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Abstract 
Estimates show that homelessness is increasing in Ireland.  This study analysed the 
epidemiology of emergency hospitalisations among those experiencing homelessness 
between 2005-2014. 
All in-patient admissions to acute hospitals classified with ‘no fixed abode’ were extracted 
from the Hospital In-patient Enquiry System.  Data were analysed using JMP. 
There were 2,051 in-patient emergency admissions of people classified with ‘no fixed abode’ 
during the study period, an increase of 406% since 2005 (78 in 2005 vs. 395 in 2014). The 
mean age was 40.6 (S.D. 13.2). The majority of patients (1,176 /2,051; 57%) had a mental/ 
behavioural diagnosis.  Over one in ten (280; 13.7%) were admitted for ambulatory care 
sensitive conditions (ACSCs) including convulsions/epilepsy (N=92/280; 32.9%), cellulitis 
(62/280; 22.1%) and COPD (29/280; 10.4%).   The health of homeless people is a 
fundamental issue that needs addressing. Access to, and use of, community and 
preventative services is needed to reduce utilisation of emergency hospital services. 
 
Introduction: 
All available evidence indicates that there has been a significant increase in the level of 
homelessness since 2010, but some forms of homelessness have increased more rapidly 
than others.1   Homelessness is a complex phenomenon with many dimensions which are 
hard to capture in official figures. The Irish Government has adopted the ETHOS typology2 
to capture the continuum of housing need from people with ‘inadequate accommodation’, 
through to people living temporarily in emergency hostels (‘houseless’) to people who are 
‘roofless’ (which includes ‘night shelters’ and ‘sleeping rough’)3. 
Since April 2014, the Department of Environment has published data on the number of 
people accommodated in local authority managed emergency accommodation. Between 
2014 and 2015, the  number of adults experiencing homelessness has risen by almost 60% 
(2,477 in April 2014 rising to 3,930 in February 2016).1  Estimates for the number of people 
who are ‘rough sleeping’ have been undertaken in Dublin since 1999.  During this period the 
number of rough sleepers has fluctuated, ranging from a low of 59 in April 2011 to a high of 
185 in April 2011 to 71 in February 2016.1 
The reasons for homelessness are complex.  Many people find themselves homeless as a 
result of unemployment, lack of affordable housing, income poverty, drug or alcohol abuse, 
domestic violence, mental health problems, and limited social supports.4 Many  homeless 
people experience difficulties maintaining good health due to poor access to primary care 5-6 
and have worse health outcomes when compared to the general population.  International 
studies have found that individuals who are homeless are more likely to be hospitalized7 
particularly for ambulatory care sensitive conditions (ACSCs).8  ACSCs are a core set of 19 
conditions for which it is possible to prevent acute exacerbations and reduce the need for 
hospital admission through active management in primary care setting, vaccinations, or 
lifestyle interventions.9   
In Ireland, there is limited research on the impact of homelessness on emergency in-patient 
hospital admissions and there is no information on emergency hospitalisations due to 
ambulatory care sensitive conditions (ACSCs) among individuals with no fixed abode.  This 



information would be useful in tailoring public health initiatives to reduce hospitalisations 
among the homeless population for preventable conditions.  
The aim of this study is to analyse the epidemiology of emergency hospitalisations in Ireland 
for persons with ‘no fixed abode’ over a ten year study period (2005-2014 inclusive); to 
identify those with ambulatory care sensitive conditions (ACSCs) and to identify factors that 
may be associated with ACSCs  with a view to reducing their need for emergency in-patient 
care. 
 
Method: 
All in-patient emergency admissions to acute hospitals in Ireland between 2005-2014 for 
which area of residence was recorded as ‘no fixed abode’ were extracted from the Hospital 
In-Patient Enquiry (HIPE) system.  HIPE is a computer-based health information system that 
collects data on discharges from acute public hospitals in Ireland.10 The HIPE database 
contains information on the patient’s age, sex, area of residence, date of admission and 
discharge, together with their principal diagnosis and up to 20 other diagnoses, coded using 
the International Classification of Diseases Tenth Revision (ICD-10-AM).10  Discharges for 
homeless people were identified using the area of residence code of  ‘no fixed abode’.  The 
ambulatory care sensitive condition-related admissions were identified  using ICD-10-AM 
categories. The data were analysed using JMP statistical package.11   
 
Results 
There were 2,051 emergency in-patients admissions for those with no fixed abode 
increasing significantly from 78 in 2005 to 395 in 2014, representing a 406% increase, 
p<0.001.(Table 1).  
 
 
Table 1.  Demographic profile of patients with ‘no fixed abode’ with an emergency in-patient 
hospital admission over a 10 year study period (2005-2014). 

Year of 

discharge

No. of 

emergency 

admissions by 

those with no 

Fixed abode

No. (%) 

Male

Male: Female 

Ratio

Mean (SD) 

age*

No (%) 

admitted to 

a Dublin 

Hospital**

2005 78 64 (82.1%)  5:1 42.0 (13.5) 56 (71.8%)

2006 167 140 (83.8%)  5:1 41.6 (14.3) 106 (63.5%)

2007 234 188 (80.3%)  4:1 40.7 (15.6) 186 (79.5%)

2008 236 193 (81.8%)  4:1 41.0 (12.5) 199 (84.3%)

2009 199 178 (89.4%)  8:1 39.3 (10.5) 178 (89.4%)

2010 168 141 (83.9%)  5:1 40.3 (13.4) 133 (79.2%)

2011 184 165 (89.7%)  9:1 40.8 (13.0) 153 (83.2%)

2012 195 152 (77.9%)  4:1 40.1 (14.2) 170 (87.2%)

2013 195 160 (82.1%)  5:1 40.8 (12.9) 174 (89.2%)

2014 395 319 (80.8%)  4:1 40.4 (12.3) 370 (93.7%)

Total 2051 1700 (82.9%)  5:1 40.6 (13.2) 1725 (84.1%)

* T-test = F ratio 0.55,  p=0.87

** Cuzick test for trend one sided p=0.02; two sided p=0.053  
Demographic profile of patients with ‘no fixed abode’: 
As shown in Table 1, the majority were male (83%) with approximately five males to one 
female for each year except years 2009 and 2011.  The mean age was 40.6 (SD 13.2) with 
the males being significantly older than the females (41.0 years vs. 39.1, t-test, F ratio, 5.4, 
p=0.019). The majority of the admissions were to Dublin hospitals (N=1,725 (84.1%). 
 



Clinical and hospital characteristics of emergency in-patient hospital admissions for those 

patients with ‘no fixed abode’: 
As shown in Table 2, below the average length of stay was high at 6.5 days with no 
significant difference over the ten year study period.   A total of 95 (4.6%)  required intensive 
care and the average length of stay in intensive care was 4.6  days. The majority of this 
cohort had a mental or behavioural disorder diagnoses (1176/2051, 57.3%) and of those, 
702 (34.3%) had an alcohol misuse diagnosis and 431 (21.0%) had a substance misuse 
diagnosis recorded.  Twenty nine (29; 1.4%) died in hospital over the study period with  25 
(86.2%) being male. The mean age of those who died was  48.2 years (95% CI 43.4 -53.0 
years).  
 
Table 2.  Clinical and hospital characteristics of emergency in-patient hospital admissions for 
those patients with ‘no fixed abode’ for years 2005-2014.  

Year of 

discharge

Mean (SD) 

Length of 

Stay (LOS)

% with 

Intensive 

Care Unit 

(ICU) care

Mean (SD) 

LOS ICU

No. (%) died 

in hospital

No. (% ) with 

Ambulatory 

Care Sensitive 

Condition 

(ACSC)

No. (%) with any  

mental and 

behavioural 

disorders 

diagnosis

No. (%) with 

mental and 

behavioural 

disorder due to 

alcohol misuse.

No. (%) with 

mental and 

behavioural 

disorder due to 

psychoactive 

substance use 

(excluding 

alcohol)

2005 7.1 (13.8) 5.1% 6.8 (1.9) 0 (0.0%)  16 (20.5%) 38 (48.7%) 25 (32.1%) 14 (17.9%)

2006 6.0 (12.6) 3.0% 4.4 (4.5) 5 (3.0%)  21 (12.6&) 75 (44.9%) 52 (32.3%) 18 (10.8%)

2007 8.4 (24.7) 6.4% 3.8 (3.0) 3 (1.3%)  22 (9.4%) 112 (47.9%) 65 (27.8%) 29 (12.4%)

2008 7.6 (20.9) 3.8% 9.2 (7.3) 4 (1.7%)  26 (11.0%) 134 (56.8%) 83 (35.2%) 51 (21.6%)

2009 9.1 (31.7) 6.0% 3.0 (3.5) 3 (1.5%)  29 (14.6%) 135 (67.8%) 91 (45.7%) 54 (27.1%)

2010 6.2 (11.2) 8.9% 2.7 (1.9) 4 (2.4%) 21 (12.5%) 94 (56.0%) 48 (28.5%) 44 (26.2%)

2011 6.4 (16.4) 6.0% 7.4 (12.1) 2 (1.1%) 23 (12.5%) 115 (62.5%) 73 (39.7%) 31 (16.8%)

2012 5.5 (11.6) 2.1% 1.0 (0.0) 1 (0.5%) 34 (17.4%) 109 (55.9%) 61 (31.3%) 38 (19.5%)

2013 4.7 (9.4) 4.1% 4.5 (6.2) 2 (1.0%) 25 (12.8%) 122(62.6%) 64 (32.8%0 56 (28.7%)

2014 5.1 (9.9) 3.0% 6.1 (5.3) 5 (1.3%) 63 (15.6%) 242 (61.3%) 138 (34.9%) 96 (24.3%)

2005-2014 6.5 (17.7) 4.6% 4.8 (5.9) 29 (1.4%) 280 (13.6%) 1176 (57.3%) 702 (34.2%) 431 (21.0%)  
 
 
 
Ambulatory Care Sensitive Conditions: 
The overall number of patients  with an ambulatory care condition diagnosed was 203 
representing 13.6% of this population.  As shown, acute conditions represent over two thirds 
(N=189, 67.5%) of the 280 ACSCs; chronic conditions represented almost a quarter of the 
280 ACSCs (N= 67; 23.9%) and vaccine preventable diseases represented less than 10% 
(N=24, 8.6%) of the ACSCs (Table 3).  
 
 
Table 3.  Ambulatory care sensitive conditions (ACSCs) among those with ‘no fixed abode’ 
by ambulatory care condition and by ambulatory care condition type for years 2005-2014 
inclusive. 



Ambulatory Care Sensitive Condtion No. %

Convulsions and Epilepsy 92 32.9%

Cellulitis 62 22.1%

Perforated Bleeding Ulcer 12 4.3%

Asthma 11 3.9%

Gastroenteritis and dehydration 5 1.8%

Ear, Nose and Throat infections 4 1.4%

Gangrene 1 0.4%

Pelvic Inflammatory disease 1 0.4%

Pyelonephritis 1 0.4%

Sub-total acute conditions 189 67.5%

Chronic Conditions                                                                                                                                                           24                     8.6%  

Chronic Obstructive Pulmonary Disease 29 10.4%

Diabetes complications 24 8.6%

Congestive Heart Failure 7 2.5%

Angina 6 2.1%

Hypertension 1 0.4%

Sub-total chronic conditions 67 23.9%

Vaccine Preventable Conditions                                                                                                                             189                    67.5%  

Other vaccine preventable diseases, eg, TB 19 6.8%

Pneumonia and Influenza 5 1.8%

Sub-total vaccine preventable conditions 24 8.6%

Total 280 100.00%

Acute Conditions

 
 
Logistic regression analysis was undertaken to determine the factors associated with 
persons within this cohort presenting with an ambulatory care sensitive condition. After 
adjusting for all variables in the model, the only factor that remained associated with being 
admitted with an ACSC was being older, whereby those over the age of 50 were one and 
half times more likely to be admitted with an ACSC (Odds Ratio, OR 1.48, 95% CI 1.12- 
1.96, p<0.005) than younger persons who had no fixed abode.   
 
Discussion: 
This study provides a valuable insight into patterns of emergency admission among those 
with no fixed abode and raises a number of fundamental issues in terms of meeting the 
health needs of homeless people.  
 
Since 2005 there has been an increase in  Ireland’s population of 11.5%, and also an 
increase in the proportion of non-Irish born citizens of  approximately 8%.12  While population 
growth and changes in ethnic composition may contribute to more people being designated 
as homeless, it does not explain the significant 406% increase experienced in emergency 
admissions among homeless people., Furthermore, overall emergency admissions 
(excluding maternity and new born) have only increased by 13.1%.13  
The increase in homeless emergency admissions  is likely to be an underestimate as ‘no 
fixed abode’ was used to capture homeless populations. While there are some variations 
around the country, emergency accommodation is classified broadly into Supported 
Temporary Accommodation (STA) in which a person who is assessed as homeless will 
typically be provided with a bed, along with case management, for a six month period and 
Temporary Emergency Accommodation (TEA) where the person is accommodated on a ‘one 



night only’ basis and must reapply each day to the local authority for a bed. In Dublin at 
least, there is considerable movement of people between ‘rough sleeping’ and TEA 
accommodation. Thus it is likely that the ‘no fixed abode’ categorisation would capture only 
those who are accommodated in TEAs and those who are ‘roofless’ or rough-sleeping.  
The increase in admissions for persons of no fixed abode show two significant ‘spikes’ – in 
the period 2005/2006 (114%) and again in 2013/14 (102%). While this recent increase does 
not correlate with any increase in recorded rough sleeping, it does reflect a period in which 
the number of people accommodated in TEA ‘one-night-only’ beds increased substantially.12  
This increase in emergency in-patient admissions among this cohort of homeless (i.e. the 
roofless who are sleeping rough or in one-night-only shelters) is likely to be contributing to 
the overcrowding difficulties experienced by emergency departments.  In addition, with an 
average length of stay of 6.5 days they are also placing demands on acute beds. Similar to 
other studies, 7 over one in ten of the admissions were for ambulatory care conditions, which 
may have been prevented with appropriate preventative and community based care.  
However, accessing non acute services may be difficult due to the transient nature of 
homelessness.  
In examining gender patterns of emergency admissions, it can be seen that within the ‘no 
fixed abode’ group, men are five times more likely to be admitted than women. Although this 
reflects the larger proportion of men that are homeless compared to women,  it is also likely 
that men are more likely to be ‘roofless’ while women are more likely to reside in ‘hidden 
homeless’ situations (friends, family etc) and therefore  are more likely to give an address. 
Because of the hidden nature of women’s homelessness13 caution is needed in interpreting 
the gender differences in the study. 
Compared to emergency admissions generally the average age of the homeless patient is 
younger than the general population.14  Although health issues may have contributed to 
homelessness (e.g. alcohol and drug misuse), this finding does suggest that being homeless 
itself has a significant impact on health. Indeed the average age of this cohort that died  in 
hospital was 48.2 years, which is significantly lower than the current average life 
expectancy.15       

With over half experiencing mental health disorders of which up to a third experience alcohol 
and substance misuse, it is clear that pathways to care need to be established as such 
health issues will have a significant impact on the cycle of homelessness if not addressed. 
Homeless services have long identified the discharge of vulnerable people from hospitals as 
one of the key areas where prevention strategies should be focused16 but there has been 
less strategic focus on the overall interaction between hospital admission, primary health 
services and homelessness. Focus Ireland is currently in the second year of a Dublin 
Regional Homeless Executive funded pilot to prevent homelessness arising from hospital 
discharge. Currently referral to this service is through medial social workers. It would be 
important that this initiative reviews all those classified as  ‘no fixed abode’ to ensure 
homeless people are not ‘slipping through the net’ on discharge. 

Of course, the best solution to this problem involves ending the homelessness of the 
individuals involved. There is growing international evidence that providing housing and 
intensive support using the Housing First model has high success rates and has significant 
positive impact on patterns of accessing health services for people who are chronically 
homeless16. The Dublin Housing First project (run jointly by Focus Ireland and the Peter 
McVerry Trust) has provided long-term homes for 50 people with long histories of rough 
sleeping17. But this approach will not be able to assist everyone in the foreseeable future and  
there is clearly scope for substantial improvements in the interaction between homeless and 
health services.18 
 
The study is based on HIPE data which demonstrates patterns of hospital activity. As such a 
limitation of the study is that it cannot investigate incidence or prevalence. The development 
of a unique patient identifier may facilitate the generation of incidence and prevalence rates 
from HIPE data. Despite this limitations, the increase in the number of emergency 



admissions provides valuable information that can be utilised to help meet the needs of 
homeless people.  
 
Overall the study suggests that the growing number of admissions of people who are 
homeless to acute hospitals represents both a serious problem and a real opportunity. The 
problems reside both in the poor health of the homeless population and the substantial cost 
to the health service in dealing with these problems in a hospital setting. The opportunities 
arise in the potential to reconfigure the relationship between homeless services and health 
services so that the transition between the two systems cease to be places where vulnerable 
people can become lost and instead  become intersections where pathways to appropriate 
supports can be identified and made available. 
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