populations have indicated an increase in the number of women and children and a
decrease in the mean age of hostel residents (Geddes et aI., 1994; Holland, 1996;
North et aI., 1993). In this way, the recent British study found that although the ,
majority of hostel dwellers, nightshelter users and those sleeping rough were men,'
women predominated in another accommodation sector (Gill et aI., 1996). Nearly'
two-thirds (63%i) of those in private sector leased accommodation were female (Gill et
aI., 1996). This finding appears to support the concept of a 'hidden homeless', a
group omitted from previous studies on homelessness (O'Sullivan, 1996:6).

The second important profile change identified has been a drop in average age. In Gill
et ai's (1996) study, over one third of all hostel and private sector leased
accommodation dwellers, as well as 29% of those in nightshelters and 19% of those
sleeping rough, were aged between 16 and 24 years. The two Irish studies
undertaken in the early 1990s did not replicate these findings, but revealed instead a
traditional age profile among the homeless. In Collins and McKeown's (1992) study,
only 8% of residents were under thirty years. This may have been related to the type
of service offered by the Simon Community. Kelleher et al. (1992) similarly found only
a small percentage (3%) of hostel dwellers to be aged under twenty years, although
they commented that this figure was probably an under-estimate, as young people are
known to exaggerate their age "in order to increase the likelihood of admission to adult
hostels" (1992:59).
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The Causes ofHomelessness

Societal Causes

To reveal the causes or pathways to homelessness involves examining a complex of
interrelated issues at both societal and individual levels. At societal level there
appears to be a number of causal factors. The first of these is based on economic
factors. Unemployment, poverty and the shortage of affordable housing are believed
to have a direct association with increased numbers of homeless people (Scott, 1993;
Williams and Avebury, 1995; Collins and McKeown, 1992). Studies of homeless
populations in Ireland (Kelleher et aI., 1992), England and the United States indicate a
very high level of unemployment among the homeless population. A recent study of
the homeless in Britain found that only 13% of a national sample were working (Gill et
aI., 1996), and Kelleher's (1992) Irish study indicated similar levels of unemployment.

In examining economic factors determining homelessness in Ireland, Collins and
McKeown (1992), writing about the 1980s, stated that there were a number of social
and economic trends involved. Firstly, an increase in poverty occurred in Ireland,
with one third of the population being affected in 1988 (Collins and McKeown, 1992).
The second trend, according to Collins and McKeown, was an increase in
unemployment. Between 1980 and 1985, unemployment rates in the Irish Republic
doubled from 10% to 20% (O'Hearn, 1995). While industrial output grew, industrial
employment declined, leading, in 1990, to an all time high in the number of
unemployed people in Ireland who could be classified as 'long-term unemployed'
(O'Hearn, 1995:96). In Fahey and Watson's study (1995) almost all the homeless
surveyed were dependent on social security income. A wide definition of poverty is
useful in understanding this connection. Poverty, as Avromov (1995) has said, involves
both a lack of financial means and a lack of opportunity to gain control over one's life.
This interpretation of poverty allows the inclusion of people who cannot avail of the
advantages of education and paid work as'well as the social acceptance which is
attached to these advantages.

Another possible cause of homelessness at a societal level is violence and intimidation.,
This is evidenced by an increase in the number of homeless women and children
seeking accommodation, often as a result of family violence (McGilloway and Donnelly
1996). Family violence appears to be common in Ireland, as indicated by Fahey and
Lyons (1995), who state that it is the "single most common precipitating factor behind
family law cases appearing before the Irish courts" (Fahey and Lyons, 1995:124). A
number of refuges have opened throughout the country over the last number of years
which offer temporary accommodation to these families. These women and children,
either liVing in refuges or in bed and breakfast accommodation, are part of the 'new
homeless', a distinct group identified among the homeless population (Stefl, 1987:47).
Fahey and Watson's (1995) study of social housing need also concluded that marital
breakdown and the breakdown of relationships ge'nerally were major factors leading to
homelessness. The breakdown of relationships with a marriage partner or with other
family (usually parents) contributed to the homelessness of over half of the sample of
homeless people they studied, and was the reason for leaving local authority
accommodation for two-thirds of those who had preViously been local authority
tenants.

The availability of public housing is another factor implicated in homelessness. The
scaling down of public housing particularly in the last fifteen years has resulted in less
houses being available. In 1984 there were 7,002 local authority houses built, but
by 1990 this figure had dropped to 1,003 (Collins and McKeown, 1992). Yet, this
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reduction in public housing occurred against a background of demographic changes
which are' increasing the demand for public housing (Connolly, 1993). These
demographic changes include a larger overall population and, more specifically, an
increase in marital breakdown (Fahey and Lyons, 1995) and an increase in one-parent
families (Fahey, 1995). There has been significant change with regard to births
outside marriage and such births have increased from 2% of births in the 1950s to
22% today (Devlin, 1997). The number of first births occurring outside marriage
increased to a third of all such births in 1991 (Fahey, 1995). This can affect the
numbers of homeless people in that these women may set up home with their children
and may be defined as 'homeless' and placed on the waiting list for public housing. In
1993 there were 28, 624 people on local authority housing lists and by 1994 O'Connell
(1994) estimated that this had risen to 30,000. This demand for an ever
decreasing supply of public housing has, in turn, placed increased pressure on the
private rented sector. However, the supply of this type of accommodation has
diminished considerably over the last few decades (Blackwell, 1988).

The deinstitutionalisation of patients from psychiatric hospitals is frequently cited as
contributing to an increase in the number of homeless people. This movement,
which has been in progress over the last thirty years in Europe and the United States,
involves a number of strands. The initial thrust in the deinstitutionalisation movement
involved the discharge of long-term psychiatric patients to community
accommodation. In Ireland and elsewhere this stage is now nearing completion with
the closure of many of the large psychiatric hospitals and asylums (Walsh, 1997). In
Ireland and England these patients were generally discharged to hostels in the
community and do not, in general, feature in homeless populations. Yet, in the
United States, due to different policy strategies, approximately 20-30% of
homelessness is believed to be directly related to deinstitutionalisation (Scott, 1993).
Coleman and Wilson (1991) however suggest that the rise in the number of the
homeless mentally ill results not so much from the discharge of psychiatric patients but
more particularly from the second major feature of deinstitutionalisation, the reduction
in hospital beds. This second strand of deinstitutionalisation, the reduction of
admissions and in-patient beds, is perhaps the more crucial factor in terms of .'
homelessness in Ireland and England. There is little evidence to sl:lggestthat
deinstitutionalisation is a major cause of homelessness in the Northe;jf trejan.·~
(McGilloway and Donnelly 1996) but in the South of Ireland there is sQhie"eviCrJefite
that the reduction in psychiatric beds may have affected those in Idwer:'s6¢i8'i~~<i~~Qi'lc
groupings more so than others (Health Research Board/Medico-Social Research'B~afd,
Activities of Irish Psychiatric Hospitals and Units, 1980 to 1996).' While philosophical
and ethical issues are involved here, in terms of the definition and treatment of those
with mental disorder, there is substantial evidence that psychiatric hospitals in the past
performed an important residual accommodation function in society. The reduction
in hospital beds, and in particular the loss of long-stay beds has therefore closed off
one accommodation option to those at the bottom of the social hierarchy. Non
hospital treatment may be a better care option both medically and ethically but in
patient treatment has, in the past, provided an accommodation option for a section of
potentially homeless people (Cleary 1987). Deinstitutionalisation is therefore important
in analysing the causal pathways to homelessness. In addition, it is apparent that
homeless people have come from a range of institutional settings including childcare
centres, so that the concept of deinstitutionalisation perhaps needs to be examined in
a broader context (Williams and Avebury, 1995:25).
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Individual Causes ofHomelessness

At an individual level, a number of factors can be seen to be implicated in
homelessness, such as childhood experiences, financial difficulties and health
problems. Features such as marital disharmony and/or parents and friends who "will
not accommodate" people (Scott, 1993; Williams and Avebury, 1995) also feature, as
do substance misuse, sexual orientation and ethnicity (McNaught and Bhugra 1996).
Factors related to childhood experiences include a background in care, and/or family
difficulties (McGilloway and Donnelly 1996; Susser et aL, 1991). Coleman and
Wilson's (1991) study in Northern Ireland found that the most common cause of
homelessness was household fragmentation (1991) and a more recent study there
supports this finding (McGilloway and Donnelly 1996). Roth and Bean, in an
American study on homelessness, state that family conflict and unemployment were
associated with homelessness in 35% of their population (1986). In Gill et ai's study
(1996) in England, 21% of the hostel dwellers, 24% of night shelter residents, and
30% of those sleeping rough and using day centers were divorced or separated (Gill et
aL, 1996). In Fahey and Watson's (1995) Irish study, already cited, marital
breakdown emerged a major factor leading to homelessness.

One of the most frequent findings is a background in residential or foster care (Susser
et aL, 1991). Susser et al. (1991), in their study of homeless psychiatric patients,
they found that over 15% had a history of foster care and over 20% had a history of
running away. In Ireland, Collins and McKeown (1992) found that 9% of Simon
Community residents were raised in residential care. According to O'Sullivan (1996)
this figure indicates that "homeless people known to the Simon Community in Ireland
are 45 times more likely to have been brought up in care than the national average"
(1996: 10). Collins and McKeown (1992) found that a history of foster care was more
common among the younger homeless. In addition, a high proportion of homeless
women with children in two Irish studies showed a history of severe family disruption
with physical and/or sexual abuse (Collins and McKeown, 1992, Kelleher et al 1992)

An additional pathway to homelessness is considered by both Scott (1993) and
Williams and Avebury (1995), and is referred to as 'intentional' homelessness. While"
the numbers are small, some people studied have chosen to' become homeless for
various reasons. Scott's review (1993) showed that only about 4% of the
homeless fall into this category but the classification may be useful, as Williams and
Avebury (1995) have said, for policy makers or local authorities.

Homelessness, Integration andSocial Exclusion

In addition to considering proximate causes of homelessness, both societal and
individual, other, more general concepts such as integration, social exclusion and
marginality need to be considered also. Societal integration implies belonging to a
society, being accepted and experiencing support within relationships at different
levels (Commins, 1993:4). The study of social integration and exclusion has a long
history in sociology beginning with the work of Durkheim (1951). Durkheim's seminal
work on suicide in which he examined the effects on the individual of societal change
or stasis are particularly pertinent to this study of homelessness and mental health
(Durkheim, 1951). The relevant aspect of his work here is the effect on the
individual when societal bonds are weakened. Durkheim demonstrated how factors
such as unemployment decreased integration and increased alienation and anomie in
society, and how this in turn influenced·the rate of suicide. His study of suicide also
underlined the importance of a multi-causal analysis of homelessness. Although one
is ultimately concerned with the effects of homelessness on the indiVidual, the causes
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and the possible solutions to homelessness are more likely to be found at a societal
level. Sociological and economic factors both affect the mental healthof individuals
and subgroups in a society, in either a positive or negative way. The concept of social
exclusion can be used to study groups such as travellers and refugees, as well as the
homeless population. In terms of the homeless, Hermann et al (1989) have noted
that lack of a home and the disaffiliation from society which this implies become
merged in the concept 'homeless'. the consequences of social isolation and the cycle
of isolation this sets in motion is outlined by Grigsby et al. (1990):

" ..by shrinking the size of the social network, disaffiliation reduces the array and
magnitude of material assistance, advice and information that the individual can call
on to meet basic needs, and to identify courses of action toward exiting from
homelessness" (1990:142).

Homelessness therefore can lead to social isolation and this isolation in turn acts as a
barrier to leaVing the state of homelessness.

Interpersonal integration, as implied above, means having 'friends, relations,
neighbours and social networks which provide people with support (Commins, 1993).
People with no homes and weak ties to their community become detached from
society and can act in unconventional ways, which in turn can result in them becoming
even more detached (Grigsby et aI., 1990.). In addition, a lack of integration has
been found among the homeless themselves, with research indicating that homeless
people often distrust and distance themselves from other homeless people (Snow and
Anderson, 1989). Although this distancing is sometimes used by homeless people in a
positive way, as a strategy to generate or conserve identity (this is discussed later in
this section), it generally results in increased social isolation for the individual. A
minority of homeless people, 'as Grigsby et al. (1990) suggest, do make a conscious
attempt to replace lost bonds with family and friends, by establishing new relations
with other homeless people (1990). In their study they identified this group of
'outsiders' who had quite a large social network, and functioned well in their world.
However, their affiliation with other homeless people also played a part in their
'entrenchment' in homelessness according to Grigsby et al (1990:144).

Social exclusion occurs in times of economic growth as well as recession. As Commins
notes, social exclusion may be viewed as the "downside of economic progress and
development, "... the unacceptable consequences of demographic change, cultural
disharmonies, and economic forces" (Commins, 1993:3). Being a part of the labour
market means having a job and being economically integrated but the majority of the
homeless population are unemployed and therefore are not accepted as being
economically integrated into our society (Commins 1993). Fahey and Watson's study
demonstrates the economic marginality of the homeless in that almost all were
dependent on social security income. Yet homeless people, although usually
dependent on the state, often experience difficulties in obtaining entitlements and

, sometimes perceive services as unhelpful and paternalistic (Cohen and Thompson,
1992:819). Homeless people who suffer from mental illness often have particular
difficulty in this respect (Marshall and Bhugra, 1996). '

The attitudes and perceptions of people in general also contributes to exclusion.
Homeless people live on the margins of society and as such are often viewed with
suspicion by others. People gen.erally maintain a distance from such persons for, as
Douglas (1966) states, marginality implies dangerousness. Wardhaugh (1996)

. relates this perception to the visibility of the homeless in public places, their presence
in 'prime spaces' posing a danger to those settled within society. According to
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Schnable (1992) this visibility may be increasing. 'Modern vagrants', he states, unlike
the less visible, traditional tramp, tend to congregate in the busiest parts of the city
(Schnable, 1992:62). Yet as Wardhaugh (1996) has shown in her research the
homeless population today is still very much geographically bound. They are, she
says, allocated a marginal space, and need to negotiate being 'matter out of place' in
order to confine themselves to the margins of society (Wardhaugh, 1996:713). The
homeless, in her Manchester study, moved within a homeless circuit, between day and
advice centres, charities and shelters which provide food, outreach stations and the Big
Issue office. This is also reflected in Kelleher et ai's (1992) Irish study in which one of
the respondents mentioned the importance of not being 'obvious' because "if you stay
there too long, people make fun of you, call you a bum" (1992:81). Others have
noted the allocation of space in the modern urban environment. For the middle
classes there is the "enclosed and protected spaces of shopping malls and atria, but it
does nothing for the poor except to eject them into. a new and quite nightmarish
postmodern landscape of homelessness." (Harvey, 1989 cited in Brown and Crompton,
1994:36).

The Experience ofBeing a Homeless person

Constructing andmaintaining an identity

Studies of the homeless are usually concerned with demographic characteristics and
or their health or welfare needs and in general do not examine the social world or
attitudes of the homeless. However, a number of research projects have studied their
social life and group networks and how they construct and maintain an identity
(Grigsby et aI., 1990; Snow and Anderson, 1989). In recent times, even within more
quantitative research projects, some attempt has been made to include a qualitative
element ie asking the views of homeless people on services etc.

Snow and Anderson (1989) have studied the ways in which the homeless ma.intain an· .
identity in the face of constant assaults on their dignity and self worth. They found
that homeless people attempted to counteract this in a number of ways primarily
through 'identity talk' which involved an assertion of personal identity (19~9). Snow
and Anderson identified three patterns of 'identity talk', distancing, embra:cement and
fictive storytelling, and their usage varied according to the length of time a person had
spent on the streets (Snow and Anderson, 1989: 1336). Distancing involved separating
oneself either from the homeless population generally or from specific groups among
the homeless as well as from the organisations for the homeless. Embracement
implied acceptance and avowal of the street role identity and refers to someon'e who
"acknowledges the norm of reciprocity and who thus takes his social relationships
seriously (Snow and Anderson, 1989:1356). The 'Outsiders' identified by Grigsby et
al. (1990) would be an example of this form of embracement. The final form of
'identity talk' utilised by homeless people in an attempt to create an identity is fictive
storytelling which involves the narration of stories about one's past, present or future
(Snow and Anderson, 1989). This storytelling can take one of two forms, either
embellishment of the past or present or 'fantasising' about the future (Snow and
Anderson, 1989:1360). Although homeless people often do take on the identities
conferred on them by the rest of society the importance of this type of research is that
it demonstrates that identity-related concerns, such as the need for self-worth, co-exist
with the more basic survival needs.
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Attitudes to Homelessness: The Views of Homeless People:

As indicated by a study of homelessness and mental health in England, stigma is a
major issue for such people (Williams and Avebury, 1995:37). According to Schnabel,
homeless people can be vulnerable to stigmatisation as there is often an accumulation
of marginality factors in such individuals (1992). Homeless people feel that health
and welfare professionals, probably the most frequent points of social contact for
many, are often unsympathetic to their needs and lack understanding of the
experience of being homeless (Williams and Avebury, 1995). Homeless people appear
to experience particular difficulties in registering for General Practitioner services in
both England (Curtis et al., 1996) and Northern Ireland (McGilloway and Donnelly
1996) and this often results in their using less personal health services generally,
including accident and emergency departments (Curtis et aI., 1996). Day care
facilities appear to be regarded as the most 'user friendly' way of accessing health
services and were also regarded as more egalitarian by homeless people ' where
"users felt respected and were treated as equals" (Williams and Avebury, 1995:38).
This idea of being treated equally, of having the same rights as other citizens, is thus
important for homeless people (Williams and Avebury, 1995).

Studies of Irish hostel residents indicate the attitudes and difficulties experienced by
homeless people. In Kelleher et ai's (1992) study, the positive side of hostel
accommodation was presented by a women liVing in a refuge for victims of violence:

"Your husband won't call around because ifhe does, the guards will be called You
get a chance to recover from the beatings and the physical violence. " (1992:94)

Similarly, in Kelleher et ai's (1992) study male hostel residents liked being near the
city, having the support of the hostel staff, the company of other residents, the cheap
accommodation and the food. Important issues for the hostel dwellers included the
size of and the level of noise in the hostel, personal safety and having to cope with
other residents with mental health problems. However, the major problem for t~()se

people interviewed by Kelleher (1992) was the lack of tenure in the hostel and hayiRg
to leave the hostel during the day. The scarcity of daytime activities cC!.n1bih'¢d w!t1!1' a
lack of money resulted in boredom and a typical day was spent wand~r:ihg etr~ulild: t~~

. city with a break for dinner. Residents recognised that. d~~el;l-q~ng, J~a-n'd'
institutionalization could result if one remained in hostel livihg·i}~F;·;;t~~ ,J(iryg;.

. . ,-" 'X'''''>--'' ~~>,:(~J.;._~-.-,.. ", ,.~-:.i:f;···~

Homelessness, according to the people interviewed in this Study, 'is\q¢J'rt~~~Ij~irJi~r~~l1a

isolating and can compound health and other problems (Kelleher et ai, :f§92):' .

"When you are in a hoste~ you reach rock bottom. Life is depressing. You feel
like a nobody. There is nothing to do all day. I stay in bed for as long as I am
allowed. It's depressing to come in the evenings and see men bending over
tables, and tired from doing nothing. "(Kelleher etal., 1992:85)
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Homelessness and Mental Illness

The ExtentofMental Illness among the Homeless

Studies from America, Britain and Ireland have all indicated that the homeless
population experience particularly high levels of mental distress and disorder
(McGilloway and Donnelly, 1996; Cohen and Thompson, 1996; O'Sullivan, 1996; Fahey
and Watson, 1995; Scott, 1993). However, estimating the true prevalence of mental
disorder among the homeless is problematic. As Coleman and Wilson point out,
"research findings to date have been contradictory with prevalence rates of mental
health problems among the homeless ranging from 20% to 90%" (1991). In fact,
prevalence estimates show an even more substantial range, from 3% in a Scottish
study (Newton et aI., 1994), to 91% in a U.S. study (Bassuk et aI., 1984: 1546).
Newton (1994) attributed the low prevalence figure in his study to the type of
homeless population studied (those liVing on the streets) and in general studies have
produced rates at the higher end of the range. However, Scott's (1993) review of

, existing studies indicates that between 30% and 50% of homeless people may be
suffering from mental disorder and this, more realistic, range is supported by two Irish
studies. Coleman and Wilson's (1991) study of hostels in Northern Ireland, produced
a prevalence figure of 34% (based on previous psychiatric hospital admissions).
Twenty-eight percent were currently receiving treatment for a psychiatric problem.
McGilloway and Donnelly's (1996) recent study based on a similar homeless population
in Belfast indicated that 37% of all homeless residents in hostels and bed and
breakfast accommodation had mental health problems. Similarly, mental health
problems were common among the sample of homeless people studied by Fahey and
Watson's (1995).

The wide range of findings is due to a number of factors. Defining and
operationalising 'mental illness or disorder' is crucial here and the variety of
assessment procedures used by the various studies underlie much of the diverg¢hce in
findings. Different homeless populations also produce different pr-e.v~J¢,~¢~,1~Q.~Btt~~:
Johnson has summarised these problems - "high and incoRsistent eSti!TiatE!s';of,:,tiflentaL
illness rates stem fro'm biased sampling and misdiagnosis, diffe'nB~F~d~ft~ltl~lJi·i~~~'

,~_.. :_._ _.~ ... /'~ ":'.':;<~ {oill,. ~{·-;?i5t.',;ff).~.;-·:~>.-_ .' .

mental health and poor reliability" (1989:13). The choice of instrument tise'd 'd,¢p~n'~s

on the homeless population being investigated and on available resources. Tt1e 'm'OSt:
frequently used assessments are listed by Johnson (1989:14):

• Self-report of treatment history .

• Service prOVider assessment of psychiatric status.

• Past history of psychiatric hospitalisation or treatment (Coleman and Wilson, 1991)

• Symptom or Impairment (relating to level of functioning) scales. Holland (1996)

• Clinical evaluation by mental health professionals. Marshall and Reed (1992)

Cl Diagnosis generated from standardised clinical instruments. Gill et al. (1996),

18



"It

'.1
':1
:1

~I

fl
"'.'1
\ ..'

"

,.1
rl.,

:1
fl~;

rl
:':1"
~

~.'.til

l'1D

~I"L

tl
~I

~IJ_

I
II

Studies ofHamelessness and Mental Illness

Reviews of research on homelessness and mental health generally take Priest's two
studies as a baseline (Priest 1976, Priest 1970). The first study involved a comparison
of homeless men in Edinburgh and Chicago. The Edinburgh study involved a random
sample of 79 male hostel dwellers. The Chicago study involved a sample of 50
people which, although randomly selected, was non-representative in that no women
were included and the racial proportions were not in line with the city generally.
Priest used the Symptom-Sign Inventory (SSI) to assess mental illness in both his
studies and he also screened for organic brain disease. In the Edinburgh sample,
approXimately 20% were diagnosed as schizophrenic while in the Chicago sample,
approximately 14.5 % were similarly diagnosed.

In his second study, Priest (1976) compared a random sample of 79 hostel residents
in Edinburgh with a sample of 44 hostel dwellers attending psychiatric in patients
and out patient services in the city. In this study 18% of both samples were female.
He found that schizophrenia was more common among the sample of hostel residents,
26% being diagnosed as definitely schizophrenic and another 6% as probably
schizophrenic (in comparison to 14% and 4% of the patient group). Alcoholism was
more common among the patient group with 27% diagnosed as definitely alcoholic in
contrast to 9% of the hostel residents. The most significant diagnostic difference
between the two groups was in the category of personality disorder. Twelve
percent of those in the hostel sample, compared to 57% of the patient group, were
diagnosed as personality disordered. According to Priest the hostel dwellers who
presented to the psychiatric services were a different subgroup to the homeless
population generally. The patient group were younger, had a history of law breaking
and had previous psychiatric admissions. He concluded that those suffering from
serious disorders such as schizophrenia were not receiving treatment, as evidenced
by the higher prevalence of schizophrenia in the hostel sample than in the patient
group.

Coleman and Wilson's (1991) study in Northern Ireland attempted to examine
psychiatric symptomatology as well as the causes of homelessness. A randOm
sample of 119 residents (76 males and 43 females) from 13 randomly selected li(jjst~ls

was interviewed. The assessment procedure included a questionnaire eliCiting
demographic, social network and employment information and psychiatric history. The
General Health Questionnaire (GHQ-30) was also administered to all the subjects.
Coleman and Wilson's results indicated a level of psychiatric morbidity of 47%. A
high percentage of those interviewed (57%) were categorised as alcohol abusers.
There appeared to be a link between alcohol abuse and psychiatric hospitalisation in
that 50% of those who abused alcohol had been in-patients in a psychiatric hospital at
some time (compared with 15% of non-alcohol abusers). The figure for psychiatric
hospital admissions for the sample overall was 34%, and 13% were receiving
psychiatric treatment at the time of interview. Only 15% of non-abusers had been
admitted to a psychiatric hospital. Deinstitutionalisation, they found, was not a major
cause of homelessness in the group interviewed.' Based on these findings, Coleman
and Wilson (1991) concluded that homelessness has an adverse effect on mental
health. They do point out however, that these findings might be specific to their
population in that the homeless are not a homogenous group.
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In McGilloway and Donnelly's (1996) later study in Northern Ireland they used a
behavioural scale to assess major psychiatric morbidity and the GHQ-12 to detect
minor psychological symptoms. They also assessed alcohol dependency using a
standardised instrument. The total sampl'e was 563 people resident in hostels and
bed and breakfast accommodation and the results indicated that 37% of the people
surveyed had a mental health problem. Forty-one percent of all single homeless
residents surveyed had a mental health problem, half of whom had 'moderate' to
'severe' levels of mental health impairment. A high percentage (61%) of those who
completed the GHQ-12 questionnaire had high levels of psychological distress and
24% indicated that they were using drugs.

Holland's study (1996) was an attempt to estimate the extent of psychiatric morbidity
among homeless populations and to examine take-up of psychiatric services. The
assessment of mental disorder was based on self reports and on the GHQ-30. Almost
two thirds (65%) of the 75 people interviewed reported that they had experienced
psychological distress or suffered from mental disorder in the past. Furthermore,
these self reports indicated that 17% suffered from alcoholism, 3% suffered from
depression and 0.5% suffered from schizophrenia. In terms of service use 76%
had sought professional help and 21% of the respondents were receiving psychiatric
treatment at the time of interview. When GHQ-30 scores were added to self-reports,
a higher level of psychiatric morbidity emerged. Seventy-six percent of those who
reported no current mental health problem scored above the threshold on the GHQ-30.
According to Holland this is consistent with other research evidence which indicates
under-reporting of mental health problems among lower socio-economic groups.

A shortened version of the GHQ (GHQ-12) was used by Curtis et al (1996) to assess
psychiatric morbidity among the homeless population in Liverpool. The study was
based on a sample of eighty-eight people and, because of the study population, this
included a higher than average proportion of women (77%). Seventy-one percent of
the sample were categorised as suffering from mental distress based on GHQ-12
scores. According to the authors, the high level of morbidity was partly explained by .
the screening instrument used and by the gender imbalance in the sample.'
Psychological distress, or at least the reporting of such distress, is more cemmon
among women then men (Cleary 1997a) and in this study the homeless W~fh~hfta.d

higher rates of mental distress than the homeless men. The women iiiitE!PJieWedJ~y.

Curtis et al (1996) attributed their distress to family care responsibilities and again this
is in line with other research findings (Cleary, 1997b) Curtis et al also found that
people living in bed/breakfast accommodation reported some mental distress than
those in hostel residents. However, the severity of the distress was significantly higher
among hostel dwellers. This finding appears to support the suggestion that people
who have severe mental disturbances are drawn to the hostel environment (Newton et
al.,1994; Reed et aI., 1992). Curtis et al (1996) concluded that homelessness and the
accompanying lifestyle led to mental health problems because of the stressful and
depressing nature of the life.

Gill et ai's (1996) recent study, Psychiatric Morbidity Among Homeless People, was
based on a national probability sample of the homeless population in England, Scotland
and Wales. The survey included hostel residents, those living in short term rented
accommodation and those staying in night shelters or liVing rough. The aims of the
study were to estimate the prevalence of psychiatric morbidity as well as substance
abuse among homeless adults and to examine service use among the homeless.
The researchers investigated the association between homelessness and mental
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disorder and examined the importance of life events, social contact, physical health
and economic and financial factors. The psychiatric assessment used in the study
was qUite comprehensive. The majority of those sampled (except those in
nightshelters or day centres) were asked to complete a schedule which included socio
demographic characteristics, housing circumstances and general health questions. The
Clinical Interview Schedule (CIS-Revised), the Psychosis Screening Questionnaire (PSQ)
the GHQ-12 and a questionnaire on alcohol and drug use were used. Those
individuals who scored above the threshold on the CIS-R were asked to complete a
second schedule. This included information on medication and treatment, health,
social and voluntary care services, recent stressful events, social networks, education
and employment, finances, smoking and finally alcohol consumption. Those who
screened negative for psychosis were asked to complete a shortened version of this
schedule. Finally any subjects assessed as possibly haVing a psychotic illness were
interviewed by a psychiatrist.

The findings indicated a high level of psychiatric symptomatology in the population
studied. The prevalence of psychosis among the hostel residents was 8% and 2%
among those in private rented accommodation. The prevalence of neurotic disorders
among these two groups was similar with a rate of 38% for hostel residents and 35%
for those in the rented sector. Prevalence rates were not obtainable for those in
nightshelters and day centres as the psychiatric assessment here was based only on
the GHQ-12. However, based on this measure, about six in ten of both groups had
scores at or above the threshold of psychiatric caseness. Alcohol consumption and
drug abuse was also high. Very heavy drinking (defined as a weekly consumption of
over 50 units of alcohol for men and over 35 units for women) was recorded for 3% of
the private rented grouping, 14% of hostel residents and 40% of those in night
shelters and sleeping rough. A similar trend was found when drug use was
examined. Sixteen percent of the private rented group used drugs, 25% of hostel
dwellers, 37% of day centre attendees and 46% of those in nightshelters. In terms
of service use, between 63% and 73% of those in each sample had consulted a
general practitioner within the twelve months prior to interview. Hostel residents "
with a neurotic disorder had the largest proportion of GP consultations and female"
residents outnumbered men in terms of these consultations (48% in comparison to
28%). Similar proportions of all four homeless groupings had received iri-pati¢nt0r
out-patient care in the previous year. Poor social functioning was i11ote";~j;~v~l¢nt
among the neurotic than the non-neurotic group. The majority of those" infe-rvieweCl
were unemployed or economically inactive. The latter group consisted of those
permanently unable to work and women with families living in the private rented
sector. Lack of social support and poor social integration was also evident in that
16% of those liVing in private rented accommodation and 22°io of hostel residents were
assessed as haVing a low level of social integration. Life events were common among
the homeless but higher for those diagnosed as having a neurotic disorder (two-thirds
compared to one third).

These research examples demonstrate the variability of psychiatric prevalence of
psychiatric disorder among the homeless but indicate overall a high prevalence. The
exact nature of the association between homelessness and mental disorder and the
degree of mental disorder present is, however, unclear, as is the direction of
causality. Although some researchers do conclude that psychiatric disorder leads to
homelessness (Holland, 1996; Scott, 1993), other researchers dispute this.
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Examining the Direction of Causality: The Homeless Mentally III or the
Mentally III Homeless?

To examine the direction of causality is to ask whether people with mental illness
become homeless because of the disorder or whether homelessness causes or
precipitates mental disorder. According to Cohen and Thompson (1992),
homelessness is the crucial variable and they question the conclusions of researchers
who identify mental illness as the cause of homelessness. All homeless people, they
state, have similar demographic and biographic profiles and share high levels of mental
stress. The problem lies in the area of service proVision, in the way in which the
service needs of the homeless who are mentally ill are perceived and met. They feel
that psychiatric services should not view the homeless who are mentally ill as a distinct
sub-group from other homeless people on the basis that their homeless status has
stemmed from their mental illness. The fact that "many homeless persons with chronic
mental illness successfully survive on the streets and in shelters belies the notion that
these individuals are unable to cope with life stresses." (Cohen and Thompson, 1992:
818).

In line with Cohen and Thompson (1992), Grigsby et al. (1990) connect
homelessness to deteriorating mental health and state that "mental health problems
surface as a function of the time spent in a homeless condition" (Grigsby et aI.,
1990:142). They link this to lack of social support and integration. In this respect,
they identified four categories of homeless people in their study. The first group, the
'recently dislocated', were homeless for a relatively short period and had a very limited
social network. They showed moderate psychological impairment and were less likely
to report alcohol problems or to have been hospitalised for mental problems. The
second group, the 'vulnerable', were homeless for a longer period and also had a poor
social network. They reported drug problems, a history of hospitalisation for mental
problems and some psychological dysfunctioning. The third group were the 'outsiders'
(discussed in a preVious section) This group were homeless for the same length of
time as the vulnerable group but had affiliated with other homeless people and
therefore had an extensive social network. This category of homeless people was most, '
likely to present with alcohol problems but least likely to have been hospitalised for
mental illness. However, they were also more entrenched in homelessness and,
according to Grigsby et ai, less likely to look for a way out. The final group identified
were the 'prolonged homeless'. They were homeless for more than five years, had a
small social network and appeared moderately dysfunctional (Grigsby et aI., 1990).
Grigsby et al. felt that the 'outsiders' "who continue in homelessness for years may
eventually be forced out of their groups and into the social isolation of the 'prolonged
homeless" (1990: 152). While the 'outsiders' appeared to be mentally more stable
this, according to Grigsby et al (1990), was probably short term. They concluded that
the length of time a person is homeless can lead to mental illness through the
weakening of social ties.

Some studies of the association between severe mental illness and homelessness do
appear to indicate that for some people at least the onset of the illness predates
homelessness (Priest 1976; Craig and Timms 1992). Craig and Timms (1992), in
their discussion on de-institutionalisation and homelessness, state that studies based
on hostels for the homeless, "have found high rates of chronic psychiatric morbidity of
a severity similar to that seen in hospitalised patients. Schizophrenia is the most
common single diagnostic group..." (1992:268). Timms (1993) states that these
hostels provide an acceptable environment for the person suffering from severe mental
illness. Such hostels " ... demand little in terms ofmotivation or organization on the
part of an individual....... residents are generally non-intrusive and bizarre behaviours
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are tolerated" (1993: 103). This, according to Timms, accounts for the increasing
number of ex-psychiatric patients who are living in hostels.

Another way in which mental illness can lead to homelessness is outlined by Barham
and Hayward (1995). Those suffering from severe mental disorder often become
excluded from the social network to which they previously belonged. A mental illness
may involve long stays in hospital, taking long-term medication and the person may
therefore be unable to keep a full time job. This can lead to poverty and poor liVing
conditions which can be exacerbated by difficulties in obtaining housing if they do not
want to live in hostel accommodation provided by the psychiatric hospital (Barham and
Hayward, 1995:27).

The association between social support and homelessness has been examined by a
number of researchers. Caton et al (1995) suggest that "while poor family support is
not a risk factor for the onset of homelessness it is a risk factor for the persistence
of homelessness" (1995:1156). Poor familial and social networks and lack of support,
they found, had a significant effect on homeless people and increased suicidal
thoughts (Schutt et aI., 1994). In their study of the influences of psychological
distress on suicidal ideation, Schutt et al found that "distressed individuals who had
higher levels of social support were less likely to have suicidal thoughts than were
distressed individuals with less social support." (Schutt et aI., 1995:139). Social
support, according to these researchers, acted as a buffer to distress for homeless
people and therefore appeared to be beneficial in terms of mental health.

Other researchers have disputed the importance of social support for homeless
people. Gory et al (1990) examined depressive symptomatology among the homeless
and found that social support had limited impact in this area but that life events had a
significant di~ect effect on depression. They included a range of life events in their
study from a bereavement to the daily problems Involved in being homeless, and the
type of accommodation occupied. They found, in line with Grigsby et al (1990), that
the length of time a person has been homeless is a crucial factor. The onset of
homelessness, according to Gory et al (1990) is followed by a period of social and,
psychological disruption and this can lead to a deterioration in mental health.

Mental Illness andSubstance Abuse

Substance abuse appears to be very prevalent among the homeless population but the
existence of a dual diagnosis is sometimes overlooked in research analysis' because 'of
definitional problems and the heterogeneity of this group (Drake et al. 1991:1149).
Drake et al (1991) have identified the characteristics of this category, of homeless
people: (1) they are more likely to be older and male and are less likely to be
working; (2) they are more likely to have been homeless longer; (3) they are more
likely to live on the streets; (4) they usually have more difficulty in obtaining services
than other homeless people, (5) they are more likely to be incarcerated by the police
and finally (6) they are believed to be more prone to isolation, mistrusting people and
institutions and therefore resisting help (1991: 1150).

Coleman and Wilson (1991:319) in their study found that 57% of their sample
admitted abusing alcohol and 34% of this group were more likely to have been
admitted to a psychiatric hospital. (Coleman and Wilson, 1991:319). Similarly, Reed
et al ( 1992) found a high prevalence of alcohol abuse among a homeless group of
men they studied in London. Similar results were found in an American study when
the prevalence and severity of alcoholism in a sample of homeless adults was
compared to levels in a household sample, matched to the demographic characteristics
of the homeless sample (Koegal and Burnam, 1988). The homeless sample had a
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higher prevalence of other psychiatric disorders, more severe patterns of drinking over
longer periods and more profoundly affected levels of social functioning. In his early
study, Priest (1976) found that those who attended the psychiatric services suffered
more from alcoholism, while those in the hostels had a higher prevalence of
schizophrenia. In a comparative study between housed women and homeless
women, Wagner and Perrine (1994) discovered that homeless women reported more
problems with alcohol and drug abuse and they also suffered more from mental
illness. Women who are homeless therefore are more likely to be given a dual
diagnosis of psychiatric illness and substance abuse..

Gill et ai's (1996) British study has shown similar findings. Approximately 14% of
hostel dwellers had very high rates of alcohol consumption i.e. over 50 units a week for
men and 35 for women, while 40% of those sleeping rough and those liVing in night
shelters reported high rates (Gill et aI., 1996: xiii). Similar trends were found among
drug users, with 36% of those suffering from neurosis taking drugs as opposed to 18%
in the non-neurotic group(GiII et aI., 1996).

Service Needs ofthe Homeless who are Mentally III

Traditional services have been found to be ineffective for the homeless mentally ill
(Sheridan et aI., 1993). Many mentally ill homeless people are reported to refuse
services and this has been attributed to previous negative experience with the system,
dislike and distrust of hospitals, and/or cognitive impairment, which can result in the
inability to understand treatment options or to keep follow-up appointments (Marshall
and Bhugra, 1996). However, according to Shiner (1995), non take-up of services is
not due to the fact that homeless people devalue their health andjor are apathetic
about seeking health care but because services are inaccessible to them. Illness, he
states, is often regarded by homeless people as an inevitable consequence of their
lifestyle and they regard themselves as ill, and in need of care, only "when their ability
to function at a basic level is compromised" (Shiner, 1995: 546). There are, as
TImms (1993) has said, both institutional and lifestyle barriers to the provision of
effective services for the homeless and these need to be addressed. In an effort to
address barriers to services, Sheridan et al (1993) have outlined some of thefEiatures
of a more acceptable service, including fleXibility, connection to other ~~~t:Yi~~,!? a>~d

sensitivity and respect. Another important component is a service wnj~hr~l~t~st6

the client's perceptions of his/her needs and this probably reqUlre$;,s~e~i}mW,t~~i~~g
staff. Similarly, Marshall and Bhugra (1996) have sug~~stie~Vf§':j1affi'lli.~}Ft5f
guidelines which they feel would improve services for the homeless mehtfaIlYili.Th'¢se
include: "outreach and engagement in non-traditional settings, long-term intensive
case management, .. , provision of services where needed; mental health and
rehabilitation services, and a wide, range of housing options... " (Marshall and Bhugra,
1996: 105).
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Summary and Conclusions

This review has attempted to address the main issues involved in the study of
homelessness and mental health. Problems relating to the definition and
classification of homelessness and the impact of this on research have been outlined.
Thus, some definitions (and therefore studies) of the homeless population do not
include important categories of the homeless, such as women and children, who are
generally accommodated in bed and breakfast accommodation. This omission has
considerable implications also for estimating the extent of mental disorder among the
homeless as there are important gender differences in the type and prevalence of
mental disorder. Although no agreed definition of homelessness exists, attempts
have been made to classify existing definitions with the aim of moving towards
agreement. There has also been a move to refine research instruments incorporating
extensions to the homeless population including refugees and other minority groups.
Because of these reasons it is difficult to assess the extent of homelessness and
estimates of the numbers of homeless in Ireland range from a census based figure of
2,500 to 5,000, the latter based on a flow measure of homeless people in voluntary
agencies. Although the studies reviewed indicate clearly that the homeless
population is not a homogenous group, a number of characteristics feature consistently
in research findings. The homeless population tends to be male, middle-aged, single
or separated, unskilled, with a poor record of schooling and a history of
unemployment. However there is evidence that this profile of the homeless is
changing, with more women and children and young people now emerging in studies
of homeless populations.

Determining the causes of homelessness involves examining a number of interrelated
factors at both individual and societal level. At the societal level there appears to be a
number of pathways to homelessness. Economic factors such as unemployment,
poverty and the shortage of affordable housing all appear to have a direct association
with increased numbers of homeless people. Violence in the home is another cause .
of homelessness, especially for women. Finally, there appears to be compelling·
evidence that national health strategies in the form of the deinstitutionalisation of
patients from psychiatric hospitals is implicated in homelessness. The first feature of
this process, the discharge of psychiatric patients to community accommodation does
not appear, at least in England and Ireland, to be responsible for increasing the
homeless population. However, there is evidence that the second element of the
deinstitutionalisation process, the reduction of psychiatric hospital beds, _has
influenced the number of homeless people. The old large-scale psychiatric hospitals
appear to have performed an important residual accommodation function for some
people, particularly for men. This accommodation option is no longer available.
Nevertheless, the loss of this particular source of accommodation must be considered
alongside the efficacy of institutional care of the mentally ill and the reasons why this
type of care was abandoned.

At an individual level, a number of common factors feature in the personal biographies
of homeless people. These include financial difficulties, marital disharmony, health
problems and substance abuse. Adverse childhood experiences also feature
prominently either in the form of problematic family backgrounds and/or a history of
being in care. Social isolation, or more particularly lack of social support, also appears
to be implicated in homelessness, at least in prolonging the time spent homeless. One
consequence of social isolation is to reduce access to assistance and advice, and this
sets in motion a furthef~<;ycle of isolation making it more difficult to leave the state of
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homelessness. Social isolation also has implications for mental health in that suicidal
ideation appears to be more common among those homeless people who lack social
support, as is deviant behaviour generally. Nonetheless, there is evidence that at
least some people who are homeless do attempt to replace these lost supports by
replacing them with networks from among the homeless themselves.

Estimating the prevalence of mental disorder among the homeless is problematic and
this is connected to definition factors relating to the homeless population and to
mental disorder. The variety of research indicators used'to measure mental disorder
and thus determine it's extent, account for the range of estimates found, from 3% to
91%. In addition, different studies are based on different homeless populations and
this results in varying prevalence levels. Thus, studies of hostel populations tend to
show a high prevalence of serious psychiatric disorder such as schizophrenia while
studies which include bed and breakfast accommodation reveal high levels of neurotic
or depressive disorder. This is due partly to gender differences in these homeless
accommodation categories.

Establishing the direction of causality in terms of homelessness and mental illness is
difficult and arguments exist on both sides of the debate. Research evidence
indicates that some people with serious mental illness do gravitate towards certain
types of homeless accommodation i.e. hostel accommodation, as this appears to offer
a degree of anonymity and acceptance and requires little in terms of motivation on the
part of the individual. On the other hand, studies of homeless populations
demonstrate a very high association with minor psychiatric disorder. Such disorder
is often associated with adverse life events or ongoing difficulties and a higher than
usual level of such eventS and difficulties are experienced by the homeless.
Categorising the type and, degree of mental difficulties or disorder is therefore
important in trying to assess prevalence levels.

There is also an association between homelessness and substance abuse, both
alcoholism and drug abuse. In terms of service use this category appears to
predominate. However traditional services do not appear to be effective for the
homeless mentally ill as such services are perceived by homeless people as difficult to' '
access and/or unhelpful. In this respect, people who are homeless are conscious of
their marginality and powerlessness and sensitive to stigmatising encounters in service
delivery. The importance of maintaining a self-identity or, if necessary, of creating
an alternative identity is demonstrated by a number of research studies. According
to views expressed by homeless people, they may be seen to have redefined their lives
within the context of their present existence and, even if their desire is to move from
the state of homelessness, they reveal a changing or developing sense of self which
reflects the world in which they live. In this context, illness is regarded by many
homeless people as an inevitable product of their environment and they define
themselves as ill, and in need of care, only when their ability to function is
compromised.
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A Study of lHIomelessness and Mental Health

Demographic Information

Age and Gender

Fifty people were included in the sUivey which was carried out in a day centre for
homeless people in Dublin city. The majority (88%) of those interviewed were, as
expected, male. There were six female respondents. The mean age of the group
was 33 years but there was a considerable age range (50=11.5 years). The youngest
respondents were aged sixteen years (n=2) and the oldest respondent was fifty-eight
years. The ages of those sampled tended to cluster towards the younger age
groupings with over a third (38%) aged twenty-five years or less and 54% of the
respondents aged thirty years or less. The following table (Table. 1) gives a detailed
breakdown of the age groupings.

Table 1: Age Categories ofRespondents

Age Category N %

< 20 years 7 14
21-30 years 20 40
31-40 years 9 18
41-50 years 10 20
51-60 years 4 8

50 100

NationaBity

The majority (80%) of those interviewed were Irish but a fifth (20%) were of British
Nationality. There were no respondents from any other European countries and this
reflected the nationality of those attending the centre over the survey period as no
'other Europeans' or refugees were attending during this time.

Marital Status

Those interviewed were predominantly single in that 72% had never been married. A
quarter of the sample had been married at some time but were now either divorced or
separated and none of the respondents were currently living with their spouse.
Forty-two percent of respondents had had at least one child but only one respondent
(a woman) was currently liVing with her children. Of those who had had children
the average number of children was 1.3 (50=1.6) but there was a wide range from 1
to 15.
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Social Contact and Networks

Education andEmployment

Family Background

" h f "I M bfC t

In terms of education, qualifications and skills the group generally showed a low level
of achievement. Twenty-eight percent had only primary education, 58% had some
secondary education, usually of a very limited amount. Four percent had some third
level education but again this was of very short duration. Another important indicator
of educational difficulties in the group was revealed by the fact that 8% of the sample
attended a special school and another respondent received most of his education in a
reform school. The academic qualifications of the group are illustrated in the follOWing
table.

T bl 2 f

As this table indicates, over half the respondents had family contact at least once a
month. The contact person in the family was a sibling in about half of the cases. A
parent was the usual contact for 42% of those who maintained contact. Only a small ..
number of those with children continued to maintain contact with them (5%). The
other contact person mentioned was an ex-spouse or partner (6%). Respondents
were also asked about their support or friendship network. Forty-two percent said
that they were not close to anyone outside their family. Of those who had non-family
friendships, .the majority (38%) mentioned a girlfriend or boyfriend as a confidant.
The remaining group (n=20) mentioned a variety of people including extended family
(n=4), doctor (n=2), key workers in the center (n=2), a brother in a religious order
(n=l) and God (n=l). For those who did not have friendships outside the family the
most frequent reason given (n= 14) was that they felt they could' trust no one else.

A substantial number (70%) of respondents had some degree of ongoing contact with
members of their family. Twenty-eight percent had no contact and a further 10%
had very infrequent contact. The following table shows the frequency of contact.

Over three quarters (84%) had been raised in the family home. Eight respondents
(seven men and one women) were raised for all or part of their childhood outside the
family home. Two people (both men) had been raised in care and another man raised
in a foster home. Overall, 4% of the total sample had been raised in an institutional
care setting. The other five respondents were cared for during their childhood by
relatives, usually by grandparents.

a e . requency 0 on act Wit amuy em ers.
N %

Everyday 5 10
Once a week 6 12
Once a month 15 30
Once or twice yearly 5 10
Less often 5 10
No contact 14 28

50 100
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Table 3: Educational Qualifications
N %

Primary Cert 4 8
Junior/Group Cert 4 8
Leavino Cert 1 2
Apprenticeship 6 12
Fas Diploma 9 18
Other Qualification 3 6
No Qualifications 23 46

50 100

Nearly two-thirds of the sample therefore had minimal or no exam qualifications.
This lack of qualifications and labour market skills was reflected in their work history.
Six (12%) of the interviewees had never had a job and of those who had worked at
some time, 58% had not worked in the past twelve months. Most of the group, in
fact, had not worked for many years and the range here was one to thirty years. Four
respondents could not remember when they had last worked. The type of work they
had had was overwhelmingly (65%) unskilled manual or service type work. Only one
person was working at present and this was on a casual, part-time basis. A minority
of the group, as indicated in Table 3, did have some skills and succeeded in getting
casual employment at various times. Interestingly it was those with substance abuse
problems who appeared to have these job skills.

Homelessness andAccommodation

The follOWing diagram gives the accommodation categories used by the respondents at
the time of interview.

Figure 1: Current Accommodation Categories

friends house

hostel

sleeping rough
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When those who lived on the streets were examined separately a number of features
emerged. Firstly, they were, on average, younger than the overall group (25years in
comparison to 33 years). Furthermore, if the two older people whose ages (41,43)
skewed the mean age were excluded, the mean age fell to 21 years. There was also
an interesting gender feature to this group in that three of the eighteen people who
slept rough were female. In other words over half of the female sample slept rough
either consistently or for lengthy periods during the year. These women were part of
the youngest age cohort in being aged between 16 and 25 years.

Respondents were asked why they had come to the present accommodation. The
majority (44%) indicated general reasons in that they had been homeless for some
time and this was part of the usual pattern of moving or being referred from hostel to

30

Forty-six percent of those living in some form of accommodation had been there for
less than one month. Fifty-nine percent had had fiXity of tenure for three months or
less. Only eight people (20%) in this group had had accommodation lasting more than
six months (16% of the total sample). The very small number of people with any
degree of stable tenure is indicated by the minority (4%) who had lived in the same
accommodation for two years or more.

* N= 41 as those hVlng rough have been excluded and this Information was missing for
one respondent.

Respondents were also questioned about the types of accommodation they had used
most frequently during their homeless career. Hostels emerged as the most common.,
type of accommodation. Over half of those interviewed (52%) generally used
hostels and almost half (46%) of this group had a consistent pattern of hostel to
hostel accommodation. Over a fifth (22%) moved between hostels and rental
accommodation of some type and 8% either moved within the private rental sector or
stayed with friends. The actual number of people who slept rough was more evident
from the response to this question. Ten percent of those presently in indoor
accommodation usually slept rough, therefore approximately a quarter of the total
sample (26%) lived on the streets on a fairly regular basis.

As this diagram indicates, the majority (58%) were living in hostel accommodation but
a significant number (16%) were sleeping rough. The number of those sleeping rough
may be an underestimate, since the proportion may fall in the colder, winter months
(when this survey was conducted) , and rise again in Spring and Summer. Almost a
quarter (24%) were living in private rental or corporation temporary accommodation
and one person was living temporarily in a friend's house. They were also a very
mobile group as indicated by the following table.

Ta e4: Lenqt. 0 Imem resent ccommo 'iI Jon
N %

< 1 week 4 10
< 1 month 15 36
1-3 months 5 12
4-6 months 9 22
7-11 months 2 5
1-2 years 4 10
Over 2 years 2 5

41* 100. . ..
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hostel. They gave replies such as ''/ was homeless, "1 had nowhere else to go"and
. "1 was desperate for somewhere to stay. " The remainder of the group gave more
specific reasons. Almost a quarter (24%) said that they had been forced to move
from their former hostel. This was usually because they had been requested to leave
the hostel due to disruptive behaviour, although 'some had moved because they had
found their former hostel to be "too dangerous'~ Six people had recently arrived in
Dublin, four from England, without any accommodation and had sought a hostel
place. Two people said that they were homeless because of marital break-up and
two other people said that they had had to leave the parental home. One person
attributed his homelessness to unemployment. Finally, two people had recently been
discharged from institutions, one person from a psychiatric hospital and one person
from jail. The fact that only one person, 2% of the overall sample, was homeless
due to discharge from a psychiatric hospital, gives little support to an association
between deinstitutionalisation and homelessness. The picture here was one of a
transient, highly mobile, population with a significant number of people living rough
on the streets. There also appeared to be something of an open market between
here and the U.K, 8% haVing recently moved from there.

Pathways to lHomeDessness

The group interviewed showed a progression towards homelessness consistent with
the literature. They had, in general, become homeless at a relatively young age, the
majority (58%) by 20 years, and over three quarters (76%) had become homeless
by 30 years. A fifth of those interviewed had' become homeless before they were
aged 16 years. The mean age was 24 years but the range was wide, from 10 to 51
years. The association between youth and first period of homelessness is illustrated
by the folloWing table and appears to indicate a progression from childhood to
homelessness rather than a drop into homelessness in later life.

Table 5: Age When Respondents First Became Homeless

Age categories N %

< 20 years 23 46
21-30 years 15 30
31-40 years 6 12
41-50 years 5 10
51-60 years 1 2

50 100

The development of homelessness early in life is reflected in some of the reasons given
for becoming homeless. Although numbers were small, parental difficulties were most
often cited as primary reasons for homelessness. This is illustrated in the following
table, Table 6.
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Table 6: R.easons for Initial lHomeUessness for males and Females
Male Female Total
% % %

Child/Parent Problems 34 67 38
Substance Abuse 25 - 22
Marital/Relationship Problems 9 33 12
Death of a Parent 7 - 6
Returned from UK/Homeless 7 - 6
Psychiatric Illness 2 - 2
Release from Prison 2 - 2
Other reasons 6 - 12

The most common reason for the first period of homelessness was related to parent
child relationS~lip problems. Thus a desire to move from a problematic home
environment was a common precipitant of homelessness and this occurred usually
during adolescence. The kind of family difficulties mentioned were, in general, long
protracted relationship problems and/or an inability or refusal to care for the young
person. This was often due to parental psychiatric illness or alcoholism. Some of the
respondents cited abuse, either physical or sexual, and this was generally long-term
with no interventions having been made. The following quote exemplifies this type
of background:

''My mother neglected us physically and emotionally.she was depressed. doped up to
the hilt"

Again, although the numbers are small, the figures do suggest gender-specific trends
in terms of the most common causes of initial homelessness. Women became
homeless because of relationship difficulties, either in the parental home, or within a
marriage or relationship. Two thirds of the six women interviewed became homeless
because of difficulties in the parental home; and the remaining two when marital
relationships broke down or became violent. Although men were also vulnerable to ..
difficulties in the parental home, substance abuse was another . major cause of initial
homelessness for them.

Imprisonment

Over half of those interviewed (58%) had been in prison at some time including two of
the six women. The average number of prison sentences was five and the range was
one to eighteen sentences. The following table gives the longest periods spent in
prison.

Table 7 : longest Period! of Imprisonment

N %

< 6 Months 10 36
7-11 Months 5 18
1-2 Years 2 7
3,.4 Years 5 18
Over 5 Years 6 21

28* 100
*One respondent was unsure of the length of time spent in prison
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The reasons for imprisonment were robbery and assault (39%), armed robbery (15%),
being drunk and disorderly (15%), drug related offences (11%), manslaughter (8%),
petty theft (8%) and arson (4%). Those who had had periods of imprisonment
were asked what accommodation they moved to on discharge from prison. Just over
a half (51%) had gone back to the family home but almost a quarter (24%) had gone
to live in a hostel. The remainder (25%) had found various other forms of
accommodation.

The Experience ofBeing Homelessness

At the end of the interview schedule a number of general questions about
homelessness were inserted in order to obtain the views of respondents about their
being homeless. They were first asked about the reasons for their present period of
homelessness. A third attributed their homelessness to family problems; another
third said it was because they could not find accommodation, 15% attributed their
homelessness to substance abuse and 6% said it was because of psychiatric illness.
The remaining causes included a variety of factors such as physical illness and release
from jail.

Respondents were then asked about their experience of being homeless. The
difficulties of finding accommodation in Dublin were mentioned by a number of the
interviewees, as indicated by the following. replies:

''Accommodation is very expensive in Dublin, you cannot get accommodation ifyou
have no address and are homeless"

''Landlords are exploiting the homeless people because they know they will take
anything"

One of the respondents explained the difficulties in getting accommodation and
proposed a solution:

II Landlords don t want the rent allowance because ofthe tax situation. ... .Some people
cant use technologyphones etc to get accommodation so they need help. The
agencies for flats are no good for homeless people either..... The most important thing
for homeless people is that a rep from the corporation should come to the hostels and
centres andget flats for these people. "

The respondents were then asked how they felt about being homeless. A number of
emotions such as sadness, anger and resignation were evident in their replies.
Sadness and depression were probably the predominant emotions among the group
when speaking of their situation.

''Nothing on earth is as bad as being homeless. "

''/ feel down and aimless, no one helps. It's a routine life, the day ends at 6pm as I
have to stay in to guarantee a bed. I cant even view a flat as most viewing is from
5.30pm to 7.30pm. "

. ''/ feel terrible, rejected, no one cares. "
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''/ don't want to be awful"

''/ want to get a car, a flat and have children. "

''/get a buzz off the streets'~

".:.

''/ don't know at the moment. I'd love to make good plans but I could go out that door
and drop dead. ....I couldget stabbed through the chest. You try and make plans but
they could come to nothing. That's what I mean... .I'd like a better life but I don't
know if it can happen. Life is too...you know....you can't tell on the streets. "

''/ would like a place to feel safe, secure and happy. ...I would know that the children
were safe and I could relax a little because I always have to watch them in the
hoste!...I can't make it a home for my children'~

The aspirations of the older group were more related to the reality of their experience
and the knowledge perhaps of having tried before to 'find a home'.

''/ want to do something with my life"

''/ want to have a baby"

''/t doesn't bother me because I know how to use my head. ..Iknow the place. "

Lastly, respondents were asked about their plans for the future. An age difference
was apparent in the replies. The younger group expressed aspirations that might
reflect those of many non.,.homeless young people, but which were perhaps unrealistic
given their current living conditions. They felt certain the period of homelessness was
temporary yet they had no specific plans to leave this behind.

''/t's all right because I know the services and I don't plan to be in this situation for
much longer. "

''/ hate liVing in a hostel. I can't sleep there is so much aggro going on there at night.
I wish I couldjust get my head together. "

However, some of the respondents appeared to be more accepting of their homeless
position and even to have some degree of affiliation with it.

''/t's not an easy life.... its terrible that people have to become prostitutes for money"

The difficulties associated with hostel living were mentioned by a number of
respondents. <:'.
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Health

The respondents were first asked to subjectively evaluate their general health on a
scale of 'very good' to 'very poor'. Almost half (48%) described theirhealth as good
or very good. Thirty percent said their health was 'fair'. Twenty-two percent
reported their health as poor and only four' (8%) described their health 'as very poor.
However, they were then asked if they had any health problems at present and 70%
said yes. The majority of the health problems reported were physical problems (83%)
but 14% of the respondents reported psychiatric problems and 3% described their
health problems as both physical and psychiatric.

Over half the sample (56%) was registered with a General Practitioner and there was
a high level of health service use as indicted by 74% of the respondents having visited
a doctor in the previous six months. The reasons given for this visit were, medical
(51%), psychiatric (30%), an addiction problem (9%) and to renew a long standing
prescription (13%). When those not registered with a GP were asked who or where
they would attend if they were ill, the majority (57%) said they would go to the
accident and emergency department of a general hospital, but interestingly, 22% of
this group said they would not attend anyone. In line with this, the respondents
were asked if there had been any times in the last six months when they had decided
not to consult a doctor, although they had been advised by others to do so. Forty
two percent said yes to this question. Reasons given for this non-attendance were
primarily because they felt they did not feel it necessary to attend a doctor (33%) or
because they simply could not be bothered (39%). Others gave more specific reasons
related to service delivery. 10% said they generally felt ignored when they consulted a
doctor and 14% said they did not like taking tablets.

Mental Health

To obtain an initial indication of the mental health status of the respondents they were
asked if they had ever approached a doctor because they felt anxious or depressed
and 72% said that they had. When they were asked to elaborate on the problems
they were experiencing at that time 83% reported that they had approached the
doctor because they had psychiatric or psychological problems at the time. These
symptoms were of varying levels of severity, from minor anxiety to serious depression
with suicidal ideation. The remaining respondents (17%) had sought the doctors
assistance because the depression and/or anxiety was associated with substance abuse
problems.

The above indicators are based on a subjective evaluation of health but a number of
objective indicators of psychiatric health status were also included. Almost half
(48%) of the respondents had had a psychiatric assessment at some time and 40%
had been admitted to a psychiatric hospital. Only one of the six women had been
admitted to a psychiatric hospital (for substance abuse). Age and psychiatric disorder
appeared to be associated in that almost half (47%) of those with such a condition
were over forty years of age. Although there are some problems in basing psychiatric
morbidity on hospital admission rates it appears to be a reasonably reliable indicator,
and taken in conjunction with the other findings here, a 40% prevalence of
psychiatric illness seems a reasonable estimate.
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The following table gives the source of referral for the initial psychiatric admission.

Table 8: Referral Source for Initial Admission
N %.

General Practitioner 6 30
Prison Doctor/Courts 6 30
Psychiatrist 3 15
Self 3 15
Other 2 10

20 100

As this table (Table 8) indicates, a major source of referral to psychiatric hospital was
through the courts or the prison system. The age at first admission was also
interesting as illustrated by the following table (Table 9). The mean age of first
admission was relatively young, 24 years (SO = 8.5 years), the range was eleven to
forty-four years. One person had first been admitted when he was l1years and over
a third had been admitted before the age of 20 years. Table 10 gives gives the
reason for this initial admission.

Table 9: Age at First Admission to Psychiatric Hospital
N %

<·20 Years 8 42
21-30 Years 8 42
31-40 Years 1 6
41-50 Years 2 10

19* 100
* One person could not remember the. number of times he had been admitted.

Table 10: Reason for Initial Psychiatric Admission
N %

Psychiatric Symptoms 10 50
Suicide Attempt 3 15
Behavioural Problem 3 15
Substance Abuse Problem 4 20

20 100

The average number of admissions was six (50=7.2 ) but the range, from 1-20
admissions, was wide. Twenty percent had had only one admission and a further
55% had between two and five admissions. A small group of men (n=4) had been
admitted at least 20 times to a psychiatric hospital. There is therefore some
indication here of a revolving door pattern. The psychiatric services have changed in
recent years and have become more specific as regards admission practices. Only
those with definite psychiatric symptoms are now considered eligible for admission.
The closure of the old style long-stay wards, particularly in St. Brendan's hospital, had'
ended the former type of social/psychiatric admission. The length of time spent in
psychiatric hospital also reflects the type of service on offer. The modal time was five

36



* One person could not remember the diagnosis.

Table 11: longest period spent m a psychiatric hospital

weeks to three months and 65% had never spent more than three months in a
psychiatric hospital. Of the remainder, most had been admitted for less than a year,
and only 5% represented the traditional 'chronic' psychiatric category of over two
years. The group interviewed therefore did not, in general, represent long-term
deinstitutionalised psychiatric patients. The following table, table 11, illustrates the
length of time spent in hospital by this group of people.

5
100

10

25
30

10

20

20
1

2
4

5
2

6

N %

2 - 5 Years

4 - 6 Months
7 - 12 Months

T bl 12 D"

2 - 4 weeks
5 weeks to 3 Months

In terms of the most recent psychiatric hospitalisation, 15% had been admitted for a
suicide attempt or self injury; 50% had been admitted' demonstrating specific
psychiatric symptoms, and a quarter with non specific symptoms. The remainder had
been admitted for detoxification. At the time of interview 25% of the sample were in
contact with the psychiatric services and of these 12 people, two-thirds (67%) were
attending a psychiatrist and the remainder a general practitioner. They were fairly
regular attendees in that, of those attending, ·75% attended at least once a' month; a
quarter at least once a week. A total of nine people interviewed (18%) said that they
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1 Week or Less

Basing prevalence rates for specific conditions on past hospital diagnosis is somewhat
problematic but it does provide an indicator of the presence of psychiatric disorder.
The diagnosis at the time of initial psychiatric admission is illustrated in the following
table (Table 12) and indicates that 12% of the overall group were suffering at one time
from a serious psychotic condition. If this figure is compared to statistics for the
general population for these conditions (schizophrenia or manic depression -1%
each), it is apparent that a significantly higher prevalence occurs among the homeless
group. The additional category of depression, at 12%, is also very much higher than
might be expected. The lifetime prevalence of major depression is apprOXimately
5%. However, most of this occurs among older age groups; thus an age adjusted
comparison reveals significantly raised prevalence levels of depression in this group.

a e . lagll10sls at ]Initial Psychiatric Admission.
N 0/0

Manic Depression 3 16
Schizophrenia 3 16
Depression 6 32
Non Specific Psychiatric 6 32
Substance Abuse 1 4

19* 100
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Medication

Suicidal Behaviour

had refused psychiatric treatment at some time and the predominant reason given
was that they felt they did not need such treatment. Two of the ten people in this
non-compliant group indicated that they were suspicious generally of the intentions of
those in the psychiatric services and preferred to keep away.

"b" ST bl 13 P

Twenty-four percent of those prescribed medication had ceased to take it without
medical advice and the most common reason given for this was that they felt they did
not need it (50%). There is some indication that this non-compliance is qUite a
regular occurrence among this group in that five of the ten people involved had
stopped taking prescribed medication in the last three months. A third of those on
prescribed medication admitted that they took more than the prescribed dose. Again,.
this appeared to be qUite a regular occurrence as four of the seven people involved
had done this in the last year.

Respondents were asked about suicidal behaviour and an effort was made to ascertain
the seriousness of the suicide attempt. Contrary to expectation none of those
interviewed found these questions intrusive. A very high prevalence of suicide
attempts was found among the group, with almost two thirds (65%) stating that they
had tried at least once to commit suicide. Five of the six women had made a suicide
attempt. Respondents were questioned closely about suicidal behaviour. Only
attempts featuring a definite desire to kill oneself were recorded. Accidental
overdoses were therefore not included. Fifty percent of respondents had tried to
commit suicide by the age of twenty and the mean age for attempted suicide was 26
years (SO = 11.2 years). Even more significant was the fact that of the 32 people
who had made suicide attempts, 23 had made further attempts. Only a quarter of
the total sample (26%) had never contemplated or attempted suicide. There was also
an association between suicidal behaviour and psychiatric disorder. Eighty-nine
percent of those with psychiatric illness had attempted suicide in contrast to 50% of
the others.

Fifty-seven percent had taken psychotropic medication at some time in their lives and
48% of all respondents were taking such medication at present. Fourteen percent
were taking a maintenance drug. In general, those taking psychotropic medication
had been taking this for qUite some time. Thus, fourteen percent of respondents were
taking medication for up to three weeks, 19% for periods ranging from one month to
eleven months, but over two thirds (67%) were taking psychotropic medication for at
least one year. Forty-three percent were taking this medication for over five years.
The medication was prescribed by a range of health personnel and this is illustrated in
Table 13:

a e . rescra mg olLJlrce.
N 0/0

General Practitioner 4 24
Psychiatrist 7 41
Drug Clinic 61 35
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Alcohol

Table 15: AlcoholConsumption

I h If . k"

*6 men could not give an accurate account of the units they drink as their alcohol
consumption is so excessive.

Alcohol al1ld Drug Abuse

These categories are the same as those used in the national study of psychiatric
morbidity in England (Gill et ai, 1996). Interviewees were first asked how often they
drank various types of alcoholic beverage and they were then asked to describe their
consumption in terms of standard measures (number of pints, glasses etc). Alcohol
consumption ratings are calculated by multiplying the number of units of each type of
drink consumed on a 'usual' day by a conversion relating to the frequency with which it
was drunk, and totalling across all drinks. The recommended acceptable drinking
levels on which this is based are 21 units per week for men and 14 for women.
Those in the 'fairly heavy' to 'very heavy' categories are drinking more than the
recommended level of alcohol. Seventy-two percent of male drinkers and two of the
four female drinkers were above this level. 'In terms of alcoholism levels for the full
'sample, 46% of the group were drinking above the recommended levels and a
substantial number were drinking at dangerous levels.

As this table indicates, the sample interviewed were, in general, frequent drinkers as
three quarters of those who drank did so at least once or twice a week. This level of
frequencyis probably an underestimate as many of the respondents prefaced this
answer by saying that they drink "When I have the money" . The degree or level of
alcohol consumption, for males and females, is contained in the next table (Table 14).

T bl 14 F

Seventy-eight percent of those interviewed said that they drank alcohol. The
frequency of this drinking is illustrated in the following table (Table 14).

Males Females
%

Occasional Drinking 17 25
Liqht 10 25
Moderate 21 -
Fairly Heavv 10 25
Heavy 14 -
Very Heavy 48 25

100 100
N= 29* 4

a e . requell1CV 0 [)rm mg Aco 0.
N %

Almost Every Day 9 23
3 or 4 Times per Week 7 18
Once or Twice a Week 13 33
Once or Twice a Month 7 18
Less Often 3 8

39 100

[I

:1
~I

I
I
~I

,I
I
~I

[I

fl'"
"

~I

[I

[I

rl",

II
fl'L

rl'L



rl
fl

Drugs

Two thirds of the sample admitted taking unprescribed drugs and 36% of this group
had done so in the last month. Three of the women interviewed had taken
unprescribed drugs. The following table indicates the drug/s taken.

As this table shows the favoured drug was cannabis but the majority used a number of
drugs in combination and this included in some cases 'hard' and 'soft' drugs. Over a
third (37%) said that they had injected themselves with drugs and six of these
eighteen people had shared· needles. Two-thirds (66%) of those who took
unprescribed drugs, had taken them more than ten tim~s and 52% had taken drugs
more frequently. Almost a half (49%) had taken drugs more than ten times in the last
six months.

U dflDT bl 16 Ta e . iypeo rug se.
N %

Cannabis 10 30
Heroin 5 15
Cocaine 1 3
Ecstasy 1 3
Psychotropic, non-prescribed 3 9
Combination of Drugs 13 40

33 100
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A Survey of Voluntary Organisations for the Homeless

Introduction

A brief survey was conducted among voluntary groups involved -in the care of the
homeless in Dublin. The survey included seven organisations and they represent the
main organisations involved in the care of homeless people in Dublin. Five of these
agencies are part of Homelessness and Mental Health Action, the group that
commissioned the overall study. Some of the organisations are also involved in other
social services but the focus here is on the services they offer to the homeless.
Similarly, the survey does not include all the hom"eless units operated by these
agencies. Although background information on the overall organisation are provided,
operational details are confined to one core unit operated by the agency as the
objective was to provide a cross-section of services available to the homeless

The overall aim of the survey was to proVide information on the service provision side
in order to establish the services offered by the major agencies involved in the care of
the homeless in Dublin. More specifically the aim was to obtain information on their
client bas~, service provision and structure as well as how the organisations met the
health, particularly the mental health, needs of their clients. The survey was carried
out using a structured questionnaire based on a telephone interview with a key
informant in the organisation. The questionnaire covered three main areas.

" Background -and structure of the organisation
o Services Offered
CiI Health care services

Background details of the organisation included aspects such a's the administrative
structure, the number of personnel involved, funding sources and the major aims and
objectives of the organisation. The service section covered the type and- variety of
service offered, the main client group, number of clients and future service plans. The
health section examined how the various organisations met the health, particularly the 
mental health needs of clients including information on where, if necessary, clients
were referred to.

Background and Structure of the Organisations

Table 1: Organisation Details

Organisation Centre Service Year MainService
Type '. Founded Direction

St Vincent de Paul Back lane Hostel 1912 Marginalised
GrouDs

Focus Ireland Eustace St Dav Centre 1985 YounQ Homeless
Simon Community Usher's Island Shelter 1969 Homeless

Referral people
Franciscan Social Justice Failtiu Day Centre 1996 Homeless adults
Initiatives (FSJI)
Merchant's Quay Project Winetavern Street Drugs Agency 1989 Drug Users
Salvation army Grangegorman Night Shelter 1~93 Homeless

people
Iveagh Trust Iveagh Hostel Hostel 1901 Homeless

people

41



\,1
::1-

~I

rl"";

As this table shows, a wide range of homeless facilities were included in the survey
from emergency type, overnight, accommodation to more permanent type settings.
The table also indicates the existence of old, well established facilities operating
alongside more recently established organisations. Many of the agencies have now
moved towards the provision of long-term accommodation and this is apparent in the

, next table, Table 2, which shows the main client type catered for by each agency.

Table 2: Structure andMain Client Base ofOmanisation
Name Number Organisational Structure Client/Bed Client Type

Of Staff Numbers

Superintendent
General Care Assistants
caterino/cleanino staff

20 Fulltime General Manager
2 Part-
time

[Iu
rlL_

r,'ltJ

~UI
f~,',1OJ)

\'

71"
L~

':;'1'
'"

;:1~Iii.

~IL

~:'I_.

[I
[I
~[I
~

JI
ul

•

VdeP

Focus

Simon

FSJI

Merchant's
Qy Project

Sal Army

Iveagh

8 Fulltime
7 Part-time
Voluntary

5 Fulltime
3 Part-time

5 Fulltime
Voluntary

4 Fulltime
1 Part-
time
Voluntary

18 Fulltime
22 Part
time
Voluntary

10 Fulltime

Voluntary Committee

Manager, Superintendent
other Staff

Division Head

Co-ordinator, Project Leaders
Liaison Officer

Executive Committee

Project Leader
Asst Project Leader
OutreachProject Leader
Referral & Outreach workers
Overnight Superintendent
Kitchen Person

Management

Committee

Director, Co-ordinator
Settlement Officer, catering
Worker, Other Workers
Management

Committee

Director

Asst Directors
Facility Leaders
other Workers
Dublin Administrator

Senior Project Worker

Acting Snr Project Worker
Project workers
Cleaner
Security

69 beds

300 per yr

30 Beds

110 daily

150 daily

35 beds

155 beds

Male Only

Shelter residents (6)
Permanent Residents (15)
Temoorarv Accommodation (48)
Male and Female

Homeless Young People
AQed 14 - 25 years
Male and Female

Homeless aged over 25 years

Male and Female

Hostel Dwellers
Rough Sleepers
Squatters etc.

Male and Female

100% Drug Users
30% Homeless
10% Rough Sleepers

Male only

Night shelter

Male only

Permanent Residents
Semi Permanent Residents
Transient stay residents
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A degree of service development is evident both in the type of staff employed and in
the category of client catered for. Most of the agencies now have staff dealing with
the wider dimensions of homelessness rather than simply providing accommodation.
Thus agencies employ project workers who work on a one-to-one basis with the
clients as well as personnel. who' look after their housing or resettlement needs.
There is evidence therefore of the professionalisation of services but the agencies are
still heavily dependent on voluntary assistance. A .degree of specialisation is also
indicated in that some agencies focus on certain categories of the homeless such as
young people or older men and are developing facilities and services specifically for
them. The voluntary nature of the agencies is also illustrated by the funding details
in Table 3. As these figures show only one agency receives all or most of it's funding
from statutory sources.

a e un mg ources
Organisation Centre % of Funding from Statutory

Sources
St Vincent de Paul Back lane 50%
Focus Ireland Eustace St 100%
Simon Community Usher's Island 85%
FSJI Failtiu 45%
Merchant's Quay Winetavern 85%
Project Street
Salvation army Grangegorman Statutory Funding but exact

amount unknown
Iveagh Trust Iveagh Hostel Statutory funding but exact amount

unknown
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Services

Table 4: Services Provided
Organisation Centre Services Offered

St Vincent de Paul Back Lane 0 Permanent Hostel Accommodation
0 Emergency Shelter
0 Resettlement Service plus beds

Focus Ireland Eustace St 0 Day Centre
0 Drop-in coffee shop
• Linked to: Crisis/counselling team

Outreach workers
Statutory services

Simon Community Usher's Island • Night Centre
0 Day Centre
• Referral Service
• Settlement and Training Service
0 Outreach Service
0 Post-Settlement Support

FSJI Fai1tiu 0 Day centre
• Drop-In (Tea/Coffee)
0 Meals
• Information and Advice
0 Settlement
• Crisis Intervention
0 Referral

Merchant's Quay Project Winetavern Street 0 Day Centre.. Contact Crisis Intervention
0 Health Promotion and needle exchange
• Stabilising Service
0 Counselling Service
0 Family Group
0 Holistic Treatments

Salvation army Granoeqorman 0 Nioht shelter
Iveagh Trust Iveagh Hostel 0 Permanent accommodation

0 Semi-permanent accommodation
0 Temporary accommodation

This above table indicates the range of services offered in the various centres and
underlines the specialisation which seems to be emerging among the voluntary groups.
This is also emphasised by the development plans of the various agencies. Thus, the
Simon Community is developing a new settlement and transition project which will
cater for six people over a six month period with the aim of helping people to develop
the personal skills required to live on their own in the community. The St. Vincent
de Paul Society have recently reorganised their services to provide accommodation at
various levels including permanent housing. They also offer resettlement training and
in the near future intend organising third level educational plCices for some of their
clients. .
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Health Services

Table 5' Health Services

Weekly visit by Psychiatric nurse
nurse for those
over 65 years Attends on request
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Agency
Name

VdeP

General
Care

Health Psychiatric
Services

Counselling
Services

Referral to
outside agency

Substance
Abuse

Assistance
in-house
and referral
to
treatment'
centre

Simon Clients encouraged Psychiatric nurse Referral to outside Referral to
to register with GP attends agency treatment

on request centre
GP visits
occasionally Referral to Ushers

Island Centre

As table 5 illustrates most of the agencies do not have in-house medical or psychiatric
facilities nor do they have' regular visits from these services.' In terms of general
health care, the aim of most of the agencies is to encourage clients to register with a
general practitioner. The pattern of psychiatric care appears to vary in that some
agencies prOVide counselling and refer only those with a serious psychiatric disorder to

45

FSJI Clients encouraged Referral to psychiatric Crisis service plus Referral to
to register with GP services Referral Merchant's

Quay Project
or outside
ageney

Merchant Health Promotion Referral to psychiatric In-house one-to-one Needle
sQuay Service services and exchange
Project GP Liaison Service Group counselling Stabilising

Holistic Treatment service
Residential
Programme

Sal Army Clients encouraged Referral to psychiatric Referral to psychiatric Referral to
to register for GP hospital hospital treatment

centre

Iveagh Nurse attends Psychiatric nurse Referral to psychiatric Referral to
Trust hostel attached to hostel hospital treatment

centre

Referral to
in treatment
+ centre

One-to-one
system
operation
referral

Referral to
psychiatric hospital

Clients encouraged
to register with GP

Focus
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the psychiatric services while other organisations refer all such cases. There also
appears to be some variability regarding the type of psychiatric care they are referred
to. Thus in some cases clients are referred directly to the psychiatric hospital and
some are referred to the sp~cial treatment centre for homeless people in Usher's
Island.

Summary and Conclusions

This survey provided data on the services offered by the main organisations involved in
the care of the homeless in Dublin city. Information was collected on the structure
and client base of each organisation as well as the services, particularly the health
services, they provide. Agencies involved with the homeless include old well
established operations as well as recently developed services. A wide range of facilities
and services are provided and there is evidence of service development and
specialisation. Many of the agencies are now moving towards the provision of long
term housing and providing a variety of services oth~r than accommodation. The
number of staff, especially trained staff, is increasing but the majority of agencies are
still very dependent on voluntary assistance. The voluntary nature of the agencies
is also underlined by their funding sources and only one agency receives all or most of
their funding from statutory sources. None of the organisations have in-house
medical services and clients are, in general, referred to outside agencies. So~e of
the organisations offer counselling but in general clients with psychiatric needs are
referred elsewhere although there is some variation regarding the type of psychiatric
care they are referred to.
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Discussion and Conclusions

Introduction and Documentary Study

This exploratory study of homelessness and' mental health involved two main
components, a documentary analysis of relevant literature and a study of a, specific
group of homeless men and women in Dublin. A small, supplementary, survey of
organisations involved with the homeless in Ireland was also carried out.

The analysis of the literature attempted to address the main issues involved in the
study of homelessness and mental health. Of major relevance here are the varying
definitions and classifications of homelessness used in the literature, and the
implications these variations have regarding the accurate reporting of figures.
Available estimates of the homeless population are therefore often of doubtful
accuracy. Definitional issues are also problematic in estimating the prevalence of
mental disorder among the homeless. Thus, if certain types of temporary
accommodation categories such as bed and brealcfast are excluded" there will be
fewer women (and children) included in the population. The exclusion of these
groups h~s considerable implications for estimating the extent as well as the type of
mental disorder among the homeless as there are important gender 'differences in
mental disorder.

The development of classificatory groupings within the homeless population is an
important research endeavour as it demonstrates the heterogen'eity of the homeless
population and thus refutes the stereotypic image of the homeless as 'consisting
solely of the 'tramp' or 'bag lady'. Such categorisation also underlines the changing.
profile of homeless people identified in numerous studies. Homeless people are
predominantly male, single and middle aged. However, recent studies have indicated
increased numbers of women and children as well as young people in this population.
Other common 'characteristics among the homeless include a history of 'unemployment
and minimum schooling, poor health and a history of substance, particularly alcohol,
abuse.

There appear to be a number of interrelated causes of homelessness, both societal
and individual. Economic factors such as unemployment, poverty and the shortage of
affordable ,housing all appear to have a direct association with increased numbers of
homeless people. Marital breakdown arid violence is another cause of homelessness,
especially for women. National health strategies in the form of the
deinstitutionalisation of mental health services may also be implicated. There is
little evidence in either the U.K. or Ireland that the first strand in this process, the
discharge of long-stay patients to community living, is of direct relevance. However, a
second element, the reduction in psychiatric beds, does appear to have an impact on
this population as there is evidence that psychiatric hospitals in the past performed an
important residual accommodation function in our society. This reduction in public
bed numbers and the ,loss of longer-stay beds has therefore closed off one
accommodation option to those at the bottom of the social hierarchy. At an
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individual level a number of common factors feature in the backgrounds of homeless
people. These include financial difficulties, marital disharmony, health problems and
substance abuse. Adverse childhood experiences also feature prominently either in
the form of problematic family backgrounds and/or a history of being in care. There
appears to be a link between the homeless population and a range of institutional
settings from residential childcare to psychiatric hospitalisation to prison.

Variations in the definition of homelessness as well as the variety of research
instruments used to measure mental disorder account for the wide range of prevalence
estimates. The relationship between homelessness and mental disorder is probably a
two-way process.., Research evidence indicates that some people with serious mental
illness do gravitate towards particular types of homeless accommodation e.g. hostel
accommodation. However studies of homeless populations also demonstrate a very
high association With anXiety and depressive conditions and there is eVidence. that the
prevalence of these disorders rises with increasing duration of homelessness,
suggesting that homelessness is aetiologically' relevant. Categorising the type and
degree of mental difficulties or disorder is therefore important in assessing prevalence
levels and possible causes.

A Study ofHomelessness and Mental Health in Dublin

Biographical InFormation

Fifty people were included in the study which was carried out in a day centre for
homeless people in Dublin city. Eighty percent were from Ireland but a fifth were
British. The majority of those interviewed were male and this is consistent with the
findings of previous studies. In contrast to previous Irish studies, this study reflects
international findings in revealing a younger age profile. More than half of the ,
sample were thirty years or less and one in six was less than twenty years. Most
respondents were single and all those who had been married were now separated or
divorced. About one in six had been raised outside the family home and 4% had
been raised, for all or part of their childhood, in a care setting.

Accommodation

While most of those interviewed were liVing in hostels a significant number (16%)
were sleeping rough. Others. lived in private rental or in local authority
accommodation. Three broad categories of accommodation profiles were identified, a
transitory, a medium-stay and a longer-stay group, The transitory group was the
largest of the three groups. Almost half of those liVing in their present accommodation
had been there for less than one month. Only eight people had lived in the same
accommodation for more then six months. A tendency to remain within a particular
type of accommodation was also evident. Half of the sample used hostels almost
exclusively, apprOXimately a quarter of the sample used either hostels or rented
accommodation and the other quarter generally slept rough. The street dwellers
were younger, and had proportionately more females (although numbers were small).
A quarter of the sample had been forced to move from their last accommodation,
usually a hostel, because they had been disruptive.
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Causes ofHomelessness

Respondents showed a progression towards homelessness consistent with findings
from the literature. They had, in general, become homeless at a relatively young age,
the majority before the age of twenty years. A fifth had become homeless before
they were aged sixteen years. The picture which emerged was therefore one of a
progression from childhood to homelessness rather than a drop into homeless,ness in
later life. This move to early homelessness was reflected in the reasons for initial
homelessness. Parental difficulties were most often cited as the original reason for
homelessness followed by substance abuse with marital/relationship problems
emerging as the third most common cause. A desire to move from a problematic
home environment was therefore a common precipitant and this usually occurred
during adolescence. Although numbers are small, there were possible gender
differences in relation to the causes of homelessness. Women tended to become
homeless primarily because of relationship difficulties. Although men also reported
relationship difficulties, substance abuse was another major cause of initial
homelessness for them. The current period of homelessness was also attributed to
relationship problems both marital and parent-related by a number of respondents but
other reasons given were recent arrival from England, release from prison and
discharge from psychiatric hospital. However the most common explanation for
current homelessness was related to the transient nature of their lifestyle.

Social Isolation

Social isolation was a common problem among those interviewed. While three
quarters maintained some contact with family, only one-quarter saw family members
monthly or more often. Over forty percent said ~hat they were not close to anyone
outside their families and in general they attributed this to an inability to trust other
people. In addition, other possible barriers to social and occupational re-entry
included a lack of educational and vocational skills. Eight percent had attended a
special school and nearly two thirds had minimal or no exam qualifications which was· .
generally reflected in their work history. Twelve percent of those interviewed had
never had a job and of those who had worked, 58% had not worked in over a year.
Only one person was working at present and this was on a casual, part-time basis.
In addition, over fifty percent had been in prison in the past and a considerable
amount of the crime had been violent. .

Mental Health

Three-quarters of the sample had visited a doctor in the previous six months and over
half were registered with a general practitioner. However, there was evidence of
considerable non-take up of services. Over a third had not consulted a doctor during
that time period even though they had been advised to do so. Forty percent of
respondents had been admitted to a psychiatric hospital and quite a few had had
multiple admissions. Twelve percent of the sample suffered at some time from a
serious psychiatric disorder and the prevalence of schizophrenia and manic depression
was significantly higher than in the general population. Depressive disorders occurred
more often than in the general population. Overall, three quarters of those
interviewed reported that they had experienced some mental health problems. The
parasuicide rate (68%) was extremely high. Age and psychiatric disorder appeared
to be associated in that almost half of those with a psychiatric condition were over
forty years of age. The courts or prison system were a major referral source for the
initial psychiatric admission. At present 25% of the sample were in contact with' the
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psychiatric services and three quarters of these attended at least once a month.
Eighteen percent had refused psychiatric treatment at some time. Substance abuse
was also common among the group. Alcohol consumption in general and heavy
alcohol consumption were both recorded at high levels and two thirds had taken non
prescribed drugs, a ttlird in the recent past.

Conclusions

The findings of this study reveal a number of features. Firstly, a significant number
of young homeless people, including a high proportion of the women in the study,
sleeping rough. Secondly, a highly transitory accommodation pattern and this
combined with infrequent family contact resulted in considerable social isolation.
Thirdly, there was evidence of severe educational and vocational incapacity among
the group and a history of crime, including violent crime. Fourthly, there was a high
prevalence of psychiatric morbidity and substance abuse. Finally, there appeared to
be a process of institutional movement from prison to psychiatric hospital to hostel.

The profile presented here therefore is of a highly vulnerable, undereducated unskilled
group of young people drifting at a young age into homelessness. The lack of
educational, vocational and social skills acts in turn as a barrier to social and
occupational re-entry. Other findings, including high prevalence rates for psychiatric
disorder and substance abuse, and previous imprisonment compound the original
vulnerability. The fairly potent mix of negative features presents considerable
difficulties for successful rehabilitation or re-entry to settled society. When the present
accommodation shortage in Dublin is added to this picture the difficulty of taking even
a first step out of homelessness is underlined.

There is no evidence from this study that discharge from psychiatric hospital is in itself
an important cause of homelessness. However, the overall reduction in psychiatric
hospital bed numbers is probably relevant. Although the former social-psychiatric
reasons for admission may not be possible or acceptable today, the accommodation
defic;:it at this level of society, brought about by the reduction in bed numbers does
need to be recognised. Nevertheless, the findings suggest that the involvement of,
services other than health services are equally important. Thus, relevant education
and job training programmes might contribute more to preventing the movement of
young people into homelessness in the first place. Similarly, if there is an ongoing
lack of accommodation both in the pUDlic and private rental sector political and
legislative action may be required. More generally, if those ,among the homeless
are to be helped a good deal more knowledge about their needs is required, allowing
the tailoring of relevant interventions for specific subgroups.

More detailed information relating to the extent and type of mental disorder existing
among the homeless would also be beneficial. There does appear to be evidence
that people with serious psychiatric disorder drift towards homelessness either because
the age of onset prevents the accumulation of educational and vocational skills or
because the condition makes the burdens of normal life too difficult. But there is
also strong evidence that homelessness is itself associated with a deterioration in
mental health. This link is stronger for the so-called minor forms of psychiatric
disorder such as anxiety or depression. Although all forms of psychiatric disorder have
an important social component in their aetiology and prognosis, social factors are
more intimately linked to anxiety and depressive conditions. A difficult life situation,
particularly if there' is little chance of amelioration, is likely to lead to psychiatric ill
health. In this way homelessness can act both as a precipitant of the psychiatric
condition as well as a barrier to regaining health. Social as well as medical
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intervention are therefore implicated in remedying the condition in the medical'
treatment is unlikely to be successful if the social elements o(the persons life continue
'to be difficult. In conclusion, providing mental health services, no matter how
appropriate they may be, without also providing a home, is unlikely to be successful.
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