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Executive Summary 

Aims and Objectives of this Research: 
The aims of the study were: 
1 To estimate the health of the Dublin homeless population using a standard procedure; 
2 To examine current services to prevent, detect and control tuberculosis in the 

homeless population and to screen a sample for tuberculosis; 
3 To examine the dental health of the homeless population of Dublin using a standard 

procedure. 

The objectives of the study were: 
(a) To obtain the views of the homeless population on satisfaction with present health 

services including TB and dental services, on how the services could be improved 
and on their information sources regarding such services using qualitative research 
methods; 

(b) To assess the physical health of a sample of the homeless population of Duhlin,using 
a standard questionnaire, a physical examination, chest x-ray and laboratory 
investigations; 

(c) To assess the mental health of a sample of the homeless population of Dublin using 
a standardised questionnaire; 

(d) To examine current services to prevent, detect and control tuberculosis in the 
homeless population of Dublin through the surveying of hostel management, staff 
and residents and the inspection of a sample of the hostels; 

(e) To assess the feasibility of screening this population for tuberculosis by screening a 
sample using a standard screening procedure; 

(f) To estimate the prevalence of Hepatitis B and Hepatitis C, and immunity to Hepatitis 
A in this population; 

(g) To assess the oral health of the homeless population by carrying out a dental 
examination on a sample. 

Key Findings Arising from the Research: 
Qualitative Study of Health and Homelessness 

Homeless people are a heterogeneous group: this is reflected in the diversity of 
the health needs they expressed; 
Homeless people have very practical suggestions on how their needs could 
be met; 
Health promotion messages are not reaching homeless people. 

Physical and Mental Henlth Study 
Homeless people have consistently been shown to have poor health behaviours; . When compared to the general Irish population, homeless people are shown to 
have a substantially greater burden of ill-health. This includes substantially more 
depression, hypertension, hepatitis, alcoholism and drug taking; 
There is evidence that many health problems among homeless people remain 
undetected e.g. hypertension, depression, alcoholism, hepatitis; 
There is a high prevalence of Hepatitis B and Hepatitis C among homeless 
people; 
Over a quarter of participants in this study had no medical card. This has a 
significant negative impact on access to primary care; . Care workers need to be more involved in addressing the health needs of 
homeless people. This requires specific training for care workers; 
Care plans for homeless people should include a health care plan. The 
effectiveness of such a health care plan should be evaluated as a pilot project; 
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A needs based response to the health of homeless people which is based in 
primary care and attempts to identify problems through outreach into homeless 
settings is required. Primary health care teams should play a major role in this 
arca; 
A health pronlotion strategy, designed specifically for homeless people, is 
urgently required. 

Ilcnrcrl Survey 
This survey of the oral health status of homeless people suggests that the dental 
treatment nced among hostel dwelling men in Dublin is very high (98% of those 
examined required dental treatment) and is similar to that found in other 
countries. . In Ireland only medical card holders are entitled to free dental treatment and 
35% of the participants in the survey did not have medical cards. 
Despite the overwhelming level of dental treatment need among participants, 
41% of those who had not attended a dentist in the last year cited "no need" as 
their main reason for not attending. 
40% had not visited a dentist in the last 5years; and 28% had not visited a 
dentist in the last 10 years 

Environmental Health Survey 
i 

General environmental conditions were found to be satisfactory in four of 
five hostels surveyed; 

To ensure that the quality of accommodation is maintained, regular 
environmental control inspections of all hostels by Environmental Health 
Officers is required; 
It is recommended that quality standards rather than minimum standards 
be used as guidelines for the general inspection; 
There are inadequacies in the area of food safety in hostels such as the 
poor implementation of food safety systems and the lack of adequately 
trained food workers. (It is acknowledged that food hygiene training 
courses for homeless services catering staff have already commenced); 
Recent changes in legislation have brought hostels within the scope of 
statutory food safety inspections; 
There are useful guides available on good food hygiene practice. 

Tuberculosis in the Homeless Population 
This research suggests that TB in the subgroup of homeless people surveyed 
(mainly hostel-dwellers) is not as common as in homeless populations in other 
countries. Further research needs to be done to confirm this finding. However, 
there is no room for complacency with this very serious infectious disease and 
hostel management and staff need to be alert to its clinical picture and treatment 
procedures; 
An annual chest x-ray screening for TB is offered to homeless mentally ill 
people who attend a particular programme for the homeless mentally ill in 
Dublin. Otherwise, there are currently no specific services for TB in 
the homeless; 
None of the hostels had a policy for the management of TB in a hostel resident; 
There is an urgent need to educate hostel staff about the risks they are exposed 
to at work and to provide them with Hepatitis B vaccine. 



Priority areas for action 
In summary, this study has revealed several areas where there is a need to further devel- 
op services for homeless people in order to improve their health and quality of life. The 
training of staff and attention to protecting their health will also assist in achieving these 
goals. The discussion suggests several areas for action across a range of services, each 
of which is very important in their own right. Specific recommendations are laid out in 
chapter nine. 

The steering committee has identified three priority areas for action. They are: 
I .  The development of the north and south inner-city primary care teams,establishing 

links with homeless care providers. 
2. The development of a health promotion programme for homeless people. 
3. Appropriate action in relation to education on blood-borne diseases and the 

provision of Hepatitis B vaccination for both homeless people themselves and 
staff in the homeless services sector. 



Chapter 1 introduction 

1.1 Homelessness in the Eastern Regional Health Authority area 
Homelessness continues to be a major issue in Irish society, especially in the eastern 
rcijon. The 1999 census of homeless people identified 2900 homeless adults in the 
L~stetn Regional Health Authority (ERHA) area, that is, counties Dublin, Kildare and 
Wicklow, ovcr a 7-day period (O'Connor and Williams, 1999). This represents 0.2% of the 

served by ERHA. Over a one-year pcriod, it is expected that considerably more 
pcople will experience a period of homelessness, though this figure is difficult to estimate. 
Many of these people continue to experience periods of homelessness throughout their 
lives. 

1.2 The Health of Homeless People 
Evidcnce from the United Kingdom (UK) and the United States (US) over the past 30 
ycars confirnls that homeless people suffer poor mental, physical and dental health. Their 
iifcstyle puts them at further risk of ill-health. Holohan (1997), Cleary & Prizcman (1998) 
and Feeney, McCee, Holohan et a1.,(2000) all confirm that this is the case for homeless 
people in the ERHA area also. These Irish studies have been important in highlighting 
health issues among homeless pcople. They provide valuable information which can, and 
indeed, has been used to plan appropriate health services for homeless people. The Multi- 
disciplinary Group Report (1909) recommended the setting up of two multi-disciplinary 
primary health care teams in Dublin, onc for the north inner-city and one for the south 
inner-city. Accurate hcalth information is required in order to inform the work of the 
teams. 

1.3 Gaps in Existing Information 
While the Irish studies referred to above provide very good base-line data, in relation to 
physical illness, mental illness and health behaviours, these studies relied heavily on self- 
reports of illness, which may be inaccurate. Gaps in the information base on the health of 
homeless people in Ireland identified by the steering committee for this study were: 

the objective measurement of physical ill-health i.e., using a physical examination 
supported by laboratory and radiological investigations; 
the exploration of the prevalence of depression and cognitive impairment; 
the dental health of the homeless population; 
general environmental conditions in hostels and food safety in particular; 
the prevalence of tuberculosis (TB) in homeless people. 

In addition, those who work with homeless people may be at increased risk of certain 
illnesses which are common in homeless people. We were keen to ascertain whether 
service providers required more information about the particular health problems 
experienced by homeless people and whether they had some degree of protection i.e. 
vaccination against such illnesses. 

This study set out to address the information gaps described above. In order to inform the 
later quantitative work, and to obtain the views of homeless people themselves, a 
qualitative study was carried out initially. 

1.4 What is different about this study? 
This study differs from other studies of homeless people in that: 

It was a multidisciplinary project, both at the steering committee and research level. 
There was wide consultation with service providers about the manner in which the 
study was to be carried out, and also about the interpretation of the results. Service 



providers were met on three occasions prior to commencement of the study, and on 
one occasion afterwards to discuss the results. 
For all 234 participants in the physicallmentalldental health survey, follow-up care 
was arranged where a physicallmentalldental health problem was found. 
Where participants were found not to have a General Medical Services (GMS) card, 
special arrangements were made to process a card for them quickly with a GP of their 
choice. 

1 5  Definition of Homelessness 
Before proceeding further, it is important to clarify what we mean by the term 
'homelessness'. The definition of homelessness used throughout this study is that adopted 
by the multidisciplinary group report (Eastern Health Board, 1999), which reported to the 
board in March 1999. It is: 

"Those who are sleeping on the streets or in other places not intended for night- 
time accommodation or not providing safe protection from the elements or those 
whose usual night-time residence is a public or private shelter, emergency 
lodging, bed and breakfast or such, providing protection from the elements hut 
lacking the other characteristics of a home andlor intended for a short stay". 

Due to the nature of this study, the particular interest in hostel accommodation and how it 
might influence health, and the difficulty of recruiting and following up participants who 
slept rough on the street, the majority of participants in this study were hostel residents. 

1.6 Aims and Objectives 
The aims of the study were: 
1 To estimate the health of the Dublin homeless population using a standard procedure; 
2 To examine current services to prevent, detect and control tuberculosis in the 

homeless population and to screen a sample for tuberculosis; 
3 To examine the dental health of the homeless population of Dublin using a standard 

procedure. 

The objectives of the study were: 
(a) To obtain the views of the homeless population on satisfaction with present health 

services including TB and dental services, on how the services could be improved and 
on their information sources regarding such services using qualitative research 
methods; 

(b) To assess the physical health of a sample of the homeless population of Dublin, using 
a standard questionnaire, a physical examination, chest x-ray and laboratory 
investigations; 

(c) To assess the mental health of a sample of the homeless population of Dublin using a 
standardised questionnaire; 

(d) To examine current services to prevent, detect and control tuberculosis in the 
homeless population of Dublin through the surveying of hostel management, staff and 
residents and the inspection of a sample of the hostels; 

(e) To assess the feasibility of screening this population for tuberculosis by screening a 
sample using a standard screening procedure; 

(0 To estimate the prevalence of Hepatitis B and Hepatitis C, and immunity to Hepatitis 
A in this population; 

(g) To assess the oral health of the homeless population by carrying out a dental 
examination on a sample; 

(h) To make recommendations on how services for this group, including health promotion, 
should be developed on the basis of this study's findings. 



1.7 In conclusion 
The steering committee for this study identified the need for research in certain key areas 
relating to the health of homeless people. Through reporting and discussing the study 
findings, this report endeavours to address several important health issues for homeless 
people. The conclusions and recommendations were informed by a consultative process 
with service providers. We have prioritised the recommendations in the hope that they will 
quickly form part of an action plan to develop appropriate, quality services for those who 
find themselves out of home. 

We are confident that our findings will provide useful evidence for the planning of 
scrvices for homeless people, that the recommendations contain measures which have the 
potential to increase health and social gain for homeless people and that our 
recommendations can be integrated with action plans which have already been initiated, 
building upon and refining what has already been thought out. 



Chapter 2 Background 

2.1 Introduction 
Most literature concerning homeless people agrees on two major facts about 
homelessness. The first is the dynamic nature of homelessness, recognizing the complex 
interrelationship of social, personal and economic factors which predispose to 
homelessness, and the second is the diversity of homeless people themselves and, 
consequently, of their needs. Much research has been carried out on homeless people 
abroad, especially in the UK and the US. There has been relatively little research on the 
physical health of homeless Irish people until quite recently. 

In Ireland, the number of homeless people has increased considerably over the last number 
of years, as evidenced by the census of homeless people carried out in the Eastern region 
in March 1999. In addition, as the economy continues to boom, it seems inadmissible that 
any person in Ireland is still without shelter, warmth and the most basic facilities. Perhaps 
it is these two factors, the increasing numbers of homeless people and the contrasting 
wealth of the overall population, which have put the issue of homelessness to the forefront 
of the social and political agenda. 

2.2 The Size and Composition of the Irish Homeless Population 
Under the Housing Act 1988, a statutory responsibility was imposed on Local authorities 
to make an assessment of their homeless populations at least every three years. The 
Housing Act also provided a definition of who should be considered homeless. 
Assessments were carried out in 1989, 1991 and 1993, with national returns of 1,491, 
2,371 and 2,172 homeless people respectively. However, there was much debate about the 
reliability of these figures, with many people criticising the methodology used and 
believing the figures underestimated the actual number of homeless people. 

2.2.1 Census of homeless people in the Eastern Region 1999 
In a bid to overcome previous methodological shortfalls, the Homeless Initiative 
commissioned the Economic and Social Research Institute (ESRI) to cany out an 
assessment of homeless people in the eastern region (Counties Dublin, Kildare and 
Wicklow) in 1999. The resultant report, "Counted In: the Report of the 1999 assessment 
of homelessness in Dublin, Ki1dat.e and Wicklow", provides the most accurate and up-to- 
date information on the homeless population in the East. 

"Counted In" was carried out over a seven day period, the reference week, 25th to 31st 
March 1999. It identified homeless people from two sources: 

i) A survey carried out in all agencies that provided services to homeless people 
during the reference week; 

ii) Those people identified as being homeless from Local Authority housing lists. 

Results of "Counted In" 
Number of Homeless 
A total of 2900 adults were identified as being homeless, of whom 1,350 people were 
identified from the service users survey and 1550 from the Local Authority lists. Two 
hundred and seventy five people or 9.5% of the total had slept on the street for all seven 
nights of the reference week. 

Of the 2,900 homeless people, just over one third were women (see Table 2.1). However, - .  

a total of 75 per cent of those identified by service providers were male. The comparable 
figure on the local authority list was 54 per cent. 



AgelSex distribution 
The agelsex distribution of homeless people identified in the assessment is shown in Table 
2.1 also. It can be seen that women who are homeless tend to he younger than their male 
mnntemarts. 

1 Male (%) ( Female(%) 
20 years or less 7.6 18.7 
21 - 25 years 12.4 25 .O 

2 6  - 35 years 24.6 27.6 
. 
36 - 45 years 22.6 12.8 
46 -64 years 26.6 11.0 

I h5 vears + 6 . 2  14.9 I -- 4 - -- I I 

Total 1 I850 64% (1,850) I 1050 36% (1,050) 

Familv status of homeless peoule 
The assessment suggested that in addition to the 2,900 homeless adults, there were 990 
dependant children associated with the adults, constituting 2690 family units (where a 
uerson with no de~endants is intemreted as a senarate familv unit). The familv status of 
.homeless people was identified as follows: 

Length of time homeless 
The duration of adult homelessness was assessed as follows: 

number percentage 
Less than six months 3 10 29 - 
Six - under 12 months 640 22 
One - under three years 730 / 25 
Three - under five years 260 9 
Five years or more 420 14 

p 
The accommodation categories used in the assessment were: sleeping rough, hostel, 
refuge, Bed &Breakfast (B&B), friends house or other. The assessment found that, on 
average, 2.9 nights of the previous seven (41%) were spent in hostels, 1.9 nights (27%) 
were spent in a friend's house, 0.9 nights (13%) were spent sleeping rough and 0.8 nights 
(1 1 %) were spent in a B&B. Thus those who use hostels account for the biggest proportion 
of homeless people. 

Summary 
"Counted In" gives the most up-to-date and accurate information on the number of 
homeless people in the Eastern region. It provides a 'snap-shot' picture of homelessness 
over the reference week. If this same information is collected over time it will be possible 
to identify trends in homelessness. This in turn will help to assess the effect of policies and 
other forces on homelessness. It will also help to evaluate the affect of services and inform 
their planning. 

2.2.2 Comparison with other European Union (EU) countries 
The methodology used for "Counted In" was devised to give an assessment of 
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homelessness over a week-long period. It therefore does not provide information on the 
dynamic into and out of homelessness over a set period e.g. one year. Information 
collected by FEANTSA, the European Observatory on Homelessness based in Brussels, 
gives comparative data for different EU countries. Table 2.4 summarizes thjs information. 

/Country /Homeless on an ( In the course ( % of total population / Total ( 

2 3  The policy context in relation to the health of homeless people 
In order to put the research presented in this repon into context, policy documents issued 
by government departments and health boards in relation to homelessness and health over 
the past six years are now discussed. 

23.1 Shaping a Healthier Future. A strategy for. efecttve health care in the 1990k (1994) 
The Health Strategy, "Shaping a Healthier Future. A strategy for effective health care in 
the 1990'sM, heralded a new approach to the delivery of health services in Ireland. Health 
and social gain were explicitly stated as being the objectives of the health service. The 
health service was to be re-orientated to achieve these objectives, with health promotion 
being seen as the obvious starting point. Equity, quality of service and accountability were 
to be the underlying principles of the service. In pursuit of equity, the Health Strategy 
signalled a specific policy of targeting resources towards areas or groups with low health 
status and giving them priority in the development of services. Homeless people are one 
of these 'health development sectors', as the research presented in this report clearly 
demonstrates. 

23.2 A Health Promotion Strategy (1995) 
The Health Promotion Strategy recognized that health promotion activities needed to be 
targeted at specific subgroups of people in order to be effective in reducing inequalities in 
health. While homeless people are not specifically mentioned, the principle of developing 
specific health promotion programmes for vulnerable groups is. As Power et a1 (1999) 
comment, health promotion among homeless people should be practical and educative, 
taking into account their hierarchy of needs and specific housing environments. 

2 3 3  The National Health Promotion Strategy (2000) 
The National Health Promotion Strategy (2000), the most recent government policy 



document on health promotion, specifically refers to the need for a health promotion 
programme for homeless people. The appropriate setting identified for health promotion 
is services to the homeless in both the community and primary care setting. 

2.3.4 Review ($Homeless Services ( IYY5) ,  setting up rffhe Homeless Initiative 
In 1995, a review of homeless services was carried out jointly by Dublin Corporation and 
the Eastern Health Board. It found that while at that time there was a plentiful supply of 
services, the services were fragmented, there was no planning or co-ordination of services 
:md some needs were not being met at all. 

With regard to health, it was decided that the Eastern Health Board would develop a range 
OF services specifically for the homeless. These would include: a) general practitioner 
services to be provided by two to three practices in the city centre area, catering for hostel 
residents, rough sleepers and families in Bcd and Breakfast accommodation, b) a 
community nursing service to be provided by two full time nurses, c)  a dedicated dental 
service to be provided by a dental team specifically for the homeless, d) a chiropody 
service, e) a visiting dietician, advice and information centre, e) an emergency social work 
scrvice to be provided on a structured basis where children of homeless parents I-equil-e 
.this service, and f) an outreach community mother and child welfare advice was to be 
provided for mothers and children in hostels and B&B accommodation. Consideration 
was to be given to providing a special health centre for the delivery ol-cc~tain of the above 
services, to be located in the inner city area. 

As a result of this review, the Homeless Initiative was established. The Homeless Initiative 
is a voluntary1 statutory partnership under the joint direction of Dublin Corporation and 
the ERHA. It was established for a limited period of three years. which was extended by 
one year in 1999. The purpose of the Homeless Initiative is to achieve an effective, 
appropriate, responsive and equitable framework for the future development of services 
for homeless people. A particular emphasis is on improving the planning. co-ordination 
and delivery of services and ensuring the development of responses which enable 
homeless people to settle and move out of the cycle of homelessness. The provision of an 
appropriate and quality health service to homeless people is an integral part of the 
Homeless Initiative's agenda. 

2.3.5 The National Anti-Povrrtj Strategy (NAPS) and other national policy dewlopnrents 
At the UN World Summit in Copenhagen in March 1995, the Irish Government agreed to 
the following commitment: 

W caunwzit <~urs?~l,e.s to thr ,you/ uf erudhafinp poverfy in fhc wurlrl, through drci,sii.e nutionol 
arrions und irirerni~fio,iri/ co-operrifion c is  uri ethicni, socinl. poliricd and wono ink  irrpe,-dve of 
hs,nnnkind. 

Copeiihagen Declararion, Commitment Two. 

Arising from this commitment, the Government approved the development of a National 
Anti-Poverty Strategy (NAPS), by an Interdepartmental Policy Committee. The 
development of NAPS, along with other national programmes, such as the National 
Development Plan and the current national agreement, 'Programme for Prosperity and 
Fairness' mark an overall improvement in the targeting of social inclusion in social policy 
in Ireland. 

While the NAPS does not make specific reference to homelessness, it's overall alms have 
direct relevance to all the needs of this very marginalised group. Moreover, the 
Programme for Prosperity and Fairness (PPF) is currently undertaking a review of NAPS, 



part of which is to include an analysis of data collection systems for the monitoring, 
measuring and evaluation of poverty among groups not currently included, such as 
homeless people. In relation to this, data issues are currently being progressed with the 
Economic and Social Research Institute (ESRI), the Combat Poverty Agency and other 
interested groups. 

23.6 Homelessness in the Eastern Health Board: Report of a Multidisciplinary Group 
(1999) 
A large study of the health status of homeless people, of their utilization of health services 
and of barriers to health service utilization was carried out in 1997 (Holohan, 1998). This 
study clearly demonstrated, for the first time in Ireland, the extent of the health problems 
of homeless people. It showed that homeless people did indeed have poor health status, 
and that their health behaviours also put them at risk of further ill-health. This study is 
discussed further in Section 2.3.7 below. The results of this study, together with the 
recognition of the growing number of homeless people in Dublin, provided the impetus 
for the Eastern Health Board, now the ERHA, to convene a multidisciplinary group with 
the task of examining current service provision for homeless people and producing 
recommendations for the development of services to meet their needs. 

The Multidisciplinary Group consulted widely, and issued their report in March 1999. 
Its principal recommendation relating to health services was the setting up of two 
multidisciplinary primary health care teams, one for the north inner city and for the south 
inner city. The teams would have the input of nurses, doctors, social workers, community 
welfare officers, care attendants, community psychiatric nurses, outreach drug workers 
and administrators. The teams would be co-ordinated and managed by a named member. 
The teams would be integrated with other primary care services in the city centre area. 
Other recommendations included the introduction of arrangements to provide homeless 
people with access to 24 hour general practitioner services, the provision of an after-hours 
skeleton primary care team, drugs services to provide a special waiting list initiative for 
homeless drug addicts, the methadone mobile clinic to be made available to all hostels and 
day-care services on a systematic basis, nominated individuals from each of the 
professional groups to be given responsibility for the homeless in each community care 
area and the recommenbations of the Report of the Committee on Services for Homeless 
People with Mental Health Problems to be implemented. Recommendations in relation to 
accommodation and welfare needs were also made. 

2.3.7 Homelessness-An Integrated Strategy (2000) 
The government produced its strategy on homelessness, "Homelessness---An Integrated 
Strategy" in May 2000. The result of proceedings of a Cross Departmental Team on 
homelessness, the strategy sets out a new objective approach to provide an integrated 
response from all the statutory and voluntary agencies providing services to homeless 
people. For the first time, the strategy clarifies the roles to be played by local authorities 
and health boards. Local authorities will now be responsible for the provision of 
accommodation and health boards will be responsible for the health and in-house care 
needs of homeless people. The importance of local authorities, health boards and 
voluntary agencies working together in a co-ordinated manner is emphasised. With regard 
to health care, the strategy supports the recommendations of the ERHA Report of a 
Multidisciplinary Group, and recommends that other health boards use this report to 
devise an appropriate response to the needs of homeless people in their areas. 



Other elenients of the strategy include: . Local authorities and health boards will draw up action plans to provide a coherent 
response to homelessness; . Homeless fora (on an appropriate scale) will be set up in each county under the 
auspices of the Housing Strategic Policy Committees; 
More accommodation of a suitable type and of a greater variety is to be provided; . Settlement and outreach programmes will be set up to help homeless persons back into 
independent living; 
Prevention strategies (to prevent homelessness) will be developed and implemented. 

On launching the strategy, the Minister of State at thc Department of the Environment, Mr 
Bobby Molloy, announced that a considerable amount of funding, £40 million in capital 
sl~ending over five years and f 12 million in additional current funding, is available to 
implement the proposals in the strategy. He indicated that he wanted to see Three-Year 
Action Plans drawn up by local authorities and health boards at city and county level on 
how accommodation, health, settlement and welfare services would he provided to 
homeless persons by all of the agencies involved in providing these services.A time period 
of three months was given to draw up these Action Plans. The Cross Departmental Team 
.will monitor the implementation process of these plans. 



Chapter 3 Qualitative Study of Health and Homelessness' 

Key points 
Homeless people are a heterogeneous group: this is reflected in the diversity of the 
health needs they expressed; 
Homeless people have very practical suggestions on how their needs could be met; 
Health promotion messages are not reaching homeless people. 

3.1 Introduction 
A qualitative study was commissioned initially in order to seek the views of homeless 
people on a number of issues in relation to their health needs, and also to inform the 
quantitative research which was carried out later. 

3.2 Methods 
Five focus groups were held, with four to thirteen people participating in each group. In 
total 44 people participated. Each group met for approximately one hour. Different 
settings for the focus groups were chosen to ensure that a broad range of views was heard. 
Thus the groups were comprised of: 

i) Middle-aged men living in a hostel (N=10); 
ii) Older men living in a hostel (N=13); 
iii) Young men living on the street (N=6); 
iv) Young women living on the street (N=4); 
v) Housed, low-income people, acting as a control group (N=ll) .  

Recruitment was by service providers working in the various settings, and participation 
was entirely voluntary. A small stipend was offered to those who participated. 

The research questions used for each group concerned were: 
where and how people got information regarding health services and health 
education, 
how current services could be developed to better meet their needs, 
what priorities they would have for new service development, 
what people knew about tuberculosis and its treatment, and 
how people managed dental problems. 

3 3  Summary of findings 
The overall findings are briefly outlined below. 

The needs of the different groups of homeless people were extremely varied. Some of 
the participants, especially the women living on the street, had very serious health 
problems which were often related to drug dependency. Common health concerns 
included chest, skin and feet problems. The older men were more inclined to report 
psychiatric problems and health problems associated with old age including rheumatism, 
hip problems and heart problems. The majority of those living in hostels had a medical 
card and availed of GP services. None of the young men living on the street had a medical 
card because they had no address, an essential piece of identity necessary for all medical 
services. This group felt that many of the health problems could be avoided if they could 
avail of proper toileting and washing facilities. The young women had medical cards in 

Note: The full report of the qualitative work is entitled 'Senrice Use and Urer Sotisfartion with Health Servicernrnong the 
Homeless population in Dublin'by Gail Birkbeck and Christine Linehan.1t is available from the Department of Public 
Health, Eastem Regional Health Authority and from the National Research Agency. 



the past but many did not re-apply for a card after the expiry date because health care 
professionals refused to treat some of the group, especially if one was availing of 
methadone treatment. 

33.1 Dental health 
All were concerned about dental care although few had availed of dental services. Only 
two people had heard of the emergency dental services. Those who had received dental 
care had attended the dental hospital and many found this service to be satisfactory. Some 
of the older men encountered difficulties while applying for dentures while one woman 
encountered difficulties acquiring dental treatment because of her methadone treatment. 

3.32 Tuberculosis 
There was a great deal of ignorance surrounding TB, its diagnosis and treatment, and this 
fact also applied to the housed group. A large proportion of the group believed it to he a 
disease of the past and that it had been eradicated. Two of the people in the focus groups 
reported having TB and one was availing of treatment. The young men living on the street 
were aware of a new strain of TB in Ireland becoming increasingly prevalent in prisons. 
One of these young men had been screened for the disease. TB screening had also been 
conducted in a Dublin hostel two years ago. 

3.33 Health promotion 
Health promotion literature did not reach these groups of homeless people. The majority 
of them learn of health services and entitlements by word of mouth. Moreover the housed 
group complained of a serious lack of health information. Many of those in the housed 
group complained that health professionals were not forthcoming with information. 
Many of the respondents in this group were dissatisfied with medical treatment received. 
The primary need was a central health information centre or a medical help-line. Nobody 
in this group had heard of the Eastern Health Board's internet site or the information centre 
in Dr. Steevens' Hospital. 

33.4 Satisfaction with medical services 
There were mixed opinions among the homeless groups regarding satisfaction with 
medical services. Those living in hostel accommodation were generally satisfied with 
medical services although some of the younger men believed they were treated differently. 
The majority would like medical professionals, including dentists. to attend the hostel on 
a regular basis. Some of the elderly men were unable to travel to hospitals that have been 
relocated outside of the city centre and this was a cause for concern. 

Those living on the street were less satisfied with medical services. The majority of people 
in these groups attended casualty/accident & emergency services if ill. None of the young 
men living on the street had a GP . Both of these groups would welcome a central medical 
unit, a 'one-stop-shop', providing health information and health services. Health 
information leaflets were not readily available, moreover they did not provide information 
on services available if concerned or worried. This central unit should also be able to cater 
for the medical needs of the children of homeless women. Such a centre would be akin 
to the Merchant's Quay service, which was not frequented by homeless men living on the 
street since it was for 'addicts'. 

3.4 Conclusions 
In conclusion, although these groups are similar because of their homelessness, this is 
where the similarity ends. They have very different health needs and concerns ranging 
from basic washing and toileting facilities to transport to and from medical services. 
Moreover, services in existence for persons with additional problems were not suitable for 



everyone. Having a medical card did not guarantee medical services and many felt that 
patients paying for medical services got priority treatment. There was a huge lack of 
information among these groups. Moreover, health promotion information was often 
deemed insufficient, as it did not identify a service to attend if concerned or worried about 
one's health. 

3.5 Recommendations 
Homeless people should be consulted about, and included in, the planning of services 
to meet their needs. 
A specific health promotion programme targeted at homeless people should be 
developed in consultation with homeless people themselves and service providers. 
This health promotion programme should focus on health behaviours, imparting 
information on illnesses and education about the use of health services. 



Chapter 4 Physical and Mental Health Study 

ley Points 

Homeless people have consistently been shown to have poor health behaviours; 
When compared to the general Irish population, homeless people are shown to 
have a substantially greater burden of ill-health. This includes substantially more 
depression, hypertension (high blood pressure), hepatitis, alcoholism and illicit 
drug use; 
There is evidence that many health problems among homeless people remain 
undetected e.g. hypertension, depression, alcoholism, hepatitis; 
There is a high prevalence of Hepatitis B and Hepatitis C among homeless people 
Over a quarter of participants in t h~s  study had no medical card. This has a 
significant negative impact on access to primary care; 
Care workers need to he more involved in addressing the health needs of homelesc 
people. This requires specific training for care workers; 
Care plans for homeless people should include a health care plan. The 
effectiveness of such a health care plan should be evaluated as a pilot project; 
A needs based response to the health of homeless people which is based in 
primary care and attempts to identify problems through outreach into homeless 
settings is required. Primary health care teams should play a major role in thls 
area; 
A health promotion strategy, designed specifically for homeless people, is 
urgently required. 

- 

1.1 Introduction 

4.1.1 Background 
Numerous research reports confirm the link between homelessness and ill-health 
(Connelly and Crown, 1994; Plearce and Quilgars, 1996). The poor health of homeless 
people can be explained by poor health causing homelessness, poor health produced by 
homelessness or poor health prolonged and exacerbated by homelessness or any 
combination of these situations. 

In an Irish context, the first Eastern Health Board study of health in the homeless 
(Holohan, 1998) attempted to outline broad health issues. This was added to by a further 
study which examined in detail behavioural risk factors, health status and health service 
utilisation from a primary care perspective (Feeney et al., 2000). The current study 
provides objective clinical data about physical, mental and dental health status of those 
who are homeless in order to inform the development of the primary health care teams 
which are being established in the ERHA region (EHB, 1999) . 

4.1.2 Literature Review 
This section presents a review of recent research literature, both international and national, 
on the subject of the physical and mental health of homeless people. 

4.1.2.1 Evidencefrom outside Ireland 

Mortality 
Studies from the UK and the US have shown that hostel-dwellers and rough sleepers have 
a higher risk of death than comparable housed people. Excess deaths are due mainly to 



suicide, accidents and violence, alcohol-related and respiratory diseases. Keyes & 
Kennedy (1992) found that the average age of death of homeless people sleeping rough 
was 47 years, compared with an average life expectancy of 73 years for men in the general 
UK population. 

Phvsical health 
Higher levels of physical illness are experienced across a broad range of conditions. 
Common medical conditions, such as respiratory and digestive complaints, tend to be 
more severe in homeless people, probably because of their disordered lifestyle, exposure 
to extreme weather conditions, poor sleeping accommodation and over-crowding in some 
shelters (Brickner, Scanlan, Conanan et al., 1986). Specific conditions that are over- 
represented include tuberculosis (TB), chronic obstructive airways disease (chronic 
bronchitis), trauma, foot problems, infestations, epilepsy and hypertension (high blood 
pressure). While Hepatitis B and, particularly, Hepatitis C are well recognized in 
intravenous drug users, many of whom are homeless, the prevalence of Hepatitis B and C 
in homeless populations is largely unknown. Human Immunodeficiency Virus (HIV) 
infection in homeless people is recognized as a serious public health problem, particularly 
in the US. A prevalence rate of 8.5 per cent was found in one study (Zolopa, Hahn, Gorter 
et al., 1994). Those found to be at particular risk of HIV in the homeless population in the 
US were younger black males, especially those who have homosexual contact, are 

i engaged in prostitution or are intravenous drug users. 

When reporting on their own health, 30-40 per cent of homeless people report at least one 
physical condition. The most common symptoms reported by homeless people are those 
related to the respiratory, musculoskeletal, skin and digestive systems (Bines, 1994; 
Balzacs, 1993; Shanks, 1988). 

Few studies include a physical examination or blood tests. Gelberg et a1 (1990), in a study 
of homeless people in Los Angeles County which included a physical examination, found 
that when compared to poor people who have homes, homeless people were more likely 
to have dermatological problems, functional limitation, seizures, chronic obstructive 
pulmonary disease, social isolation, serious vision problems, foot pain and grossly 
decayed teeth. In a previous study, Gelberg et a1 (1989) had found that 28 per cent 
(1431508) were hypertensive, but the condition had been undiagnosed in 62 per cent of 
participants. Blood tests were also done in this study: the results showed that 25 per cent 
had abnormal liver function tests, 13 per cent had a raised cholesterol level (> 6.21 
mmolll) and ten per cent had a high mean corpuscular volume (MCV >103fL). In 
comparing self-reports to objective measures of physical health, disease or symptom 
checklists significantly underestimated the prevalence of many physical illnesses in 
contrast to objective physical findings. 

Mental health 
Homeless people with psychiatric illness are among the most studied sub-group of 
homeless people. Findings suggest that homeless people may be more than twice as likely 
as the general population to have a psychiatric condition. Surveys have estimated the 
prevalence of a serious psychiatric disorder at 25 per cent-50 per cent (Scott, 1993), 
although estimates range from two per cent-90 per cent for mental health problems in 
general (Fischer & Breakey, 1991). Schizophrenia is the most frequently observed serious 
disorder (Connelly & Crown, 1994). Bines (1994) found that 28 per cent to 40 per cent of 
the homeless people she surveyed reported suffering from 'depression, anxiety or nerves', 
compared to five per cent in the general population. Those sleeping rough were most 
likely to report these symptoms. 



A ten per cent prevalence for cognitive impairment using the Mini-Mental State 
Examination (MMSE) was recorded among homeless people in hostels in Sydney, 
Australia (Buhrich, Hodder & Teeson, 2000). Cognitive impairment was associated with 
older age, mean age 57 years, as opposed to 41 years in the non-cognitively impaired. 
They concluded that reasons for cognitive impairment among homeless people are 
complex and remain to be elucidated. In a study of homeless hostel residents in Edinburgh, 
Geddes, Newton, Bailey et al (1996) found that few of the cognitively impaired 
individuals they studied were in contact with health or social services. 

4.1.2.2 Evidence from Irish Studies 
The first study of the health of homeless people in Ireland was a survey carried out by 
Leahy in 1974 (Leahy, 1974). It surveyed those who worked with or on behalf of homeless 
people. Many of its findings and recommendations are as relevant to-day as they were 
then, 27 years ago. 

Mortality 
Figures for death rates among homeless people in Ireland are unknown. 

Phvsical health 
Holohan's (1998) report on 'Health status, health service utilization and barriers to health 
service utilization among the adult homeless population in Dublin' revealed that two thirds 
of respondents experienced at least one physical or psychiatric problem. Forty one per 
cent of respondents reported at least one specific chronic disease. Respiratory disease, 
peptic ulcer disease, arthritis and hypertension were the most common physical 
complaints, while depression, at a rate of 32.5 per cent, was the most common medical 
complaint overall. Almost 80 per cent were smokers while 30 per cent drank alcohol 
beyond 'safe' limits. A further 30 per cent said they had used illegal drugs. Almost half of 
the 493 people surveyed (423 men and 70 women) perceived themselves to be in poor 
health. Again, close to half had no General Medical Services (GMS) medical card. 

A subsequent study by Feeney, McGee, Holohan et a1 (2000), on hostel-dwelling men, 
found that 91 per cent had at least one health complaint. In this study physical symptoms 
and dental problems were included in the definition of health complaint, which probably 
accounts for the much higher rate of reported problems. The pattern and frequency of 
specific complaints was similar to Holohan's (1998) study, but depression was now 
reported by 52 per cent of respondents. Eighty four per cent of the sample were smokers, 
nearly two-thirds drank beyond 'safe' limits of alcohol consumption and 12 per cent 
reported ever-having used intravenous drugs. Over three quarters had a medical card. 

Cleary and Prizeman (1998) carried out a study of fifty people who attended a day centre 
for homeless people in Dublin. The majority of those interviewed were male. Forty 
percent of the respondents had been admitted to a psychiatric hospital and some had had 
multiple admissions. Six had suffered at some time with a serious psychiatric disorder and 
the prevalence of schizophrenia and manic depression was higher than in the general 
population. Depressive disorders also occurred more often than in the general population. 
Over three quarters of those interviewed reported that they had experienced some mental 
health problems. At the time of the study 25 per cent of the sample were in contact with 
the psychiatric services and three quarters of these attended at least once a month. 
Substance abuse was also common among the group. 



4.13 Aim of this study 
The Irish studies referred to above have contributed enormously to our knowledge of the 
health problems of homeless people, their use of health services and barriers to health 
service utilisation. However, self-reporting of ill-health can be inaccurate, and where 
possible, it is preferable to have objective measures of health. Therefore, it was decided to 
undertake a further study of homeless people in Dublin which would include a physical 
examination, chest x-ray and laboratory investigations. A dental survey was carried out at 
the same time. In attempting to follow up the participants, the practical problems of 
delivering health care to homeless people would he exposed. 

The aim of this study was to estimate the physical and mental health of a sample of 
homeless people in Dublin using a standard procedure. It is envisaged that the findings 
from this study will be used to assist in service planning for homeless people, in particular 
the development of primary care teams. 

4.2 Methodology 

4.2.1 Challenges of the study and the consultation process 
The Physical and Mental Health study was done in conjunction with the Dental study (see 
Chapter V) over a ten week period between September and December 1999. This part of 
the study presented many challenges, the greatest of these being: i) ensuring that adequate 
numbers of homeless people would participate in the study on a daily basis, ii) organizing 
the study to ensure that all of its components could be carried out smoothly and efficiently 
in a morning, and most importantly, iii) making sure that should a serious medical or 
dental problem be suspected or diagnosed, that proper follow-up procedures were in place 
for that individual. In order to assess the feasibility of the study, a pilot project was carried 
out in August 1999 in one hostel. 

Being aware of the above challenges and suspecting many more, and acknowledging the 
knowledge and experience of service providers and the key role that they would have to 
play in this section of the study, the steering committee initiated a consultation process 
with service providers. A list of all service providers was obtained, and representatives 
from each organization or service were invited to a series of discussion meetings about the 
study. Two meetings were held before the pilot study, one after the pilot and a fourth 
meeting to discuss the preliminary results of the study. 

The dental component of the study is described in detail in Chapter V 

42.2 Components of the physical and mental health study 
The physical and mental health section of the study were carried out by a doctor and a 
public health nurse. The components of the study were: 

Phvsical health 
Questionnaire 

demography 
health behaviours 

= knowledge of or contact with tuberculosis 
past medical history 

= symptom checklist . Physical examination 
Blood tests 

Full blood count (FBC) and erythrocyte sedimentation rate (ESR) 
Random blood glucose (test for diabetes) 



Hepatitis A, B and C serology 
Chest x-ray 

Mental health . Mini-mental state examination . Beck's Depression Inventory . CAGE (to assess alcoholism) score 

One confidential questionnaire file was used for each participant. Each participant was 
secn by both the doctor and the nurse, spending 15 to 20 minutes with both. 
All of the above took place in the research location, the Eastern Health Board's psychiatric 
services day-centre for homeless people in Usher's Island, with the exception of the chest 
x-rays, which were carried out in St Mary's Hospital, Phoenix Park. The dental 
cxamination was also carried out in St Mary's. 

4.2.3 Study popdution 
The study population was made up of two groups of homeless people. The first group was 
homeless people residing in hostels at the time of the study. This constituted eleven direct- 
access hostels in the city centre of Dublin and one hostel providing transitional 
accommodation. The hostel study population in total was 715 hostel beds. The second 
g o u p  was people who slcpt rough on the streets. The 1999 Census estimated that there 
were 275 people sleeping rough on the streets during the week of their count. Due to the 
anticipated difficulty of recruiting and following up participants who slept rough on the 
street, the majority of participants in this study were recruited from hostels. 

42.4 Sample size 
Using the Statcalc function of the epidemiological software package Epi-Info (Version 
6.04), a sample size of 220 people was chosen. 

4.2.5 Sampling method 
Hostel-dwellers were to be selected for participation in the study by a stratified random 
sampling method. Those who were sleeping rough on the streets were all volunteers. 

For the hostel-dwellers, the sampling frame was the 715 hostel beds available in the 12 
hostels at the time of the study. In each hostel the beds were numbered one to the total 
number of beds in the hostel. A list of random numbers was generated (using Epi-info 
Statcalc function) in advance of the field-work for that hostel. The size of the random list 
for each hostel was proportional to the number of hostel beds thus ensuring a stratified 
sample. 

4.2.6 Kecruitment 
The study was advertised by posters and leaflets in hostels and other service outlets before 
the field-work began. In addition, the researchers visited each hostel to discuss the 
practicalities of the study with hostel staff, to answer any queries and to promote the study 
among residents. Hostel residents were asked to participate in the study by the researchers 
or by hostel staff. Recruitment occurred two to three days before the 'field-work' was due 
to take place or on the morning of the 'field-work'. The purpose of the study, the study 
method and the components of the study were explained and all queries answered. In 
addition to the contribution to the overall research findings which participation by each 
individual would make, it was emphasised that the research was in fact a free 'health 
check', with follow-up, for each individual. To encourage participation in the study, a 
stipend was offered to each participant. This would be given to hostel staff to distribute to 
each participant at the end of each week. 



42.7 Consent 
Before participating in the study, the purpose of the study and its components were 
explained to each person by one of the researchers. The voluntary nature of the study was 
emphasised. The nature and consequences of a positive result for the tests for Hepatitis A, 
B and C, tuberculosis and diabetes were explained. Consent was also sought to inform the 
participant's GP of the results. In addition, consent to inform a named staff member of the 
result was also sought in order to facilitate follow-up and referral (See Section 4.2.10). 

42.8 Data collection 
The data was collected by the public health nurse and the doctor (the researchers). All of 
the questionnaire was completed by the researchers, with the exception of Beck's 
Depression Inventory, which was self-administered by each participant. Results of the 
laboratory investigations and of the chest x-rays were returned to the doctor, who checked 
each result and arranged follow-up care as required. 

4.2.9 Data analysis 
The data was analysed using Epi-Info Version 6.04 

4.2.10 Follow-up of medical problems 
The steering committee acknowledged the importance of follow-up and referral of 
suspected or diagnosed medical problems. It was also cognisant of the fact that recent 
research (Holohan, 1997; Feeney et al., 2000) had shown that many homeless people did 
not avail of primary health care services for many reasons, one of which was that they had 
no medical card. In addition, the steering committee was aware that many homeless 
people might need encouragement and assistance in looking after their medical problems. 
Follow-up could be difficult also as inevitably many homeless people would have moved 
on by the time their results were received by the research doctor. 

Informing Partici~ants of Results 
It was agreed that each participant would be informed by letter of the results of his 'health 
check' as soon as possible after participating in the study. Priority would be given to 
informing those with serious medical problems first. Where judged appropriate, the doctor 
would meet participants to explain or discuss the results. Letters informing people that 
their results were normal would he given at a later date. 

Referral Svstem 
After negotiations with the health hoard's GP Unit, and with individual general 
practitioners, a referral system to GP's was established. Where a medical problem was 
found in a person who had a medical card, that person was referred back to their GP with 
a letter outlining the findings of the research and a copy of relevant results. Where a 
medical problem was found in a person who did not have a medical card, an arrangement 
was made with one practice in the north inner city and one practice in the south inner city 
that they would see such patients on a Special Type Consultation basis. General 
practitioners were to be reimbursed according to the current arrangements which they 
have with the health board and the GMS payments board. 

Following discussion with the Regional TB committee in the (then) Eastern Health Board, 
it was agreed that patients who were found to have evidence of tuberculosis on chest x- 
ray would be referred to a respiratory physician and would be accompanied to hospital by 
a member of hostel staff where possible. I 

i 

Agreement was reached with a Consultant Hepatologlst that where a positive result for 
Hepatltls B or Hepatitis C was found, GPs could refer such people to his clinic for further 
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investigation. Alternatively GPs could carry out further investigations themselves and then 
refer on to his clinic. 

Referrals were made by writing to the GP (or hospital) concerned and simultaneously 
writing to the participant informing them of the suspected diagnosis and advising them to 
attend the appropriate doctor. 

Assistance with Follow-up and Referral 
Many research studies and indeed practical experience by service providers have 
demonstrated the reluctance by some homeless people, be it for practical or personal 
reasons, to address their medical problems. Given the huge stress of being homeless, the 
notion that one now might have to confront a serious medical problem could be 
overwhelming. Therefore the idea of a 'IinWliaison person' arose. This 'link person', 
thought of as being a member of hostel staff or an outreach worker, would assist the 
participant in organising a visit to their GP or a hospital appointment. Where considered 
appropriate or desirable, the 'link person' would accompany the participant to an 
appointment. The 'link person' would essentially support the participant, as a family 
member would albeit in a professional capacity, in dealing with hisiher health problem. 
Thus when consent for participating in the study was being obtained, consent to inform a 
member of hostel staff or an outreach worker of the in9ividuals health problem was also 
sought. The reason for seeking this consent, i.e. to assist with follow-up and offer support, 
was explained. 

Provision of Medical Cards 
The study questionnaire recorded whether each participant had a medical card or not, and 
the name and address of their GP. Where a participant did not have a medical card, slhe 
was asked if they would like assistance with being registered with a GP, and which GP 
they would like to be registered with. Special arrangements were made by Community 
Care Area 3 (South Western Area Health Board) with inner-city GPs to fast-track homeless 
people on to their General Medical Services (GMS) medical card lists. Where possible 
participants were matched up with the GP they requested, or else a GP who practised in 
their neighbourhood. 

43.11 Practical arrangements for the study 
Given the two venues for the study, Usher's Island and St Mary's Hospital, Phoenix Park, 
and that each participant would he spending up to one hour with the researchers (nurse, 
doctor, dentist), it was decided that a maximum of seven participants would be seen each 
morning. St Mary's Hospital was available four mornings a week. In order to maximize 
the efficiency of the study, a target of six to seven participants on each day was agreed. 

0- 
The practical arrangements were as follows: on the morning (8.30-9.00am) of the research 
day, one of the study researchers would visit the hostel to assist recruitment and 
organization of the group and also to obtain verbal consent for the study. A mini-bus 
collected the group of six to seven people plus a member of hostel staff or outreach 
worker. This staff member would accompany the group for the morning of the research. 
Hisher role would be to provide support and encouragement to the participants, as well 
as assisting then in participating in all parts of the study. It entailed a supervisory role both 
on the mini-bus, and in St Mary's Hospital. Half of the group would be left off at Usher's 
Island for the physical examination and questionnaire, and the other half plus the staff 
member would be brought on to St Mary's, Phoenix Park for the chest x-ray and dental 
examination 



At 11-11.30 am the two groups would be interchanged i.e. the group in St Mary's would 
be brought to Usher's Island, and the group in Usher's Island would be brought to St 
Mary's. The staff member would again travel on the mini-bus and accompany the second 
group to St Mary's. At one o'clock (approx), the group would be transported back to their 
hostel. 

Refreshments would be given mid-moming and participants could avail of dinner at the 
day centre in Usher's Island. The stipend for participation in the study would be paid in 
cash on the Friday afternoon of the week in which a person took part in the study. 

Personal Safety Issues for Researchers and Bus Driver 
Each of the researchers was aware of personal safety issues and carried a mobile phone. 

43.12Pilot Study 
The study was piloted over a three day period in one hostel in order to test the practical 
arrangements for the study and to establish if the questionnaire was acceptable and 
feasible. The pilot study suggested that it was possible to do a random sample of 
participants, minor changes were made to the questionnaire and it was established that 
seven people was the maximum number of participants who could be assessed in a 

; morning. Follow-up arrangements were satisfactory. 

4 3  Results 

43 .1  Demography 
Two hundred and thirty four people participated in the study. The majority, 216 people (92 
per cent), were from hostels located in the inner city while the remaining 18 people (8 per 
cent) were rough sleepers. Men accounted for 90.2 per cent (211) of the sample. Just under 
half, 107 people (45.7 per cent), of the sample were selected by random sampling. The 
remainder of the sample was included as volunteers.All of the women and all of the rough 
sleepers were volunteers. The demographic characteristics of the participants are shown in 
table 4.1. 

Table 4.1 Demographic characteristics of the participants 
Number Percentage 

Sex Male 211 90.2 
Female 23 9.8 

Age group* 18-34 62 26.7 
35-54 121 52.1 
55 + 49 21.1 

Length of time homeless* < 1 year 86 38.0 - 
> 1 year 139 62.0 

Accommodation status Hostel 216 92.0 
Street sleepers 18 8 .O 

Marital Status* Single 143 62.4 
Married 7 3.1 
Separated1 divorced 69 30.2 

Completion of education Mean age 14.9 
GMS status Registered with GP 171 73.4 

*The numbers in these categories do not add up to 234 as not all information was 
available on all participants. 



The small number of women and rough sleepers in the sample cannot be taken to be 
representative of all homeless women or rough sleepers in Dublin. Therefore, in line with 
previous research on homeless people, the sample was analysed in its totality i.e. all 234 
participants together. However, it is noteworthy that the mean age of men (45 years) 
versus women (36 years), and hostel dwellers (45 years) versus rough sleepers (29 years) 
varied. The mean age of volunteers (43.9 years) versus those selected by random 
sampling (44.5 years) did not vary significantly. 

43.2 Behavioural Risk Factors 
Smoking, alcohol abuse and illicit drug use have very important influences on health. This 
study found that 201 people, 85 per cent of the sample, were current smokers while a 
further 12 (5.2%) were ex-smokers. For men, drinking in excess of 21 units of alcohol per 
week, is considered to be unsafe. Over half (54%) of the men in our sample consumed in 
excess of 21 units of alcohol per week while 28.9 per cent of men consumed in excess of 
50 units of alcohol per week. Fourteen per cent of women consumed in excess of the safe 
limits of alcohol for women, which is fourteen units per week. However, only 23 women 
were surveyed, so this result cannot be taken to represent the alcohol consumption of all 
homeless women. Eighty eight people (38.1%) reported ever having taken illicit drugs 
during their lifetime, of whom 62 (70.5%) had done so in the previous year. Fifty five 
people, (23.8%) admitted to having injected drugs and of these, well over half, 58.2 per 
cent, said that they had shared needles with others. This information is summarized in 
Table 4.2, where it is compared to findings from the Slan' survey. 

Health behaviour Health and dental needs SLAY survey (per cent) 
survey (per cent) 

Current smoker 85 31 --- 
Alcohol (Men) 
Unsafe drinking (>2Iulwk) 54 27 
Dangerous drinking 
(>5Oulwk) 28.9 
Illicit drug use 38 NIA* 
Injecting drugs 23.8 NIA* 
*N/A: not available 

4 3 3  Physical Health Assessment 
Physical health was assessed by three methods in this study. Firstly, symptoms of physical 
illness were recorded from a symptom checklist. Secondly, illnesses reported by the 
participants were recorded from a list of common physical conditions. These are known 
as self-reported illnesses. Thirdly, physical health was measured by means of a physical 
examination, chest x-ray and laboratory investigations. While the third method is the most 
reliable indicator of ill-health, the reporting of symptoms and self-reported illness can add 
valuable information on health status. 

433(a)Svmptoms of  Phvsical Illness 
Table 4.3 shows the numbers and proportion of respondents reporting physical symptoms 
at the time of interview according to the major body systems. 

Respiratory symptoms included cough, sputum (phlegm), breathlessness, wheeze etc; 
musculoskeletal symptoms included joint pain, back pain etc; 
Digestive symptoms included nausea, heartburn, abdominal pain etc; 



Cardiovascular symptoms included chest pain, breathlessness, swelling of ankles etc; 
neurological symptoms included headache, dizziness etc; 
Skin symptoms included a rash, itching of the skin etc. 

The principal symptoms which are reported related to the respiratory, musculo-skeletal 
and digestive systems. This distribution of symptoms is similar to that found in previous 
research on homeless people (Bines, 1994). Overall 203 (88.3 per cent) of respondent's 
reported one or more physical symptom. 

Table 4 3  Prevalence ofphysical symptoms noted in consultations 

System Number Percentage 
Respiratory System 128 54.7 
Musculoskeletal System 96 41.6 

Gastro-intestinal (Digestive) System 94 
Cardiovascular System 66 
Neurological System 37 
Skin 11 

: Non-specific symptoms 
Feeling low in energy 85 36.8 
Poor appetite 37 16.0 
Involuntary weight loss>lOlbs 29 12.6 

4 3 3  (b) Self-reoorted illness 
Table 4.4 shows the prevalence of a selected number of chronic illnesses reported by the 
participants. Depression is the most commonly reported diagnosis. Overall 69 (33.3 per 
cent) reported a psychological problem while 128 (55.9 per cent) reported at least one 
chronic physical diagnosis in the past. 

*NIDDM: non-insulin dependent diabetes mellitus 

43.3 (c)  Physical examination. chest x-ray and laboratorv investieations 

Physical examination 
The physical examination comprised a measurement of height and weight, which was 
used to calculate body mass index, and an examination of the cardiovascular system, 
respiratory system and skin. 



Body mass index 
Nearly two thirds of mcn (63.6 per ccnt) and women (69.9 per cent) had a normal body 
mass index. This compares well with the SLAN results, where the respective figures are 
32.8 per cent for men and 53.3 per cent for women. Obesity is defined as a body mass 
index of over 30. In our study, 9.1 per cent of men and 13 per cent of women were obese. 
The comparative figures from SLAN are 17.2 per cent and 15.9 per cent respectively. 

Cardiovascular .system 
Twenty eight per cent (n. 64) of participants were hypertensive, having a blood pressure 
in excess of I39179 mmHg. This compares to 19 per cent in the SLAN survey. Those 
reporting a history of high blood pressure were 2.5 times more likely to have an elevated 
blood pressure measurement according to these criteria. Eleven (52.4 per cent) of those 
with a history of high blood pressure had normal measurements at the time of the 
examination. However, 52 (84.9 per ccnt) of those who had an abnormal blood pressure 
did not report such a history. Auscultation of the heart was normal in 223 (96.1 per cent). 
Fourteen people (6.3 per cent) had absent pedal pulses either unilaterally or bilaterally, 
indicating peripheral vascular (circulatory) disease. 

RespirU.ctory system 
The mean peak expiratory flow rate as ~neasured with a Wright peak flow meter was 410 

/ Llmin. Those who reported a history of respiratory disease had a significantly lower peak 
expiratory flow rate (mean PEFR 349 vs. 422 Llmin; p=O.Obl). They were 3.3 times more 
likely to have audible wheeze on auscultation of the chest. Crepitations were detectzd in 
two people both of whom had a history of respiratory disease. Ten people were suspected 
clinically as having an acute lower respiratory illness. This was confirmed by chest x-ray 
in seven people. 

Skin 
Abscesses (1.7 per cent), ulcers (2.2 per cent) and lacerations (1.7 per cent) were noted on 
examination of the skin. Tattoos were noted in 14.7 per cent of the sample. Not all 
participants were willing to have their skin examined. 

Chest x-ray results 
Two hundred and twenty eight people had a chest x-ray. The results are outlined in Table 
4.5. Seventy eight percent had a normal chest x-ray. Seven people had evidence of 
pneumonia, and there was one case of active tuberculosis (TB). TB will be discussed in 
detail in Chapter Five. 

3.5 
0.4 

 condition^'^ ... 

* Includes asthma, chronic bronchitis, emphysema, bronchiectasis. 

Rib fracture 8 
k2tvicle fracture- -- 1 



Laboratory investigations 

General blood tests 
Almost 200 participants had blood samples taken: 199 had a full blood count, 187 had an 
ESR (erythrocyte sedimentation rate) and 191 had a random blood glucose test. Table 4.6 
sets out the principal results. 

Bloo 

The prevalence of anaemia was 3.8 per cent for men and 5.8 per cent for women. In most 
cases, the pattern of anaemia was that of either iron deficiency anaemia or anaemia of 
chronic disease. These people were referred on to their GPs for further investigation. The 
MCV (mean corpuscular volume) can be raised for a number of reasons, one of the 
commonest reasons being excessive alcohol intake. Given the previous findings of this 
study, i.e. that 28.9 per cent of men drink in excess of the dangerous limits of alcohol, it 
is reasonable to suggest that our MCV findings represent serious alcohol problems in the 
homeless population. A raised ESR (erythrocyte sedimentation rate) may suggest several 
illnesses and, by itself, is a non-specific finding. Abnormal results were notified to the 
participant's GP. A random blood glucose in excess of llmmolll is diagnostic of diabetes 
mellitus. Three of the five people with a raised blood glucose were already known to be 
non-insulin dependant diabetics. However, the remaining two people were diagnosed as a 
result of this screening test. 

Anaemia 
Men (Hb < 13 .Og per cent) 
Women (Hb 4 1 . 5 ~  oer cent) 
Raised MCV*: (MCV >96)** 
Raised ESR 
Men (ESR>10) 
Women (ES-15) 
Raised random blood ducose O l l  .lmmol/l)** 

Heoatitis Screening 

Background 
One hundred and eighty nine people were tested for Hepatitis A, B and C serology in our 
study. 86 (44 per cent) of the sample were selected by random sampling and 103 (54 per 
cent) were volunteers. 172 (92 per cent) were men and 15 (8 per cent) were women. The 
majority of the sample was composed of hostel dwellers (94 per cent), while the remainder 
were sleeping rough at the time of the study. The mean age for men was 45 years (range 
19 to 86 years) and for women was 34 years (range 18 to 65 years). 

* MCV 1s mean corpuscular volume. Its significance is discussed in the text below. 
** Results for men and women analysed together. 
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The serological markers used were as follows: 
Heoatitis A: total antibody to Hepatitis A; 
Heoatitis B: Hepatitis B core antibody (Anti HB core), Hepatitis B surface antigen 
(HbsAg) and antibody to Hepatitis B surface antigen (Anti HBs); 
Heoatitis C: Hepatitis C antibody (Anti HCV). 

3.8 
5.8 

28.6 

40.0 
29.6 

2.6 



Results 
Table 4.7 shows the results of the screening tests carried out for Hepatitis A, Hepatitis B 
and Hepatitis C. One hundred and eighty nine people underwent screening. 

1 Type of Hepatitis / Number screening positive I Percentage 1 95 per cent CI / 
I I I 

Hepatitis A 1441189 77 63.7-88.6 

Hepatitis B I 
Hepatitis C 

Screening positive for Hepatitis B was not significantly associated with lifetime use of IV 
drugs, however it was significantly associated with being positive for Hepatitis C 
(p<0.005). One person was HbsAg positive. Screening positive for Hepatitis C positive 
was significantly associated with lifetime use of IV drugs (p<0.0001), infection with 
Hepatitis B (p<0.005) and being a rough sleeper (p<0.005). 

Eight people (4.2 per cent; 95 per cent CI 1.8 per cent to 8.3'per cent) tested positive for 
both Hepatitis B and Hepatitis C. Seven of these eight people gave a history of IV drug 
use. 

Conclusions 
1. There is a high degree of immunity to Hepatitis A among homeless people. 
2. Hepatitis B is a common and serious preventable illness among homeless people. We 

conclude that homeless people, in the Irish context, should be considered as an 'at risk' 
group for Hepatitis B (category four in the National Immunization Guidelines, Royal 
College of Physicians of Ireland, 1999) and therefore should be offered vaccination 
against same. Because of the mobility of the group, we would suggest that an 
accelerated course of the vaccine be advisable. 

3. Hepatitis C is an even more serious problem in this population than Hepatitis B 
Unfortunately, there is no vaccine against Hepatitis C. 

Summarv of results of ~hvsical examination. chest x-rav and laboratorv investigations 
The principal results following the physical examination, chest x-ray and laboratory 
investigations are summarized in Table 4.8. 

Table 4.8 Summary of principalfindings following physical examination, 
chest x-ray and laboratory investigations 

Number Percentage 

Hypertension (#BP) 

Diabetes (NIDDM) 

Hepatitis B 

Hepatitis C 

Tuberculosis (TB) 



43.4 Mental health assessment 

Cognitive impairment 
The mini-mental state examination (MMSE) found that 49 (21.5 per cent) people had a 
score below 24130 indicating cognitive impairment. Forty three people (1 8.9 per cent) had 
mild to moderate cognitive impairment, defined as scores of 16 to 23130, and six people 
(2.6 per cent) had moderate to severe cognitive impairment defined as a MMSE score of 
less than 16. 

Depression 
Using Beck's Depression Inventory (BDI) as the screening instrument for depression, and 
taking a score of greater than 14 as indicating depression, 96 people (46 per cent) screened 
positively for depression. 

Alcoholism 
The CAGE score was used to estimate the prevalence of alcoholism in the group. Twenty 
four cent of the group had a score of 314 or 414 indicating alcoholism. This suggests that 
nearly one in four homeless people are alcoholics. 

Summary of results of mental health assessment 

The results of the mental health assessment are summirized in Table 4.9 

Table 4.9 Summary of results of mental health assessment 

Number Percentage 

Cognitive Impairment 49 21.5 

Depression (BDb.14) 96 46.0 

Alcoholism 50 24.0 

43.7 Comparison of self-reported illness and findings following physical 
examination, laboratory investigations and mental health assessment 

One of the striking findings of this study was the disparity between what was recorded as 
self reported illness and the findings following physical examination, laboratory 
investigations and mental health assessment. Table 4.10 illustrates this point for a number 
of illnesses. This disparity suggests that there is a large burden of undiagnosed physical 
and mental health problems among the homeless population 

Figure 4.1 Prevalence ( per cent) of self reported illness versus study findings 



43.9 Referral and follow-up 
The arrangements put in place for follow-up and referral of medical problems is outlined 
in the Methods section 4.2.10. 

Referral Rates 
Over half of the participants, 124 people, required referral for further assessment of 
findings on physical examination or for further assessment of abnormal laboratory or x- 
ray findings. The majority, 120 people were referred to GPs, three people were referred to 
Chest Clinic for investigation of suspected TB and one person was referred directly to an 
Accident and Emergency Department with a very abnormal random blood glucose (42.6 
mmolll). This participant had no previous history of diabetes, he did not feel unwell, but 
he had symptoms of diabetes mellitus. 

In addition, those who scored above the threshold for depression(zl4) on Beck's 
Depression Inventory, were advised to see their GP if they felt down or depressed. Of the 
ninety six people who scored above the threshold, two thirds had a physical problem also. 
An additional 35 referrals were made on the basis of an abnormal Beck's score alone. GPs 
were also informed of their patients who had abnormal mini-mental state results, 
suggesting cognitive impairment. 

Table 4.10 shows the referral pathways. In total, 159 people (68jper cent) required further 
assessment of either a physical or mental health problem. ' 
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Keferrcd to (Health - Problem): . . . - . - . . .. . . . . . . . . . Number . . . . . . . - . . . . . . . . - . Per . cent 
GP Physical health only 59 25.2 

Physical and mental health 61 26.0 
Mental health only 35 14.0 

GP Total 155 66.1 

Chest clinic 3 1 .O 

1 Accident & Emergency 1 0.4 1 
1 Total 159 675 1 

Mode of Referral 
Participants in whom a serious disease was suspected e.g. diabetes, tuberculosis, Hepatitis 
B or Hepatitis C,  were visited by the research doctor in order to explain the suspected 
diagnosis and the possible implications of the diagnosis. Approximately 25 visits were 
made. The visit was also used to provide support to the participant and to encourage them 
to follow through with the referral arrangements made. A letter outlining the suspected 
diagnosis was also given to them at that time. It was not possible to meet some of these 
participants (for example, two were in prison) and in these cases the suspected diagnosis 
had to be discussed over the phone. 

4.4 Discussion 

4.4.1 Methodology 
This is the first Irish study which has examined the health of homeless people by including 
a general physical, mental and dental assessment. The methodology section of this report 
outlines the complex process by which participants were included in this study. This 



included the provision of a stipend for participation in the study. However, only half of the 
respondents in this study became involved in this random method. The other half of the 
participants volunteered to participate in the study. This shows the difficulty in employing 
a method of simple random selection in a homeless population and emphasises the fact 
that what may be desirable in a methodological sense may be impractical in reality. 

4.4.2 Comparison offindings with other studies 
Notwithstanding the difficult arrangements (which had to he made to ensure that the 
physical examination, the dental examination, the blood testing and the chest x-ray could 
all take place on the same day) 234 people participated in the study. It is possible to 
compare many of the findings in this study with those which have been carried out 
previously in an Irish context. However, comparisons are less possible with clinical data 
(due to lack of availability of such clinical data on the general population) than with data 
relating to health behaviours and self reported health status. 

Behavioural Risk Factors 
The health behaviours reported in this study are consistent with the findings of other 
studies in the past among the homeless (Holohan, 2000; Feeney et al, 2000) hut compare 
unfavourahly with data from the general population (Friel et al., 1999). Table 4.1 1 sets out 
some health behaviour data from this study and compqes it to two previous homeless 
studies and to the national lifestyle survey. 

It can be seen that the pattern of behavioural risks are repeated from study to study and the 
degree to which these risks differ from the health hehaviours of the general population are 
confirmed. Caution should be exercised when comparing Holohan 1997 with the others as 
the methods of measurement was somewhat different. It would appear, however, that little 
or no improvement can be identified in these important determinants of health in recent 
years. 

Symptoms of physical illness 
The symptoms reported by participants in this study are similar to those found by Bines 
(1994) and Balzacs (1993) in their studies of homeless people in the UK. Symptoms of the 
respiratory (54.7 per cent of participants), musculoskeletal (41.6 per cent) and digestive 
(40.7 per cent) systems predominate. Given the outdoor lifestyle of homeless people, it is 

'Data is presented in percentages 

28 



not surprising that respiratory and musculoskeletal symptoms are so common: the 
digestive symptoms may be related to inadequate food, poor eating habits or excess 
&oh01 consumption. While symptoms may not accurately reflect the presence of 
underlying ill-health, in the absence of other measures, they give some indication of which 
body systems may be affected. 

self reported illness 
Comparisons of self reported illnesses can be made between the present study and 
Holohan 1998. There is little difference in the self reported prevalences of most 
conditions. These rates of self-reported illness are similar to those found by Bines (1994) 
and Balzacs (1993). This helps to confirm the existence of these conditions as significant 
problems for homeless people. It also demonstrates the consistency of estimates of disease 
prevalence using self reports. Figure 1 compares the results of this study to that of 
Holohan (1998). 

Physical Health Assessment 
The physical health assessment allowed an accurate, objective measurement of body mass 
index, the prevalence of hypertension (high blood pressure), diabetes, Hepatitis A, B and 
C ,  and respiratory disease (radiolologicallx-ray diagnosis) in the study group. 

I 
Interoretation 
One difficulty that arises in the interpretation of the results of'this study is the lack of 
comparable physical and mental health data from the general Irish population. It is not 
possible to quantify the degree to which many of the health indicators in this study might 
differ from those of the general population. The SLAN Survey (Friel et al., 1999) included 
an examination survey of a subgroup of the larger study sample. This allows comparisons 
to be made with high blood pressure, obesity (using body mass index) and other physical 
measures. 

Com~arison with other Irish studies 
The disparity between what was recorded as self-reported illness and the findings 
following the physical health assessment have already been highlighted in the results 
section (4.3.7). Using other sources of data on the general Irish population, it is possible 
to compare the prevalence of certain conditions among the homeless with that of the 
general Irish population. 

Table 4.11 illustrates the differences observed. The prevalence of hypertension found in 
our study, 28 per cent, is compared to the results of the SLAN survey, 19 per cent. The 
prevalence of Hepatitis B, 9 per cent in our study, is compared to that found in the general 
population by O'Connell et a1 (2000), 0.5 per cent. The prevalence of Hepatitis C, 18.5 per 
cent in our study is compared to the known prevalence of Hepatitis C among blood donors 
screened for Hepatitis C,  0.05 per cent. Depression is also included in this table. The 
prevalence of screening positive for depression using Beck's Depression Inventory (BDI) 
in our study (46 per cent) is compared to the findings of the ODIN (Outcome of 
Depression International Network) stndy in Ireland, where 23.7 per cent of those sampled 
screened positive using the BDI (Horgan et al, 2001 provisional figures from unpublished 
data). Depression is discussed in more detail in the next section. 





Table 4.12 Comparison of studyBndings with other Irish studies 
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Only four conditions are illustrated in Table 4.12. However, if this trend is also true for 
other illnesses (and we have no reason to believe that it is not), we believe it is reasonable 
to suggest that the burden of ill-health among homeless people is substantially greater than 
among the general Irish population. 

In the absence of comparative national data, many of the findings of this study are 
uninterpretable. A national morbidity survey is required which would establish standard 
methodologies for measurement of disease prevalence and would provide much needed 
national population baseline data to allow the health of marginalized groups, such as the 
homeless, to be properly interpreted. 

Hevatitis B and C 
Hepatitis B and Hepatitis C merit special attention because of the very high prevalences 
found in this study. Interestingly Hepatitis B was not significantly associated with 
intravenous(1V) drug use while Hepatitis C was significantly associated with IV drug use. 
The high rate of Hepatitis C would seem to reflect the large number of IV drug users who 
now find themselves homeless. An education and prevention programme for Hepatitis B 
and C needs to be introduced for both homeless people themselves and people who work 
with them. Vaccination against Hepatitis B and Hepatitis A should be considered for all 
homeless people and those who work with homeless people. This matter has been referred 
to the National Immunization Committee. 

Res~iratorv illness 
The chest x-ray results demonstrated that one person had active tuberculosis (TB). This 
was less than the number of cases expected given the rates of TB reported among the 
homeless in other countries. Further research is required into TB in the homeless in 
Ireland. This is discussed in detail in Chapter VII. 

Seven people (three per cent) had evidence of pneumonia on chest x-ray. This is not 
surprising given the outdoor lifestyle of the participants. Twenty four people (10.5 per 
cent) had evidence of chronic respiratory conditions (e.g. chronic bronchitis, asthma, 
emphysema). This is less than the self-reported figure of 20.1 per cent, and probably 
reflects the fact that it takes some years for chronic conditions to become evident on chest 
x-ray. 



Mental Health Findings 

Depression 
Twenty six per cent of participants in our study reported that they suffered from 
depression. Depression is the most prevalent of all the self-reported conditions in this 
study. This is in keeping with Holohan's (1998) and Bines (1994) findings. 

The instrument used to measure depression in this study, Beck's depression inventory 
(BDI), is a screening instrument. The BDI is known to be a sensitive, but not very specific 
screening instrument. This means that not all people who score over the threshold figure 
(14) are clinically depressed. In an Irish community-based sample using the same 
instrument, 23.7 per cent of participants scored above the threshold for depression. Of this 
23.7 per cent, 38.5 per cent were found to be clinically depressed (Horgan, et al, 2001). 
In our study, ninety six people (46 per cent) scored above the threshold figure. If 38.5 per 
cent of these were clinically depressed, that would mean that approximately 37 people or 
18 per cent of o u  sample are clinically depressed. The ODIN group calculated the 
prevalence of depression in Ireland, in an urban population, to he 8.9 per cent (weighted 
prevalence) (Ayuso-Mateos, Vazquez-Barquero, Dowrick et al, 2001). Thus our results 
suggest that homeless people have twice the rate of depression as the general Irish 
population. The possibility that nearly one in five (18 per cent) homeless persons may be 
clinically depressed is worrying and has implications for'both primary care and the 
psychiatric services. 

Cognitive impairment 
The prevalence of cognitive impairment (score < 24130 using the Mini-mental state 
examination) in our sample was 21.5 per cent. This is a higher than the 19 per cent rate 
reported by O'Neill, Condren, O'Kelly et a1.,(1988) in an elderly Irish population. All 
participants were over 65 years of age in O'Neill et al's study. While other factors may 
have contributed to the very high rate in our group, for example educational attainment. 
drug abuse, other co-morbid conditions, this high rate is indeed a cause for concern. 
Health promotion programmes for homeless people will have to be designed to take into 
account that a substantial number of their target group may be cognitively impaired. 

Alcoholism 
The CAGE score is a reliable indicator of those who have serious drinking problems. Our 
results suggest that nearly one in four homeless people suffer from alcoholism. Service 
provision for alcohol addiction services in the ERHA is currently being reviewed. The 
specific needs of a service to address the needs of homeless people with alcohol addiction 
should be included in this. 

4.43 Follow-up care 
The referral system outlined in the Methods section (Section 4.2.10) was thought to be a 
'fail-safe' and satisfactory way of processing identified health problems. However many 
difficulties were encountered and without doubt, referral and follow-up of participants was 
the most difficult and time-consuming aspect of the study. It was also the most important 
aspect of the study for individual participants. 

The difficulties encountered were that, firstly, the volume of referrals, over two thirds of 
all participants, was much higher than expected. This led to a time delay in processing 
results and referrals. Secondly, over a quarter of the participants were not registered with 
a GP. In this case, two practices (one north inner city and one south inner city) which 
already see many homeless people, agreed to see these referrals. However, this meant that 



participants were being asked to visit GPs that they didn't know, and therefore they may 
not have followed up on their particular problem. Thirdly, there was an unavoidable time 
lag between participation in the study and receipt of results, and between receipt of results 
and participants being informed of those results. By the time abnormal results were sent 
to participants, many participants had moved on. Great efforts were made to trace 
participants by contacting the hostel manager, their GP or any other health service they 
might use e.g. Drug Treatment Clinics, outreach workers, day-care services, prison 
services, the Community Welfare Offices in Charles St etc. Fourthly, the concept of the 
'link' person did not work out in practical terms for most participants. At least three factors 
contributed to this: namely, i)The concept was not developed well enough before the study 
commenced, ii) Many hostel staff had no health care training and were thus perceived to 
be reluctant to get involved with the health problems of residents, and iii) Even where 
consent had been given to inform a hostel staff or outreach worker of a participant's 
diagnosis, there was, in some circumstances, a certain reluctance on the part of the 
researchers to disclose this confidential information because of the lack of training of the 
recipient in this area and the fear that confidentiality may not be maintained. 

The net result of the above difficulties is that it became very difficult to contact a number 
of people with suspected illness. In a final attempt to contact participants, two special 
clinics were held in a city centre hostel, 16 months after completion of the study. All 
hostels which participated in the study, Simon Outreach and Focus Geland were sent a list 
of 50 people who required follow up together with details of the special clinics. Only three 
people could he traced: this clearly demonstrates the challenges of follow-up care among 
the homeless. 

Letters informing people that their results are normal were delayed, and so many may not 
have reached the participants because they have since moved on. 

4.4.4 Outcomes 
A limited amount of information is known about the outcome of referrals. The person 
suspected as having diabetes who was referred directly to an Accident and Emergency 
Department was diagnosed as having non-insulin dependant diabetes. It is not known 
whether he continued to attend the diabetic centre. Of the three cases of suspected TB, one 
was confirmed as having active TB and was admitted to hospital for treatment. The other 
two cases were confirmed as 'old', inactive TB. 

The outcome of the referrals to GPs have not been formally studied, i.e. we do not know 
how many people actually visited their GP following receipt of a referral letter or how 
many of these were referred to and attended specialist clinics e.g. those with a suspected 
diagnosis of Hepatitis C. Arguably, from the perspective of health gain for the individual, 
the success of the study and future service provision, this is one of the most important 
aspects of the study. Further research is planned to examine the outcomes of this study. 

4.4.5 What has this study added 
This study has provided physical, mental and dental health data derived from a structured 
health examination of homeless people. It is the first such Irish study to do so. It adds to 
previous Irish data in that it provides objective clinical data which can be used for service 
planning purposes, health monitoring, education of professionals working with the 
homeless and development of disease prevention and health promotion strategies. 
Previous studies have not been able to examine certain health issues such as alcoholism, 
hepatitis, depression, dental health, hypertension and diabetes other than by self reporting 
which, in the case of many of these conditions, is inadequate. 



The findings of this study confirm the poor health of this vulnerable group by objective 
measurement for the first time. It shows that the poor health status of homeless people 
reported in previous studies cannot be attributed to over reporting on the part of the 
respondents. Some of the health issues which it identifies, which could have been inferred, 
have been quantified. Examples include cognitive impairment, depression, alcoholism and 
hepatitis. Planning of services should, therefore, take into account the high prevalence of 
cognitive impairment, depression and alcoholism in attempting to identify appropriate 
solutions to the problems which homeless people are confronted with. 

There are considerable implications for those who work with the homeless both in the 
statutory and voluntary sectors. Cognitive impairment makes it difficult to understand 
advice such as prescriptions and health promotion advice, creates dependence and 
ultimately reduces the likelihood of successful rehousing. Furthermore, depression can 
reduce the motivation of those who suffer from it to move into independent living or to 
respond to efforts to provide services for them. Substance misuse which results in chaotic 
lifestyles poses great challenges for those working with homeless people. Staff require 
training to be able to detect substance misuse so that potential underlying influences on 
health can be identified and remedied. 

The high prevalence of hepatitis B in this group means that homelessness could be 
considered as a risk factor for hepatitis B in an Irish contek This implies that non- 
immune homeless people and those at risk who work with thkm should be immunised 
against hepatitis B. 

The Eastern Regional Health Authority has recently put in place multidisciplinary primary 
care teams to work with the homeless. Their primary objectives will be to identify people 
who can benefit from specific health and social services and to link them with these 
services. The initial service may be provided by these teams but the ultimate goal will be 
to link the person with appropriate mainstream services. This will ensure that in meeting 
the health and social needs of homeless people, pathways out of homelessness can be 
planned and that the services do not serve to maintain homelessness or act as a barrier to 
independent living. The teams will enhance the capacity of mainstream primary health 
care services to take ownership of health and social problems for people who are at risk 
of homelessness or have become homeless. This preventive function is a key purpose in 
the establishment of these teams. 

In order for these teams to deliver upon these objectives, they will need to be aware of the 
health and social problems which have been outlined in this study. These findings will 
help to inform the development of the functions of the teams and to prioritise their actions. 
The health behaviours which have been identified provide a significant challenge to those 
working in the field of health promotion. Their health behaviours are a real and constant 
threat to their health. Previous work has shown that homeless people would use and 
benefit from services which could support them in their efforts to alter their health 
behaviours (Qualitative report in this study and Feeney 1999). 

4.4.6 lmplicutions for primary care services 
Most of the health issues which have been identified in this study are best managed in a 
primary care context. Very often, a GP may need the support of another primary care 
professional in providing care to these people or in linking them to other elements of the 
services such as mental health services or drug addiction services. The multidisciplinary 
teams should help to provide this back up for those working in primary care who provide 
services to homeless people. They could act as a resource service which can support 



people in the efforts to return to independent living. They also have a crucial role in the 
early detection and prevention of homelessness by identifying problems which could 
precipitate or perpetuate homelessness and intervening to deal with them. 

4.4.7 implications for research and further studies 
This study emphasises the need for national morbidity data. A national morbidity survey 
is required which would establish standard methodologies for measurement of disease 
prevalence and would provide much needed national population baseline data to allow the 
health of marginalized groups, such as the homeless, to be properly interpreted. The 
international focus should be on the comparative data from other studies and on the 
agreement between self-reported and measured health status using selected indictors e.g. 
alcoholism, hepatitis, depression. 

4.5 Recommendations 

Access to primary care 
We recommend that: 

A permanent fast-tracking system to register homeless people with a general 
practitioner(GP) should be established. A list of GPs who are willing to take part in this 
fast-tracking process should be drawn up. The fast-tracking system should ensure that 

/ 
a homeless person is given a General Medical Services card with the doctor of their 
choice (from the list of participating GPs) within three working days of a request for a 
medical card being made. 

Physical health 
We recommend that: 

Health professionals and all those working with homeless people should be made more 
aware of the common physical illnesses which homeless people suffer from. This 
should assist in increased detection of these illnesses and an opportunity to treat same; 
Hepatitis: All homeless people should be offered screening for Hepatitis A, B and C. 
Where a homeless person is found to be non-immune to Hepatitis A or Hepatitis B, 
heishe should be advised to be vaccinated against it. 

Mental health 
We recommend that: 

Health professionals and all those working with homeless people should be made more 
aware of the possibility of depression among homeless people. Appropriate holistic 
care strategies should be devised for individual homeless persons; 
Further research into cognitive impairment in the homeless should be undertaken. In 
the meantime, all those working with homeless people should be aware that brain 
function may be sub-optimal in up to one fifth of homeless people. 

Smokine. alcohol and drug addiction 
We recommend that: 

Smoking, alcohol and drug addiction should be addressed by an appropriate health 
promotion programme, targeted at homeless people; 
Alcohol addiction services should be reformed in order to take the particular 
circumstances of homeless people into account; 
Drug treatment services should be reformed in order to take the particular 
circumstances of homeless people into account. 



Develo~ment of the multidisci~linan ~rimarv care teams 
We recommend that: 

The north and south inner city multidisciplinary primary care teams are fully staffed as 
a matter of urgency; 
The teams are fully resourced so that they can carry out their work effectively; 
The work of the teams is monitored and evaluated, in order to assess the impact of their 
work and to guide the development and on-going work of the teams. 

Care ~ l a n s  
We recommend that: 

Individual care plans, which include a comprehensive health care plan, should he 
considered for all homeless people; 
A pilot project examining the feasibility and usefulness of these care plans should be 
set up. 

Further research 
We recommend that: 

A study of the outcomes of this study be carried out; 
A national morbidity study be carried out. 



Chapter 5 Dental Survey 

Key Points 
This survey of the oral health status of homeless people suggests that the dental 
treatment need among hostel dwelling men in Dublin is very high (98% of those 
examined required dental treatment) and is similar to that found in other countries. 
In Ireland only medical card holders are entitled to free dental treatment and 35% oj 
the participants in the survey did not have medical cards. 
Despite the overwhelming level of dental treatment need among participants, 41 % oj 
those who had not attended a dentist in the last year cited "no need" as their main 
reason for not attending. 
40% had not visited a dentist in the last 5years 
28% had not visited a dentist in the last 1 0  years 

5.1 Introduction 
In the Republic of Ireland until January 1st 2000, while all medical card holders were 
entitled to emergency dental treatment, only medical card holders less than 34 years and 
over 65 years were entitled to routine dental care. Those eligible for routine dental care 
having been accepted by a dentist participating in the Dental Treatment Services Scheme 
(DTSS) had to apply to a Health Board for prior approval before being treated. Since 
January 2000 all medical card holders are entitled to routine dentabtreatment with a 
participating dentist of their choice without prior approval. People who are homeless and 
who have medical cards can access dental treatment in the same way as all medical card 
holders but there is no specific dental service for homeless people in Ireland. 

5.2 Literature Review 
Epidemiological data on the oral health status of homeless people are limited because 
these individuals are usually outside the typical sampling frame used for assessing the 
general population (Kaste and Bolden 1995). A number of studies which specifically 
looked at the oral health of homeless people have been camed out in Brisbane (Jago et a1 
1986), Manchester (Burgess 1985), Los Angeles (Gelberg et al 1988), Montreal (Pizem et 
a1 1994), Boston (Allukian et a1 1984) and Leeds (Blackmore et a1 1995). All of these 
studies have shown that the unmet dental need of homeless people is extremely high but 
their utilisation of the available dental services is very low. 

5 3  Aims and Objectives 

53.1 Aims of the Study: 
1. To establish levels of oral health among homeless adults; 
2. To estimate the need for dental treatment among homeless adults; 
3. To provide information for the planning of services; 
4. To investigate barriers to seeking and receiving dental treatment among homeless 

people. 

5 3 2  Objectives of the Study: 
1. To determine the oral health status of homeless adults by conducting an oral 

examination on a random sample of these people; 
2. To compare the oral health status of homeless adults with the oral health 

status of Irish adults as determined by the national survey, Oral Health of Irish 
Adults (OtMullane and Whelton 1986); 

3. To determine the use of existing dental services by homeless adults; 
4. To identify barriers that might exist to the use of these services; 



5. To establish how many homeless people had medical cards 

5.4 Methodology 
The oral health survey, which includcd a dental examination and a short questionnaire, 
took place in the dental surgery in St. Mary's Hospital, Phoenix Park. It took place in 
conjunction with the physical and mental health study and was therefore carried out on the 
same sample of the study population (see section 4.2 ). 

For the clinical examination the following measurements were undertaken: 
Trauma to permanent incisors (Broken front teeth) 
Denture Status 
Periodontal Disease and Attachment Loss (Gum disease) 
Lesions of the Oral Mucosa 
Need for Immediate Care and Referral 
Dental Caries (Dental Decay) 

The Questionnaire was completed during an interview before the clinical examination at 
the same time as a medical history was taken and consent obtained. 

5.5 Results / 

The clinical findings are presented according to age groups and are compared throughout 
to the results from the National Survey 1989190, Oral Health of Irish Adults (OIMullane 
and Whelton 1986). The six age groups used were the same as those used in the National 
Survey (being 16 - 24,25 - 34,35 - 44,45 - 54,55 - 64 and over 65). 

The main results are presented for hostel dwelling males. Because of the relatively small 
numbers of females and those who were sleeping rough who participated in the study their 
results are unlikely to be representative of these groups However results are also presented 
for both females and street sleepers in Appendix C. 

5.5.1 Edentulousness (Toothlessness) 
In the homeless group the prevalence of edentulousness was lower for all age groups when 
compared to both males with medical cards and all males in the general population (see 
figure 5.1). This however is to be expected since the homeless group had not been 
attending for routine dental services and had a high level of treatment need. There was no 
edentulousness among the females or those sleeping rough. 

Figure 5.1 

Percentage of Hostel Dwelling Men who are Edentulous compared to 
All Males and Males with Medical Cards in the General Population 

Age Group / ~ e d  Card 

- 



the the number c Among I :dentulous subjects of all ages who were not wearing 
any dentures was greater than in the general population (see table 5.1). This difference was 
most marked in the 45 - 54 age group where the number not wearing any denture was 
three times higher in the homeless group. 50% of homeless over 65, 25% of those aged 
between 55 and 64 years and 33% aged 45 - 54 did not wear a denture compared to 21% 
of males over 65 and 11 % in the 55 - 64 age group and1 1 % aged 45 - 54 in the National 
Survey 

Age Group % 

No Denture FIF F/ 

I35 -44 0 0 100 

45 - 54 33 33 33 

55 - 64 25 63 13 

Over 65 50 50 0.0 

No Denture F/F Fl 

23.5 76.5 0.0 

10.9 78.2 3.6 

10.7 79.8 8.3 

21.4 61.5 11.1 

Of participants who had some missing teeth and were wearing partial dentures 80% were 
wearing dentures that were affecting the oral mucosa (causing problems to their gums). 

552 Dental Caries (Decay) 
Dental caries is measured internationally by an index known as the DMF index. DMF 
stands for Decayed, Missing and Filled Teeth (DMFT). It counts all teeth that have been 
affected by decay whether they are still decayed or have been filled or extracted. 

When examining for dental caries it was often difficult to establish why a tooth had been 
extracted, many subjects did not remember. For this reason in these results all missing 
teeth are included in the DMF score, with edentulous subjects being given a count of 32 
missing teeth. This was also done in the National Survey 1989190. Figure 5.2 shows the 
mean DMFT by age group for the homeless compared to all males in the National Survey. 
The mean DMFT is less among the homeless in all age groups except the 16 - 24 and 55 
- 64 age groups. 

Figure 5 2  
The evidence would show that the overall level of caries among the homeless group is 

Figure 5.2 

Mean DMFT for Homeless and Males in the National Suwey <989190 



similar to or lower than males in the general population. The difference lies in the 
percentage of the DMF that was attributable to decay. It was significantly higher in all age 
groups among the homeless except in those over 65. It was five times higher in the 25 - 
34 age group. In this age group the percentage of DMFT that was attributable to decay was 
40% compared to 8% in males in the National Survey. In Table 5.2 the percentage of 
DMFT which is attributable to untreated decay (DT) missing teeth(MT) or filled teeth 
(FT) is shown and compared to males in the National Survey. 

Table 5.2 Mean DMFT and percentage of the total DMFT which are attributable to 
Decayed (DT), Missing (MT) or Filled (FT) components by Age Group compared to males 
in the National survey (NS)1989190 
Base: Dentate and Edentulous 

Figure 5.3 shows the percentage of DMFT that is attributable to DT, MT and FT in the 
homeless population and figure 5.4 shows the percentage of DMFT that is attributable to 
DT for both the homeless and for males in the general population 

Figure 5 3  

Percentage of DMFT anributable to DT MT and FT in the Homeless 

1 6 2 4  2 5 3 4  3 M 4  4- 5 5 4 4  InM ' >" 
Age Gmup 

Figure 5.4 

Percentage of DMFT that is attributable to DT for Homeless and 
for Males in the National Survey 1989190 

Age Group 



An explanation of why the percentage of untreated decayed teeth is significantly greater 
in the younger age groups is probably because the older age groups have lost more of their 
teeth [see MT (missing teeth) Fig. 5.31 

5 5 3 .  Periodontal Disease [Gum Disease] 
Periodontal disease is a progressive destructive disease of the tissues that hold the teeth in 
place. It can progress from bleeding gums to bone loss and can lead to teeth becoming 
loose. In some cases teeth can become so loose that they fall out. 
In this study the periodontal health of the homeless was substantially worse than men in 
the general population with only 1 % in all age groups not requiring any treatment 
compared to 13% among males in the general population. 

INational Survey 1 10% 2% 

55.4 Treatment Need 
The percentage of the study group requiring dental treatment is higher in every age group 
with 98% of the total number requiring dental treatment. This compares to 66% for males 
in the National Survey. 69% of the homeless group needed denture treatment compared to 
33% in the National Survey. Except in those over 65 the mean number of extractions 
needed is significantly higher in all age groups, it is almost eight times higher in the 25 - 
34 age group. The number of fillings needed followed a similar pattern with the homeless 
group needing a fat higher number of fillings over four times higher in the 25 - 34 age 
group. 

5.55 Other Results 
Trauma [Brokenfront teeth] 
The prevalence of trauma'was higher among the homeless group, more than twice as high 
in the 16 - 24 age group. In this age group the fractures were more severe with 36% 
requiring root canal treatment (8% National Survey) and 55% were missing due to trauma 
(12% National Survey). None of the study subjects had received treatment. Of the 25 - 34 
age group only 17% of teeth affected by trauma had been treated. 

Lesions of the Oral Mucosa 
20% of the homeless men had lesions of their oral mucosa compared to 6% of men in the 
general population. I11 fitting dentures caused 60% of the lesions. 3% had lesions that 
required further investigation and were referred to Dublin Dental Hospital. This compared 
to 0.2% in the general population. 

55.6 Questionnaire 
Each subject who was clinically examined also completed an administered questionnaire. 
The purpose of this questionnaire was to ascertain when and where subjects accessed 
dental treatment and to establish what were the barriers to subjects seeking and receiving 
treatment. 



Self Reported Barriers to Dental Care 

NoNeed: 41% 
No Medical card, Not Entitled*: 19% 
None Reported: 17% 
Cost: 12% 
Fear: 10% 

* Until January 2000 medical card holders between the ages of 34 and 65 were not entitled 
to routine dental care and were only entitled to emergency dental treatment if they were 
having pain. Since January 2000 all medical card holders are entitled to routine dental 
treatment. 

When asked if they knew where to go if they had a dental emergency 35% did not know 
where they could go. Sometimes there were contradictions in their answers, while 75% 
felt that they did need some dental treatment, 41% of those who had not visited the dentist 
in the past year cited "No Need" as their main reason for not attending. 82% had not 
visited the dentist in the past year. 40% had not visited the dentist in the last five years and 
28% in the last ten years. 14% said that the last time they visited the dentist was for a 
check up. 83% said that it was because of pain or trouble with their dentures. 

5.6 Treatment Offered 
Nineteen people needed immediate dental care because of pain or infection and were 
given a choice of an appointment in a Health Board clinic or if they had a medical card 
and indicated that they would prefer to attend their own dentist were advised to do so. 
Seven people were referred to Dublin Dental Hospital for further investigation only 
one of these people attended. 
Most of the others who participated in the study, who were contactable were sent 
appointments for a Health Board Dental clinic. Approximately 30% attended. 

5.7 Comparison of the Oral Health Status of Irish Homeless with data from 
other Countries 

The percentage of homeless men in this study who were edentulous was 10%. This was 
lower than other published studies of homeless men. In Brisbane(Jag0 et a1 1986) the 
figure was almost three times higher (29%) than in Dublin while the age distribution was 
similar. The Australian study however was carried out almost twenty years ago. The figure 
in Montreal (Pizem et a1 1994) was closer (14%) to Dublin while in Leeds (Burgess 1985) 
the percentage edentulous was 30%. In Leeds the percentage of subjects over 65 years was 
higher than the other studies (see table 5.4). Many studies have shown a direct relationship 
between tooth loss and increase in age so a higher age profile can be reflected in a higher 
proportion of edentulousness. (O'Mullane and Whelton 1986, Gelberg et a1 1988, 
Blackmore et a1 1995) The percentage of subjects in Los Angeles (Gelberg et a1 1988 ) 
who were over 55 years was only 6% and this is reflected in a lower percentage of people 
who were edentulous i.e. 7.4%. 



Location % Edentulous 1 % of Age >55 
Dublin 10 1 25.5 
Leeds 30 41 
Los Angeles 7.4 6 - 

% of Age >50 
Montreal 14 31 
Brisbane 29 30 

The mean DMFT for homeless men in Boston was 16 which is similar to the figure in this 
study for all age groups which was 17.5. A major difference was that the percentage of 
the DMFT that could be attributed to untreated decay was almost twice as high in Boston 
(42.5%) than it was in Dublin (23.5%) . The mean DMFT in Brisbane (21 ) and Leeds 
(20.8) were almost the same with the percentage of decayed teeth at 19% in Brisbane and 
24% in Leeds (see table 5.5). 

Mean DMFT Percentage DT . 

Dublin 17.5 (SD8.9) 19 
Boston 16 23.5 
Brisbane 21 (SD9.6) 42.5 
Leeds 20.8 24 

Despite the overwhelming levels of need as perceived by the dental examiners, 85% in 
Montreal, 97% in Boston, 98% in Dublin and 100% in Leeds, the perceived need among 
subjects was significantly lower, 61% in Montreal, 75% in Dublin and only 26% in Leeds. 
When asked if they would he interested in receiving routine dental care 85% of subjects 
in Boston and Montreal and 76% in Dublin replied that they would, yet the numbers of 
subjects who attend the dentist regularly was found to be low in all studies. In Boston 28% 
of subjects had not attended the dentist for an average of 14.5 years, while in Dublin 28 
% had not visited a dentist for more than 10 years and 40% for more than 5 years. 

In Montreal subjects were asked where they would like to he treated, 35% said that they 
would prefer to he treated in a special mobile clinic at the shelter but 65% said that they 
would prefer to attend a private dental practitioner. In Dublin 24% said that they would 
like to attend a special clinic that all homeless people could attend whether they were in 
possession of a medical card or not and 30% said that they would prefer to attend a private 
practitioner. 14% would favour a Health Board clinic while 29% said that they did not 
have any preference. 

5.8 Conclusions 
Though the men in the study had a higher mean number of teeth and a lower DMFT 
they had substantially higher treatment need than men in the general population. 
Except in the over 65 age group the study population had at least four times as many 
teeth that required extraction as the general population and at least twice as many teeth 
that required fillings in every age group. 
Levels of edentulousness were lower among the study population but 50% of the 
homeless men did not have any dentures compared to 21 % of the general population. 



The periodontal status of the study group was poorer than that of men in the general 
population. Only 1% of the study population had no treatment need compared to (13%) 
in the general population. The greatest difference occurred in the percentage that 
required complex periodontal treatment, 27% compared to 10% had moderate 
periodontal disease and 6% compared to 2% had severe periodontal disease. 
There was a high proportion of subjects in the study group who had a lesion of the oral 
mucosa. 60% of these lesions were associated with denture wearing. Two subjects had 
acute necrotising ulcerative gingivitis and needed immediate treatment. 
The percentage of subjects who had at least one fractured front tooth in the 16 - 24 age 
group (45%) was more than twice as high as males in the general population (21%). 
Not one of the study group had received any treatment for their fractured front teeth. 
The percentage of the study group who required any dental treatment was 98% 
compared to 66% in the general population. 

5.9 Implications for the Dental Service 
The aims of this study were to establish levels of oral health among hostel dwelling male 
adults and to estimate their need for dental treatment. This study has measured levels of 
oral health among a sample of hostel dwelling male adults and compared these levels of 
with both males and male medical card holders where possible, as examined in the 
National Survey 1989190. From these findings it can be seen that there is a substantial 
treatment need among the homeless population. 

A further aim of this study was to investigate barriers to these people seeking and 
receiving dental treatment. This was done by means of an administered questionnaire. 
* 35% of subjects replied that they did not know where they would go if they needed 

emergency dental treatment.. 
72% of the medical card holders in the study group were in the age groups between 35 
and 64 and until January 2000 were not entitled to routine dental care. 
The main reasons given by subjects who had not attended a dentist in the previous year 
for not attending was that there was no need. 

The barriers to accessing dental care identified so far are lack of perceived need among 
the homeless group themselves, lack of entitlement to either emergency or routine 
services, a lack of information on where to access dental services and fear of dental 
treatment. Other studies have identified other barriers. In Montreal Pizem et a1 found that 
even when there were no financial barriers to dental care many homeless people did not 
access the services that were available. That study found that though homeless people 
were entitled to receive free dental care there was a reluctance among dentists to see them 
in their private offices. The reasons given for this were that homeless people often have 
poor personal hygiene and dishevelled appearance and the fear of losing their regular 
patients forced the dentist to refer homeless people either to another dentist or to public 
clinics in a hospital setting. Burgess concluded that dental receptionists had a definite 
prejudice against homeless people. He recommended that education to improve their 
sensitivity might improve matters. In Toronto Lee et a1 1994 found that another barrier 
was that the instability of the lifestyles of many of the homeless which makes it extremely 
difficult for them to book and keep regular appointments. There is often a lack of trust 
between many homeless people and those who they perceive to he in positions of 
authority. 

The Health Strategy document "Shaping a Healthier Future" addresses the need for 
improved preventive and treatment services for special groups such as people with mental 



illness, alcoholism and those who misuse drugs. It does not mention homeless people 
specifically hut many homeless people fall in to one or more of these categories. The 
challenge to the dental services now is to provide both preventive and treatment services 
to homeless people who want and need such services. This study has provided information 
on the level of oral health, made judgements on the level of treatment that is required and 
given some answers about why homeless people are not accessing dental services. From 
other studies it can be seen that the solution is not simple. It must always be remembered 
that the homeless are not a homogenous group and that there will not be a single answer. 
Simply providing services is not enough. Services must be provided in places and at times 
that are acceptable to the homeless population. In this study 24% of those surveyed said 
that they would like a service particularly for the homeless but 30% said that they would 
like to attend a general dental practitioner. A further 29% said that they had no preference. 

Other studies (Pizem et a 1994 and Lee et a1 1994) have shown that there is poor 
compliance with treatment regimes so this must be considered when treatment services are 
being planned. In Boston a dental programme especially for homeless groups was 
established in conjunction with hostel and shelter staff (Bolden and Kaste 1995). The 
authors concluded that it was very important to consider the characteristics of a homeless 
population when planning dental services; the length of time they were homeless; the 
length of time spent at shelters; their use of multiple shelters for various services; and their 
compromised physical, medical andlor emotional status. In 1991 Kinzel having 
interviewed two homeless groups concluded that the extent and effectiveness of health 
seeking behaviours among the homeless are limited because of decreased trust, decreased 
motivation for self-care, and isolation from social and health care systems. 
Recommendations were that an awareness and understanding of the homeless way of life 
would increase the effectiveness in working with these people. 

5.10 Recommendations 
Dental care for the homeless should be planned in consultation with providers of other 
services to homeless groups, in order that dental services can be developed in 
conjunction with other services such as mental and general health care and provision 
of basic needs. 

An information and advice service could be set up in centres that are already used by 
homeless people. This service, in addition to providing information on where to artend 
for the various medical and dental services, could help homeless people to apply for 
medical cards. Because of the heterogeneous nature of the homeless group some will 
need little or no help while others will need substantial assistance; for example with 
finding a doctor and filling up the forms. 

Staff in hostels, day centres and food centres should be provided with information 
about dental services so that they can help homeless pcople to access dental treatment 
particularly when they are in pain. 

Many of the day centres are provided with a general medical card. Therefore an 
emergency dental service could be provided to the users of those centres by a 
designated Health Board clinic or by general dental practitioners who would agree to 
participate in such a service. 

Consideration could be given to providing a dental screening at hostels and day 
centres. During the screening it could be established what treatment a patient would be 



willing to accept and whether they would prefer to attend a general dental practitioner 
or a designated Health Board clinic. The dentists carrying out the screenings, having 

built up a rapport with these patients, should, if possible, staff the designated clinic 

The use of a mobile dental unit should be considered. This unit could be parked at 
either hostels or day centres, thus bringing the dental service to homeless people who 
may experience difficulties in accessing general dental services. 



Chapter 6 Environmental Health Survey 

Key Points: 
General environmental conditions were found to be satisfactory in four of the five 
hostels surveyed; 
To ensure that the quality of accommodation is maintained, regular environmental 
control inspections of all hostels by Environmental Health Officers is required; 
It is recommended that quality standards rather than minimum standards be used as 
guidelines for the general inspection; 
There are inadequacies in the area of food safety in hostels such as the poor 
implementation of food safety systems and the lack of adequately trained food 
workers. (It is acknowledged that food hygiene training courses for homeless services 
catering staff have already commenced); 
Recent changes in legislation have brought hostels within the scope of statutory food 
safety inspections; 
There are useful gu~des available on good food hyglene practice. (See Section 6.3.5) 

6.1 Introduction 
The environment in which we live has an important influence on our health. The risk of 
spread of infectioys diseases is enhanced where people are living in a communal setting. 
This is particularly true where the health of the population in question is already 
compromised, as it is for most homeless people. The spread of tuberculosis is assisted by 
poor ventilation and over-crowding, while outbreaks of food-home illness have been 
reported commonly in institutions. It is therefore important to ensure that all reasonable 
care is taken to reduce risks posed by the environment in which a homeless person lives 
and by the food they eat. 

As part of the Health and Dental Needs study, two separate surveys were carried out. A 
general environmental inspection was carried out by Environmental Health Officers 
(EHOs) from Dublin Corporation and a food safety inspection was carried out by EHOs 
from the Food Control Sections of both the Northern and South Western Area Health 
Boards. 

6.2 General Environmental Survey 

6.2.1 Objective of the Survey 
The objective of this part of the study was to evaluate the environment in which hostel- 
dwellers live and to assess the risk of the spread of infectious diseases in the hostel setting. 

6.2.2 Methodology 
Five hostels were inspected jointly by two EHOs. The hostels inspected were chosen at 
random from the 12 hostels that participated in the overall study. The inspections were 
arranged in advance with the consent of the manager of each hostel. 

The hostels were inspected under the criteria set out in the Second Schedule of the 
Housing Act 1966. These are the matters to which a Housing Authority are to have regard 
in considering whether a house is unfit for Human Habitation and include the following: 

Air space and ventilation; 
Resistance to moisture; 
Resistance to infestation; 
Water supply, sanitary arrangements and drainage; 
Resistance to transmission of heat, 
Resistance to transmission of sound; 



Stability; 
Resistance to spread of fire; 
Natural and artificial lighting; 
Facilities for preparing, storing and cooking food; 
Safety of staircases and common passages etc. 

The following items were also inspected during the survey: 
Date of construction; 

* Number of beds; 
Number of residents; 
Smoking policy; 
Cleaning regime; 
Hand washing1 drying facilities. 

6.23 Results 

General Environment 
The hostels inspected ranged from one that was built in the eighteenth century to the most 
recent one that was constructed in the 1990s. Most of the older hostels have undergone 
refurbishment in the last number of years. Four out of the five hostels surveyed were 
originally huih as hostels. 

The size of hostels ranged from two that could accommodate almost 70 residents to the 
smallest, which could take 30. Only one of hostels surveyed allowed female residents. In 
this hostel the gender breakdown varied from day to day, but residents were predominantly 
men. 

Ventilation and Overcrowding 
Natural ventilation is provided in all the hostels by openable windows and some of the 
hostels have vents in the window frames. Two of the hostels have dormitory-style 
accommodation, which may require provision of mechanical ventilation. The space 
standard, as laid down by the Housing Act 1966, requires that a minimum of 400 cubic 
feet be provided per person in sleeping accommodation. All of the hostels comply with 
this standard. 

Smoking Areas 
One of the hostels was non-smoking and one allowed smoking in designated areas only. 
Smoking was permitted in all the other hostels. 

Sanitary Facilities 
The sanitary facilities available in all the hostels were generally of a high standard. 
However there was a shortfall of toilets in two of the hostels relative to the number of 
occupants. The number of showerslbath facilities in some of the hostels was 
unsatisfactory. Four out of the five hostels also had urinals available for residents. 

All of the hostels had a plentiful supply of wash hand basins. All of the rooms in one of 
the hostels had wash hand basins. Where electric hand drying facilities were not available 
towels were either supplied or supplied upon request. 

Restaurant Facilities 
All of the hostels served both breakfast and &nner. Residents are not encouraged to bring 
their own food into the hostels. One of the hostels had tea stations located on three floors. 



Communal Areas 
All of the hostels had communal rooms with pool tables or televisions available to 
residents. Some also had a library or a chapel available in the building. 

Bed Linen 
The bed linen is changed daily in all of the hostels where residents stay for one night only. 
Long term residents have their bed linen changed weekly. 

6.2.4 Conclusions 
Most of the hostels sumeyed are in very good condition with modem facilities available 
to residents, with the exception of one hostel. Dampness, the drainage system and a 
serious shortfall in toilet and shower facilities need to be addressed in one hostel. Over- 
crowding is not a problem in any of the hostels surveyed. Mechanical ventilation should 
be considered in the two hostels surveyed which have dormitory-style accommodation. 

6.25 Recommendations 
The problems identified in one hostel should be addressed without delay. - All other hostels should have an initial environmental inspection, carried out by 
Dublin Corporation, to assess the general conditions of the hostel. Thereafter, all 
hostels should be inspected once every three years to ensure that at least the 
minimum provi&ms of the Housing Act 1966 are adhered to. 
The Housing A& 1966 refers to matters to which a Housing Authority is to have 
regard to in considering whether a house is fit for human habitation. The standards 
set out are minimal standards. The standards outlined in "Putting People First. A 
good practice handbook for homeless services" are quality standards. It is 
recommended that quality standards rather than minimum standards be used as 
guidelines for the general inspection. 

6 3  Food Safety Survey 

63.1 Objective of the survey 
To undertake a survey on hostels for homeless people with regard to food safety 

63.2 Methodology 
Two hostels from the South Western Area Health Board and three from the Northern Area 
Health Board were inspected. These five hostels were randomly selected from the twelve 
participating hostels. 

The Final Draft of the Code of Practice on the Inspection of Food Businesses (Food Safety 
Authority of Ireland) 2000 was used as guidance for the inspections. The purpose of this 
Code of Practice is to establish a consistent approach within the Environmental Health 
Service when conducting food safety inspections of food businesses for their compliance 
with statutory controls and/or relevant accepted codes of practice. 

The inspections were conducted with the aid of the Code of Practice Inspection Planner. 
The following methods were used for the inspections: - 

Overview of the business; 
Overview of the documentation kept; 
Observations of work practices; 
Questioning of employees; . Review of documents and records; 
Physical measurements. 



An Environmental Health Officer from eal sh of the two Area Health Boar ds jointly carried 
out the inspections. Each visit took over two and a half hours and one hostel had to be re- 
visited because of the large number of food operations in the premises. 

The Environmental Health Officers pre-arranged the inspections and conducted a closing 
meeting with the appropriate manager or person in charge after the audit. 

6 3 3  Findings and Recommendations 

A. Hygiene Prerequisites 
Overall the premises, plant and equipment, fixtures and fittings were adequate. 

There were minor items that needed attention, which were notified to the management of 
individual premises; 

Cleaning Schedule: On the day of inspection the hostels were found to be clean. 
However, we found that cleaning schedules were not drawn up. Cleaning schedules are 
essential to ensure that a proper system of cleaning takes place within the premises; 

Pest Control: During the inspection no evidence of pest infestation was found in any 
of the premises. However on interviewing staff it was noted that some of the hostels had 
previous problems in relation to rodent infestations. Records should be kept of inspections 
for signs of pest infestations and this should include bait point maps. Suitable fly mesh 
will have to be provided on windows in the kitchens in most of these premises; 

Waste Management: In one hostel a commercial wheelie bin must be provided as 
refuse bags on there own are unsuitable; 

Sanitary Accommodation for Fodd Workers: A separate toilet facility would need to 
be provided in most of the hostels for the sole use of food workers. This is to reduce the 
risk of communicable disease being contracted by food workers. 

B.  Supplier Control 
It was found that most hostels did not have an Approved Supplier List 
A problem in most of these premises was that donations of food are sometimes accepted. 
High risk foods should only be accepted when coming directly from Health Board 
registered or other approved premises. For consumers with low immunity high-risk foods 
are all foods with the exception of salt and sugar. 

C .  Process Control 
Regulation 4 of the EC (Hygiene of Foodstuffs) 2000 requires " The proprietor of a 

food business to ensure that any step in the activities of hislher food business which is 
critical to ensuring food safety is identified and ensure that adequate safety procedures are 
identified, implemented, maintained and reviewed on the basis of the following principles 
used to develop the system of HACCP (Hazard Analysis Critical Control Points):. 
(i) analysing the potential food hazards in a food business operation, 
(ii) identifying the points in those operations where food hazards may occur, 
(iii) deciding which of the points identified are critical to food safety - hereinafter 

referred to as "critical points", 
(iv) identifying and implementing effective control and monitoring procedures at the 

critical points, and 
(v) reviewing and analysis of food hazards, the critical control points and the control 

and monitoring procedures periodically and whenever the food business operations 
change. 

Apart from one hostel in which there was an external consultant engaged to draw up and 
implement the system, none of the other hostels had any awareness of HACCP. 



To effectively implement a HACCP system it may be necessary to get external help by 
engaging the services of a consultant. Alternatively, a senior member of the catering staff 
may be trained to draw up and implement the system. It is important that the hostel 
catering staff has ownership of the system and understand their appropriate 
responsibilities. 

Cross Contamination: We found that in most premises there was a risk of cross 
contamination due to inadequate zoninglseparation of raw meat, poultry, 
vegetables and ready-to-eat foods. 
Temperature Control: There was a lack of record keeping in relation to temperature 
control. Calibrated temperature probes along with sterile wipes will have to be 
provided to take temperatures of food stored in: 

- Refrigerated Units, 
- Freezers, 
- Coldrooms, 
- Hot Holding Units. 

The temperature of deliveries and cooking temperatures also have to be taken. 

D. Management Procedures 
We were informed that a large number of food workers in these hostels have not been 
trained in basic food hygiene. 

To control training, all personnel involved with the food side of the service should be 
listed with their appropriate level of food hygiene training. All new staff should at least be 
given an induction course where a module deals with food safety. 

It is acknowledged that food hygiene training courses for homeless services catering staff 
have commenced this year with the assistance of the Homeless Initiative. This is a very 
welcome development. 

6.3.5 Conclusion 
Overall this food safety survey found that structurally the premises were adequate but 
operational food hygiene in these premises should be immediately addressed and in 
particular the legal requirement with regard to the implementation of Hazard Analysis 
Critical Control Points (HACCP). 

Managers are now legally obliged to ensure that food handlers are supervised and 
instructed and/or trained in food hygiene matters commensurate with their work activity. 

External help may need to be sought to implement HACCP and deliver training 
programmes for food handlers. The Food Safety Authority of Ireland (Tel. 01 8171300) 
has a list of consultants who provide such services. There are also two good guides to food 
hygiene which the National Standards Authority of Ireland (NSAI) has produced. They 
are: I S .  340: 1994 Hygiene in The Catering Sector and I S .  343: 2000 Food Safety 
Management Incorporating Hazard Analysis And Critical Control Point (HACCP). They 
can be purchased from the NSA1,Tel. 8073800. It is advisable that all hostels comply with 
these standards. 



Chapter 7 Tuberculosis in the homeless population- 
Current services, Prevalence of TB, Hostel Management Survey, 
Hostel Staff Survey 

I Key Points _____________1 
Thrs research suggests that TB in the subgroup of homeless people surveyed (mainly 
hostel-dwellers) is not as common as in homeless populations in other countries; 
Further research needs to be done to confirm this finding. However, there is no room 
for complacency with this very serious infectious disease and hostel management and 
staff need to be alert to its clinical picture and treatment procedures; 
An annual chest x-ray screening for TB is offered to homeless mentally ill people who 
attend a particular programme for the homeless mentally ill in Dublin. Otherwise, 
there are currently no specijic services for TB in the homeless; 
None of the hostels had a policy for the management of TB in a hostel resident; 
There is an urgent need to educate hostel staff about the risks they are exposed to at 
work and to provide them with Hepatitis B vaccine. 

7.1 Introduction 
Worldwide, tuberculosis(TB) was the commonest infective cause of death among adults 
in 1995 (Raviglione MC, Snider DE jr, Kochi A. JAMA 1995). This is because of its 
persistent high incidence in developing countries. In Western countries, including Ireland, 
TB has been on the decline since the early 1900's. Increases in the rates of TB in the USA 
and some European countries in the 1980's and early 1990's have been related to HIV 
infection, drug abuse, homelessness, immigration and deterioration in living standards and 
health care delivery to those on low incomes. In Ireland, in spite of a small increase (1.7%) 
in notifications between 1997 and 1998, there has been a steady overall downward trend 
since 1992.(Smith A, Igoe D, O'Flanagan D et al. 2000) However, TB continues to be a 
cause for concern among certain at risk groups, including homeless people. 

Evidence from international studies confirm that TB, particularly pulmonary TB (TB of 
the lung), is more common in homeless people than in the general population. TB is an 
infectious disease and pulmonary TB is spread by droplet infection, i.e. it is air-home. 
Given the close living circumstances and poor health status of homeless people, they are 
at high risk of contracting TB if exposed to it. A further explanation of tuberculosis is 
given in the information leaflet in Appendix A. 

The prevalence rates for TB found among different homeless populations vary from 1.5 
per cent (1500 per 100 000) found in a UK survey in 1992 to1994 (Crisis, 1995) to six per 
cent (6000 per 100 000) found in an American study in the early 1980's (Slutkin, 1986). 
This contrasts starkly with the Irish notification rate of 11.7 per 100,000 in 1998. The 
prevalence of TB in the Irish homeless population is unknown. Thus, as part of the 
assessment of the physical health of homeless people described in Chapter IV, participants 
underwent a screening procedure for the detection of pulmonary tuberculosis. 

In addition, current services to prevent, detect and control TB in the general population 
and also in the homeless population are described in this chapter. Hostel management were 
surveyed to determine if there were in specific policies in place for the prevention and 
management of TB. Hostel staff were also surveyed to establish their knowledge and 
awareness of TB. It became clear as the study progressed that blood-home infection, 
particularly Hepatitis B and Hepatitis C were a cause for concern among homeless people, 
thus hostel staff were also asked about their knowledge and awareness of blood-home 
infection and their Hepatitis B vaccination status. 



7.2 Survey of prevalence of pulmonary TB among homeless people in the 
Eastern region 

7 . 1  Introduction 
International data on increased rates of TB in homeless populations, and the absence of 
information on TB in homeless people in Ireland prompted this survey. The Report of the 
Working Party on Tuberculosis (1996) suggests that 'high incidence groups may include 
..... admissions to hostels and shelters for the homeless'. Ii also states that screening for 
TB should he considered in such groups where the incidence of TB is shown to be 
significantly higher than in the general population. The Working Party Report also 
comments that 'the method of screening will be largely determined by local 
circumstances, and logistical and other practical issues'. The method of screening used in 
this survey was a questionnaire and a chest x-ray. 

7.2.2 Methods 
The sample selected for this part of the study was the same sample of people who 
participated in the Physical and Mental Health study, Chapter Four. The methodology 
described in Section 4.2 therefore applies to this survey on the prevalence of pulmonary 
TB. A standardized questionnaire and a chest x-ray were used as the screening 
instruments. The questionnaire enquired into demographic details, past or present history 
of TB, contact with TB( knowledge and awareness of TB, BCG status. 
The chest x-ray was carhed out in St Mary's Hospital, Phoenix Park and was reported on 
by a Consultant Radiologist. 

7.23 Results 

7.2.3.1 Demography 
Of the 234 people who participated in the overall study, 228 people had a chest x-ray and 
completed the questionnaire on TB. There were 208 (91.2 per cent ) men and 20 (8.8 per 
cent) women. Of the participants, the majority 211 people (93 per cent) were hostel- 
dwellers: 17 people (seven per cent) were sleeping rough on the street. Most participants 
were Irish nationals, a small number were born in the UK, and there was one person each 
from the Netherlands, Nigeria and Mauritius. 

The mean age for men was 45 years (range 19 to 86 years), and 34 years (range 18 to 65 
years) for women. The participants are divided into age categories in Table 7.1. Two thirds 
were in the 30 to 59 year age category, with only 15 per cent being sixty or more years 
old. 

Under 30 years 
30-59 years 

Sixty per cent of the group were single, with a further 27.2 per cent separated or widowed. 
Nearly half of the participants were homeless for less than one year, but over a fifth were 
homeless for more than five years as shown in Table 7.2. 

-ears or over I 34 1 15 

41 
153 

Total 

18 
67 

228 1 100% 



There were slightly more volunteers in the sample than those selected by random 
sampling, with 121 (54 per cent) volunteers as opposed to 107 (46 per cent) selected by 
random sampling. 

Over one year to three years 
Over three years to five years 
Over five years 

Total 

7.2.3.2 Questionnaire 

Health behaviours 
Eighty six per cent of participants were cigarette smokers. The level of alcohol 
consumption was very high, especially among men. Table 7.3 outlines alcohol 
consumption in men. Almost three out of ten men drank what is considered to be a 
dangerous level of alcohol, that is, more than 50 units (equivalent to 25 pints) per week. 
Over one fifth of people (22.7 per cent) reported that they had injected themselves with 
drugs at some stag6 in their lives. 

57 
14 
50 

228 

Percentage 
- 79 - 46 

25% 
6% 

22% 
100% 

1 -  'Hazardous' drinking (22 to 49 units) I - 43 1 - 25 1 
- 'Dangerous' drinking, (50 units or over) I - 50 1 - 29 
Total* 172 1 100 

Past Historv of Tuberculosis 
Ten people stated that they had had TB in the past. However, this was confirmed by chest 
x-ray in only three cases. Some of the ten reported that they had screened positively for 
TB, which leads one to suspect that they may have had TB infection (i.e. contact with a 
case) rather than TB disease. 

Contact with TB 
Twenty nine people (12.6 per cent) reported that a member of their family had had TB. 
Eight people reported contact with TB, while nineteen (8.6 per cent) reported having been 
screened for TB. 

BCG status 
Seventy per cent of participants reported that they had had BCG vaccine. 

Knowled~e of TB : TB svmutom 
Almost one quarter (23.2 per cent) of participants were aware of the symptoms of TB. A 
similar number knew how TB was spread. Although one in four participants complained 
of a cough, three people complained of coughing up blood and 12 had night sweats, none 
of the participants had the combination of symptoms which would lead one to suspect a 
diagnosis of TB. Many people complained of the more vague symptoms of tiredness (31.7 
per cent) and lacking in energy (19.2 per cent). 



Preference of location for treatment of TB 
Most people (88 per cent) said that if they were diagnosed as having TB, they would like 
to be treated as an in-patient in hospital. 

Interest in receiving more information on TB 
Nearly three quarters of the group (71.6 per cent) were interested in receiving more 
information on TB. A video (64.2 per cent), followed by a lecture (46.5 per cent) were the 
preferred media for delivery of this information. Interestingly, only five per cent were 
interested in a Question and Answer session on TB. 

7.2.3.3 Chest X-ray results 
Although three people were investigated for TB on the basis of a suspicious chest x-ray 
result, only one case was confirmed as being a case of clinically active TB. 

The chest x-ray results are shown in Table 7.4. 

Tuberculosis --- 
Active 1 0.4 
Old 10 4.4 
Pneumonia 7 1 3 .O 
Chronic respiratory 24 1 10.5 
conditions* 
Rib fracture I 8 1 7 5 . . 

1 Clavicle fracture 1 ( 0.4 1 
* Includes asthma, chronic bronchitis, emphysema, bronchiectasis. 

Not surprisingly, given their lifestyle, seven people had pneumonia. These were all 
referred immediately to a general practitioner for treatment: however, one person could 
not be traced. Chronic respiratory conditions included cases of chronic bronchitis (19), 
emphysema (I) and interstitial lung disease (1). 

Active TB case 
There was one case of TB. This was in a young man in his twenties, who resided in his 
hostel. He had a history of drug abuse andhad been homeless for two months. He had no 
symptoms of TB. He had BCG vaccination as an infant. He was admitted to and treated in 
hospital. His sputum tested negative for TB, hut TB was cultured from fluid from his lung. 
This means that he was not infectious to other people and no other residents or staff were 
at risk of contracting TB from him. 

There were ten cases of old TB diagnosed on chest x-ray. Nine of the cases were men. The 
mean age of cases was 62 years (range 41 to 86 years). Four cases were in their sixties, 
and two in their eighties. 

Prevalence of TB 
The finding of one case of active TB gives a study prevalence rate of 0.4 per cent, 400 per 
100 000,95 per cent confidence interval 0.001 per cent to 2.6 per cent. The prevalence of 
0.4 per cent is 34 times the notification rate from most recent data (1998) in the general 



population of Ireland. However, this result must be interpreted with caution as the 
confidence interval suggests that the true rate in the overall homeless population is 
anything from 0.001 per cent, 10 per 100000, very similar to the rate in the general 
population, to 2.6 per cent, 2600 per 100000, which is over 200 times the national rate. 

7.2.4 Discussion 
From the findings of international studies, we expected to find four to six cases of active 
TB. In fact we found only one such case. The reasons for this could he: 

1) The number of people who participated in the study was too small to demonstrate 
the size of the TB problem (sample size too small), 

2) The people who participated in the study do not represent all homeless people., 
3) The sample of people selected are not comparable to homeless people in other 

countries, or 
4) The prevalence of TB in the homeless people in Ireland is not as high as it is in 

other countries. 
In reply to these four suggestions, the sample size was chosen statically on the basis of the 
best available evidence on the prevalence of TB among homeless people. Two hundred 
and eleven participants were hostel dwellers: this represented almost one third of the 
hostel bed capacity at the time of the study. The small number of rough sleepers, all of 
whom were volunteers, could not be said to be representative of all rough sleepers. 
Compared to other studies, most notably the UK Crisis survey (Citron et al, 1996) , our 
sample is younger. We had only 15 per cent in the 60 or over age group, whereas Crisis 
had 24.7 per cent. The Crisis survey, along with other studies, concludes that the profile 
of the homeless person most vulnerable to TB is of a middle-aged or elderly man sleeping 
rough or in hostels who misuses alcohol. From the limited information on those who 
refused to participate in our study (n=67), it is apparent that one third are over sixty years 
and nobody who refused is under 30 years. Thus, the reason for the low prevalence in the 
study may be that the screening was not targeted at an older age group. Ironically, the one 
case found was in a young man. 

Our study suggests that the rate of TB in the homeless population in Ireland is not as high 
as in other countries. However, firm conclusions cannot be drawn from our research at this 
point, and more research is currently being undertaken to clarify the size of the TB 
problem in Irish homeless people. However, there is no room for complacency with this 
very serious infectious disease. Homeless people, hostel management and staff, service 
providers to homeless people and health care professionals need to be alert to its clinical 
picture and treatment procedures so that cases can be recognized and treated at an early 
stage, preventing further spread of the disease in this vulnerable group. 

7 2 5  Recommendations 
Further research to determine accurately the incidence of TB among homeless 
people over the last five years. This should include examination of the TB register 
and analysis of the data from the screening programme for TB among the mentally ill. 
(See Section 7.3.2). 

7 3  Current services to prevent, detect and control TB in homeless people 

73.1 TB Services for the General Population 

Detection 
Tuberculosis is usually diagnosed by a general practitioner or hospital physician, or it may 
be found incidentally when a person is being investigated for another condition. Unless it 



is suspected clinically, it can be a difficult disease to diagnose. Cases may also be found 
during a screening process for TB, e.g. screening of health care workers, contact-tracing 
an index case of TB. Treatment, by means of a combination of drugs, is generally for a 
period of six months though it may be longer. For the successful eradication of the 
tuberculous bacterium, it is essential that the full course of treatment is adhered to. 
Treatment is often initiated in hospital, though not all cases of TB require admission to 
hospital. Cases of TB are then followed up in out-patient clinics until the disease is 
successfully cured. Dmgs used to treat TB are free of charge. 

Under the Infectious Disease Regulations 1981, all cases of TB must be notified to the 
Medical Officer of Health of the area where the person resides. The day-to-day operation 
of the Medical Officer of Health function currently lies with the Senior Area Medical 
Officer in each of the ten community care areas, covering the three area health boards, in 
the ERHA. Each case is also notified to the National Disease Surveillance Centre. Current 
policy guidelines (Department of Health, 1996) recommend that the notification is made 
within three days of the diagnosis being made. It is also recommended that the screening 
of contacts of the case begins within seven days of the notification. 

Prevention 
The prevention services for TB in the ERHA area include: i) BCG vaccination at birth, 
carried out in maternity hbspitals or in health centre clinics, ii) screening of selected 
groups of people known to be at higher risk of TB e.g. health care workers, asylum- 
seekers and refugees, and iii) contact tracing of index cases of TB. The efficacy of BCG 
vaccination has varied in international studies over the years, the vaccine being most 
consistently effective against TB meningitis and against miliary TB. Recent Irish studies 
have indicated a significant protective efficacy of the vaccine against childhood TB. Its 
effectiveness in preventing cases of pulmonary TB in adults remains a controversial 
matter. BCG for adults is only indicated for certain at risk groups as outlined in the Report 
of the Working Party on Tuberculosis (Department of Health, 1996). 

Five contact-tracing clinics serve the needs of all ten community care areas in the ERHA. 
Three of the contact-tracing clinics are attached to Chest Clinics run by respiratory 
physicians in the Mater, St James's and St Vincent's Hospitals. The other two contact- 
tracing clinics are in health centres in Kildare and Wicklow. Where a case of TB occurs in 
an institution, contact-tracing may be carried out in the institution. Contact-tracing 
involves the process of identifying who is a 'contact' of the case, the taking of a medical 
history and usually a skin test (Mantoux test). A chest x-ray may also be required. The 
purpose of the contact-tracing clinics is to identify persons with tuberculosis infection who 
may be suitable for preventive treatment (a course of drugs which aims to prevent the 
development of TB disease from TB infection) and to identify those without tuberculosis 
infection who may he suitable for BCG vaccination. 

Information leaflets on TB (Appendix A) are given to all people with TB and to all 
contacts. Clinic visits also offer an opportunity for discussion and education about TB. 

Control of TB 
Active surveillance and preventive measures are the key to the control of TB. Surveillance 
of TB describes activities related to finding cases, guiding them into the health care system 
and maintaining records on such cases for such purposes as identifying high risk groups 
and trends in morbidity and mortality. Surveillance also includes activities related to 
identifying persons who may be suitable for preventive therapy and those without 
tuberculous infection who may be suitable for BCG vaccination. Surveillance takes place 



at local (community care area), regional (health board) and national (National Disease 
Surveillance Centre) level. Analysis of the data collected on cases allows for the 
monitoring of trends in morbidity and mortality from TB and the identification of high risk 
groups. This information is then used to guide policy in relation to the control and 
management of TB. 

The development of policy in relation to TB is aided by i) at local level, a TB Advisory 
Committee composed of Area Medical Officers responsible for surveillance and contact- 
tracing of TB in each community care and chaired by a Senior Area Medical Officer, ii) a 
Regional Collaborative TB Committee, a multidisciplinary group consisting of respiratory 
physicians, public health physicians, microbiologists and others interested in the control 
of TB and iii) at national level, a National Working Group on TB, composed of all the 
relevant experts on TB. This Group is responsible for: a) monitoring the epidemiology of 
TB in Ireland and identifying high-risk groups, b) provision of advice on the control and 
management of TB, c) routine audit of all TB deaths and d) liaison with the regional 
collaborative committees. 

73.2 Specific TB services for homeless people 
Only one specific service for TB in homeless people was identified by this research. The 
service identified is a chest x-ray screening programme which has been carried out by the 
Programme for the ~ofneless Mentally Ill, based at St Brendan's Hospital, since 1979. The 
programme has both in-patient and out-patient services. In the twenty-year period, 1979 
to 1999, 16 (1.9 per cent) cases of TB were identified among 867 people who had chest 
x-rays. The TB screening was done on a voluntary basis. This data is currently being 
analysed to see if there is a trend over time in the rate of TB. 

7.4 Survey of Hostel Management 

7.4.1 Background 
The literature has shown that tuberculosis (TB) is an important cause of illness in 
homeless people. Therefore it is important that there are policies in place in homeless 
services, particularly in hostels, to recognize and manage cases of TB appropriately. This 
survey set out to explore if any such policies were in place. 

7.4.2 Methods 
During October 1999, a short questionnaire was sent to the manager of each of the eleven 
participating direct-access hostels to ascertain the accommodation arrangements in each 
hostel (i.e. number of single rooms, shared areas etc), staff numbers, whether their hostel 
had a policy with regard to TB prevention, whether they had a policy for managing 
residents with TB, and whether staff had received any pre-employment screening or 
education about TB . 

7.43 Results 

Response rate 
Completed questionnaires were received from ten out of eleven hostels surveyed, giving 
a response rate of 91 per cent. 

General description of accommodation 
Four of the hostels had been open for more than fifty years, two had been open for ten 
years and four for one year or less. Six were run by voluntary agencies, with the remainder 
being run by Dublin Corporation or the Eastern Regional Health Authority (formerly the 
Eastern Health Board). 



Six hostels catered for men only, two for women with and without children, and two 
accommodated both men and women. 

Between the ten hostels, there was a total of 630 beds, 493 beds for men and 137 beds for 
women. Of these, 503 were single rooms, 39 were two-bedded rooms, three were three- 
bedded rooms, six were four bedded rooms and there was one dormitory containing 
sixteen beds. 

There were communal cooking areas in half of the hostels, with communal dining and 
recreational areas in all ten hostels. 

Staffing arrangements and policy regarding tuberculosis 
Staff numbers and status: One of the hostels was staffed exclusively by volunteers. Two 
further hostels had both salaried and volunteer staff. The remaining seven hostels were 
staffed by salaried workers only. There was a total of 109 salaried staff between nine 
hostels. The number of volunteer staff was not stated for two of the three hostels who had 
volunteer staff. 
Pre-emvloyment screening for TB; Seven hostels had no procedure in place for pre- 
employment screening. One hostel required that its staff have a Mantoux test after they 
were employed. Two hostels were unsure whether they offered pre-employment screening. 
On-going screening for TB! Nine out of ten hostels had no mechanism for on-going 
screening for TB. One hostel' was unsure if it offered on-going screening measures. 
Education and information on TB: None of the hostels provided any education or 
information on TB to their staff. 
Policv reearding manaeement of residents with TB: None of the hostels had a policy for 
managing residents with TB. 
Contact with residents with TB in the vast vex: Two hostels stated that they had had 
residents with TB in the past year. Six hostels were unsure whether they had any residents 
with TB 
Interest in receiving more information on TB: All ten hostels were interested in receiving 
more information on TB, with literature and a question and answer session being the 
preferred format for dissemination of the information. 

7.4.4 Discussion 
There would seem to be little perception of the threat of TB both to homeless people and 
to staff working in hostels among hostel management. The hostels surveyed constitute the 
principal emergency hostels used by homeless people in Dublin. Yet, there are no formal 
policies in place for the management of TB in residents in any of the hostels surveyed, pre- 
employment and on-going screening for staff is virtually unheard of, and no education or 
information for staff is provided. On the positive side, all hostels are keen to receive 
information and education with regard to TB. It may be said that the failure to recognize 
the threat of TB to homeless people is in part due to the failure of the health services to 
provide this information to homeless service providers. 

7.45 Recommendations 
Provision of an education programme on TB for hostel management and staff, 
The development of guidelines for hostel management on how to manage a case or 
suspected case of TB in a resident; 
Consideration should be given to the provision of a pre-employment medical which 
should include a questionnaire on TB immunity Where indicated, BCG vaccination 
may need to be administered. It is recommended that that the pre-employment medical 
should form part of an overall occupational health service for hostel staff. 



75 Survey of Hostel Staff 

75.1 Background 
The survey of hostel staff was undertaken to assess the knowledge and awareness of staff 
with regard to TB and to determine the degree of contact they have had with it. As the 
results from the physical and mental health survey (Chapter IV) showed the very high 
prevalence of Hepatitis B and Hepatitis C in homeless people, the survey of hostel staff 
also enquired into knowledge of blood-borne diseases and Hepatitis B vaccination status. 

In relation to hostel staff, the issue of tuberculosis and blood-home infectious diseases 
(namely Hepatitis B, Hepatitis C and HIVIAIDS) in homeless people should be 
considered from two aspects. Firstly, by their knowledge and awareness of these illnesses, 
hostel staff may be the first (and crucial) contacts who suspect the illness in a homeless 
person. Through their caring role, the staff member may he able to direct the homeless 
person into the relevant health care service to have this problem investigated and treated. 
The role of hostel staff in supporting the homeless person as he or she is investigated and 
treated for the illness is vital. This role may include encouraging and reminding the 
homeless person to go to GP or hospital appointments, accompanying the person to such 
appointments, supervising treatment and providing social and emotional support. The 
second aspect of the issue of TB and blood-borne diseases is essentially an occupational 
health one. By virtue oitheir contact with homeless people, hostel staff, like health care 
workers, are at increased risk of these illnesses. They, therefore, should have a good 
knowledge of standard precautions, infection control and first aid. 

75.2 Methodology 
All staff members of the eleven direct-access hostels were sent a questionnaire which 
enquired into demographic details, knowledge and awareness of TB, contact with TB and 
also education received about TB and blood-borne infectious diseases. Their Hepatitis B 
vaccination status was also ascertained. The questionnaire was distributed by the manager 
of each hostel, and returned to the researcher. A reminder was sent out to non-responders. 

7 5 3  Results 

7.5.3.1 Response rate 
Ten out of the eleven hostels participated in the staff survey. The hostel which did not 
participate had volunteer staff only and the number of staff working there was not 
specified. There were 158 staff members among the ten responding hostels. The initial 
response rate was 66.4 per cent, which increased to 70.3 per cent (111 replies), after the 
reminder was sent out. Between hostels, the response rate varied from 46.4 per cent in one 
to 95.2 per cent in another. 

75.3.2 General and demographic details 
Eighty nine (82 per cent) salaried staff and eighteen volunteer staff (18 per cent) replied 
to the survey. Their demographic details are recorded in Table 7.5. 



- 
/Under 25 years 
25-34 years 
35-44 years 
45-54 years 
55-64 years 
65 years or older 5.5 
Total 100 

The age profile for salaried and volunteer workers was similar, although the mean age of 
volunteers (46 years; range 18 to 70 years) was slightly older than that of salaried workers 
(40 years; range 20 to 63 years). 

Length of time working in current hostel 
This ranged from one month to 35 years. Nearly half of the sample (46 per cent) had been 
working in the current hostel for two years or less. 

I 

Length of time spent working with homeless people per week 
This ranged from 3 to 100 hours with 50 per cent of respondents stating they worked 39 
or 40 hours per week. 

7.5.3.3 Tuberculosis 
Personal experience of TB 
One person reported that he had had TB in the past and had received a full course of 
treatment. Nearly one in five (18 per cent) reported that a family member had had TB, 
often this was 30 to 40 years ago. Nine people (8.2 per cent) said that they had been in 
contact with somebody with TB in the past year, while over half (58.7 per cent) were 
unsure if they had been in contact with TB. 

Over a quarter (28 per cent) said they had been screened for TB. Of these, two people 
screened positive. 

BCG status 
Over two thirds (69 per cent) of the sample reported that they had had BCG vaccination. 
Of those who stated when they had had BCG (n=39), most had received it at birth (17 
people) or at school (19 people). Three people received BCG as a prerequisite for work. 

Knowledee and Awareness of TB 
Only a small number of people (9 per cent) had received any education on TB. However, 
50 per cent of respondents knew how TB was spread, and 57 per cent knew the symptoms 
of TB. One in six respondents said they were aware of a TB policy in their hostel. 

TB svmutoms 
While almost half of those surveyed complained of a cough, nearly one third complained 
of a lack of energy and nearly half complained of tiredness, nobody had a combination of 
symptoms suggestive of TB. 

Interest in receivin~ more information on TB 
Most respondents (92 per cent) were interested in receiving more information on TB. 



Literature (57 per cent) was the most popular choice as the medium for education, 
followed by a lecture (46 per cent) or a video (42 per cent). A Question and Answer 
session was favoured by 29 per cent of hostel staff. 

Comments on TB 
Among the comments made by staff in relation to TB were: 'I thought it was eradicated.' 
'I always thought of TB as an 'old' disease from years ago and that it wasn't very common 
nowadays'. 'Feel very 'under-knowledged' about the issue e.g. causes, effects, treatment, 
recognition, avoidance'. 

7.5.3.4 Blood-borne Infection 
Education on blood-borne infection 
Nearly half of respondents stated that they had received some information on blood-borne 
infection (Hepatitis B, Hepatitis C and HIVIAIDS) during their present employment. 
Almost all (92 per cent) were interested in receiving more information. As with education 
on TB, the preferred medium for delivery of this information was literature, followed by 
a lecture or a video. 

Heoatitis B vaccination 
Forty one respondents (40 per cent of those who answered the question on Hepatitis B 
vaccination status) had cdmpleted a course of Hepatitis B vaccination. A further 19 people 
had had at least one vacd'ine of the course. The vaccination had been carried out in the 
health board in most cases (46 per cent), followed by GP's (22 per cent) and then Dublin 
Corporation (I 6 per cent). 

Comments on Hepatitis B 
A small number of people commented on Hepatitis B in relation to their work. Comments 
included: 'Lack of knowledge re incident and spread. Uncertain re risk of infection'. 
Another person complained that there was a delay in receiving Hepatitis B vaccination and 
that 'this is unacceptable in this line of work'. A further comment was that it 'should be 
made compulsory for sufferers (from Hepatitis B) to impart this information to carelstaff'. 

75.4 Discussion 
The response rate was high, suggesting the interest of staff in this survey. Hostel staff are 
of all ages, and both sexes which suggests a good mix of skills and experience. There 
appears to be a lot of new staff in each hostel as evidenced by the fact that almost half were 
employed for less than two years. 

There had been practically no formal education about TB, though there had been some 
information given on blood-borne infection. In spite of this, a substantial number of 
people were aware of TB symptoms and how TB was spread. There was considerable 
interest in receiving more information on TB and blood-bone infection which is 
encouraging. There was obvious concern about Hepatitis and other blood-borne diseases 
as evidenced in the comments. We disagree with the comment that it 'should be made 
compulsory for sufferers (of Hepatitis B) to impart this information to carelstaff'. Instead 
we recommend that everybody be treated as if they could have a blood-bome infection and 
that the system of 'Standard precautions' be put in place. A system of Standard Precautions 
drawn up by the Infectious Disease section of the Department of Public Health, ERHA, is 
outlined in Appendix B. Only 40 per cent of staff had received a full course of Hepatitis 
B vaccination. Considering that all staff are at risk of this very serious, but preventable 
disease, a system for vaccinating all staff, whether they are statutory or voluntary 
providers of services needs to be put in place as a matter of urgency. Formal training 



sessions on the prevention of TB and blood-borne illnesses in the hostel setting need to he 
put in place also to reduce the risks to which hostel staff are exposed on a daily basis. 

755 Recomnzendations 
An education programme for hostel staff on tuberculosis and blood-borne diseases 
should be instigated. This should include the important role that hostel staff play in 
detecting cases of TB and guiding them into the health care system. 

* Arrangements for the vaccination of all hostel staff with Hepatitis B vaccine should be 
put in place as a matter of urgency. It is recommended that vaccination should form 
part of an overall occupational health service for hostel staff. 
Care staff should have a good knowledge of standard precautions (i.e. what to do in 
case of a spillage of blood or body fluids), first aid, hygiene and infection control. 



Chapter 8 Discussion 

8.1 Introduction 
The Health and Dental Needs of the Homeless in Dublin study has found several areas of 
unmet need, outlined in the research findings in Chapters I11 to VII of this report. In this 
context, it is encouraging to hear Mr Bobby Molloy, Minister for Housing and Urban 
Renewal, state that, "from the outset, the Government recognized homelessness as a very 
real issue that can be and, indeed, has to be tackled effectively. As we become more 
affluent it is all the more important that we look after the more vulnerable in our society 
and that we ensure that their needs are properly met." This statement was made at the 
launch of the Cross Departmental Team Report on Homelessness, "Homelessness, an 
Integrated Strategy" in May 2000. Indeed, it would seem that the government is 
committed to investing large amounts of resources to tackle all aspects of homelessness. 
The challenge now is to deploy these resources effectively so as to ensure measurable 
health and social gain for homeless people, and to prevent people entering into the cycle 
of homelessness in the first place. 

: 3 
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8 2  Key Principles 
Certain key principles in relation to homelessness may help to direct our thinking about .:4 

the provision of health (and sociid) services to homeless people. They are: 

Homelessness should be viewed as a crisis. It should not be seen as inevitable or 
irreversible. 
Homelessness has as much to do with social exclusion as with bricks and mortar, and 
demands a range of responses. 
All services should aim to prevent homelessness in the first place, by ensuring housing 
and support is given to those in danger of becoming homeless. 
Homeless services should have a robust strategy aimed at preventing long-term 
homelessness. A continuum of accommodation, care and transitional housing is 
essential. 
Health and social problems cannot be addressed without reference to each other. 
Treatment approaches must be holistic. 
Homeless people are a heterogeneous group of people and hence have a diversity of 
needs 
Services for homeless people should be integrated into mainstream services 
The provision of quality services should be the central aim of all service providers. 

8 3  Issues raised by this study 
While some of the information in this report is already known, we believe that there are 
several new findings which will have implications for service provision. The main issues 
raised by this study are now discussed. 

Damaging Health Behaviours 
This study confirms that smoking, alcohol abuse and illicit drug use are very common 
among homeless people. Each of these behaviours exact a toll on the health of the 
individual homeless person concerned. A quality health service for homeless people must 
address these issues by engaging in an appropriate health promotion programme. A health 
promotion programme for homeless people needs to address many more issues besides 
health behaviours: this will be discussed again later in this chapter. 

Current alcohol services in the area health boards often do not take into consideration the .! 

specific needs and circumstances of homeless people. Outpatient detoxification, insisting 
, 



that people are "dry" on presenting for counselling and the appointment system are likely 
to act as barriers, deterring homeless people from taking up these services. Perhaps a harm 
reduction model with regard to alcohol, giving due consideration to the lifestyle of the 
homeless person, would be a more realistic model and more likely to succeed. 

Intravenous drug abusers (IVDA's) who become homeless find themselves in an invidious 
position with regard to drug treatment services also. Complete withdrawal from heroin 
may be an unrealistic expectation for many. If an addict is on a Methadone treatment 
programme, heishe will be thrown off the programme for using heroin. Helshe then 
descends into a more chaotic lifestyle, helshe may well be evicted for drug use, and 
finding himiherself homeless, especially on the street, will find it very difficult to access 
the treatment programme again. 

Many homeless people could benefit from alcohol and drug treatment services. However, 
the present alcohol services and drug treatment services are not "homeless friendly". 
These services should address the specific needs of homeless people. 

Tackling excessive physical and mental health problems among the homeless 
In this study, it has been shown that homeless people have a greater burden of physical 
and mental illness when compared to the general population. In addition to this, many of 
the health problems identified, dere previously undetected. Some of these conditions 
included such serious illnesses a s ' ~ e ~ a t i t i s  C, Hepatitis B, diabetes, hypertension (high 
blood pressure), various respiratory conditions and depression. The task for services for 
homeless people now is to design a practical and robust system whereby these health 
problems can be detected, and where the affected homeless person can receive the ongoing 
health care which helshe needs. Prevention of the development of the above illnesses is a 
task for the proposed health promotion programme. 

There is no doubt that the appropriate setting for detecting and managing homeless people 
with health problems is in the primary care setting. Here, ideally, a trusting and 
understanding relationship can be built up between individual members of the primary 
care team (GP, public health nurse or practice nurse, chiropodist etc) and the homeless 
person, and continuity of care can be established. 

Accessing health care and continuity of care are probably the most difficult aspects of the 
provision of health care to the homeless person. Having a medical card is the "gate-way" 
to most primary care services. Our study found that one third of the group had no medical 
card, although they were all entitled to one. The fast-tracking of medical cards in our study 
(see Section 4.2.10) proved to be an effective way of registering homeless people with a 
GP. However, the possession of a medical card is no guarantee that a homeless person will 
attend the GP for health care. We believe that other measures need to be put in place to 
encourage the homeless person to seek help for their health problem, to direct that person 
to the appropriate mainstream health service and to support them as they under-go 
treatment or investigations. The establishment of Primary care teams is one, very 
important new measure, which is being implemented at present. Additional measures are 
outlined below. 

Multidisciplinary Primary Care Teams 
We welcome the introduction of the two Multidisciplinary Primary care teams (one in the 
North inner city and one in the South inner city), which were proposed by the 
multidisciplinary group report, "Homelessness in the Eastern Health Board" in March 
1999. The objectives of the primary care teams, as outlined in the report are: 



1.  To meet the primary health care needs for horn( sless people who 
adequate access to primary health care services. 

do not have 

2. To refer users of the service back to mainstream services after an appropriate 
time period. 

3. To support mainstream primary care in its efforts to provide registration and 
services for homeless people. 

4. To link homeless people into secondary services and other services where 
appropriate. 

5. To link closely with other professionals (e.g. GP's, addiction counsellors, 
voluntary bodies, A&E consultants) in the inner city in relation to provision of 
health services to homeless people. 

The Primary care teams will have a strong out-reach component, but the aim is not to 
create a separate service for homeless people, rather it is to assist in integrating homeless 
people into mainstream services. The work of the teams should be monitored and 
evaluated to provide an insight into their work and to clarify their role. 

Additional measures 
In addition to the primary care teams, the other measures which we believe would assist 
in the health care of homeless people are as follows: 

A care plan for each individud which comprehensively addresses health issues for that 
person. The care plan should be drawn up by the individual's key worker on the 
Primary care team, with input from the GP, team nurse, addiction counsellor or any 
other relevant health professional. This may be difficult to implement, but if the plan 
is held by the primary care team, continuity of care and of the care plan will hopefully 
be achievable. The health care plan should he integrated with the overall care plan for 
the individual. It is suggested that a pilot project be set up by the Primary care team to 
establish the viability and usefulness of care plans. 

* Care staff in homeless services should take an active role in and responsibility for 
addressing the health problems of individual homeless people. This could be done 
through the key worker system, which is already well established in many homeless 
services. Training of care staff in relation to health issues and in relation to 
confidentiality is an essential requirement in order to carry out this role. Confidentiality 
may he an issue where medical information is disclosed to possibly a number of 
people. The disclosure of information should be kept to a minimum i.e. key homeless 
service care worker, key worker on Primary care team, nurse and doctor. It is essential 
that the consent of the homeless person is sought to the disclosure of hislher health 
problems, and that heishe understands who this information is being shared with, and 
why it is being shared. It is envisaged that the homeless service key worker would then 
engage with the key worker on the Primary team for the same individual. In this way, 
a bridge of informed support would be made between the homeless person and the 
health services, thus facilitating access, and providing support and encouragement to 
the individual with regard to their health and well-being. 

Infectious diseases 
He~atitis B and He~atitis C 
Our study found that the prevalence of past infection with Hepatitis B (9 per cent) and 
current infection with Hepatitis C (18 per cent) were very high in the group of homeless 
people that we studied. These findings, which have not been reported in previous studies 



of homeless adults, require a range of responses. Firstly, homeless people need to he 
educated about Hepatitis B, Hepatitis C and other blood-borne illnesses e.g. HIVIAIDS. 
They need to be aware of how these illnesses are spread and what measures to take to 
reduce the risk of contracting them, or if already infected, of infecting others. In this 
context, a review of harm reduction policies in homeless intra-venous drug users would 
be useful. Secondly, we believe that our study demonstrates that homeless people should 
be considered as an "at-risk group" for Hepatitis B infection, and that consequently they 
should all be offered a course of Hepatitis B vaccination. Given the high prevalence of 
Hepatitis C in the group, consideration should he given to the administration of the 
Hepatitis A vaccine also, where a person is found to be non-immune to Hepatitis A. These 
issues have been referred to the national Public Health Specialists in Infectious Diseases 
for their expert opinion. Thirdly, front-line staff in homeless services require education 
about Hepatitis B, Hepatitis C and other blood-borne illnesses. They need to know about 
their occupational risk, and how to reduce it. All front-line staff should be offered and 
encouraged to get Hepatitis B vaccine 

Tuberculosis 
Tuberculosis was not found to be a significant problem in this study. However, as 
discussed in Chapter V, the results of the Tuberculosis (TB) study cannot be interpreted as 
being conclusive, and further research is required to substantiate the findings. Until such 
research has been completed, it is Advisable to be cognisant of the results of research in 
other countries, which found TB to be a very significant problem among the homeless. 
Therefore the symptoms of TB should he known by homeless people and staff in homeless 
services and where TB is suspected, prompt action should be taken so that it can be 
diagnosed at the earliest possible stage, and so that contact tracing can be instigated. In 
order to do this, staff of homeless services need to be familiar with how services for TB 
are organized in the health boards and who to contact if they suspect they have a homeless 
person with TB. To fulfil these objectives, it will he necessary to organize an education 
initiative on TB for both homeless people themselves and staff of homeless services. This 
could he done in as part of an overall education and health promotion programme. 

Dental health needs 
The dental study revealed the extent and complexity of dental problems among the 
homeless. Large areas of unmet need were identified. Access to dental services was again 
found to be a major barrier to dental health. These findings are consistent with other dental 
studies of homeless people. Dental care for the homeless should be provided through 
dedicated clinics, which are easy to access (perhaps with no appointment being necessary) 
and which are directly linked to the primary care teams. Staff in the homeless services 
need to be familiar with where and how such clinics are operated. 

Health promotion for homeEess people 
This study clearly demonstrates the need for a targeted health promotion programme for 
homeless people. Health promotion messages do not appear to be reaching homeless 
people, who arguably have a huge amount to gain from a targeted health promotion 
strategy. As Power, French, Connelly et a1 (1999) put it, homelessness has as much to do 
with social exclusion as with bricks and mortar, and demands a range of health promotion 
strategies. 

The National Health Promotion Strategy (Department of Health and Children, 2000) 
launched in July, 2000, specifically refers to the need for a health promotion programme 
for homeless people, identifying homeless people as a specific population group which 
requires attention. In the National Strategy's population grouplsettingsltopics approach, 



the appropriate setting for health promotion for homeless people is via services to the 
homeless in the community and in the primary care setting. From this research study, it is 
suggested that the topics covered should be very broad, encompassing such areas as 
education about various illnesses, 'help-seeking' behaviour, the provision of information 
on how to access health services, health behaviours, dental health, positive mental health 
as well as the prevention of homelessness itself, etc. 

Health promotion among homeless people should be practical and educative, taking into 
account their hierarchy of needs and specific housing environments. Health promotion can 
be delivered by all those working with homeless people. Such a health promotion 
programme must take into account the literacy and education levels of homeless people, 
and also the important finding of this study that one in five homeless persons were 
cognitively impaired. Research followed by rigorous evaluation is needed to provide an 
evidence base that can inform best practice in health promotion among the homeless. 

Involving homeless people in developing services 
We believe that consultation with homeless people about their needs and the discussion of 
possible solutions to addressing these needs is essential to the development of appropriate, 
quality and user-friendly services. Guidelines for the successful involvement of homeless 
people in such an approach have been developed by Health Action for Homeless People 
in the UK. Partnership and consultation are key principles in the development of 
contemporary services, and hbmeless services can only benefit from an adaptation of this 
approach. 

The physical environment of ltostels 
The survey of general conditions in hostels found that most of the hostels surveyed were 
in very good condition, with modern facilities available to residents. The standards used 
to assess the hostels were the criteria set out in the Housing Act 1966. It was essential to 
use these criteria because these are the statutory criteria used by environmental health 
officers, on a day to day basis, to assess the general conditions of any building used for 
'human habitation'. Unfortunately, the Housing Act refers to minimal conditions rather 
than quality standards, and thus, while the hostels surveyed were judged by the Housing 
Act to be in very good condition, future inspections should also assess the hostels in 
relation to quality standards also. Such quality standards for hostel accommodation are 
outlined in "Putting People First. A good practice handbook for homeless services" 
(Homeless Initiative, 1999). Only a small number of hostels were surveyed in this study. 
In addition, over time, standards in hostels will fall if the premises are not adequately 
maintained. Therefore, we believe that there should be regular inspections of all hostel and 
day-centre accommodation by environmental health officers to ensure that the highest 
standards are maintained. Where inadequacies are found, funding should be provided 
promptly to rectify the building. 

Food safety 
Food safety is of great importance in relation to our health. The survey of food safety in 
hostels found that while structurally the premises were adequate, many issues in relation 
to operational food hygiene needed to be addressed. Some of the issues raised, for 
example the training of staff in basic food hygiene, are already being addressed. However, 
much work needs to be done in the overall food safety area. Hostels, like restaurants and 
other premises serving food to others, will now come under EU regulations and will be 
inspected regularly by environmental health officers. Homeless service providers will 
need to prepare for this change. Guidelines are available, as referred to in Chapter 6. 



Staff issues 
As a result of this study, a number of issues have arisen regarding both the role of staff in 
homeless service in relation to the health of homeless people and the health of staff 
themselves. 

Staff can play a vital role in detecting illness among the homeless people they are caring 
for, in helping them to access health care and in supporting them as they under-go 
investigations or treatment. The role they may play as key worker is discussed above 
under 'Additional measures' for tackling the excessive physical and mental health of 
homeless people. Staff could play a very important role in health promotion also. Indeed 
much of the work of the key worker is promoting health. Training for the key worker and 
health promotion role is essential. A sound knowledge of the likely health problems of 
homeless people and of the nature of such illnesses, as well as how health services are 
organized for homeless people, should form part of this training. 
The health of staff merits special attention, considering that working with homeless people 
can be very stressful and may expose one to some infectious diseases. The risks which 
front-line staff in homeless services are exposed to are similar to the risks to which prison 
staff or some health-care staff are exposed. Hepatitis B and Hepatitis C were found to be 
very common among homeless people in this study. However, only two out of every five 
staff in the Survey of Hostel Staff (Section 7.5) had received a full course of Hepatitis B 
vaccine. There is no vaccine against hepatitis C. Education about blood-borne infection 
and the provision of Hepatitis B vaccine are essential to protect the health of staff in 
homeless services. While tuberculosis (TB) was not found to be a major problem in this 
study, for reasons already outlined staff should receive education about TB. 

8.4 Priority areas for action 
In summary, this study has revealed several areas where there is a need to further develop 
services for homeless people in order to improve their health and quality of life. The 
training of staff and attention to protecting their health will also assist in achieving these 
goals. The discussion suggests several areas for action across a range of services, each of 
which is very important in their own right. The steering committee has identified three 
priority areas for action. They are: 

1. The development of the north and south inner-city primary care teams, establishing 
links with homeless care providers. 

2. The development of a health promotion programme for homeless people. 
3. Appropriate action in relation to education on blood-borne diseases and the 

provision of Hepatitis B vaccination, as recommended by the national Specialists in 
Public Health (Infectious diseases) group, for both homeless people themselves and 
staff in the homeless services sector. 



Chapter 9 Recommendutions 

9.1 General Recommendations 

The key principles outlined in Chapter VIII should underpin the approach to the provision 
of health services to homeless people. In addition, we recommend that: 

The homeless person should always be viewed as being at the centre of any service that 
is provided. 
The homeless person's dignity and rights should be respected at all times. This includes 
their right to refuse a service. 
Homeless people should be consulted about, and included in, the planning of services 
to meet their needs. 

9 2  Physical and Mental Health 

Access to primary care 
We recommend that: 

A permanent fast-tracking system to register homeless people with a general 
practitioner(GP) should be established. A list of GPs who are willing to take part in this 
fast-tracking process should be qawn up. The fast-tracking system should ensure that 
a homeless person is given a General Medical Services card with the doctor of their 
choice (from the list of paaicipating GPs) within 3 working days of a request for a 
medical card being made. 

Physical health 
We recommend that: 

Health professionals and all those working with homeless people should be made more 
aware of the common physical illnesses which homeless people suffer from. This 
should assist in increased detection of these illnesses and an opportunity to treat same. 
Hepatitis: All homeless people should be offered screening for Hepatitis A, B and C. 
Where a homeless person is found to be non-immune to Hepatitis A or Hepatitis B, 
helshe should be advised to be vaccinated against it. 

Mental health 
We recommend that: 

Health professionals and all those working with homeless people should be made more 
aware of the possibility of depression among homeless people. Appropriate holistic 
care strategies should be devised for individual homeless persons. 
Further research into cognitive impairment in the homeless should be undertaken. In 
the meantime, all those working with homeless people should be aware that brain 
function may be sub-optimal in up to one fifth of homeless people. 

Smoking, alcohol and drug addiction 
We recommend that: 

Smoking, alcohol and dmg addiction should be addressed by an appropriate health 
promotion programme, targeted at homeless people. 
Alcohol addiction services should he reformed in order to take the particular 
circumstances of homeless people into account. 
Drug treatment services should be reformed in order to take the particular 
circumstances of homeless people into account. 



Development of the multidisciplinary primary care teams 
We recommend that: 

The north and south inner city multidisciplinary primary care teams are fully staffed as 
a matter of urgency. 
The teams are fully resourced so that they can carry out their work effectively. 
The work of the teams is monitored and evaluated, in order to assess the impact of their 
work and to guide the development and on-going work of the teams. 

Care plans 
We recommend that: 

Individual care plans, which include a comprehensive health care plan, should be 
considered for all homeless people. 
A pilot project examining the viability and usefulness of these care plans should be set 

UP. 

Further research 
We recommend that: 

A study of the outcomes of this study be carried out. 
. A national morbidity study be carried out. 

9 3  Tuberculosis I 

We recommend that: 
Further research to determine accurately the incidence and prevalence of tuberculosis 
(TB) among homeless people over the last five years. This should include examination 
of the TB register and analysis of the data from the screening programme for TB 
among the mentally ill. 

Given the very high prevalence of TB found in studies of homeless people in other 
countries, we recommend that: 

Provision of an education programme on TB for hostel management and staff. 

The development of guidelines for hostel management on how to manage a case or 
suspected case of TB in a resident. 

Consideration should be given to the provision of a pre-employment medical for all 
staff working with homeless people. This pre-employment medical should include a 
questionnaire on TB immunity. Where indicated, BCG vaccination may need to be 
administered. It is recommended that that the pre-employment medical should form 
part of an overall occupational health service for hostel staff. 

9.4 Dental Health 
We recommend that: 

Dental care for the homeless should be planned in consultation with providers of other 
services to homeless groups, in order that dental services can be developed in 
conjunction with other services such as mental and general health care and provision 
of basic needs. 

An information and advice service could be set up in centres that are already used by 
homeless people. This service, in addition to providing information on where to attend 
for the various medical and dental services, could help homeless people to apply for 
medical cards. Because of the heterogeneous nature of the homeless group some will 



need little or no help while others will need substantial assistance; for example with 
finding a doctor and filling up the forms. 

Staff in hostels, day centres and food centres should be provided with information 
about dental services so that they can help homeless people to access dental treatment 
particularly when they are in pain. 

Many of the day centres are provided with a general medical card. Therefore an 
emergency dental service could be provided to the users of those centres by a 
designated Health Board clinic or by general dental practitioners who would agree to 
participate in such a service. 

Consideration could be given to providing dental screening by dentists at hostels and 
day centres. During the screening it could be established what treatment a patient 
would be willing to accept and whether they would prefer to attend a general dental 
practitioner or a designated Health Board clinic. The dentists carrying out the 
screenings, having built up a rapport with these patients, should, if possible, staff the 
designated clinic. 

The use of a mobile dental unit should be considered. This unit could be parked at 
either hostels or day centres, thus bhnging the dental service to homeless people who 
may experience difficulties in accessing general dental services. 

9.5 Environmental Health 
We recommend that: 

The problems identified in one hostel should be addressed without delay. 

All other hostels should have an initial environmental inspection, carried out by Dublin 
Corporation, to assess the general conditions of the hostel. Thereafter, all hostels 
should be inspected once every three years to ensure that at least the minimum 
provisions of the Housing Act 1966 are adhered to. 

The Housing Act 1966 refers to matters to which a Housing Authority is to have regard 
to in considering whether a house is fit for human habitation. The standards set out are 
minimal standards. The standards outlined in "Putting People First. A good practice 
handbook for homeless services" are quality standards. It is recommended that quality 
standards rather than minimum standards be used as guidelines for the general 
inspection. 

9.6 Food Safety 
We recommend that: 

Training in food hygiene should be provided for all homeless service staff working 
with food. We welcome the fact that this has already commenced, under the auspices 
of the Homeless Initiative. 
Service providers need to be made aware of recent changes in legislation which have 
brought hostels within the scope of statutory food safety inspections. This means that 
Environmental Health Officers will be inspecting hostels at least once a year. - Every service provider who provides food should have a copy of, and be familiar with, 
guides to good hygiene practice I S .  340: 1994 Hygiene in The Catering Sector and I S .  
343: 2000 Food Safety Management Incorporating Hazard Analysis And Critical 
Control Point (HACCP). (See Section 6.3.5 for more details). 



9.7 Hostel Staff 
We recommend that: 

Care staff in homeless services should take an active role in and responsibility for 
addressing the health problems of individual homeless people. While this is already the 
case in many homeless care services, care staff require training in this area, and a 
clarification of their role. 
Care staff should be actively involved in health promotion for homeless people. The 
exact ways in which care staff can become involved in health promotion activities 
should be addressed by the proposed special health promotion programme targeted at 
homeless people. 
Care staff should he very familiar with the health and dental services available to 
homeless people, and how to access them. 
Care staff should work closely with the new multidisciplinary care teams. 
An education programme for hostel staff on tuberculosis and blood-borne diseases 
should be instigated. This should include the important role that hostel staff play in 
detecting cases of TB and guiding them into the health care system. 
Arrangements for the vaccination of all hostel staff with Hepatitis B vaccine should be 
put in place as a matter of urgency. It is recommended that vaccination should form 
part of an overall occupational health service for hostel staff. 
Care staff should have a good knowledge of standard precautions (i.e. what to do in 
case of a spillage of blood or body fldids), first aid, hygiene and infection control. 

9.8 Health Promotion 
We recommend that: 

A specific health promotion programme targeted at homeless people should he 
developed in consultation with homeless people themselves and service providers. 

9.9 Evaluation of Services 
This study has recommended the development of many new services, including a health 
promotion programme. We recommend that: 

All new services should be monitored and evaluated to ensure that they are achieving 
their objectives and so that the senice can be developed to its optimal level. 
Existing services should be evaluated to ensure that they are meeting the needs of those 
they serve. 

9.10 Research 
We recommend that: 
* A research project should study the outcome in terms of health of the participants in 

this study. This is currently being organized. 
Support be given to research into the health of homeless women and children, and 
those who sleep rough. 
Research on homelessness continues to be supported, as it is only through research that 
evidence-based solutions can he proposed for the complex problems associated with 
homelessness. 
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Appendix A 
fiberculosis Facts - TB can be cured 

What is TB? 

"TB" is short for a disease called tuberculosis. Tiny germs that can float in the air spread 
TB. The TB germs may spray into the air if a person with TB disease of the lungs or 
throat coughs, shouts or sneezes. The people nearby can breathe TB germs into their lungs. 

TB germs can live in your body without making you sick. This is called TB infection. 
Your germ fighters keep TB germs from making you sick. 

But sometimes, the TB gems can break away and spread. Then they cause TB disease. 
The germs can attack the lungs or other pms  of the body. They can go to the kidneys, 
brain or the spine. If anyone has TB disease, they need medical help. If they don't get 
help, they can die. 
If you have TB disease, you may: . feel weak, . lose your appetite, 

lose weight, I . have a fever, or . sweat a lot at night. 

If the TB disease is in your lungs, you may: . cough a lot . cough up mucus or phlegm ("flem") . cough up blood, or . have chest pain when you cough 
You should always cover your mouth when you cough! 

What tests are carried out? 

A chest x-ray and a skin test are carried out to find out if you have TB. A visit to a 
specialised clinic may also be recommended. Sputum (phlegm) will also be examined 
under the microscope to try to detect the germ which cause TB. 

Can TB Disease be cured? Yes! 



Appendix B 
System of Standard Precautions, 

Infectious Disease Section, Department of Public Health, ERHA 

Infection Control Guidelines For Staff - Standard Precautions 
Staff caring for patientslclients in care facilities, etc may be exposed to infection and to 
contaminated materials. Infection can then be spread to other patientslclients or staff can 
acquire an infection. 'Standard precautions' are necessary for the prevention of 
transmission of infection between patients and also for the prevention of infection in staff. 
All staff should be aware of these 'Standard Precautions.' 

Hand-washing 
One of the most important means of prevention of cross-infection and infection in staff is 
by careful hand washing. Soap and water is usually adequate. 
Protective wear 

Latex disposable gloves must be worn when in contact with body fluids, blood, urine, 
vomit, faeces, etc and contaminated materials, equipment. 
Wear protective clothing, e.g. plastic apron, when splashing or soiling is anticipated. 
Wear a mask, glasseslvisor if splashing or aerosols are likely. 

Body fluid soillaee 
Body fluid spillage, e.g. blood, urine, should be mopped up immediately, using 
disposable gloves, plastic apron, paper towels. Use an appropriate disinfectant, e.g. a 
phenolic for most infections or a hypochlorite for blood borne diseases. (See Local 
Policy) 

Eauioment and environment 
Decontaminate equipment appropriately and maintain a clean environment to reduce 
reservoirs of infection. 

Disnosal 
Handle, segregate, store and dispose of waste safely. Use appropriate colour of plastic 
bag, e.g. yellow for clinical waste, black for household waste. 
Soiled and infected linen should be placed into an alginate bag and then into an 
appropriate laundry hag. 

InJgg 
Avoid the use of procedures in patientslclients likely to cause cuts or bleeding. 
Sharps should he disposed of safely in a 'sharps' container, immediately after use. 
Should injury occur, encourage the area to bleed under running water. Report to a 
Supervisor and to Occupational Health or designated person immediately. 

Staff health 
Report illness to Supervisor who will advise on further action. Ensure recommended 
vaccination programmes are completed. 

Education 
All staff should be aware of general principles for prevention of infection and be 
familiar with the specific guidelines for their working area and receive regular in- 
service updating. 

Department of Public Health, JUNE 2000 



Appendix C 
Results from the Dental Survey for Female Hostel Dwellers 

and those Sleeping Rough 

Due to the small numbers of participants in these two groups it is impossible to say 
whetber the results are representative of either female homeless or those who sleep rough. 
Of the participants, 74% of the females and 94% of the street sleepers were in the lower 

three age groups i.e. under 44 years. 10% of females were over 65. 

Edentulousness (Toothlessness) 
There were no edentulous people in either group. This is probably due to the lower age 
profile of both the female participants and those who were sleeping rough. 

Dental Caries (Decay) 
Both groups had lower levels of caries than the general population as measured by the 
National Survey 1989190. Table 5.7 and Figure 5.5 show comparisons of the DMFT 
(decayed, missing and filled teeth) of street sleepers with both hostel dwelling males and 
males in the National Survey. Table 5.8 and Figure 5.6 show comparisons of the DMFT 
among homeless females compared to females in the National Survey. 

Table 5.7 

Figure 5.5 

Mean Drnft of Street Sleepers compared to Male Hostel dwellers and 
males in the National Survey 1989190 

1&24 25-34 35-44 45-54 55-64 over 65 



16-24 5.3 7.9 
25-34 9.3 15 
35-44 11.6 19.8 
45-54 18 24.4 
55-64 27.4 
over 65 32 28.8 

Figure 5 6 

Mean D M K  for Homeless Females and females in the National 
Survey 1989190 

1 2 3 4 5 6 

Age Groups 

Street Sleepers 11.1 1 24% 1 61% / 15% 
Males Nat Survey* 15.4 1 11% / 41% / 39% 
* Only figures for adults in the same age groups as those participating in this part of the 
homeless study have been used 

Table 5.9 Shows that a very high proportion of decayed teeth in these two groups are 
untreated. Only 15% of decayed teeth in the female group had been filled which compares 
to 32% in the same age groups in females in general population. Among street sleepers 9% 
of decayed teeth had been filled compared to 39% in males in the same age groups in the 
general population. 

Periodontal Disease (Gum Disease) 
While all homeless people had more moderate and severe periodontal disease than the 
general population, this level of disease was less prevalent in those sleeping rough than 
among the hostel dwelling population. The most likely explanation for this is the younger 
age profile of the street sleepers. 



Lesions of the Oral Mucosa 
21% of the females and 11% of the street sleepers had lesions of the oral mucosa, almost 
all were associated with poor denture fit. 

Moderate Severe 
Homeless Females 
Street Sleepers 

Need for immediate care and attention 
5% of both groups needed immediate dental treatment due to pain or infection but none of 
the people given an appointment came for treatment. 

Males Hostel dwellers 
All Subjects National Survey 

15% of females had not been to a dentist for 10 years or more, while 32% had not been 
for 5 years or longer. 32% had been to a dentist in the past year but in all cases it was for 
emergency treatment. 

10% of the street sleepers had not been to a dentist for 10 years or longer, while 27% had 
not been for 5 years or longer. 22% had been to a dentist in the past year but again it was 
for emergency treatment only. 

27% 
10% 

Trauma ( Broken front teeth) 

6% 
2% 

(Street Sleepers 43% 1 

None of these broken front teeth had been repaired 


