
Public Education Resource Library (PERL) 
NHS Greater Glasgow & Clyde 

. . • 
· PERL 

Dalian House 

350 St Vincent Street 
Glasgow G3 8YU 0141 201 4915 

email:perl@ggc.scot.nhs.uk www .nhsggc.org.uk/perl 

01/09 

NHS \....._ .. ____ wtf 
, 4\f 

Argyll 
& Clyde 



Executive Summary 

Introduction 

PERL . 
Public Education Resource Library 

NHS Greater Glasgow & Clyde 
c0:P0(11 :3:37'°= 

I 111111111111111111111 \\Ill ll\1111\1111111111 

The Scottish Health Plan, Our National Health: A plan for action, a plan for change 1
, indicated 

tackling homelessness as one of the priority areas for the NHS (National Health Service) 
Scotland. This is within the wider priority of reducing health inequalities. Subsequent Scottish 
Executive guidance2 required NHS boards to develop three year (2002-2004) Health and 
Homelessness action plans in conjunction with local stakeholders. The time frame recommended 
for this action plan was by the end of February 2002. Each local authority is due to complete a 
homelessness strategy by March of 2003, and the board's action plan is to align with these 
homeless strategies. Therefore, working in partnership with local authorities and other 
organisations concerned with homelessness is of prime importance. This health needs 
assessment for the homeless population in Argyll and Clyde will make a significant contribution 
towards the development of these plans and strategies. 

This report aims to explain and clarify the health needs of the homeless population within Argyll 
and Clyde by involving service users and the wider community of homeless people. This is 
placed within the context of existing knowledge and understanding of health and homelessness, 
any gaps are identified and improvements to service provision suggested and recommendations 
made. 

Homelessness 

There is a difficulty in defining the homeless population . Two groups of homeless people can be 
identified from the literature . The 'officially homeless', who are either on or waiting to be put on 
local authority housing waiting lists . The 'hidden homeless', who are not on official housing 
lists. The hidden homeless may stay in a variety of places including night shelters, hostels or bed 
and breakfast (B &B) and includes rough sleepers who may sleep in doorways, streets and parks 
etc. They are a particularly vulnerable group. 

However, the available literature surrounding the homeless population indicates that it is not a 
homogenous group and should not be treated as such. Homeless people may have very different 
characteristics and very different lifestyles and social circumstances . Age and gender vary, often 
associated with the type of accommodation or lack thereof that the homeless inhabit e.g. B&B, 
hoste ls, rough sleepers, temporary local authority housing etc. Some evidence is available which 
describes differences in terms of the characteristics of age, sex, employment status and 
education, ethnicity and marital status. 

Three groups of homeless people have been identified according to their differing 
characteristics . The 3 groups are families with children or pregnant women, single homeless 
people, rough sleepers, those staying in night shelters, direct access hostels or B&B and those 
sharing accommodation or otherwise inadequately housed. 
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In our survey, approximately one quarter of all respondents had children aged under 16 living 
with them, with less than half of these having children under 5 living with them. Single or 
separated women headed the majority of these. Approximately a third of the sample had stayed 
in a council hostel within the previous month and the :same amount in a B&B. There is often a 
difficulty, however, in gaining access to the 'hidden homeless' because they often cannot be 
identified and the mobility of this group complicates matters further . 

These difficulties in defining homelessness and identifying homeless people within the 
particular area under study can pose a challenge when trying to ascertain the health and health 
care needs of this population . For this health needs assessment of the homeless population in 
Argyll and Clyde, the methods used in obtaining this knowledge and unders tanding involved 
three distinct phases. 

Phase one, the mapping exercise 

The first phase of this health needs assessment report is a mapping exercise that aimed to 
uncover the range of services that currently support homeless people within Argyll and Clyde. 
This involved the development of the multi-agency Health and Homelessness Short Life 
Working Group (H&HSLWG). This group worked extensively in partnership with the different 
local authority areas and other multi-disciplinary teams includin g those in the acute trust, 
primary care trusts (PCT), local health care co-operatives (LHCC) and Social Inclusion 
Partnerships (SIP) all within the Argyll and Clyde area. In addition, NHS Argyll and Clyde 
continue to work with all 5 local authorities in the development of their homeless strategies and 
also work with other agencies including voluntary agencies and a multiagency research group 
was formed to develop the health needs assessment tool. 

Phase two, the perspective of the homele ss population 

The second phase involved eliciting infonnation from homeless service users with the use of a 
survey. This was developed after consultation with relevant partners. Other survey instruments 
were also considered in the development of questions to allow for comparisons with the general 
population, both in Argyll and Clyde and other Health Board areas as well as Scotland as a 
whole. The sample showed high unemployment and a large number of single or never married 
homeless people. However it must be remembered that the sample may be biased due to the 
problems described earlier of access to the 'hidden homeless' and the problems associated with 
the mobility of this particular group. 

Phase three, the perspective of healthc are service providers 

Most of the existing literature explores homelessness from the perspective of homeless people 
only. Therefore, phase three focuses more on the issues and difficulties facing health care 
professionals regarding care of the homeless population and perceptions of in what ways 
services can be improved upon . This was achieved through a combination of focus group 
discussions and face to face interviews, with a number of different health care professionals. 
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Extent of homelessness 

The results of the mapping exercise reflect to some extent the different demography and 
geography associated with the five council areas. The extent of homelessness varies within each 
council area. West Dunbartonshire (Argyll and Clyde part) has the highest, using the measure of 
the average number of homeless applications made to the council over the last three years i.e. 
9 .2 applications per 1000 of the population. This is compared to 4 in Argyll and Bute, 3 .4 in 
East Renfrewshire (Argyll and Clyde part), 4.9 in Inverclyde and 3.8 in Renfrewshire. 

There is also some variation in the 5 councils provision of services, mainly due to Argyll and 
Bute having a more dispersed population and a different geography compared to other areas 
within Argyll and Clyde, meaning that services are fairly fragmented . However, all areas 
provide some combination of joint working and initiatives between health, housing and the 
voluntary sector and examples of individual projects are described in more detail. It was found 
that even although partnership working and initiatives exist, these are not in a consistently 
formal capacity and more formal structures may be of benefit in all areas. 

The results from the survey allowed comparison of the health and health service provision of the 
homeless population of Argyll and Clyde with that of the general Argyll and Clyde population . 

General health 

Less than half of those interviewed perceived their health to be good. This is compared with 
more than half of the general population as measured in the 'Your Health and Wellbeing 
Survey' 3

. In addition, two thirds of those surveyed considered themselves to have a longstanding 
physical or ment al illness, as compared to approximately a third of the general population of 
Argyll and Clyde. Mental health problems are often associated with single homeless people and 
one study found they are eight times higher for hostel and B&B residents and eleven times 
higher for rough sleepers. Our findings are consistent with the literature, which suggests that 
homeless people suffer worse health than the general popula tion, but again health characteristics 
and need cannot be generalised for the homeless population as it is often a diverse group. 

Smoking and alcohol intake 

The literature suggests that homeless parents are more likely to smoke more as compared to 
those in a stable housing tenure. The percentage of reported smoking among the homel ess 
population in this study was more than three times as high relative to the general population of 
Argyll and Clyde. Conversely, the percentage reporting drinking alcohol was lower in this study 
compared with the percentage in the general population of Argyll and Clyde3

. However, there is 
more likely to be people drinking at problematic levels within the homeless population and as 
the literature suggests particularly amongst rough sleepers. 

Drug use 

In relation to drug taking, approximately three quarters of the homeless population admitt ed to 
having taken or tried drugs, with a higher proportion of men and a large percentage in the 
younger age groups. All of those currently injecting drugs stated that they use a needle 
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exchange, however this doesn't give an indication of how effectively or otherwise it is being 
used. 

Health care workers frequently linked drug and alcohol misuse with homelessness , but it is not 
always clear whether misuse leads to homelessness or homelessness leads to misuse. However, 
the association still remains and suggests an increased prevalence in the homeless population . 
Service providers stated that many of the difficulties in treating this population came from 
related problems, such as addictions or mental health problems . Although they received the 
same medical care and treatment as the general population , they often require special 
arrangements as they often have a multiplicity of complex problems and therefore require an 
. . 
increase m resources . 

Sexual health 

Sexual health was another area examined . This shows that a higher number of the homeless 
population reported that they do not use any form of contraception and just over a quarter of 
females reported never having had a smear test. Only a small number report having been in 
contact with a sexually transmitted disease (STD) clinic in the previous year, although this is a 
poor indicator of the levels of sexual disease within the population. 

Diet, nutrition and oral health 

Literature shows that homeless people undertake less vigorous exercise and that their diets were 
less likely to contain fresh fruit or vegetables than similar groups. In our survey we found that 
only a quarter of the sample ate fruits and less than a tenth consumed fruits more than once per 
day and this reflected the findings from the literature . There was also a trend towards older 
people considering themselves to have a more healthy diet. The percentage of homeless people 
who state that they are registered with a dentist is slightly lower than in the general population, 
at around two thirds and most of these are females, which reflects the trend in the general 
population. 

Access to and use of health services 

Access to a General Practitioner has been a problem area identified in the past and previous 
literature shows that many GPs saw homeless patients as more difficult to treat. Another study 
found that a significant number of homeless people were registered, but that they do not make 
use of the services, suggesting that GP registration may not be a useful indicator of access to 
primary health care. Our survey with homeless people shows a substantial level of registration 
with the GPs, although, over a third of those who tried to register with a GP encountered 
difficulty (most of whom were men). 

It is argued that current registration and commissioning procedures are not well-fitted with the 
homeless, that they are a high needs group and may require primary care services at short notice. 
The main reason identified as possibly improving the service provided was better attitudes from 
staff. The survey also shows a high proportion of the homeless population as utilising casualty 
departments in different local authority areas, maybe as a consequence of the fact that many 
homeless people lack the necessary life-skills to successfully negotiate the current healthcare 
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system. This helps to highlight the fact that a large number of the homeless require help and 
support especially with regard to improving self-confidence . 

The literature has found that not only may the homeless not use primary care services for 
various reasons, but are also unwilling to use normal services and may not see health care as a 
priority , but rather may see only their immediate needs as a priority. Sleeping rough , in 
particular, alters views and attitudes to health and illness , leading to an acceptance of an 
increased level of ill health. This is a view that was echoed by the health care workers who 
participated in phase III of this study. This is not to say that non-compliance is a problem with 
home less people, on the contrary, it was found that health care workers did not consider this to 
be any more of a problem with the homeless population than with the general population . It is 
suggested that a number of other reasons may lead homeless people to disregard health issues or 
not comply with treatment , including the fact that rough sleepers have had to redefine their view 
of health and ill-health to adapt to their experiences. 

There is some concern over the homeless populations' use of hospital services, especially on an 
emergency basis . Our findings for Argyll and Clyde are consistent with a review of the literature 
that shows that a large number of accident and emergency (A&E) attendance's are inappropriate 
and could be treated in general practice . However , as mentioned earlier general practice often 
provi des variou s barriers to the treatment of homeless people, not the least of which may be the 
inflexible nature of the way health services are structured. 

On the whole, the service providers appear to have a good understanding of homele ssness, 
although the different types of health care professionals tended to focus on different aspects of 
what homelessness meant. Many of the participants had an appreciation for the associated health 
and social problems that homeless people often face . However , some caution would be advised, 
as the participants in this study may have more of a particular interest in homelessness m 
relation to health and social problems than other health care providers in the community. 

Improving health services for the homeless 

Another area identified was the fact that very often, homeless people lack confidence and have 
poor life skill s as well as the probl ems of alcohol and drug addiction that are perceived to be 
associated with homelessness . There seems to be an issue of access from both the point of view 
of the homeless population gaining access to health services and the point of view of the health 
care worker gaining access to the homeles s patien t. A lack of planning and co-operation between 
services is also identified as a barri er for health care providers. 

The way the health system is structured often does not allow for the flexibility needed to care for 
or accommod ate the needs of the hom eless population . There is a range of priority areas 
identified in terms of improving health care for the hom eless population . These include a focal 
point where the homeless could present and access health services and the development of a 
multi -disciplinary , multi -agency team to encourage and facilitate joint working . Also discussed 
is the possib ility and feasibility of the use of a hand -held patient record system, the development 
of a single tool for joint agency assessment and the development of different strategies for 
specific subgroups of the homeless population . 
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Conclusions and recommendations 

There are general recommendations made along with more specific conclusions and 
recommendations in the area of employment, females, children and families, addictions and 
mental wellbeing all in relation to health and homelessness. The importance of working in 
partnership with other professionals within and between the disciplines of education, housing, 
social work and health along with voluntary agencies and organisations is emphasised. In 
addition the homeless should be involved in the partnership process themselves and be included 
in developing and planning the improvement of services. 

Overall, this health needs assessment for the homeless population in Argyll and Clyde clarifies 
services that are currently available and investigates the prominent issues and barriers to 
achieving good mental, physical and social health in this client population. In addition the health 
and homelessness action plan for 2002 to 2004 will be informed by this health needs assessment 
for homeless people within Argyll and Clyde. 
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Abbreviations and definitions used in this report 

A&E 

B&B 

CAB 

CPN 

GP 

HELP 

HHA 

HHRG 

= Accident and Emergency 

= Bed and Breakfast 

= Citizens Advice Bureau 

= Community Psychiatric Nurse 

= General Prac titioner 

= Health, Education, Lifestyle Project 

= Haven Housing Association 

= Health & Homelessness Research Group 

H&HSLWG = H&H Short Life Working Group 

LHCC 

NCH 

NHS 

NHS 24 

PCT 

RSI 

SIP 

= Local Health Care Co-operative 

= National Childrens Home 

= National Health Service 

= 24 hour pho ne help-line 

= Primary Care Trust 

= Rough Sleepers Initiativ e 

= Social Inclusion Partnership 
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CAGE questionnaire 

Edentate 

Homogenous 

Mapping Exercise 

= is a screening instrument used to detect only severe alcohol 
problems and alcohol dependence. 

= possessing no natural dentition (teeth) 

= the same throughout 

= aims to identify what is available and in place regarding 
services at present. 

Musculo -sketetal conditions = condi tions/disea ses relating to the muscles and skeleton in 
our body. 

Needs Assessment 

Our National Health 

p value (p=0.00X) 

Pulpal 

Preval ence 

Servic e Providers 

Service Users 

Solas 

'Wet access' services 

= process whereby the needs are identified for individuals or 

groups. 

= Scottish Government white paper on health. 

= a mea sure used to indicate probability of being statistically 
significant when comparing between different values. 

= concerning the pulp of the tooth, which is where the nerve 
and bloo d supply to the tooth is located. 

= indic ates how many people have an illness/condition at a 
given time. 

= people/organisation s responsible for providing service to the 
public. 

= the public or the peopl e who use services/organisations . 

= Ohan Rough Sleepers Hostel 

= are hostels that accommodate people whilst they are und er the 
influence of alcohol. 
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Background and rationale 

Improving the health of homeless people across Scotland was highlighted as a priority for the 
NHS in Scotland in 'Our National Health : A plan for action , a plan for change' 1• Guidance 
published in September 20012 by the Scottish Executive required NHS Boards to address the 
inequalities and social exclusion associated with homelessness by developing 3-year action 
plans for health and homelessness in partnership . 

The action plans were to include a profile of homelessness within respective health board areas, 
a comprehensive assessment of the health and healthcare needs of homeless people and a map of 
the range of health care services within primary and secondary care currently supporting 
home less peop le. They were also required to review the utilisation, accessibility and availability 
of the above services, ascertaining strengths, weaknes ses and gaps in current service provision. 

The long-term objective of action plans for health and homelessness is to address the 
weaknesses and gaps identified and to recommend service improvements while ensuring that 
action on homelessness is linked with the social inclusion strategies of partners in both the 
statutory and voluntary sectors. 

Due to the short timescale for completion of the action plan for health and homelessness in 
Argyll and Clyde, it was not feasible to complete a full health needs assessment by December 
2001. A proje ct group undertook a preliminary review of literature and preparatory work for a 
survey of health and homelessness to inform the Action Plan, developed by the short-life 
work ing group . 

The comprehensive health needs assessment detai led in this report started in February 2002. It 
consist s of three phases: 

❖ Phase I was a mapping of existing services supporting homeless people in Argyll and Clyde 

❖ Phase II was a survey of the health needs of the homeless population in Argyll and Clyde 
area 

❖ Phase III was a study of health care provi ders for the homeless in Argyll and Clyde area . 

The findings and recommendations of the health needs assessment will infonn the 
implem entation of the Action Plan as well as the Local Health (Communit y) Plans and must 
align with the local authority Hom elessness strategies, which come into effect in April 2003. 
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Objectives and scope of the health needs assessment 

The aims of the Needs Assessment for Health & Homelessness were to: 

❖ Map the range of services currently supporting homeless people in Argyll and Clyde 

❖ Assess the health and healthcare needs of people defined as homeless 

❖ Improve the understanding of issues faced by health care providers when caring for the 
homeless 

❖ Identify gaps and possible avenues to improve the provision of health services for homeless 
people. 

The mapping covered statutory and non-statutory services accessible to the homeless in the five 
local authorities also covered by NHS Argyll and Clyde. The health needs assessment survey of 
users included homeless individuals from all five local authority areas served by the Argyll and 
Clyde Board. Health care professionals in the study of providers included GPs, health visitors, 
community mental health teams, addictions service staff and A&E staff throughout Argyll and 
Clyde. 

20 Health and homelessness Needs Assessment. NHS Argyll & Clyde 2002 



Methodology 

Phase I - Service mapping exercise 

The mapping exercise involved extensive liaison with partners from Argyll and Bute Council, 
East Renfrewshire Council, Inverclyde Council, Renfrewshire Council, West Dunbartonshire 
Council, Renfrewshire and Inverclyde PCT, Lomond and Argyll PCT, the Acute Trust, all 
Argyll and Clyde Local Healthcare Co-operatives and SIPs. The research was conducted in the 
ma in, by correspondence directly with the agencies. 

Follow up and feedback was also sought through the short-life working group and individual 
locality meetings with plann ing partners . 

It should be recognis ed that the information obtained from the mapp ing exercise (shown in 
append ix 2), whi lst fairly wide-ranging, is not complete and only represents the findings of those 
who parti cipated in the exercise. Examples of proj ects in each of the localities have been 
extra cted from the mapping paper and are detailed within the context of this report. 

Phase II - Survey of homeless service users 

The Health and Homelessness Research Group (HHRG) developed the methodology for the user 
survey based on the findings from the literature review and discussions with health boards who 
had carried out similar work. In view of the relatively small number of potential respondents and 
uncertainty about the perso nal circumstances of homeless persons involved, it was decided to 
base the survey on structured interviews . A survey questionnaire was deve loped for 
administration by a trained interviewer/ researcher. 

Questionnaire design 

Topics for inclusion in the survey were agreed on by the research group in consultation with 
members of the Short Life Working Group , including housing officers, RSI workers and 
relevant specialists at the health board. The topics identified were then developed from existing 
question items in other survey instruments to allow for comparisons , with the general population 
in the Health Board area (Adult lifestyle survey), with Scotland (Scottish Health Survey) and 
with other health boards (e.g. Lanarkshire Health Board ). 

Ethical approval 

Approval for the questionnair e to be used in the interviews with the homeless people , was first 
obtained from the local Argyll & Clyde Ethics Commi ttee on the 13th of Nov ember 2001 (Ref.: 
LREC 65/01). After piloting the questionnair e there were some changes made and the ethics 
committe e approved the final questionnaire in April 2002. 

Pilot 

The draft questionnaire was finalised in January 2002 and piloted in February 2002. 
Interviewers from four local authorities took part in a training session prepared by two members 
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of the Research group at the Health Board. Feedback from the survey pilot was received from 
Renfrewshire and Inverclyde. The survey instrument worked well and took 25-30 minutes to 
administer. No major problems were found with the questions and most respondents saw no 
problem with the content of the questions. The ease with which interviews were conducted was 
partly attributed to the fact that interviewer and respondent were of the same sex. A few of 
questions were reworded or simplified following the pilot. The questionnaire and accompanying 
consent form can be seen in Appendices 3 and 4 respectively. 

Sample and sampling frame 

There is a degree of focus in the evidence available on the single homeless and hostel dwellers. 
In an attempt to capture the needs and views of a broader range of homeless respondents, we 
decided to ensure a wider representation as described in the Scottish Executive ' s Working 
definition of homelessness (see appendix 1). Our sampling frame was based on homeless 
applications to the 5 local authorities in the health board area and included proportional sub
samples, of persons living in different types of accommodation, of women and men, single 
homeless, families and young people . The sample also included an 'other homeless group' made 
up of i) young people in care (young offenders, foster homes etc), ii) young people with mental 
health problems, iii) Womens Aid Organisations, iv) Prisons, v) Hospitals and Housing 
Associations. The initial intention was to carry out 200 interviews but difficulties in recruiting 
homeless respondents only allowed 119 interviews to be fully completed. 

After speaking to all the local authorities and finding out the local and practical details of each 
area, the ideal sampling frame was calculated (Table 1 ). Further details of exactly how the 
sample frame was calculated and the supporting data can be seen in appendix 5. 

Table 1. Sampling frame for the study 

Population sub -groups in housing categories 

Local Hostels Bed and Rough Other Total 
Authority breakfasts sleepers 

Argyll and Bute 10 9 5 2 8 34 

East Renfr ewshire 8 6 4 2 8 28 

Inverclyde 12 11 Nil 2 13 38 

Renfre wshire 20 Nil 8 2 20 50 

West Dunbarton shire 28 Nil 5 2 15 50 

Total 78 26 27 10 59 200 
ocal aull ton ty J-tousmg = I empornry acco mmoctallon. 

Interviews 

Six interviewers were recruited for this part of the study and took part in a half-day training 
session prior to carrying out the survey. Based on the sampling frame developed by the Research 
group, local authority housing officers were asked to identify and recruit volunteers among the 
homeless persons in local authority housing or those attending their offices. The local authoriti es 
identified all those interviewed. It was planned that the trained interviewers would carry out all 
interviews but due to unavoidable circumstances and data protection issues this was not 
possible. Therefore , local authority personnel carried out a percentage of the interviews. 
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Data entry and analysis 

Data entry and analysis of the information collected from the questionnaires was completed 
using Microsoft Excel and SPSS software . Initially tables were produced and later graphs were 
made from relevant data. In the SPSS the analyses carried out were cross-tabulations with chi
square tests to determine significance levels. Bar charts were produced using SPSS. 

Phase Ill - Study of service providers 

The provider study for the health needs assessment was carried out in two parts. Focus groups 
were conducted in Part I to gain in-depth understanding of health care providers' experiences in 
Argyll and Clyde in caring for and dealing with men, women and children who are homeless. In 
Part II, individual interviews were conducted to include providers of health care in the A&E 
services. 

Provider study process 

Part I 

Part II 
Interviews 

with health pro fessionals 
in accident and emergency 

The aim was to draw participants from a range of services in the whole area covered by the 
health board . Extensive contacts were made with all local health care co-operatives (LHCC), 
community mental health teams and addiction services. 

Part I - Focus groups 

Infom1ation leaflets and an invitation (in appendix 7) to take part were sent to all LHCCs, lead 
GPs, lead nurses , community mental health team managers and an alcohol and drug liaison 
officer in Argyll and Clyde. These initial contacts were then followed-up by phone. Extensive 
contacts with all LHCCs, community mental health teams and addiction services were made in 
order to draw participants from the whole board area. 

A one-day workshop , moderated by independent facilitators from the board area, was held and 
included three groups of six participants. The 18 participants who attended the event included 
Health Visitors, a Community Dental Officer, GPs, Community Mental Health Nurses , a 
Community Psychiatric Nurse, a Rough Sleeper project Nurse and one Housing Officer linked 
to a community mental health team. An introductory session was followed by discussions where 
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'speciality' groups broke out to develop issues and gaps specific to primary care, community 
mental health teams and addiction services. 

The focus groups started by redefining and clarifying different perceptions of the homeless. 
After sharing and clarifying existing perceptions , the broad official Scottish Executive 'w orking 
definition' was circulated to the participants for information . 

The core objective of this part was to identify key issues or difficulties that need to be addressed 
and participants were asked to identify different types of barriers they face in providing 
appropriate health care to homeless people. In a second stage, differences in the care required to 
treat homeless people were developed with the aim of paving the way for solutions . The groups 
then identified possible ways forward and rated solutions, based on their experience and on 
examples of good practice identified. 

Part II - A&E interviews 

Following Part I, individual face-to-face interviews were carried out with health professionals 
working in A&E departments in Argyll and Clyde. Three interviews were held with front line 
nursing staff in A&E departments and with one GP covering A&E in one district hospital. Two 
of the interviews were in urban areas and two served more rural and coastal areas. Two 
researchers, using question items developed from the focus groups conducted one to one semi
structured interviews. A semi-structured interview schedule was used to build on the findings 
from the workshop and to ensure consistency between the interviewers. 

Analysis 

The results were analysed by two researchers. Notes of the focus group proceedings were 
recorded electronically. Both the facilitator's notes and the focus groups transcripts were used 
for the analysis. The qualitative data was then coded independently by the researchers and their 
coding compared and tested for consistency . 

The coding frame developed for the focus groups was also used for the analysis of interview 
transcripts . Again the researchers coded independently and then tested for agreement and 
consistency. A category was also added to take into account 'homeless' issues found to be 
specific to A&E departments. 
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Results 

Phase I (Service mapping exercise) 

Details in the mapping paper (appendix 2) were recorded by agency, but for the purpose of the 
report will be consolidated into localities to provide a local profile of current services supporting 
homeless people and highlight the key issues of concern. Please note that the breakdown of 
homeless applicat ions cited for each area does not always cover the same time period , as the 
figures are based on data available which varied from area to area. 

Argyll and Bute 

Population and profile 

Argyll and Bute area is rural in character, encompassing sixteen inhabited islands leading to 
challenges for transport and access to services. However, in mainland Argyll there are also 
towns such as Helensburgh and Ohan . The estimated total population is just under 90,0004

• 

In the last few years the overall population has dropped slightly, although there is a relatively 
large elderly populat ion 4, which it is predicted is likely to increase in the coming years. 

There was a 36% decrease in the number of homeless applications between 1996/97 to 1999/005
. 

In the last 3 years, however, the number of applications has averaged at around 360 applications 
per year i.e. 4 applications per 1000 population . 

Overview of services 

Due to the geographic area and dispersed population across Argyll, services are fairly 
fragmented. The Islands and rural Argyll rely mainly on use of B&B for temporary 
accommodation for homeless people, as the numbers are small and it is not cost effective to 
provide hostels or hold housing stock for temporary homeless accommodation. However, 
temporary and supported accommodation options are better developed in the larger towns of 
Ohan , Helensburgh , Dunoon and Campbeltown. There are also a number of projects funded 
through RSI and SIP. 

Ex amples of projects 

A 4-bedded drop-in centre (Solas) is well established in Ohan and offers emergency temporary 
accommod ation and support to rough sleepers. The project is run by a multi -disciplinary team 
and promotes joint working across housing , health and voluntary sectors. A public health nurse 
provides basic health screens and advice and assists the clients to gain access to health and 
social services as appropriat e. 

In Dunoon there is a housing , education and life skills project (HELP) for young single 
homeless people (16-25 years) offering 4 supported scatter flats plus a drop-in facility. 
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The Dunoon project is funded by the SIP and is closely linked to the area housing office, which 
refers clients to the project. The local public health nurse is actively involved with the project 
providing health screens, care/treatment and advice. The nurse also assists clients to gain access 
to other health and social services as required . Joint assessment procedures have been 
established to improve care and support planning. 

East Renfrewshire 

Popul ation and profile 

The East Renfrewshire area covers 2 Health Boards , NHS Argyll and Clyde and NHS Greater 
Glasgow. The estimated population for the Argyll and Clyde part of East Renfrewshire, known 
as Levem Valley, is almost 25,0004

• The road and rail links to Glasgow are good, but transport 
links across the East Renfrewshire Council area are less well developed . 

Time trends predict a slight increase in the population , particularly the elderly population. In 
general the population is fairly young. 

The number of homeless applications for the whole Council area increased by 25% between 
1996/97 to 2000/015

. The average number of applications over the last 3 years was 
approximately 300 per year i.e. 3 .4 applications per 1000 population. 

Overview of services 

NHS Argyll and Clyde and NHS Greater Glasgow have established a strategic working group 
which will address cross boundary issues in relation to homelessness in East Renfrewshire to 
ensure a consistent approach is taken in relation to assessment of care and support planning. 

There are good housing support and advisory services available to respond to homelessness in 
East Renfrewshire. The Council offers a range of housing and support options for homeless 
young people, families, children who have been looked after and other client groups with 
complex needs . Procedures are established between homeless services, social work, education 
and the voluntary sector. A combined assessment tool is being developed in partnership, which 
will improve care and support planning. 

Examples of projects 

A through-care supported housing project for children who have been looked after is established 
in Ban-head. The Social Work Department manages the project and there are 2 supported 
through-care flats. The main aim of the project is to assist young people to develop independent 
living skills, to enable them to maintain a tenancy when they are allocated permanent 
accommodation. 

Also, the housing department is piloting a new housing information and advice project and a 
new post has been created to lead this work. The postholder will work with all housing providers 
in East Renfrewshire to ensure appropriate housing information and advice is made available 
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across agencies . The post will also work closely with all sectors of the community irrelevant of 
tenure. The main focus of the project is to alleviate and prevent homelessness. 

Inverclyde 

Population and profile 

Inverclyde has an estimated population of 85,000 and is relatively densely populated . It has 
good road and rail links to Paisley and Glasgow , and ferries connect with mainland Argyll as 
well as the Isle of Bute 4 . 

It is one of the most deprived areas when comparing it to the rest of Scotland, with high levels of 
drug and alcohol problems. The area is also experiencing rapid depopulation and it is predicted 
that the numbers of children aged 0-14 years and the elderly population will decline in the years 
ahead 5

. 

The number of homeless applications increased by 50% between 1996/97 to 2000/01 and over 
the last 3 years the average number of applications was approximately 420 per year i.e. 4.9 
applications per 1000 population 5

. 

Overview of services 

There are 5 hostels in Inverclyde (1 local authority, 4 Voluntary sector) accommodating 
homeless people . Health, housing and social services as well as the voluntary sector are actively 
involved in service provision for the homele ss. 

There is substantial vacant local authority housing stock in Inverclyde, although it in relatively 
poor condition and is mainly located in low demand areas. 

A local health and homeless working group has been established to take forward, in partnership, 
the Inverclyde actions and recommenda tions of the health and home less action plan. 

Examples of projects 

There is a range of housing advice, social care and other services supporting homeless people in 
Inverclyde. Good links are establish ed between Gateside prison and local communi ty men tal 
health and addictions services. 

The Local Healthcare Co-operative is also conducting a research proj ect to assess the health 
needs of vulnerabl e childr en aged 0-5 years, including hom eless childr en. This involve s a 
mapping exercise of existing services available, an assessm ent of the health and healthcare 
needs of vulnerabl e children and any gaps in service provision will also be highlight ed. 
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Renfrewshire 

Population and profile 

Renfrewshire has a total population of almost 178,000 and is the most densely populated of the 
Council areas and includes a number oflarge towns with good road and rail links to Glasgow. 

It has 42% of the total Argyll and Clyde population and it is predicted that the total population 
will decline in future years, although it is projected that the elderly population will increase4

• 

The number of homeless applications dropped by 7% between 1996/97 to 1999/00. However, 
more recent figures indicate that the number of applications is increasing again. Over the last 3 
years the average number of applications was 690 per year i.e. 3 .8 applications per 1000 

1 . 5 popu at10n . 

Overview of services 

Good housing advisory services are established for homeless people through the local housing 
advice centre. Supported temporary accommodation is also available in Renfrewshire Council 
area and there are plans to further develop additional temporary supported accommodation. 

There is a number of health, housing and voluntary sector funded projects and initiatives 
underway to address homelessness and support young people across Renfrewshire . 

Examples of projects 

The role of the Council 's housing advice centre is a key resource in providing an effective 
response to homelessness in Renfrew shire. 

In addition to the housing advice centre, a joint health and housing initiative has also been 
operation al in George Street, Paisley since August 2001. The drop-in centre is open 3 mornings 
per week and is managed by Renfrewshire Association for Menta l Health. The project has a 
multi-agency approach with inputs at the moment from housing advice and information as well 
as health services. The project co-ordinator is a RSI community psychiatric nurse who provides 
counselling and advice and a community nurse provides basic health screens, care/treatment and 
advice and assists clients to gain access to other health services as required. Podiatry and 
community dental services are also provided as required. 

The project aims to address the complex and multiple needs of rough sleepers and other 
homeless people. The project is still in the fairly early stages of development and will be 
evaluat ed over the next year. Almost 120 clients have accessed the centre since it opened and 
evidence gathered to date suggests that the service is greatly valued by the clients . 
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The project promotes best practice and joint working across health, housing and the voluntary 
sector to address the housing, healthcare and support needs of this vulnerable client group. 

Also, Paisley Threads is a project managed by Barnardos and provides support to young people 
and young parents including homeless people (16-21 years), who are either moving into or are 
already in tenancies. 

The project runs 3 drop-in centres (a pre natal drop-in, a mother and child drop-in and a tenancy 
support drop-in). The project has good links established with health in both the Acute and 
Primary Care sectors as the pre-natal drop-in is run in partnership with a midwife from the local 
hospital on an outreach basis . The mother and child drop-in is run in partnership with a health 
visitor from a local primary healthcare team and covers children's health, parent's health, advice 
on diet and nutrition and baby massage/child development. 

West Dunbartonshire 

Population and profile 

West Dunbartonshire area encompasses 2 Health Boards, NHS Argyll and Clyde and NHS 
Greater Glasgow. The estimated population for the Argyll and Clyde part of West 
Dunbartonshire is almost 49,000 . There are no marked differences in deprivation between the 
Argyll and Clyde and Greater Glasgow parts of the area5

. There are good road and rail links to 
Glasgow and the Erskine Bridge connects to Renfrewshire district4

. 

It is predicted that the population will decline in future years, particularly numbers of children 
aged 0-14 years5

. 

The number of homeless applications for the whole Council area increased by 5% between 
1996/97 to 1999/00 and over the last 3 years the average number of applications was 
approximately 870 per year i.e. 9 .2 applications per 1000 population . 

Overview of services 

West Dunbartonshire Council has high levels of homelessness compared with the other Council 
areas in Argyll and Clyde and paradoxically does not have sufficient vacant housing stock 
suitable for temporary accommodation for homeless people. It therefore relies mainly on the use 
ofB&B accommodation, mostly located in the Glasgow area. 

NHS Argyll and Clyde and NHS Greater Glasgow has established a strategic working group, 
which will address cross boundary issues in relation to homelessness in West Dunbartonshire to 
ensure a consistent approach is taken in relation to assessment, care and support planning. 

Examples of projects 

The Preparation for Life project, managed by the National Children's Home, is aimed at young 
people (16 - 21 years). The project helps young homeless people who are referred from the 

Health and homelessness Needs Assess ment. NHS Argy ll & Clyde 2002 29 



Council for emergency temporary accommodation . One of the main aims of the project is to 
assist young people to develop independent living skills which will enable them to sustain a 
tenancy when they move on to perma nent housing. 

The project is run by a committe d team who offer a range of support and advice services to the 
young people to increase knowledge and understanding of budgeting , managing a household , 
diet and nutrition , education and employm ent etc. The team also assist and encourage young 
people to gain access to health services i.e. GP, dentist etc. 

Preparation for Life has established good links with local primary healthcare services, 
psychiatric services and the local authority through-care and youth homeless teams and 
promotes joint working across statutory agencies and the voluntary sector. 

West Dunbartonshire Council is also in the process of recruiting a joint health support worker 
who will be based in Social Work and Housing services and will also work closely with Lomond 
and Clydebank Local Healthcare Co-operatives. The post is temporary until end of March 2004 
and will have responsibility for ensuring that there are systems in place to support effective 
partnership working to meet the housing, health and social care needs of homeless people . This 
post will have a key role in progressing cross boundary working between Lomond and 
Clydebank Local Healthcare Co-operatives to facilitate consistent approaches to implementation 
of the health and homelessness action plans of Argyll and Clyde and Greater Glasgow NHS 
Boards. 

Phase II (Homeless service users) 

Introduction 

The results presented in this phase were compiled from the interviews with the homeless in the 
Argyll & Clyde area, by analysing all the data collectively. Due to unavoidable sampling 
difficulties this is not a randomised sample, but a purposive sample which is representative of 
the homeless population in the Argyll & Clyde area. The numbers of homeless in the sample 
from the five local authorities individually were not sufficient to analyse and present in the main 
study report but the analyses of the data by local authority areas is presented in Appendix 6. The 
information in this Appendix is mainly to help local authorities to have a broader understanding 
of the health status of their homeless population. This is only a guide for further detailed 
investigation if there is a cause for concern from these initial findings . 

The results in ALL the Tables, in this phase, shown as percentages were 
rounded accordingly and as such the totals do not, always add up to 100%. 

Sample details 

The total sample in this survey was 119 ( 59 males and 60 females), and independent researchers 
interviewed nearly two-thirds while local authority personnel interviewed a third. There were 
significant differences (p=0 .01) between the local authority areas as to who carried out the 
interviews. 
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Breakdown of gender and age of the sample can be seen in Figure 1. Marital statu s by sex and 
age group is shown in Table 2. 

Figure 1. Homeless in Argyll and Clyde NHS Board by age and sex 
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Source: Health & Homeless User's Survey 2002 

Table 2. Marital status of respondents 

Number Male Female 16-34 35-54 55-74 Total Percentage of 
Year Year Year total response 

Total 119 50% 50% 65% 29% 7% 100% 100% 
Sin2:le/never married 63 52% 48% 92% 6% 2% 100% 53% 
Cohabiting/living with a partner 12 33% 67% 75% 25% Nil 100% 10% 
Married 3 67% 33% 33% 67% Nil 100% 3% 
Separated 24 38% 63% 29% 58% 13% 100% 20% 
Widowed 1 100% Nil Nil Nil 100% 100% 1% 
Divorced 14 64% 36% 7% 71% 21% 100% 12% 
Other 2 50% 50% 50% 50% Nil 100% 2% 

Table 2 shows that more than half were single/never married, the majority of whom were in the 
16-35 age group , and a fifth were separated from spouses (58% were in the 35-54 age group) . 

Homeless with children 

Only 30 (35%) had children living with them , of which nearly two-thirds were single or 
separated females . Only four males had children with them while 26 females had children with 
them in our sample (p = <0 .001) . None of those in the 55-74 age group had children with them 
while 13 in the middle age group and 17 in the younger age group had children living with them . 
The Tables 3-5 below give a breakdown of those with children by age, sex and their marital 
status . 
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Table 3. Homeless with children under 16 years old analysed by sex 

Sex Total 
Number of Children under 16 Male Female 

Total 55 56 111 
0 51 30 81 
1 3 14 17 
2 I 6 7 
3 Nil 5 5 
5 Nil I 1 

Table 4. Homeless with children under 16 years old analysed by age groups 

A~e Band (Years) Total 
Number of Children under 16 16-34 35-54 55-74 

Total 74 29 8 111 

0 57 16 8 81 
1 8 9 Nil 17 
2 4 3 Nil 7 
3 4 I Nil 5 
5 I Nil Nil 1 

Table 5. Homeless with children under 16 years old analysed by marital status. 

Marital Status Number of Children 

0 1 2 3 5 Total 
Total 81 17 7 5 1 111 
Single/never married 49 7 3 I Nil 60 
Cohabiting/living with a partner 8 3 Nil I Nil 12 
Married I 2 Nil Nil Nil 3 
Separated 11 3 2 3 Nil 19 
Widowed I Nil Nil Nil Nil 1 
Divorced 10 2 I Nil I 14 
Other I Nil I Nil Nil 2 

Employment status 

Only 10% of the sample were in employment (7% fulltime , 3% part -time) , but only 34% classed 
themselves as unemp loyed and looking for work. There were 80% who were unemp loyed in the 
16-35 age group . Of the total sam ple, 24% were permanently sick or disabled and only 13% 
were intend ing to look for work . Three responde nts (3%) were retired and only 3 (3%) were in 
full-time education . Eight percent of the sample looked after the home/family full time, the 
majority of whom were women (90% ). A breakdown of the employment status of the sample is 
shown in Table 6. 
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Tabl e 6. Employment status of respondents 

Number Male Female 16-34 35-54 55-74 Per centage 
Years Years Years of total 

responses 

Total 119 50% 50% 65% 29% 7% 100% 
Unemoloved and lookinl! for work 40 53% 48% 80% 20% Nil 34% 
Permanently sick or disabled 28 64% 36% 57% 25% 18% 24% 
Intending to look for work 16 69% 31% 63% 38% Nil 13% 
Looking after the home or family full-time 10 10% 90% 70% 30% Nil 8% 
In paid work or self-employed - full-time 8 13% 88% 50% 50% Nil 7% 
Doing something else 8 25% 75% 50% 50% Nil 7% 
In paid work or self-employed - part-time 3 Nil 100% 33% 67% Nil 3% 
Retired 3 67% 33% Nil Nil 100% 3% 
Going to school, college or university full-time 3 100% Nil LOO% Nil Nil 3% 
No tes: l.,!LICstmn : \ .:O ap plh .'LI lo au 11'./ sur vey rcspo nuenls anu , Ol tnese. i::veryon e answ c>reu lne q uest10n. 

Sourci::: hi!allh am..! hom..-k ssness Usi:r's Survey 2002 

Accommodation 

Table 7 shows a comprehensive breakdown of the accommo dation of the homeless in the Argyll 
& Clyde area over the month prio r to the interview by age and sex. There were significant 
differences in the Council Tenanc y by sex and by age groups in the Council Hostel s and in 
Housing Associations . 

Table 7. Accommodation over the past month by age and sex 

Type of accommodation Number Male Female 16-34 35-54 55-74 Percentage of 
Years Years Years total respons es 

Council Tenancy 34 26%* 74%* 59% 35% 6% 28% 

Council Hostel 43 51% 49% 86%* 12%* 2%* 36% 

Housing Association 7 LOO% Nil 14%* 43%* 43%* 6% 

Bed & Breakfast 36 56% 44 % 67% 28% 5% 30% 

Stayed with friends/relative 22 45 % 55% 82% 14% 4% 18% 

Sleeping rough/skippering 9 56% 44% 78 % 11% 11% 8% 

Prison Cell or Police Cell 3 100% Nil 67% Nil 33% 2% 

Hospital 2 50% 50% 100% Nil Nil 2% 

Other Accommodat ion 25 52% 48% 64% 28% 8% 21% 
( * = stal1st1ca1Jy s1grul11.:ant ) 

The total number of occ upancy over the past month, by the 119 homeless peop le interviewed , in 
the various residencies in the Table above comes to 181. This is because some of the homeless 
have stayed in more than one residency as shown in Table 8 below . Nearly two-thirds (65%) had 
only stayed in one accommodation while nearly a quarter (23%) had stayed in two types of 
accommod ation in the past month and 70 % of them were in the younger age group . All of those 
who had stayed in 4-5 types of accommodation over the past month were from the younger age 
group and 80% of those who stayed in 3 types of accommodation were from this age group also . 
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Table 8. Number of different accommodation types occupied by the respondents in the past month by age 
and sex. 

Numb er of different accommodation Number Male Female 16-34 35-54 55-74 Percentage of 
types occupied in past month Years Years Years total responses 

Total 119 50% 50% 65% 28% 7% 100% 

1 77 49% 51% 58% 36% 5% 65% 

2 27 48% 52% 70% 19% 11% 23% 

3 10 60% 40% 80% 10% 10% 8% 

4 4 25% 75% 100% Nil Nil 3% 

5 1 100% Nil 100% Nil Nil 1% 

The night prior to the interview saw respondents staying in a council hostel (34% ), B&B (23%) 
and council tenancy (18% , 91 % of whom were females) , as shown in Figure 2. There were two 
places (refuge with women 's aid and voluntary agency emergency accommodation) that were 
mentioned in response to where they stayed the previous night under the 'others' section. Table 
9 shows this by age and sex and there were no females who stayed in the Housing Associations 
or prison/police cells on the previous night. Most (85%) of those who stayed the previous night 
in a council hostel were from the younger age group . 

Figure 2. Showing the previous nights accommodation of respondents in Argyll and Clyde NHS Board 
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Tab le 9 .. Accommodation the previous night by age and sex 

Type of accom modation Numbe r Male Female 16-34 35-54 55-74 Percentage of total 
Years Years Years responses 

Total 110 50% 50% 65 % 29% 6% 100% 

Council Tenancy 22 9% 9 1% SO% 4S% S% 18% 

Council Hostel 40 SO% SO% 8S% 13% 2% 34% 

Housing Association 7 100% Nil 4% 43% 43% 6% 

Bed & Breakfast 27 67% 33% S6% 37% 7% 23% 

Stayed with friend/relative 3 67% 33% 100% Nil Nil 3% 

Prison Cell or Police Cell 1 100% Nil 100% Nil Nil 1% 

Other Accomm odation 19 47% S3% 63% 32% S% 16% 

Tables 10-12 show the length of stay in their presen t accommodat ion by age , sex and marital 
status. Just over half (53%) had been in their present acc ommodat ion 1-6 month s and 32% had 
been there less than one month and there were equal numb ers of males & female s. Two-third s of 
those who stayed in their present accom modation for less than a month and 1-6 month s were 
from the younger age group . There was a trend identi fied for older responden ts to have been in 
their accommodation longer than younger respo ndents. 

Table 10. Length of time in present accommodat ion analysed by sex 

Length of time in present accommodation Tota l 
Sex Less than a month 1-6 months 7-12 months More than a yea r 

Total 38 63 13 4 118 
Male 19 31 7 l 58 
Female 19 32 6 3 60 

Table 11. Length of time in presen t accommo dation analysed by age 

Length of time in pre sent accommodation To ta l 
Age Band (Years ) Less than a month 1-6 months 7-12 months More than a yea r 

Total 38 63 13 4 118 
16-34 26 41 7 2 76 
35-54 10 19 3 2 34 
55-74 2 3 3 Nil 8 

Tabl e 12. Length of time in pres ent accommodation analysed by marital stat us 

Len gth of tim e in present accom modation Total 
Marital Statu s Less than a month 1-6 months 7-12 months More than a 

year 

Total 38 63 13 4 118 
Single/never married 20 3S s 2 62 
Cohabiting/living with partner s 4 2 1 12 
Married 2 I Nil Nil 3 

Separated 7 16 I Nil 24 
Widowed Nil I Nil Nil 1 
Divorced 2 6 s I 14 
Other 2 Nil Nil Nil 2 
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General health 

In response to the question on the perception of their current state of health showed that the 
females had a more positive perception than the males as shown in bar chart 1 below. 

Bar Chart 1. Current state of health of the respondents by sex 
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Bar chart 2 shows that the younger homeles s had a more positive perception of their current 
health status as compared to the oldest age group. 

Bar Chart 2. Current state of health of respondents by age groups 
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As seen in Table 13, only 40% of homeless people interviewed perceived their health to be 
good, in comparison to 60% in the general population 3

. Conversely , 26% felt that their health 
was poor , in comparison to only 14% in the general population 3

. 

Table 13. Respondents perception of their current state of health 

Number Good Fair Poor Total 
Total for Homeless Survey 2002 119 40% 33% 26% 100% 
Total for Your Health & Wellbeing Survey 2001. 4,755 60% 26% 14% 100% 
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Longstanding illness 

Of those surveyed, 61 % considered themselve s to have longstanding mental or physical illness, 
as opposed to only 35% of the general population 3. A higher proportion of men (68%) reported 
such problems than women (55%) and three quart ers of 55-7 4 year olds reported longstanding 
(chronic) health difficulties (see Table 14). 

Table 14. Responses to question on long-standing physical or mental illness 

Number Yes No 
Total 119 61% 39% 
Male 59 68% 32% 
Female 60 55% 45% 

16-34 Years 77 58% 42% 
35 - 54 Years 34 65% 35% 
55-74 Years 8 75% 25% 
r1r1o lcs: l.,lUCsllon L - appu eu to au I IY survey rcspo nul!nls aoo, 01 tnl!sc, ~wry one answa 12u lne qu l!stton . .=,uurc e: n1:;a1ln ana norrll!Jl! SSl'k!SS us i:r s ::,urvcy .!UU_ 

A higher proportion of single/never married , separated or divorced homeless reported a long
standing illness as shown in bar chart 3. 

Bar Chart 3. Long standing illness of respondents by their marital status. 
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Less than half of those with long standi ng illness reported a joint/ muscular /skeletal problem 
( 4 1 % ) while 38% reported a mental illness. About a quarter of the respondents reported having 
headaches, teeth/gum problems or asthma (see Figure 3) . 

Hea lth am! homelessness Needs Assess rocnl NHS Argyll & Clyde 2002 37 



Figure 3. Percentage of homeless respondents reporting a long-standing physical or mental illness 
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General health problems 

2 1 % 

Of the 28% who reported having persistent headaches there was a trend toward s younge r 
women . The main problems of joint/muscular /skeletal conditions and headaches reflect the high 
percentage of this population receiving prescription painkillers (41 %). A high percentage of 
asthma was reported (26%, nearly 80% of those are in the 16-34 age group ) and this is 
consistent with the number of people using prescribed inhalers (28%, 74% of those in the 16-34 
age group) . Other notable complaint s were skin problems (23%) , again with a trend for younger 
women to suffer from skin complaints , and eye problems (21 % ). A full breakdown of the 
reported illnesses is shown in Table 15. 

Table 15. Showing respondents perception of the illness they have by age and sex. 

Type of illness Number Male Female 16-34 35-54 55-74 Total 
Years Years Years 

Asthma 28 50% 50% 79 % 14% 7% 100% 
Diabetes 2 50% 50% Nil 100% Nil 100% 
Bronchitis 9 44% 56% 33% 67% Nil 100% 
Epilepsy 7 71% 29% 29% 57% 14% 100% 
Hepatitis 5 80% 20% 80% Nil 20% 100% 
Feet 13 85% 15% 46 % 3 1% 23% 100% 
Headaches 31 39% 6 1% 58% 35% 6% 100% 
Bladder or kidney infections 15 40% 60% 60% 33% 7% 100% 
Skin 25 32% 68% 76% 24% Nil 100% 
Eyes 23 48% 52% 48 % 43% 9% 100% 
Teeth/Gums 30 70% 30% 63% 33% 3% 100% 
Joint, Muscular or Skeletal 46 57% 43% 46% 39% 15% 100% 
Mental health 42 43% 57% 67% 29% 5% 100% 
Other illness 22 55% 45% 55% 32% 14% 100% 

No les: 1111: rc w as no u nc su11c nn 1 1mm I uLx- n.:u1us1s g .::,umc rcsponllcnts ha murl' tnan unL~ 1 ncss. Source: hi.:allh amJ homckssnc ss User s ~urw y ~vu~ 
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Mental health 

Just over a third (38%) regarded themse lves as suffering from mental health problems and this 
was reported by a higher percentage of females (42%) as compared to males (33%) as shown in 
Table 16. 

Table 16. Number of respondents reporting a mental illness analysed by sex. 

Mental Illness Total 
Sex Yes No 
Total 42 69 111 
Male 18 36 54 
Female 24 33 57 

Three quart ers of those reporting a mental illness reported it as depression (72%) and the others 
reported it as stress, anxiety or due to addiction. However , 53% felt that they were either always 
or often stressed , a further 36% sometimes stressed. At least hal f of each age group reported 
feeling stressed at some of the time or more often (Table 17). About 10% of respondents 
currently take prescribed tranquillisers . 

Table 17. Showing response to: Are you ever stressed? 

Nu mber Always or often Sometimes Rarely or Never Total 

Total 118 53% 34% 13% 100% 

Male 58 43% 4 1% 16% 100% 
Female 60 63% 27% 10% 100% 

16-34 Years 76 53% 30% 17% 100% 

35-54 Years 34 53% 44 % 3% 100% 

55-74 Years 8 63% 25% 13% 100% 
No tes: 1.JU!.!Slton L - app ucu to au 11~ survey rcsponocnls and. 01 tni.:sc. 1 u1a not answa lhl! 4ucsll on . .Source: hcallh and homelessness usa s .)IJIVl!Y .r.vw . 

Similarly , 39% felt that they were always or often depressed and a further 36% were sometimes 
depressed . The youngest age group most commonly reported high levels of stress (Table 18). 
From the total sample 28% were currently taking prescribed anti -depressant s. 

Table 18. Showing response to: Are you ever depressed ? 

Number Always or often Sometimes Rarely or Never Total 

Total 117 39% 36% 25% 100% 

Male 58 38% 38% 24% 100% 
Female 59 41 % 34% 25% 100% 
16-34 Years 75 43 % 32% 25% 100% 
35-54 Years 34 35% 4 1% 24% 100% 
55-74 Years 8 25% 50% 25% 100% 
Noh:s: l.Jucsuon L-1-appuea to au 11v survi:y rcsponacnls aoo. 01 tn1:;s1:;, _ t..1u.1 not answer tnc qucsliun . .)UUrcl!: nl!alln :.ma nom~~1cssncss use r s ~urvcy t uu_ 

Addictions : 

Smoking 

Only 5% of those sampled had success fully given up smoking in the past while 80% still 
smoked (Table 19). A high percentage (80%) of those interviewed smoked everyday or most 
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days , which 1s very high compared to only 26% of the general population 3 and 1s shown m 
Figure 4. 

Table 19. Responses to question on cigarette smoking . 

Number Never smoked or Given up Smoke some days or Total 
tried once or twice smoking every day 

Total 119 15% 5% 80% 100% 
Male 59 8% 5% 86% 100% 
Female 60 22% 5% 73% 100% 
16-34 Years 77 12% 3% 86% 100% 
35-54 Years 34 2 1% 9% 71% 100% 
55-74 Years 8 25% 13% 63% 100% 
~ourcc: nealln ana nome1l!ssncss us er s .)UfVI.! .t:VV.:. .)Ourcc: ni:a1ln ana nome1cssness u ser s .'lUrwy .!VU.! 

Notcs: Qucsliun F I app lied lo all 119 survey respondents and. of these . everyone answer ed the question. 

Figure 4. Percentage of homeless responde nts smoking cigarettes as compared to the respondents from the 
Well being survey of Argyll and Clyde NHS Board 
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Based on how much they reported smoking each day, 24% could be regarded as heavy smokers , 
41 % medium and 34% light smokers (Table 20) . The pattern of amount smoked for the general 
population is similar , 30% heavy , 34% medium and 36% light smokers 3

. Men (48%) were found 
to be light smokers whilst women (54%) were medium smokers . 

Table 20. Daily smoking habits 

Number Light smoker Medium smoker Heavy smoker Total 

Total 70 34% 41% 24% 100% 
Male 33 48% 27% 24% 100% 
Female 37 22% 54% 24% 100% 
16-34 Years 54 43% 43% 15% 100% 
35-54 Years 12 Nil 50% 50% 100% 
55-74 Years 4 25% Nil 75% 100% 
:'lo tcs : u :?.Ill smoK crs WL'n.' l c11ncll as smoKJfl) 1i:ss Lnan 1 u l:1 arL'lks pa uay. mc,;mum smuk1.·rs as smoking L'l\!twi:i:n I U ant.I 19 ~1garc.;tt~s pc.;r uay. anu n~avy smot.:crs as smoKln g g 

20 or more.; cigard ti:s pc.;r Jay . ·111is quc.;stion w as Lxtsi:J on the,; 70 ~igarcttc smoki:rs. Soun;c,;: ih..'alth arn..l humc.;kssncss User's Surwy 2002 
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Alcohol 

Only 65% of respond ents in this survey admitted to drinking alcohol. This is lower than the 
proportion found in the general population , of whom nearly 80% reported drinking alcohol 3

. 

Although not a direct comparison , results from the 'Your Health and Wellbeing Survey' 3 

suggest that even though fewer homele ss people drink alcohol than the general population , more 
may be drinking at problematic levels. Of the 77 homeless who did drink alcohol, 42 % were 
classified as having a drinking problem (using CAGE questionnaire) as shown in Table 21. The 
survey of the general population found that 7.4% of people could be classed as heavy drink ers 
and a further 4.8% were classed as very heavy drinkers , consi derably less than the 42% of 
homeless people drinking at problemati c levels . 

Further analysis of the 77 respondents , who drank alcohol, by sex and age groups are shown in 
Tables 22 and 23. There was a trend observed towards a higher percentage of older people 
drinking alcohol in comparison to the younger groups . 

Table 21. Cage questions highlighting problems with alcohol. 

Alcohol Problem Number Percentage 

Total 77 100 % 

No 45 58 % 
Yes 32 42% 

:,o UICI.!: nl.!all n ana nom cil!ss ness us l'r s .Surv i:y .:.vv.t. 

Table 22. Showing alcohol problem by sex of respondents 

Alcohol Problem Sex Numbe r Percentage 
No Male 21 47 % 

Female 24 53% 
Both Sexes 45 100 % 

Yes Male 18 56 % 
Female 14 44 % 
Both Sexes 32 100% 

:,o urc l.!: nl.!aJln anu no me1essness us t.'r s :, urvey -V\J"-

Table 23. Showing alcohol problem by age of respondent s 

Alcohol Problem Age bands Number Percentage 

No 16-34 Years 29 64 % 
35-54 Years 12 27 % 
55-74 Years 4 9% 
All Ages 45 100% 

Yes 16-34 Years 16 50 % 
35-54 Years 13 41 % 
55-74 Years 3 9 % 
All Ages 32 100 % 

:)uu rct.': neann anu nume1essness ust.'r s Lll'Vl.!Y .!\.N _ 

Drugs 

Nearly three quarter s (73%) of respondents admitted to having taken or tried drugs, of which 
there were more men than women (84% and 63% respective ly). Over half of the 35-54 year olds 
and 87% of 16-34 year a ids had taken drugs . This is shown in Table 24 . 
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Table 24. Showing response to: Have you taken or tried any drugs? 

Number Yes No Total 

Total 116 73% 27% 100% 
Male 57 84% 16% 100% 
Female 59 63% 37% 100% 
16-34 Years 75 87% 13% 100% 
35-54 Years 34 59% 41% 100% 
55-74 Years 7 Nil 100% 100% 
l'W lt:s: {J UL'SUo n 111 appllL'd lo au I I~ surv ..:y ri:sponctc nl s and . 0 1 lnL'SC. j r~IUSl'CI lo answl'r llh :: ljUL'SllOn. ~OUfCL': ni::alln am.I nonll.'ll.'SS~SS USL'f S ~ UIVL'Y ~VU-

Just over half (55%) of respondents use cannabis currently, 21 % use diazepam , 17% inject 
heroin and 10% smoke heroin . More men than women reported using these drugs . Eight percent 
of respondents use ecstasy , 6% amphetamines and 6% street methadone and more women 
reported using these substances. The 16-34 year group consistently reported higher use of 
substances than any other age groups . Full breakdown by age and sex of the analysis on drug 
usage by the homeless is in Table 25 . Overall , of all respondents , 19% admitted to currently 
injecting drugs , consistent with those whom reported currently taking heroin intravenously 
(Table 26). All of those currently injecting drugs stated that they use a needle exchange , 
although this gives no indication as to how effectively or appropriately the needle exchanges are 
being used. Full breakdown of those drugs currently being used and have been used in the past is 
shown in Figure 5. 

Table 25. Response to question on 'Which drugs do you take/taken?' 

Percenta2e 
Response Number Male Female 16-34 35-54 55-74 Total 

Years Years Years 
Ecstasy Never taken 21 57% 43% 48% 48% 5% 25% 

Currently take 7 43% 57% 86% 14% Nil 8% 
Amphetamines Never taken 24 50% 50% 79% 17% 4% 28% 

Currently take 5 40% 60% 80% 20% Nil 6% 
Crack Never taken 60 50% 50% 72% 27% 2% 70 % 

Currently take 2 100% Nil 100% Nil Nil 2% 
Cocaine Never taken 53 49% 51% 75% 23% 2% 62% 

Currently take 1 100% Nil 100% Nil Nil 1% 
Heroin (smoked) Never taken 44 48% 52% 66% 32% 2% 51 % 

Currently take 9 78% 22% 89% 11% Nil 10% 
Heroin (injected ) Never taken 53 49% 51% 70% 28% 2% 62 % 

Currently take 15 73% 27% 87% 13% Nil 17% 
Street methadone Never taken 64 55% 45% 70% 28% 2% 74% 

Currently take 5 20% 80% 100% Nil Nil 6% 
DF118 Never taken 44 50% 50% 68% 30% 2% 52 % 

Currently take 3 33% 67% 100% Nil Nil 4% 
Diazepam Never taken 24 54% 46% 54% 42% 4% 28 % 

Currently take 18 67% 33% 94% 6% Nil 21 % 
Temazepam Never taken 44 48% 52% 66% 32% 2% 52 % 

Currently take 4 75% 25% I 00% Nil Nil 5% 
Natural hallucino2en s Never taken 41 46% 54% 76% 22% 2% 48 % 

Currentl y take 2 I 00% Nil 100% Nil Nil 2% 
Synthetic hallucino2 ens Never taken 36 42% 58% 69% 28% 3% 42% 

Currentl y take 1 I 00% Nil 100% Nil Nil 1% 
Cannabis Never taken 6 33% 67% 67% 17% 17% 7% 

Currently take 47 60% 40% 83% 17% Nil 55 % 
Solvent/ae rosol Never taken 61 57% 43% 69% 30% 2% 72 % 

Currently take I Nil 100% I 00% Nil Nil 1% 
Nu ti:s: (.Jt1L'sl10n t 1_ appui.:s to~ ) ri.:sponlJc:nts wnn naw Ln L'U or taKt! Llrugs . :-iuun:L': 1 ll.'a lln , 11omL'IL'SS USL'rS ,:,,,urwy .wu_ 
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Table 26. Showing response to : Do you curren tly inject dru gs? 

Number Percentage 
Yes No Total 

Total 86 19% 81% 100% 
Male 48 25% 75% 100% 
Female 38 11% 89% 100% 
16-34 Years 64 22% 78% 100% 
35 - 54 Years 21 10% 90% 100% 
55-74 Years 1 Nil 100% 100% 
.'.')ourcl!: 11.:alln antl numell!ssn~ss use r s .'.')Urvc ~uu_ 

Figure 5. Percentag e of homeless respondents currently taking or used to take a pa r ticular drug 
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Sexual health 

Over half (58%) of those interviewed reported that they do not use any form of con traceptive -
67% of females, 48% of males and more than half in each age group (see Table 27) . This is 
despite only 4% stating that they had some difficulty obtaining cont racep tives (2% of males and 
6% of females) . 

Table 27. Usage of any form of contraception 

Number Yes No Not appropriate Tota l 

Total 110 31% 58% 11% 100% 
Male 52 37% 48% 15% 100% 
Female 58 26% 67% 7% 100% 
16-34 Years 71 44% 52% 4% 100% 
35-54 Years 32 6% 72% 22% 100% 
55-74 Years 7 14% 57% 29% 100% 
No te s: So urce: health am..l homd es snl.'ss User's Survey 2002 

Just over a quarter (28%) of the females in the total sample had never had a smear test , all of 
whom were in the 16-34 age group, representing 43% of this group overall (Table 28) . Only 2 
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respondents (1.7%) stated having been in contact with a STD clinic in the previo us year, both of 
which were females in the 16-34 age bracket. 

Table 28. Showing uptake of cervical smear test. 

Number Ye s, within the Yes, between 1 Yes, more than Noor Not Total 
past 12 months and 3 years ago 3 years ago never sure 

Total 57 18% 30% 21% 28% 4% 100% 

16-34 Years 37 22% 27% 8% 43% Nil 100% 
35-54 Years 18 11% 39% 39% Nil 11% 100% 
55-74 Years 2 Nil Nil 100% Nil Nil 100% 
Notes: :Source: heallh and homi:li.!ssness User s ~urvcy .:.vv .t. 

Dental health 

Sixty percent of responden ts had seen a dentist with in the previous 15 months, 47% of those in 
the last year, as shown in Table 29. This is comp arable with those who thought that they were 
registered with a dentist (57 %) as only those who had seen a denti st in the past 15 months would 
still be registered with that dentis t. These figures are slightl y lower than in the general 
population. Sixty eight percen t of the general popul ation in Argyll and Clyde had been to their 
dentist within the last 15 months (this includ es some who attended privately), although 80% 
would have considered themselve s as still being registered with a dentist3

. 

Table 29. Last time the respondents saw a dentist 

Number <= 15 Less than Between Between More than Have Not Total <=15 
months 12 months 12 & 15 16 & 24 2 years ago never sure months 

al!O months months been 
Total 119 70 47% 12% 6% 32% 2% 2% 100% 59% 
Male 59 30 37% 14% 7% 39% 3% Nil 100% 51% 
Female 60 40 57% 10% 5% 25% Nil 3% 100% 67% 
16-34 Years 77 51 56% 10% 6% 25% 1% I % 100% 66% 
35-54 Years 34 15 29% 15% 6% 44% 3% 3% 100% 44% 
55-74 Years 8 4 38% 13% Nil 50% Nil Nil 100% 50% 
Noti:s: 11 you nave not Ot:t.'n lo si..'e your 1.h.'nllst w1tnm tr c 1ast 1:, montns you arc no 1onger reg1sta eo. 

Soun.:!..': hl'alth an<l homd cssness Usl'r's Survey 2002 

A considerably higher number of females (73%) thought they were registered than males ( 40 %) 
and 57% of females had seen a dentist within the previous year , as opposed to only 37% of 
males (Table 30) . Around half of those in the 35-54 (44%) and 55-74 (50%) age groups hadn't 
seen a dentist in more than two years . The emerging trend for women to attend their dentist 
more regularly than men is reinforced by the numbers of women (30%) and men (70%) 
reporting problems with teeth and gums . Thi s trend is reflected in the general population 
however , with more females (72%) than males (63%) having been to their dentist within the 
previous 15 month s3

. 
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Table 30. Those currently registered with a dentist 

Number Yes No Not sure Total 

Total 118 57% 36% 8% 100% 
Male 58 40% 53% 7% 100% 
Female 60 73% 18% 8% 100% 
16-34 Years 77 65% 29% 6% 100% 
35-54 Years 34 41% 47% 12% 100% 
55-74 Years 7 43% 57% Nil 100% 
:)Ource: health anLI homel essness Users ::,,urvcy ~vu _ 

Noles: Ques tion 139 applied to aU 119 survey respondents and, of these , I t..lit..l not answer the question 

Diet and nutrition 

Only 19% of respondents though t that they had a healthy diet and a total of 38% thought that 
they had an unhealthy diet (Table 31 ). There was a clear trend towards the older the age group ; 
the healthier they perceived their diet to be. The men were more positive than the women on 
how healthy they perceived their diet to be, in spite of actually having a poorer diet than women 
as shown in Bar Chart 4 to Bar Chart 15 below . 

Tab le 31. Description of their diet by the respondents 

Number Mostly healthy Sometimes healthy Not healthy Not sure Total 
Total 117 19% 40% 38% 3% 100% 
Male 58 22% 36% 34% 7% 100% 
Female 59 15% 44% 41% Nil 100% 
16-34 Years 76 14% 41% 42% 3% 100% 
35-54 Years 33 18% 45% 30% 6% 100% 
55-74 Years 8 63% 13% 25% Nil 100% 
r'llotcs: :)ourci:: nealln ana nome 1L'ssness use r s :)Urw .!VU_ 

Only 23% of respondents ate fruit every day and just 8.5% more than once a day . Similar results 
were found for vegetable consumption , with 24% eating vegetables every day and only 6% more 
than once a day . The majority of respondents were eating carbohydra tes daily (38% ) or 2-6 
times a week (29% ). Similar results were found for meat as 47% eat meat daily and 26% eat 
meat 2-6 times per week . Unfortunately a high percentage are also eating fried food frequently -
27% daily and 30% 2-6 times per week . A smaller percentage reported eating convenience foods 
daily (12%) and 2-6 times per week (24%) . The Bar Charts 4- 15 illustrate the eating patterns of 
respondents . 
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Bar Chart 4. Fruit consumption by sex 
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Bar Chart 6. Vegetable consumption by sex 
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Bar Chart 7. Vegetable consumption by age 
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Bar Chart 8. Carbohydrate consumption by sex 
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Bar Chart 9. Carbohydrate consumpti on by age 
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Bar Chart 10. Meat consumption by sex 
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Bar Chart 12. Fried food consumption by sex 

30 

... 
= = 0 u 

20 

10 

0 

More than 
once a day 

Never Once a week 2 - 6 lim:s a =k Once a day 

Fried food 

Nlore than once a day 

Age in Spx,i ficd Yea 

16-34 Years 

35 - 54 Years 

liiiii SS-74 Y cars 

Sex 

Male 

Ferrule 

Male 

liiiil Ferrule 
More than once a day 

48 Health and homelessness Needs Assessment. NHS Argyll & Clyde 2002 



Bar Chart 13. Fried food consumption by age 
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Bar Chart 14. Convenience food consumption by sex 

... 
= :I 
0 u 

30 

20 

10 

More than 
once a day 

Age in Spcx.,iJied Year 

16--34 Years 

35 - 54 Years 

liiiil 55-74 Years 

Never 

Convenience food 

Oncca=k 2 - 6 tirrcs a wxk Once a dav More than once a day 

Bar Chart 15. Convenience food consumption by age 
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Children 's health I service contact 

All of the children reported were registered with a GP but only 73% were registered with a 
denti st and females with children were more likely to register their children (Tab le 32) . 

Table 32. Comparison of registration of children with GP's and dentist 

Are your children registered with a GP? Are your children registered with a Dentist? 
Number Percentage Percentage 

Yes No Total Yes No Don't know Total 
Total 30 100% Nil 100% 73 % 23% 4% 100 % 
Male 4 100% Nil 100% 50% 50% Nil 100 % 
Female 26 100% Nil 100% 77% 19% 4% 100% 
16-34 Years 17 100% Nil 100 % 82% 18% Nil 100% 
35-54 Years 13 100% Nil 100% 6 1% 3 1% 8% 100% 

• •a No les: llu s was based on the 30 res pondents who sauJ that they haw ch1ldrL~n under 16 years . So un.;e: Heallh & Home less Usa s s w·vey 200 2 

Only 42% had a health visitor visiting at their present accommodati on (Table 33) . 

Table 33. Visit by health visitor to present accommodat ion. 

Numbe r Percentage 
Yes No Total 

Total 12 42% 58 % 100% 
Male 1 100% Nil 100% 
Female 11 36% 64% 100% 
16-34 Years 10 40 % 60% 100% 
35-54 Years 2 50% 50 % 100% 
Notes: !111s was based on lhe l 2 respon1..knts who said that they have ch1klren under 5 yea rs. Source: I ka lth & I lomek:ss Usa s Survey 2002 

Just over a third (37%) take their children regularly to the GP for an ongoing medical condition 
and 35 % of children are on regular medication. A third of the children involved had been at an 
A&E departm ent within the last year and the same amount had attended a paediatri c outpatient 
clinic in the same period . Only 10% of these children atten d a Child Development Centre and 
13% a Child and Family Unit (Table 34). 

Table 34. Childrens contact with services. 

PercentaJe 

Ser vice Male Female 16-34 Yea rs 35-54 Year s Total 
Num ber 

Children casualt y 10 Nil 100% 70 % 30% 33% 
Children paediatric outpatient clinic 10 20% 80% 70 % 30 % 33% 
Children general hospital 7 14% 86 % 72% 28% 23% 
Child development cente r 3 33% 67 % 33 % 67 % 10% 
Child and family unit 4 Nil 100% 50 % 50 % 13% 

No tes: ·1h1s was baset..1 on thi.: 5U respom.k nls w ho s;rnJ Lhat they have l:hil t..lren lHlllL' f 10 years. 

A child may have altcm.lcJ mor.: than one service . So urCL' : I k a lth & I lomeless User's Survey 2002 
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Contact with/access to services 

Of those interviewed, over half had seen a GP within the last month , and over three-quarters 
within the last six months (Table 35). Slightly more women than men had seen a GP within the 
same period . The majority of respondent s were current ly registered with a GP, again slight ly 
more women than men (Tab le 36). The older respondents reported higher levels of regis tration 
than the other age groups . Since beco ming homeless 27% of respondent s had tried to register 
with a GP, about two-thirds were men. Over a third of those who tried to register enco untered 
difficulties . Noticeably more of this group was made up of men who accounted for two thirds of 
those who had problems registering. 

Table 35. Last time respondent saw a GP 

Number Within the 1-6 months 7-12 month s More than a Not Total 
nast month vPar avo .-.11rP 

Total 119 56% 23% 8 % 9% 3% 100% 
Male 59 51% 22% 10% 12% 5% 100% 
Female 60 62% 23% 7% 7% 2% 100% 
16-34 Years 77 57% 21 % 9% 9% 4% 100% 
35-54 Years 34 53% 26% 9% 9% 3% 100% 
55-74 Years 8 63% 25% Nil 13% Nil 100% 
No tes: {JUL'Sll on Ii J appll t.'d lo au t l 'J surwy rcsponll l' nts ano, 01 tnl..'sc, L'w ryo nc answcrca tnc question. 

Soun::t': hl'a hh and homelessflt!SS Ust'r's Survey 2002 

Table 36. Respondents registered with a GP 

Number Yes No Not sure Total 
Total 119 91 % 8% 1% 100% 
Male 59 85% 14% 2% 100% 
Female 60 97% 3% Nil 100% 
16-34 Years 77 90% 9% I % 100% 
35-54 Years 34 9 1 % 9% Nil 100% 
55-74 Years 8 I 00% Nil Nil 100% 
Noh::s: t.JUcsuon Ii- appu ea to au J l'J survey rcsponacnts ana, 01 tncsc. every one answcrca tnc 4uest10n . .)Qurcc: nea1ln anu noml:'1essncss user s .:>urwy .!UVL 

Of those interviewed, 17% were unhappy with the servic e provided by their GP and more than 
half of them were females , as shown in Table 37 . From those who were unhapp y, 44% felt that 
the service could be improved by better attitudes from staff and 28% would prefer not to have to 
make an appointment to see their GP . 

Table 37. Satisfaction with the service provided by GPs 

Number Yes No Total 

Total 108 83% 17% 100% 

Male 50 86% 14% 100% 
Female 58 81 % 19% 100% 
16-34 Years 69 86% 14% 100% 
35-54 Years 31 77% 23% 100% 
55-74 Years 8 88% 13% 100% 

" ' " No tes: Question B3 appht'd to aU 119 surVt.'Y rcspom.kn ls and. a l these. 11 Ju..l not answer the qucsuon. Saurel!: health and homl'lessnt:.ss Users .:Surwy 2002 

More than half of those that were unhappy about GP services mentio ned other problem s or 
service improvements as highlighted by the following quotes: 
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"Someti mes doesn 't see own doctor for 3 weeks long wait for app ointments"; "waiting 
times too long f or an app ointment not enough doctors ''; "Unacce ptable waiting time for 
app ointment " 

"the way you are treated, can 't be bothered "; "do not listen to me would have liked a 
thorough medical check" 

"I can't sleep doctor clicln 't give anything, 1 wanted training not drugs he sent me to 
psychiatrist cloesn 't help with problems . Doctors should believe you when you have a 
problem" 

"Find ing out which practice was taking on temporary residents "; "/ was refused to be taken 
on as a pat ient as this is only temporary accommodation " 

"Tried to register - but found it very difficult as no one was able to take my registration as 
they were full "; "Movedfro m health centre to a smaller practice - worst thing you've clone. 
Attitu de of stajf is very bad" 

"Prior to contacting surgery X no doctor willing to help with letter for accom modation 
unless mental retardation diagnosed "; 

"First GP - poor attitude second GP waiting list for register is full "; "Attitude from 
doctor "; 

Services used by homeless people in the last year can be seen in Figure 6. Half of the 
respo ndent s had used an A&E departm ent within the previous year, 37% had been to an 
outpatient clinic and 28% had stayed in a general hospital, nearl y two thirds of whom were 
male . Those in contact with an outpatient clinic for mental illness and with a psychiatri c unit 
were 11 % and 7% respectively . Over two thirds of those in contact with Community Mental 
Health Team's were females. There were 26% who had been in contact with drug agencies , the 
majority of which were aged 16-34 (90%). Only 12% had input from alcohol agencies , 7 1 % of 
whom were male. All of these services saw greater use by the 16-34 age group, except for 
alcohol agencies , which saw an even spread of 16-34 and 35-55 year olds. 
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Figure 6. Ser vices used by homeless in Argyll and Clyde NHS Board in the past year 
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Thirteen percent of the sampl e reported problems with the health services and again slightly 
more men reported these . The following were some of the comments made about service-related 
problems : 

"D(fficult to register, doctors don 't respond "; "had trouble.finding a doctor " 

"A&E attitude probl ems when said he was a drug addict and told him to go see his GP " 

"Supposed to be referred to clinical psychologist - been waiting for 2 112 years "; "A 
waiting list up to 9 month s to see a psychological doctor, still waiting "; 

" Nursing stajf in Psychiatri c unit poor/wo n 't do enough/no follow up "; "Psychiatri c unit in 
X said they would refer me to a psychologist and never received any correspond ence "; 

"Drug agenc y keep wanting to pu t up methadon e dosag e hut this isn't sorting out the real 
problems - the worry in my head "; "d(fjicult to keep and sustain contact with drug 
counsellors whilst hom eless ". 

When asked what they would do if they needed to see a doctor but were unable to get the 
services of a GP, over half of the respondent s stated that they would go to a casualty department. 
A further 11 % would call an ambulan ce, more often the 55-74 age group , 38% of who 
responded in this way . Thirteen percent of those interviewed said that they would do nothin g 
about their health problems if they could not see a GP. This is shown in Figure 7. 
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Figure 7. Action taken by home less res pondents, if they couldn 't get access to a GP 
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Some of the comments for other options to this question are as follows : 

"phone/see mum who is a nurse" 
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Homeless people were also asked about any help or support that they felt they required. Over 
one third (39%) wanted help to improve self-confidence , and 24% required help for mental 
health problems . 30% wanted advice on healthy diet , 24% wanted support for drug problems 
and 22% wanted advice on stopping smoking . Only 5% of the whole sample wanted help with 
alcohol problems and more men asked for help in dealing with alcohol and drug problems , 
whilst women more commonly wanted help with confidence , mental health problems and 
smoking cessation . Demand for additional support was consistently highest in the 16-34 age 
group , with the exception of alcohol problems, where half of the requests for support were from 
the 35-55 year age groups (Table 38 gives a complete breakdown ). 
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Table 38. Help /support needed by the homeless to improve their health and well-being. 

Percentage 
Number Male Fema le 16-34 35-54 55-74 Total Per centage 

Years Years Years of total 
responses 

Improving self-confidence 47 45% 55% 60% 36% 4% 100% 39% 
Eating healthy food 36 50% 50% 72% 25% 3% 100% 30% 
Drug problems 29 62% 38% 90% 10% Nil 100% 24% 
Mental health problems 28 46% 54% 70% 27% 4% 100% 24% 
Advice on stopping smoking 26 39% 62% 77% 19% 4% 100% 22% 
Access to out-reach/drop -in centers 23 39% 6 1% 70% 30% Nil 100% 19% 
Disabilities 18 56% 44% 61% 17% 22% 100% 15% 
Other support 8 38% 63% 50% 50% Nil 100% 7% 
Alcohol problems 6 67% 33% 33% 50% 17% 100% 5% 
Source: Health & Homeless User s Survey L W L 

When asked if they needed help to see health care service providers, very few requested any 
help. The highest was 15% of the total sample who wanted help with seeing their GP's and this 
was mainly the males (72% ). The oldest group only requested help with seeing their GP (Table 
39 gives a complete breakdown of this). There was requests for help to see a dentist by 14% of 
the sample, 65% of who were males. 

Table 39. Help needed by the homeless to see the health care service providers. 

Percentage 

Number Male Female 16-34 35-54 55-74 Total Percentage 
Year s Years Years of total 

responses 
GP 18 72% 28% 44% 44% 11% 100% 15% 
Dentist 17 65% 35% 65% 35% Nil 100% 14% 
Optician 8 75% 25% 50% 50% Nil 100% 7% 
Chiropodist 5 100% Nil 60% 40% Nil 100 % 4 % 
Women's health services 7 Nil 100% 71% 29% Nil 100 % 6 % 
Men's health services 3 100% Nil 67% 33% Nil 100 % 3 % 
Other service 4 Nil 100% 50% 50% Nil 100% 3 % 
Source: Heal1h & Homeless User s Surve L W L y 

The following were a few of the other support suggested: 

"spelling and numbers, anger management "; "housing " 

"main area that I need support is with my children" ; "drop-in centre " 

Demand for additional support to see general services, e.g. dentist, GP, Optician, was quite low, 
and within this the highest demand was for help to see GP's and dentists , 15% and 14% 
respectively. Significantly , a high percent age of requests for help to see GP, Dentist s, Optician s 
and Chiropodists came from men. The following were some of the other suggestions: 

"psychologist , psy chiatrist"; 

"don't have a chiropodist , could do with a chiro-pra ctitioner " 
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General comments 

There were 2 questions in this section as follows: 

Comments on how to improve health services 

There were 8 positive comments, 8 positive comments with suggestions, 14 negative comments, 
2 negative comments with suggestions and 26 comments with suggestions. The following are 
some of these comments and suggestions: 

Positive comments 

"No I am very happy with the health services I get" 
"Satisfied with the service " 
"Always been given the help I require" 
"Fairly satisfied with health service whilst being homeless" 
"Very satisfied with the service I receive and can provide no comments in terms of 
improvements" 

Positive comments with suggestions 

"Never really had any problems, took JO years to have mental health problems diagnosed 
and treated properly" 
"Never had problems with GP's, Hospitals too keen to give pills - instead of finding out 

what is wrong, especially on Saturday nights" 
"No complaints about them. Would rather rely less on painkillers and methadone but no 

other treatmen ts seems to be available" 
"Presently I can say that my experiences of health services are good, however, I feel at a 
loss when I am unable to maintain contact with drug agencies living in temp 
accommodation" 
"Usually quite helpful, but need more, don't have enough time to spend with you" 

Negative comments 

"Listen better and consult better with patients my GP does not listen and at times 
contradicts everything I say. it is my body I know when I am ill or need help" 
"Don't like long waits in A & E" 

"Attitudes - seen as a 'drug addict' still, even though he is trying to improve. Hospitals 
mostly a problem" 
"GP 's are not very nice, especially if ex-drug user and long waiting time" 
"It's murder at night - two kids and doctors shut - need to run up to the hospital. You are 
worried that you are going to lose your homeless place" 
"didn't like attitude seemed to assume that I was a drug user" 

Negative comments with suggestions 

"Not having to make appointments, better attitudes - arrogant and cheeky cannot reply or 
you get police to you " 

Comments with suggestions 

56 

"Not to be advised by a receptionist when you phone for a doctor she tells you what you 
should do" 
"If they tried to speed up process I've been waiting a long time to be put on meta (2 years). 
As soon as you're in prison you have to start on waiting list again. It could be done a lot 
faster" 

Health and homelessness Needs Assessment. NHS Argyll & Clyde 2002 



"More help and support for my mental health problems. Needed more help nearer the time 
when I got attacked" 
"Feels that services rely too much on medication - other approaches should be tried" 
"More info on giving up drugs - explain rather than treatment somebody checking up on 

you, not methadone - better to made support" 
"I think services for drug problems - could be quicker getting help to people who need it. 

seems to be "I don't trust person seeking help" 
"GP's don't give what is needed - medication previously taken not being given in fear of 
overdose. candidate would be willing to attend daily if necessary." 
"Would finding talking to someone weekly helpful I psychologist I support worker to help 
and support" 
"Waiting times for G.P. could be improved" "A lot more women doctors should be 
introduced and trained" 
"I think every heroin addict should be treated as an individual, not a script used for all 
addicts" . 
"more doctors to cut down on waiting times" 
"move staff in A & E - waiting times too long" 
"Accessing women GPs - only one in practice" 
"Health services too busy - not enough workers - not enough time for one to one with 
patients" 

Comments on how they would like to be given health information 

A total of 79 homeless people commented and there were 89 suggestions on how they would 
like to be given health information as follows: 

❖ By Health care professionals= 42 [GP's (27), Health visitors (13) and nurses (9).] 

❖ Leaflets = 38 

❖ Television = 9 
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Phase Ill (Service Providers) 

The review of literature provided a range of recurrent issues, mostly highlighting difficulties 
encountered by homeless people in gaining access to health services and obtaining adequate 
health care. Research to date however focuses on the experience of homeless people but Jess 
evidence is available on the issues and difficulties facing health professionals. 

During the focus groups, trends and patterns emerged among and within different groups and six 
core categories were developed. The results (focus groups and interviews) are presented and 
structured around key themes, shown below, which emerged from this process. 

❖ 'The homeless as patients' covers the challenges related to homeless persons and their 
circumstances. 

❖ 'Caring for homeless patients' includes the challenges related to the attitude or behaviour of 
health professionals. 

❖ 'Access to patients who are homeless' covers issues raised by health professionals regarding 
securing appropriate and safe access to patients who are homeless. 

❖ 'Communication and co-ordination between services' refers to the difficulties encountered 
when communicating with other services. 

❖ 'Health system issues' covers a range of barriers linked to the systems in which health 
professionals and homeless operate and which individuals alone cannot influence . 

❖ 'Resource constraints' groups all financial or other resources issues. 

Who are the homeless? 

There were distinc t differences in perceptions of homeless ness between subgroups of 
participants in the focus groups. In spite of a degree of overlap between groups , participants 
from primary care services tended to concentrate on the 'administrative' status of homeless 
people and on the categories into which they fit. Participants working in mental health and 
addictions services focused ~ore on the reasons leading to homelessness in the first place. 

Participants identified the homeless as including people sleeping rough , those without suitable 
accommodation, those with no roof or permanent address or postcode, and transients. More 
specific groups were also mentioned, such as hostel residents, those who want or need individual 
accommodation, those with no tenancy, people staying with friends or relatives ('care of') , those 
living day to day at different venues, and individuals or families who are at risk of having no 
permanent accommodation . 

Some confusion arose concerning travelling populations for whom travel is a lifestyle choice. 
There was nevertheless a general agreement on the fact that people once becoming homeless 
often found themselves effectively 'outside the system'. 

A&E health professionals identified two groups of homeless; those who are 'truly homeless', 
with no fixed abode, and a second larger group of people living 'care of' others. Most comments 
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however focused on those who sleep rough or are without a roof. Emotive language was often 
used to describe this group, such as "tinkers", "they are very unkempt and were found lying in 
the street in a puddle" and "no fixed aboders who slept rough in the area, in closes and boiler 
rooms". However, there was also recognition that there is a large group of people who are not 
roofless but have no permanent address or are in temporary accommodation . 

Factors increasing the risk of homelessness 

One of the focus groups paid considerable attention to factors leading to homelessness. Various 
reasons were brought up and included difficulties in sustaining tenancies, drug or alcohol 
misuse, mental illness or a lack of life skills. Individuals at risk were thought to have no 
consistency, familiarity of routine, no expectations, sometimes had limited long-term memory 
(i.e. who am I?), and no safety. 

Household circumstances were also seen to lead to homelessness, particularly marital 
breakdown and divorce , relationship issues, domestic abuse, and eviction. Although domestic 
abuse was also stated by A&E staff as a factor in homelessness, most respondents focused on 
alcohol and drug problems . A&E respondents in remote coastal urban localities identified a 
particular group of people who become homeless as a result of a move to the area in an attempt 
to escape social problems elsewhere. 

The absence of, or poor, resettlement opportumt1es and support for individuals leaving the 
prison services was also seen by some focus group participants to lead to homelessness. One 
group debated this issue and recognised it as a risk factor but participants remained unsure 
whether getting out of prison should be classed as homeless. 

The homeless as patients 

The 'chaotic lifestyle' of homeless patients and their lack of confidence when dealing with 
authority make it difficult for mainstream health services to accommodate them when they show 
up with no address, without an appointment or if appointments are missed. For most service 
providers interviewed, homeless people were associated with complex problems, lack of family 
support and money, as well as accommodation. A&E departments also stated the complexity of 
problems brought by homeless attendees as characteristic of the group. 

"They often bring with them, a multitude of problems which are difficult to treat, in a short 
period of time. " (Part II) 

Because homeless patients were generally associated with a lack of consistency and absence of 
life skills, providers acknowledged they required more flexibility, time and attention than other 
patients did. Professionals in primary care in particular did not always feel able or equipped to 
accommodate for those needs. Non-medical as well as medical problems also constituted a 
challenge for emergency services that are not equipped to deal with them. Health professionals 
in A&E had also experienced difficulties with some patients becoming obstructive or resisting 
treatment. 

Many health professionals perceived health and health care to be low among the priorities of this 
group. This was stated as a major barrier by community mental health teams and addiction 
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services and affects homeless patients requmng treatment for alcohol or drug dependency. 
Health problems such as alcohol and drug treatment were relegated or not addressed when 
housing and benefits issues took precedence in a patient's life. There were nevertheless mixed 
exper iences on the issue of compliance, which seems to highlight the fact that compliance with 
treatmen t in the homeless populatio n could not be generalised . 

Unmet ment al health needs and drug and alcohol problems were associated with homelessn ess 
by many A&E health care providers interviewed. There were sometimes difficulties 
disassociating attitudes or behaviours attributable to homelessness and to drug misuse . One 
interviewee emphasised this distinction as well as the fact that most difficulties arose from 
substance abuse rather than from homelessness per se "it's the drug or alcohol proble m that 
causes the problem, not the homelessness" . 

Caring for homeless patients 

Expectations and preconceptions on both sides emerged as important factors determining the 
relationship between health care provider and homele ss patients. 

"The biggest challenge is treating them and treating them obj ectively, that is the biggest 
challenge , find ing out the right treatment ... I think you have to be totally non-ju dgmental, 
you have to try and be totally non-judgmental, about, what you are viewing, what you are 
dealing with". (Pa rt II ) 

Most A&E staff in particular recognised that efforts are required to be non-jud gmental and 
'objective' when dealing with patients in such situations to ensure that complaints are dealt with 
quickly and appropriately. It was nevertheless, clear that the complexity of problems and the 
number of homeless people presenting to A&E inappropriately caused a degree of frustration 
amongst staff. 

Health care provided by A&E departments to a patient who was homeless was based on need 
and stated to be the same as for any other patient with similar medical needs. A&E health 
professionals interviewed however, were concern ed that the homeless often presented 
inappropr iately, late or when conditions had become chronic. Challenges experienced included 
aggressive or obstructive behaviours and individuals presenting with minor ailments in the hope 
of finding a bed for the night. 

Some frustration was also apparen t among many providers dealing with the homeless as they 
could only offer critical interventions and could not address long-term medic al problems. 
Homeless patients were seen by some health professiona ls as being more demanding and 
wanting to see an immedi ate effect or benefit of treatment. This became a greater challenge 
when there was little continuity and follow -up because of difficulties in contacting patients. 

Although some staff managed to negotiate with homeless patients, allowing a degree of 
flexibility, many health professionals in primary care felt unable to do so due to the workload, 
external pressures and lack of appreciation and acknowledgement on the part of homeless 
patients . The mental health and addictions sub-group echoed this dilemma stating that staff 
worried about 'sticking their neck out' and some as a result felt frustrat ion or reverted to 
indifference . 
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Most respondents agreed that homelessness per se and the absence of address did not make any 
difference to the immediate treatment of a homeless patient. However, faced with the 
complexity of non-medical as well as medical problems, A&E staff often provided help or 
advice when it was asked for, even in non-medical matters such as filling in forms. It was clear 
that A&E staff felt that they had to spend more time with patients with complex social needs and 
that this can lead to frustration. 

The primary care group (Patt I) cited the issue of young people in particular as requmng 
support. Young people were felt to make up an important part of the potential homeless seen in 
pnmary care. 

"You can see young adolescents being dragged out to see you, you can see it coming" (Part 
I) 

Communication and co-ordination between services 

Communication between services and different expectations of what these can and will offer 
was considered a major difficulty. The lack of formal channels and links with housing services 
and social work and a general lack of knowledge in the health services as to how housing 
services work made it more difficult to ensure a degree of co-ordination. 

"We don't know what questions to ask when we do phone" (Part I) 

Some non-health services were perceived less responsive to homeless people with additional 
needs such as alcohol or drug problems. This often placed additional pressure on health services 
and professionals. Housing homeless people on methadone prescriptions in the worst 
accommodation for example makes working with them more difficult for health care workers. 
Respondents also cited responses they had received from a housing department. 

"Don't send them round to me if they are drunk" (Part I) 

Concerns were raised regarding limitations placed on communication between services by 
confidentiality issues. This can slow down information sharing and work between departments, 
particularly where multi-agency working is required. 

A&E health professionals focused on links with the hospital social worker and social work out 
of hours services. All departments cited the links but all also highlighted the limitations of the 
services, both in terms of response time and what they can do practically for the homeless 
person. The experience of A&E department in particular showed that the fixed priorities of the 
social work out of hours service did not appear to include single homeless people, especially 
where alcohol was involved. 

"I suppose lack of communication between the services, because we seldom call social 
services ... Our experience suggests if it is a child in need they will come but if it is a down 
and out who has been drinking cider for days, weeks and months then there is more of a 
reluctance to come more of a reluctance to deal with it as they are already dealing with it on 
a day to day basis" (Part II) 
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Communication and links with addictions services were also found to be a problem for A&E 
departments, particularly for patients with alcohol problems seeking detoxification. One A&E 
cited conflicting approaches when psychiatry services were unwilling to admit patients under the 
influence of alcohol (as this affects assessment), leaving A&E to deal with the patient. This is 
likely to affect a number of people presenting with alcohol and drng problems but is 
compounded by a lack of appropriate housing and social networks and support. 

One of the smaller, integrated community hospital A&E departments, staffed by GPs frequent ly 
saw homeles s patients corning with multiple problems and requesting help with housing and 
benefit. This was thought by one respondent to reflect the smaller size, geographical access and 
staffing by GPs that make it easier for homeless people to ask for help. Although A&E staff 
direct them to other services, joint working was not currently taking place. 

Access to patients who are homeless 

Making contact with homeless patients, to give advice, change an appoin tment or improve their 
care were reported to be difficult. Many of them have no point of contac t for service providers , 
such as a postal address or phone number. As a result these patients are frequently lost to follow
up after one or two contac ts, halfway through treatment or on-going health care and therapy or 
rehabilit ation is then intenupted. 

In addition to organisational problems , practical problems were also stated such as the 
difficulties encountered in finding an appropriate and secure location to meet homeless patients. 
Outreach services (Part I) highlighted the problem of physically having nowhere to meet 
homeless peop le, a real concern when giving advice on harm reduction. The dangers of home 
visits , especially at night, were identified as a barrier to working with homeless people. In 
general, having a safe place to meet for health care was seen as a problem . 

"You could not meet patients on a park bench" (Part II) 

Difficulties were also raised by A&E respondents (Part JI) regarding continuity and on going 
care as further appointments could not be sent out when the patient had no address . Similar 
concerns were raised regarding post -acute care, such as keeping wounds and dressings clean and 
getting stitches out. One department stated that whilst they would recommend that the person 
register with a doctor, there is no way of ensuring it. The issue of safe discharge was also 
brought up as this cannot always be ensured for a patient without the safety of a home to go to. 

"How do you safely discharge (from) somewhere to nowhere?" ( Part II) 

Access to homeless patients was not felt to be as difficult in one district community hospital 
based on their positive experience . In the particular case of a homeless man on medication 
requiring follow -up and review, a system actively involving the patients had been developed. 
The patient contacted the hospital at regular intervals determined by the physician, for blood 
tests and was told when to come back for the results . In this situation the onus of responsibility 
to take control of the treatment is with the patient. Respondents felt that as long as the hospital 
had a point of contact, an address to send out appointments, the homeless could receive the same 
care as anyone else. 
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In the case of drug users under treatment, homelessness raises specific difficulties in primary 
care. Moving out of one practice area to another has definite implications on the transfer of 
methadone prescriptions. One group reported dissatisfaction with arrangements in particular 
which is reflected in 'pharmacists' reluctance to fill prescriptions that are not centrally 
prescribed or if the patient has no address to fill out on the back .. 

Health system issues 

Homeless people were recognised to have more complex circumstances and needs, making it 
difficult for them to fit in the system in place in primary care. Comple x needs and a chaotic 
lifestyle were given as factors that the health care system could not deal with, or allow for, in a 
satisfactory manner. Homeless patients' circumstances make it difficult for them to fit in the 
system of registration and appointments for consultations. Often this resulted in missed 
appointments and losses to follow-up, which were felt to have a detrimental impact on 
immunisation targets set within GP practice boundaries. These concerns were stated as factors 
that led to difficulties in responding appropriately to the needs of homeless patients and were 
particularly consistent in the primary care group . 

Contractual issues also were brought up in relation to home visits and treatment by a GP outside 
their practice area. The mobility of homeless patients requires a flexibility, which the current GP 
contractual boundaries do not allow. Although some health visitors were allowed a degree of 
flexibility and discretion, it depended on the inclination of each individual. 

Medical care in A&E departments is not affected by patients' absence of home address and the 
information in the form may be filled in or left blank. This makes A&E highly accessible to 
people who by the nature of their circumstances are not able ( or willing) to go through the 
primary care and general practice system. 

There was general agreement among all health professionals interviewed that A&E was able to 
provide the same level of care to all patients, regardless of life circumstances. However, 
discontinuities in treatment follow-up for homeless patients were raised as a major concern. 
Treatment could be taken inappropriately because of inadequate living conditions or social 
support (in the case of a wound or injury) or interrupted by the fact that they were not registered 
with a GP. This was a particular concern in smaller community hospitals where follow-up 
medication is provided by GPs. 

Another concern was cited by one health care professional regarding access to health services. 
Because the health care 'system' was not felt to be particularly user friendly, patients are 
required to have a degree of assertiveness to access services and get through practical steps and 
formalities. Homeless people in particular were seen to experience more difficulties and barriers 
to find their way into the system as they may have more limited skills, less assertiveness and less 
support when trying to gain access to services. 

"For whatever reason anybody who ... I wouldn't just say homeless, either not particularly 
bright for whatever reason or not particu larly forthcoming in their personality or pushy for 
want of a better word, will tend to sort of find access to services difficult ... ! don't think the 
system is that user friendly from that point of view" ( Part II) 
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Resource constraints 

Two main resource constraints were identi fied in the course of the focus groups. Firstly , there is 
a lack of resources (human and material) to deal with the comple x issues homeless people 
present with when attending health services. Secondly, very often worthwhile new initiatives 
only manage to secure funding for a short period of time. Participants were able to identify at 
least one successful new homeless health initiative , which had recently come to the end of its 
funding period and was known to face funding difficulties . They also felt that better and more 
appropriate services could be provided in their area if the issue of dedicated teams were 
addressed. 

Resource and funding difficulties were not specifically highlighted by A&E departments . Some 
A&E health staff observed that RSI projects had been successful in 'taking people off the 
streets' and welcomed the resources being channelled into these projects. They were concerned 
however that the roots of homelessness should also be tackled. Again harm reduction services 
and alcohol and drug services in particular, were felt to require more attention when considering 
further resources. 

Major barriers for health care providers 

The participants identified major barriers that had to be overcome in order to improve services 
for the homele ss. They are listed below in order of importance, as rated by participants. 

❖ Poor communication between services such as health, housing and social work. Shared 
care records or a shared databa se of families movin g in and out of service s would help, 
although it is acknowledged that issues of confident iality within and between services limits 
exchan ge of informa tion. 

❖ Lack of planning and co-ordination and fragmentation of services. There is often a 
clouding of respons ibility , which results in no single agency taking charge, as well as a lack 
of funding commitment from agencies . 

❖ Lack of suitable premises is effectivel y a barrier for access and treatment. This results 
in the loss of transient people to follow -up as they sit on waiting lists. (Joint access poin ts for 
health, housing, social work and benefits is considered a good solution .) 

❖ Roots of homelessness must be tackled . This includes substance abuse, lack of skills for 
maintaining tenancies etc and would require more resources for drug and alcohol services in 
particular. 

❖ Lack of resources for family support . Includes supporting homeless families by housing 
them appropriately and together, as well as supporting families at risk of homelessness. 

❖ Prejudice and stereotyping is evident within health services. 

❖ Lack of training and awareness of homelessness issues, for both the general public as well 
as for health professionals. 

❖ No single sex accommodation for homeless women in Argyll and Clyde, even though this 
exists for men . This reflects the general lack of suitable temporary accommodation in the 
area. 
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Priority actions suggested 

The participants identified and rated a series of priority actions required immediately in order to 
overcome some of the problems. Again, they are listed below in order of importance . 

❖ A focal point or person where homeless people could present and access services ( could 
be accessible by free-phone number or linked to NHS 24). 

"Having a place where you could go even if it's just like a drop in centre where the people 
or somebody could co-ordinate all the non medical aspects of their care would be incredibly 
useful." 

❖ Develop a dedicated multi-disciplinary, multi-agency team to facilitate joint working 
throughout Argyll and Clyde, with ensured long-term ring-fenced funding. 

❖ Initiate hand-held patient record system. There was disagreement within groups as to the 
practicability of this suggestion. Addictions professionals were concerned that drug 
dependent patients may be able to misuse this system. Others felt that such access to records 
might be damaging to some patients with mental health problems. It was also queried 
whether health professionals would value these records if they were effectively duplicates of 
service held records. Patients valued them as they appreciated more information and control 
on what was happening to them. Some doctors however had refused to fill in hand-held 
records due to the extra work it required for them. 

❖ Develop a single tool for joint agency assessment. Hopefully this would also facilitate 
information tracing and exchange. 

❖ Develop different strategies for specific sub-groups of homeless. These could target 
different status groups of homeless. 
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Literature Review 

Introduction 

The purpose of the literature review was twofold . Firstly, to review existing evidence on the 
health status, needs and issues facing homeless people . Secondly, to review evidence on health 
service needs and health service usage by homeless people. The search was confined principally 
to articles published in United Kingdom although reference is made to some studies carried out 
in North America, and was carried out using the following databases : HMIC; Medline; and 
Caredataweb. 

Defining homelessness 

Homeless people fall into two groups: the 'officially homeless' and the 'hidden homeless'. local 
authority housing departments have accepted the former as homel ess. They appear on official 
housing lists, and include families with children, and single people who are vulnerable . The 
'hidd en homele ss' are people who may stay in night shelters, or sleep rough on the streets, in 
doorways, parks or cars and derelict buildings or they may live with relatives and friends or in 
multi -occupancy houses. Most importantly, this group is not on local authority housin g lists. 

A definition of homeless in England, Wales and Scotland is "someone is homeless if there is no 
accommodation which that person can reasonably occupy together with anyone else who 
normally lives with them as a member of their family or in circumstances in which it is 
reasonable for that person to do"6

• Table 40 describes the circum stances that define 
homelessness in Scottish legislation. 

Table 40. Defining circumstances for definition of homelessness 

A person is homeless if they do not have any accommod ation in the United Kingdom or elsewhere that 
they have a right or permiss ion to occupy together with their fami ly. 
A person is define d as having accommodation if they, or a family membe r they would normall y reside 
with, have a right to occupy a property, have a legal right or permis sion to occu py a prope rty to reside in 
a property. A person shall not be treated as having accommodation unless it is accommodation, which it 
would be reasonab le for them to occupy. 
A person is deemed to be home less, even if they have accommodation, if any of the follow ing apply: 
❖ They cannot secure entry to the property 
❖ There is a threat of domestic violence, from a partner or ex-partner, were the person to continue 

occupation of the property 
❖ The accommodation is not reasonable for them to occupy 
❖ The property is a mobile structure and the person has no place where they are entitled to place it and 

reside in it 
❖ It is overcrowded and may endanger the health of the occupants 
❖ It is a temporary accommodation in which the local authority placed the person under their statutory 

duty to house unintentionally homeless people in priority need . 
Priority need categories are: 
❖ Pregnant women 
❖ People who have dependen t children 
❖ People who are homeless due to disaster, e.g. fire or flood 
❖ People who are vulnerable because of old age, mental illness , mental handicap, physica l disability , 

or other special reason 
Source: Adapted rrom the Housing (Scotland) Act 19871 
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More recently, guidance from the Scottish Executive has broadened the definition of 
homelessness and new guidelines have been drawn up to make further provision for the 
homeless (Homelessness etc . (Scotland) Bill, 20028

). The key changes include: 

❖ Priority need group has been extended to include those who are vulnerable as a result of 
chronic illness; having suffered a miscarriage or undergone an abortion; having been 
discharged from hospital, prison or the armed forces. 

❖ To provide permanent accommodation for those assessed as being unintentionally homeless 
and in priority need. 

❖ To provide temporary accommodation, and advice and assistance, for both those assessed 
and not having a priority need and those assessed as being intentionally homeless. 

Estimating the scale of homelessness 

Accurate estimates of the occurrence of homelessness are difficult to obtain due to the broad 
definition of homelessness and the mobility of the population. It is unlikely that official housing 
figures accurately reflect the true scale of the homeless population as these only take into 
account the official homeless, and not those who do not appear on local authority lists for 
whatever reason. It is also worthwhile to remember that local authority statistics on the homeless 
capture 'homeless households' so it may be useful to think of them as units rather than 
individuals. Although a homeless household may constitute an individual, it is just as likely to 
mean more than one person. 

A review revealed relatively little robust research around homelessness and health9
. This is 

partly due to the problems of defining and identifying homeless people 10
• The Royal College of 

Physicians report' 1 identified only seven studies that had used a comparison group. Power states 
in Promoting the Health of Homeless People 12 that there are 'methodological issues around this 
area of work as homeless people are not a homogenous group leading to difficulties with 
sampling sizes '. He goes on to state 'that this raises questions about how representative a study 
population will be of such a broad group. It should not be assumed that results can be 
generalised to the homeless population as a whole '. 

The recruitment and location of the samples is an area that requires attention as it could lead to 
sample bias. There are no readily available lists, even for the officially homeless population , 
identifying homeless people within particular localities, which one may consult in order to select 
a sample for a health survey 10

• Although venues such as day centres and hostels may provide 
easy access, samples drawn from these locations are unlikely to be representative of certain 
groups such as women and ethnic minorities 6

. 

Samples using specialist services may be subject to bias because those who consult may be in 
worse health than those who do not 10

• Studies of retrospective analysis of case notes by health 
workers also require caution; interpretation and selective recording of information by health 
workers along with the potentially unrepresentative nature of those homeless people who use the 
service may introduce a significant bias into the data 10

• Victor goes on to warn about the use of 
health surveys 10

. She states "that it is not sufficient just to let the results of health surveys of 
homeless people "speak for themselves." Comparisons need to be made with an appropriate 

Health and homelessness Needs Assessment. NHS Argyll & Clyde 2002 67 



referenced population; differences between housed and homeless populations may be masked if 
a very disadvantaged population is used to provide the comparison group" . 

Characteristics of the homeless population 

It is agreed that homeles s people do not form a homogenous group 1
o; I I. There may be 

differences between the official and unofficial homeles s populations, however this is difficult to 
determine due to the lack of literature on the characteristics of the unofficial homeless . Evidenc e 
is available which describes differences in the age, sex, employment status, education, ethnic ity 
and marital status of the homeless population. The possible difference s between residents of 
different types of 'homeless accommodation ' will also be considered . 

Age and sex 

The age group of the population occupying B&B tends to be younger 1
o;I J than those who sleep 

rough . A survey carried out in Glasgow 14 interviewed 225 people resident in hostels, night 
shelters, private leased and short-term accommodation, as well as people sleeping rough and 
using day centres. A third of the sample in the Glasgow survey was over 55 years old, 15% aged 
between 16-24 years and only 14 % were women , who tended to be in the younger age group 
(16-24 years). 

A similar study carried out in Lanarkshire 15
, specifically of those in supported accommodation, 

found that 38% were under the age of 20 years and 25% were between 20-24 years . However, 
approachin g two-thirds (61 %) of those in supported accomm odation were female. This reflects 
other studies which find that men predominate in hostels, night shelters and day centres, whilst 
women are more likely to be living with children in private sector leased accommodation 16• 

Employment and education 

A survey of homeless people in Glasgow 14 found that 82% had no qualifications and 96% were 
out of work. Other researchers report that about half of their sample had no qualifications and 
50% were economically inactive 16

• A similar study in the Birmingh am area of 113 homeless 
families found that the average school leaving age was 15.7 years and 93% were not in 
employment 17

. The majority of studies cited unemployment as a long-term problem amongs t 
homeles s people 14

;
16

;
17

• 

Marital status and social integration 

One study 13 of 779 families in temporary accommod ation (officially homele ss) in London found 
that 50% were in relationships and that the majority of households contained children. A later 
study 17 found that single parents headed 85% of the familie s. In the Lanarkshire survey 15 29% of 
the women had children living with them. 

The unofficial homele ss are generally single 14
;
18

. In the Glasgow Survey14 64% described 
themselves as single . Both the 'official' and 'unofficial' homeless groups described themselve s 
as 'socially isolated ' 10

;
15

• 
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Ethnic origin 

Information on ethnic ongm is infrequently reported. Two surveys carried out in London 
looking at tuberculosis rates in homele ss people found only five out of a total sample of 523 
described themselves as being from non-British backgrounds I9

• A more recent survey 14 in 
Glasgo w found that only three respondent s out of 225 reported themselves as non-white. 
However , in their 1993 statement on homeles sness, the Royal College of General Practitioner s 
suggests that there is a growing population of refugee s, mostly from Africa and Asia, with the 
probability of growing number s additionally from Eastern Europe over the following few 
years20

. No evidence could be found which tells us whether this is the case, nor whether refugee s 
are disproportionatel y 

Health charac teristics 

The literature suggests that homeless people suffer worse health than the general population and 
this is particularly true of single rough sleepers I8

;
21

• However, health characteristics and need 
should not be generalised regarding this diverse population. We will consider the health 
characteristics of homeless people by the three groups defined by Connelly and Crown 11

, which 
are families with children and pregnant women, single homeless, and those sharing housing or 
otherwise inadequately housed . 

Group 1: Mainly families with children or pregnant women. 

Health visitors and other health professionals based most of the initial reports on the relatively 
poor health status of homeless households in B&B's on case reports. They drew attention to the 
difficulties of trying to maintain good hygiene while living, washing , eating and sleeping in one 
overcrowded room 10

. They reported high levels of infections in children, particularly gastro
enteritis, skin disorders and chest infections 1°. This may have been related to over-crowding and 
poor hygiene . The childrens' diet is claimed to be poor because of lack of money, poor 
knowledge about nutrition and absent or inadequate facilities which forced families to rely on 
food from cafes and take-aways22

. High rates of child accidents were found, possibly associated 
with lack of space and hazards such as kettles at floor levei23

;
24 and increased hospital 

admissions for children due to mild illness are also reported 25
. A study of 47 homeless families 

in Oxford 22 found that 46% of families believed their child's health had deteriorated since 
moving into B&B accommodation. Specific health problems reported were poor sleeping (47%) 
and eating problems (33% ). 

A case control study at St Mary's hospital 25 in 1993 compared acute medical admissions of 
children from B&B hotels with admissions of local children. It was found that higher 
proportions of children from temporary accommodation were only mildly ill compared to those 
from permanent housing. However, three of the homeless children died from overwhelming 
infection compared to none in the housed sample. Three times as many of mothers who were 
staying in B&B accommodation were depressed and had experienced twice as many major life 
events in the previous year. 

The Oxford study also found that for 80% of families the bedroom was the only place for the 
children to 

2
~lay and tha~ o~ly 11 % of the _children aged l~ss than five yea~·s attended nursery or 

playgroups -. A greater mc1dence of emotional and behav10ural problems 1s also found amongst 
homeless children 26

• A comparative study of school children found that 49% of homeless school 
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children had behaviour problems compared with only 11 % m a control group of housed 
children 26

. 

Homeless parents are likely to smoke more than those in a stable housing tenure27
• There is also 

increased social isolation 22 and increased mental morbid ity of parents 27
, as well as problem s 

with alcohol and substance abuse28
. Riley28 found that three quarters of the families were in 

debt , which was the main reason for their homelessness and that violence was an ongoing 
problem for many, as were child protection concerns . 

Parents repm1ed that they felt tired most of the time (68%) and 60% reported being unhappy 22
. 

Their social isolation was demonstrated by the fact that 42% of those interviewed had spent 
eight or more of waking hours in the bedroom during the previous day. Furthermore , 72% of 
these families cooked in their bedroom with nowhere suitable to prepare food. 

A London study27 in 1992 compared 319 homelessness families with a locally housed 
populati on. Homele ss people reported higher rates of acute illness in the last fourteen days than 
the housed group. Forty five percent of the homeless group had mental illnes s compared with 
18-20% of the compari son group. Those with psychiatric problems attended A&E departments 
with psychiatric concerns more than those in the housed group. Vicker s22 states that "the high 
prevalen ce of mental morbidity amongst people in temporary accommodation may be related to 
uncertainty about the future, poor housing conditi ons or over crowding as well as predi sposing 
factors such as unempl oyment, socialisation, dependent children or recent adverse life changes". 
It is also suggested that the increased mental morbidity of parents is likely to have an adverse 
effect on their children's development. 

Fewer homeless people undertook vigorous exerci se and their diets were less likely to contain 
fresh fruit or vegetables 27

• Rates for cervical smears were similar for both homeless and housed 
populations, 65% and 63% respectively 27

. Immunisation rates for children were approxima tely 
?7 10% lower for the homele ss group- . 

Another comparison study at St Mary's Hospital29 in 1990 studied pregnancy in homeles s 
women and the local pregnant women in permanent housing. Homeless wom an booked later, 
had more previous obstetr ic problems and had more pre term births. Another study in East 
London30 found that 25% of babies born to mothers who had moved to B&B had birth weights 
below 2500g compared with 10% of the homed mothers. A recent report by Crisis 31 found that 
one in four woman aged 16-25 living in hostels for single people became pregnan t which is 
twice the usual rate in this age group. 

Group 2: Rough sleepers, night shelter, direct access hostels , bed and breakfast and 
single homeless people. 

Reliable estimates of excess prevalence of specific disorders are difficult to come by in this 
group as few studies use compariso n groups and condit ions are frequently self-reported and so 
the data may be of limited value . 

A report published by the Royal College of Physicians 11 compared studies from Europe and the 
United States using set criteria to ascertain if conditions were over represented among homeles s 
people. The report concluded that single homeless people experience higher levels of mortality 
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and morbidity than the general population. Particular causes of increased mortality were 
identified as violence, suicide, accidents, alcohol and drng abuse and respiratory disorders. 
Research comparing the health of homeless people to the general population found that certain 
conditions were of significantly higher incidence amongst the homeless population 2 1

. Chronic 
chest or breathing problems were twice as high in hostel and B&B residents and three times 
higher for rough sleepers. Wounds, skin ulcers and other skin complaint s were twice as high 
amongst day centre users and three times as high for soup-rnn users . Musculo-skeletal 
conditions were twice as high amongst rough sleeper s and 'difficulty in seeing' was experienced 
by three times as many rough sleepers than the general popul ation . 

Ment al health issues are popularly regarded as an area of concern in relation to single homeles s 
people. Indeed , Bines 21 found that mental health problems were eight times higher for hostel and 
B&B residents and eleven times higher for rough sleepers. One in four of those who reported 
mental health problems had been in a psychiatric hospital in the past. Heavy drinking or alcohol
related problems were paiticularly noted amongst rough sleepers. 

Research undertaken by Crisis 32 in 1995 to determine the prevalence of tuberculosis in the hostel 
and day centre single homeless found a prevalence rate of 2%. This is 200 times higher than the 
annual rate for England and Wales and 25 times the prevalence found in the last mass x-ray 
screening of the general population in London in 1993. Another study, which identified 
increasing rates of tuberculosis in England and Wales, found that there was a strong association 
between increased risk of tuberculosis and overcrowding. However there was not necessarily an 
association with increasing rates of tuberculosis and an increase in the numbers of people 
sleeping rough 33

. 

Robust information on dental health in the homeless is scarce. A study in Birmingham 34 of 70 
residents of one hostel, who agreed to have clinical dental examinations, found poor general 
dental health and high levels of untreated disease. Over half the subjects had one or more teeth 
with obvious pulpal involvement. Many of the subjects had few remaining teeth or were 
edentate and did not wear dentures. Based on statistics available for a homeless population in 
North America, Allukian 35 concluded that, given their poor dental health record, dental health 
services are essential for homeless people. 

Group 3: Those sharing accommodation or otherwise inadequately housed. 

This group comprises all those with housing need who are not in groups 1 or 2, such as those 
single parents about to be made homeless or single people or couples without dependant 
children who may be sharing accommodation with another household. Given that these people 
are unlikely to be registered as homeless, the 'hidden' homeless, it is extremely difficult to 
access a sample to study . Therefore, specific health information regarding this group is largely 
unknown. 

Health service: perceptions and use of services 

General practice registration 

It is acknowledged that registration of homeless patients with general practices is often 
problematic as they can be registered as either permanent, temporary or immediate and 
necessary 36

• A survey of general practices in Avon area found that 27% of GPs would register 
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homeless people as permanent patients, 24% would register them as immediate and necessary 
and 33% would register them as temporary residents. However, an overwhelming 79% of 
respondents saw homeless patients as more difficult to treat 37

. This same survey identified that 
GPs in fund-holding practices were the least likely to register homeless patients; and inner city 
practices were the most likely, perhaps reflecting familiarity with the homeles s population. 
However, others suggest that problems registering with GPs may be more acute in inner London 
where GPs may be afraid of being 'swamped' by homeless patients 38

. 

Various studies have looked at the percentage of homeless populati ons and groups within the 
population registered with GPs. Table 41 shows the differing percenta ges of various groups 
registered with general practices. Victor 10 found that a significant number of homele ss people 
are registered with GPs but does not make use of the services. Some of the possible reasons for 
this are explored later. 

Table 41. Percentage s of homeless population registered with GPs 

Percentage of population 

96% of those surveyed in Lanarkshire 10 

92% of those surveyed in North West Thames region27 

30% of rough sleepers 10 

92% of B&B dwellers 10 

62-90% of hostel dwellers 10 

50% of homeless in Aberdeen39 

94% of homeless children 20 

It has now been identified that some groups, such as rough sleepers and newly arrived 
immigrants, have more difficulty registering with a GP and that the more extreme the housing 
situation, the more difficult it is to get permanent registration 38

. Some argue that health 
authorities may try to 'disown' homeless patients by pressing them to give a last known address 
which may be out-with that health authority area 40

. 

Unfortunately it appears that there are disincentives for GPs to register homeless patients 41
• GPs 

may also see homeless patients as harmful to cervical cytology and immunisation targets, so 
GP's may be increasingly reluctant to register them. GPs receive higher fees for registering 
patients as temporary than immediate and necessary, and least for permanent registration 42

• 

Furthermore, full registration implies an obligation to visit and follow-up patients, which may be 
seen as difficult or demanding with this population 36

. Overall it is argued that current 
registration and commissioning procedures are ill-fitted to provide primary care services to high 
needs groups at short notice 43 
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Use of services 

Winn 4 1 recognises that homeless people may see registering with a GP as a low priority for 
various reasons: 

❖ Low expectations about their health 

❖ Previous poor experience s of health services 

❖ Obstacles such as having to give an address 

❖ Restricted opening hours 

❖ Unwelcoming reception areas 

❖ Lack of interpreting services in health care. Little information available to them about GP 
surgeries and how to register 

Similar reluctance to register and use GP services was found by Reid and Klee 44
• They suggest 

that homeless people do not seek treatment by GPs because they felt that their complaint was not 
serious enough, viewed registration as too difficult, or did not have a GP. Most homeless people 
they surveyed had been treated satisfactorily in hospitals but had unsatisfactory experiences in 
primary care, leading to dissatisfaction and a reluctance to approach a GP, particularly for 
problems concerning psychological health. However, one survey identified that the majority of 
homeless people, even if they weren't registered, at least knew of a doctor they could go to 21

• 

However, these people, and those who were registered, may not be accessing GP services, 
suggesting that GP registration may not be a useful indicator of access to primary health care. 

Many other authors reflect the idea that homeless people are reluctant to seek help 38
; are 

unwilling to use normal services 45
; and may not see health care as a priority, only their 

immediate needs 46
. Shiner47 argues that sleeping rough, in particular, alters views and redefines 

attitudes to health and illness, leading to adaptation to, and an acceptance of, an increased level 
of ill-health. Furthermore, there may be a cost-benefit trade-off happening when homeless 
people seek medical help, the cost being financial, time, embarrassment and stigma or 
humiliation caused by the treatment. 

There is concern regarding the homeless populations use of hospital services, particularly on an 
emergency basis. Evidence shows that homeless people account for a disproportionately large 
number of unplanned hospital admissions 48 and there is a significantly higher use of A&Es from 
homeless hostel residents than both the general population and homeless people from out-with 
hostels 49

• One study looked at all admissions to St Mary's Hospital in London 25 and found that 
homeless people accounted for 9% of all admissions (11 % in obstetrics, 17% in paediatrics and 
27% in psychiatry). Similarly, studies have shown that there is a lower threshold for the 
admission of homeless children to hospital 10 and that social factors are important influences 
over the admission of homeless versus housed children, even when they are only mildly ill 25

. 

Even when doctors had not identified that the patient was homeless their perception of the 
children's parents' difficulty in coping and poor home circumstances influenced admission. 
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A statement issued by the Royal College of General Practitioners 20 focusing on the needs of 
homeless patients asks GPs to: 

❖ Provide a welcoming and sensitive service 

❖ Urge for a local relaxation of health promotion targets, such as immunisation targets, for 
homeless patients (whilst the Royal College of General Practitioners continue to argue 
through the General Medical Service Committee for this) 

❖ Practise equity in registration and register the homeless permanent where possible. 

❖ Staff must be trained in non-discriminatory conduct. 

It seems from the evidence so far that GPs in particular are still not meeting the needs of 
homeless patients adequately. The following section further highlights the difficulties homeless 
patients' face in accessing health care and that the messages contained in this statement do not 
appear to be working in practice. 

Homeless people's perspectives 

The literature identified many common concerns and perceptions that homeless people hold 
regarding health services . Some of the practical difficulties faced by homeless people when 
trying to access health care, particularly primary care services, are outlined in Table 42 . It is 
suggested that many homeless people find it difficult to deal with health service bureaucracy, are 
suspicious of authority and have disorganised lives, all of which make it difficult to deal with the 
present health service systems 50

. Furthermore, there is no requirement on the health service to 
'ca se-find' and seek and help vulnerable people who do not present 51

• This highli ghts the 
flawed assumption of the welfare state that people in need will ask for help. Furtherm ore, 
homeless peopl e particularly the older homele ss, may lack the skills or motivation to ask and 
may not have an advocate. 

Table 42. Problems perceived by homeless when dealing with health services 

Problems encount ered/perceived 
General inflexibility within the NHS 4

~ 

Lack of flexibility of services ,:i 
Appointments systems in out-patient departments, surgeries and health centres inapprop riate4L 
Problems making appoin tments 4

:i 

Negative staff attitudes and stigmatisation 4b;::iL 
Language and cultural barriers (for non-English speakers) Li 

Mobility - patients may be relocated away from their primary care serviceL1
;
4 ::i;4 0 

Timing and location of services may cause problems 15 

Hierarchical structure and constant change of personnel 4b 
Divisions amongst services, e.g. addictions and mental health may cause exclu sion as many 
services are unwilling to accept patients with multiple problems 51 

Poor discharge planning 4
:i 
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The issue of stereotyping and poor attitudes of health care staff was a recurring theme in the 
literature 15

;
45

;
46

;
52

. A study, using actors, across 30 general practices in Hackney showed clear 
discrimination on the basis of appearance and housing status, compounded by factors of class 
and ethnicity 38

. Stern53 describes three categories of discrimination in the health service: 

❖ Exclusion - GPs can be discrimina tory, as they are gatekeepers for the service as a whole . 

❖ Overt discrimination - attitudes in society as a whole are reflected by prejudice in health 
care staff. 

❖ Failure to discriminate positively - this is not equitable, as the additional needs of homeless 
people are not being addressed. 

Service providers' perspectives 

There is a degree of awareness among health professionals that homeles s people had difficulties 
accessing services 36 despite having an interest in their own health , especially women 45

. 

However, it is clear from the evidence so far that meeting the needs of homeless people is a 
comple x task and there are various problems faced by service providers. 

Various authors state difficulties faced by providers in dealing with homeless patients. Hewett 36 

suggest s that homeless patients are more difficult to treat than other patients because of: 

❖ Associated social problems 

❖ Lack of medical records 

❖ Complex health problems 

❖ Associated alcohol or substance misuse 

❖ Difficulty in making referrals for patients with no postal address 

Hegarty45 also highlights the difficulty that medical pract itioners have in keeping accurate 
medical records for homeless patients . Homeless people are also regarded as being more 
difficult to engage in treatment or not fitting standard treatments, especially for mental health 
problems where philosophies of care may not fit for this population 39

;
52

. It has also been 
suggested that A&E staff perceive homeless patients in a negative way, describing them as 
'problem patients' 42

. Finally, services do recognise that poor co-ordination and communication 
between services only add to the difficulties when dealing with homeless patients 46

. 

However, even with many problems evident, research at one voluntary health service for the 
homeless has shown that the range of health problems presented by a homeless population will 
resemble that of any general practice 50

. It is clear therefore that it is not necessarily health 
problems per se that makes treating homeless patients difficult. Even specialist GP services 
aimed at providing services for homeless patients with the required flexibility and increased 
accessibility was not without its difficulties 49

. Two such schemes, a 'house-doctor' scheme in 
Edinburgh and specialist salaried practitioners in London, found that the services were open to 
possible abuse by homeless patients exploiting multiple consultation and prescribing. However, 
it is clear that possible exploitation of services in this way may be true of any population of 
patients, not only homeless patients. 
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Best practice 

In response to the highlighted difficulties in registration with general practices, incentives for 
GPs are suggested . For example, government incentives to register homeless patients without 
adverse effects on contract lengths 37

, or incentives to provide preventative and curative care for 
mobile populations 40

• Winn 41 recommends wider incentives for GPs to register homeless 
patients: 

❖ Use of trace cards to pass information quickly from GP to GP 

❖ Directors of Public Health to highlight the effects of homelessness in the local population 
and make recommendations in annual reports 

❖ Develop a range of targets for specific groups within the homeless population 

The main debate that ran through the literature was the relative merits of an integrated flexible 
health service versus a series of dedicated specialist services. Samples of some of the different 
specialist services or initiatives mentioned in the literature are detailed in Table 43. There are 
now many projects providing health care or support to access health care, however, much of this 
is aimed at crisis intervention and acute care rather than health promotion or screening 54

. 

Walters 55 argues that single homeless people could be reintegrated into normal service provision 
through registration with GPs willing to provide the services rather than the retention of 
specialist GPs or 'house doctors'. Although this research focuses on women, there is no reason 
why this could not be the case for all single homeless . 

Table 43. Examples of specialist services 

Service 
Drop -in service - no appointments required 45

;
46 

Specific health promotion initiatives 15 

Multi -purpose day or evening centres 50 

Outreach services/specialist clinics 15 

Health advocate to help patients register with local practices or daily access to special GP and nurse 
h Id . . 36 w o cou register patients 

Strategic use of community psychiatric nurses, practice nurses or volunteers 4
L 

Accessible, helpful directories for use in casualty departments, surgeries and wards 40 

Passport type health records or diaries 50 

Hand -held medical records 45 

Link person (perhaps a health visitor or some kind of advocate) 15
;
46 

Integrated services offered through special arrangements can clearly be tailored to fit the needs 
of homeless populations and are often required to ensure access41

. However, Winn41 also 
recognises that this approach has disadvantages: 

❖ Specialist services often have uncertainty about funding which may affect continuity of 
service 

❖ Specialist services may offer a limited range of services and coverage, rarely providing 
emergency or out-of-hours services 

❖ Specialist services may have no obvious way of influencing the rest of the heath service 
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In addition to these points, other researchers 50 argue that special services may stigmatise the 
homeless and discourage other areas in the health services from taking on responsibility. 
Alternatively, some suggest that integra tion into mainstream services requires joint working and 
clear referral pathways across voluntary and statutory agencies , social services and mental health 
service providers 17

;
39

;
45

;
51

. Again, this is not without difficulties as this requires the responsibilit y 
to identify and respond to exceptional need to be clearly defined and allocated 43

. Furthermore, 
the key barrier to this kind of seamless jo int agency working is that although there 1s a 
fundamental right to health care in Britain, this is not the case for social care and housing 53

. 

Many researcher s offer persuasive arguments for the merit s of integrating homele ss people into 
current service provision, although recognising that changes are required. Staff training is 
indicated, for both those working within the health service and those out-with 15

;
39

;
45

_ Sclare 39 

also recommends better links between hostel staff and medical services, perhaps with direct 
referral pathways. Bunce42 highlights the need for a greater emphasis on practical support and 
also on the essential dignity of the patient. One theme running throughout the literature, 
although stated directly by Wall 57

, is that homeless people should be encouraged to voice their 
opinions and collectively determine the pattern and style of health service delivery they require. 
However , it is also recognised that the present service may only be adequate if staff throughout 
services are sympathetic and support homeless people to use the health service, many of whom 
may have disorganised lives and have difficulty dealing with bureaucracy. 

It is clear from the literature that good practice in providing services for homeless people 
depends on the commitment and experience of staff and on good collaboration between services. 
However, good practice within homelessness is much more complex than in other areas as 
interventions involve not only health services, but also housing and social services58

. At the very 
least, any type of collaborative working between agencies requires more formalised 
arrangements for joint working and information sharing than exists currently 59

. 
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Discussion 

Phase I - Key issues of concern 

Argyll & Bute 

Formalisation of cross-agency communication and sharing of information would reinforce and 
improve partnership working across health, housing and social work and facilitate care and 
support planning. 

Multi-agency training for all staff dealing with homelessness is crucial and would be of 
particular benefit to raise the profile of homelessness in the more rural and island areas where 
there are minimal services supporting homeless people. 

East Renfrewshire 

Systems of communication and sharing of information could be reviewed and updated as 
appropriate to strengthen co-ordination of services and links with health, housing and social 
services. 

The development of joint discharge protocols for people being released from prison and other 
institutions would improve care and support planning arrangements. 

Inverclyde 

Whilst there are substantial services being provided across a range of agencies the co-ordination 
and communication and information sharing is mostly done on an informal basis. Cross-agency 
working could be improved if procedures and systems of communication were formalised to 
ensure appropriate continuity of care and support. 

Development of protocols between Gateside Prison, local authorities and primary healthcare 
teams outwith Inverclyde would ensure formal procedures were in place for dealing with 
peoples housing, health and social care needs on being released from prison. 

Significant benefit would also be gained if networks with local mental health and addictions 
services for homeless people were improved. 

Renfrewshire 

Development of protocols for homeless people at multi-agency level would strengthen 
partnership working and facilitate seamless care and support planning arrangements. 

There would also be significant benefit from improving networks with local mental health and 
addictions services for homeless people. 
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West Dunbartonshire 

There are support services available for homeless people in West Dunbartonshire, although co
ordination across housing, health and social services is mainly undertaken on an informal basis. 
A more formalised system of sharing information would make partnership-wo rking effective . 

Furthermo re, the introduction of jo int assessment procedures would ensure consistency in care 
and support planning structur es across the local authorit y and 2 health board bound aries. 

Phase II (Homeless - service users) 

The total sample in this survey was 119 (59 males and 60 females) and selection of the sample 
was voluntary and selective in some cases and this has been the case in other studies 6

;
9

;
10

• The 
local authority data suggested that the Argyll and Clyde homeless population had more females 
and over half were single and our sample fulfilled these criteria and a quarter of our sample had 
children living with them and this is similar to the Lanarkshire survey 15

• Only one person 
reported as non-white in our study and is similar to other studies in London and Glasgow 14

;
19 

where the percentage of ethnic population is greater that that in Argyll and Clyde. 

Employment status 

Only 10% of our sample were in employment and this is similar to studies in Glasgow 14 and 
Birmingham 17

. Other studies 14
;
16

;
17 have also suggested that unemployment was a long-term 

problem amongst the homeless, as reflected in our study. 

Accommodation 

Our survey is consistent with other studies, which shows that the age group occupying B&B 
tends to be younger with 67% in the 16-34 age group and only 6% in the oldest age group. Our 
sample is different from a study 16 that found men to be predominatel y in hostels, night shelter s 
and day centres whilst women were more likely to be with children in private sector leases 
accommod ations , in that both men and women were found to access similar and some speci fic 
places (Table 7). 

General health 

Our study showed that families in B&B were finding it difficult to cope: "Hotels unhealthy 
cond itions mean nowhe re to keep food fresh (fridge) kitchen open 4.30-6. Difficult for fresh 
food for weans. This place should get checked out. Some rooms with single people have fridge s 
in them and I've got 3 kids. There's no laundry " and health visitors and other health 
professionals 10

;
22

-
24 reported simil ar findings. The females and the younger homeless of Argyll 

and Clyde had a more positive perception of health and this is reflected in their diet choices. 
This was in spite of a lower percentage of homeless perceiving their health to be good when 
compared to the general popul ation of Argyll and Clyde. 

The Royal College of Physicians report 20 and Bines 21 highlights respiratory disorder , musculo
skeletal conditions, skin conditions , alcohol and drug abuse was high amongst the homeless and 
we found similar health probl ems highlighted by the homeless in Argyll and Clyde. 
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Mental health 

Mental Health has been shown to be a problem for the homeless 22
;
27

;
28 especially in families. 

Our study showed that just over a third regarded themselves as suffering from mental health 
problems and this was reported by a higher percentage of females as compared to males. 

Addictions: 

Smoking 

Only 5% of those sampled had successfully given up smoking in the past while 80% still 
smoked and this reflects the statement that homeless were more likely to smoke than those in 
stable housing tenure 27

• 

Alcohol 

Alcohol has been shown to be a problem for the homeless in studies 11 
;
28 and even though our 

study showed a lower percentage of homeless drinking alcohol compared to the general 
population in Argyll and Clyde, it also highlighted that a higher percentage of the homeless were 
drinking at problematic levels when compared to the general population. 

Drugs 

Studies have shown that the homeless have substance abuse problems 11 
;
28 and nearly three 

quarters (73%) of respondents admitted to have taken or tried drugs. 

Sexual health 

A London study27 showed that rates for cervical smear were similar for both the homeless and 
housed population and our study showed similar rates for cervical smear uptake. 

Dental health 

Poor dental health was highlighted as a problem for the adult homeless by Waplington 34 and 
Allukian 35

. Our study confirmed this and poor dental health was highlighted for the children of 
the homeless in Argyll and Clyde. 

Diet and nutrition 

Only a quarter of respondents ate fruit every day and less than a tenth more than once a day. 
Similar results were found for vegetable consumption, with a quarter eating vegetables every 
day and less than a tenth more than once a day and is similar to another study27

• 

Children's health and contact with services 

All of the children reported were registered with a GP but only three-quarters were registered 
with a dentist and a higher registration with a dentist was found for children living with females 
and this is similar to another studies 34

. 
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Problem for the homeless with young children could be access to a health visitor as only 42% 
had a health visitor visiting at their present accommodation in Argyll and Clyde. 

Contact with and access to services 

Problems with GPs and registering with the GPs has been highlighted in our study and similar 
findings were reported in other studies36

;
3

SA0-
42

_ Table 39 has a list of studies showing the 
percentages of homeless registered with GPs and our sample similar in having 91 % registered in 
spite of all the problems mentioned by the Argyll and Clyde homeless population. 

The reasons highlighted by Winn 41 for low registration with GPs are: 

i) low expectations about their health 

ii) previous poor experiences of health services 

iii) obstacles such as having to give an address 

iv) restricted opening hours 

v) unwelcoming reception areas 

vi) lack of interpreting services in health care and 

vii) little information available to them about GP surgeries and how to register. 

These reasons are also applicable for the reluctance of the homeless in Argyll and Clyde to 
approach the GP in spite of being registered with them. 

The suggestions by the Royal College of General Practitioners 20 are: 

i) provide a welcoming and sensitive service 

ii) urge for a local relaxation of health promotion targets, such as immunisation targets, for 
homeless patients (whilst they continue to argue through the General Medical Service 
Committee for this) 

iii) practise equity in registration and register as permanent where possible and 

iv) staff must be trained in non-discriminatory conduct. 

This could be a way forward in Argyll and Clyde. 
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Support required 

Many of the problems mentioned by the various studies in Table 40 of the literature review were 
reflected by the comments made by the Argyll and Clyde homeless population. 

Issues highlighted by the homeless: 

❖ There were very few positive comments 

❖ Communication problems with service providers due to perception of homeless as 'drug 
users' and 'problem makers' by the service provider 

❖ Better facilities in their temporary accommodati on especially for those with children 

❖ Access to services made easier without waiting lists 

❖ Problems with psychiatry services and methadone replacement services 

❖ The homeless would prefer to be told by their GPs about health information and this is in 
spite of all the problems that they have in accessing their GPs 

❖ The other source is through leaflets. 

Phase Ill (Service providers) 

Perceptions 

Service providers on the whole, appeared to have a good understanding of homelessness, which 
in a broad sense reflected the Scottish Executive working draft definition . The Scottish 
Executive identifies two broad categories including a range of housing situations counted as 
homelessness (Appendix 1 ): 

1. Persons defined in current legislation as homeless persons and those threatened with 
homelessness (without accommodation, no access to their accommodation or who risk 
violence in it, overcrowded or unsafe accommodation, living in a caravan or boat with 
nowhere to park it). 

2. Persons experiencing one or more of the following situations: 

82 

2.1. Being without a roof - including rough sleepers, victims of fire or flood, and newly 
arrived immigrants 

2.2. Houseless - including those in temporary accommodation, those in B&Bs, those in 
institutions only because they have nowhere else to stay 

2.3. Insecure accommodation - including those likely to be evicted, squatters and people 
living with friends or in other short-term situations 

2.4. Involuntary sharing of accommodation in unreasonable circumstances. 
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Health professionals in A&E focused on the ' roofless. as these were the patients who often 
required critical or emergency care. There was nevertheless a good awareness of the range of 
unsuitable situations, which count as homelessness. 

The inclusion of travelling populations and of people in the prison system raised debate in one 
of the focus groups . Some regarded travellers as making a lifestyle choice and did not regard 
them as 'homeless '. The Scottish Executive ' s definition now includes those travellers unable to 
park in a designated area permanently if they choose to do so. A similar discussion occurred 
regarding prisoners . Focus group participants questioned the classification of prisoners as 
homeless if they didn ' t have other accommodation whilst in prison, or once they had been 
released. 

Many of the service providers involved focused on what they saw as the reasons leading to 
homelessness, or common associated problems . Overall, health services have a relatively clear 
picture of some of the associated health and social problems homeless people present with. It 
may be the case however that the participants in this study may have a particularly good 
understanding of homeless issues having worked with this group in the past, reflected in their 
interest in the field and taking part in this study. 

Is health a low priority for the homeless? 

Some of the evidence reviewed found that homeless people gave low priority to their health4 1
, a 

view echoed by participants in this study. It is true for the homeless as well as for any other 
population group that health becomes a concern once the need for food, water and shelter are 
satisfied. Although little evidence is available on this specific topic, a survey of homeless 
women found that they took an interest in their health45

. Comments based on the experience of 
one provider in primary care and A&E in this study indicated that homeless people were no less 
compliant with treatment than any other population group, particularly those with complex 
needs. 

"I wouldn't want to group non-compliance and homelessness at all ! think there is j ust as 
much if not more of a proble m with non-comp liance in other groups" ( Part II) 

A number of other reasons may lead homele ss people to disregard health issues, or not to 
comply with treatment. Although barriers hindering access to health care for homeless people 
have been cited in the literature , Shiner47 suggests that the homele ss have an altered view of 
health and of expectations of health. According to the author homeless people and rough 
sleepers in particular, have had to redefine their view of health , to adapt to their experiences and 
as a result come to accept , or tolerate increased levels of ill-health . 

Coping with multiple problems 

The evidence reviewed and the results of the focus groups and interviews show that most 
difficulties encountered by health care providers when treating homeless ~atients arise not from 
the medical aspects but from the multiplicity and complexity of problems 6

•
37

• An audit of work 
at a voluntary health care service for the homeless showed the range of health problems to be 
similar to that of any general practice 50

• This was echoed by a comment made by one 
respondent: 
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" ... The medical problems faced by any socially disadvantaged group". (Part II) 

Health care providers in all groups acknowledged that homeless patients required more time and 
attention than they were able to offer. Studies on mental health found these patients difficult to 
engage with and unable to fit standard treatments 39

;
52

• 

They also found the multiple needs of homeless patients to constitute a challenge which some 
felt ill equipped to deal with. This can lead to frustration or despondence among health care 
providers faced with such complex needs46

. Additional areas of multiple need also included 
dealing with the lack of life skills, associated alcohol, or drug problems and with non-medical 
issues . 

Lack of 'life skills' 

A recurrent theme in the focus groups and interviews related to the perceived chaotic lives, lack 
of life skills or assertiveness of homeless people. This was reflected by research elsewhere and 
may account for difficulties in sustaining tenancies 36

• Poor confidence in dealing with authority 
also constituted a barrier when trying to gain access to health care. 

In response to these perceived problems, health professionals felt that homeless people required 
more flexibility, time and attention than other patients, and perhaps additional support to engage 
with the health care system. Some professionals felt that they themselves had to make particular, 
uncommon or flexible arrangements to accommodate very specific circumstances and were not 
able or equipped to deal with these needs. 

Drug and alcohol problems 

Respondents frequently linked drug and alcohol misuse with homelessness but it is not always 
clear whether misuse leads to homelessness or homelessness leads to misuse. 

"The alcohol problems do not tend to bring homelessness with them as they all tend to live 
together ... I think now you see homelessness through drug abuse" (Part II) 

The evidence reviewed confirmed this association and suggests an increased prevalence of 
alcohol and substance abuse amongst homeless people 28

. 

Service providers clearly stated that many of the difficulties in treating homeless patients came 
from related problems such as addictions, or mental health problems. Homeless patients 
received the same medical care and treatment as other patients but often required special 
arrangements. Difficulties in treating homeless patients also made it difficult to ensure safe, 
appropriate and continuous care for the patients as well as for the carer. 

Coastal 'escape' phenomenon 

Some health care providers interviewed in the study observed a tendency for people with certain 
types of problems (e.g. drugs) to migrate towards coastal, urban areas in the hope of getting 
away from problems. The desire to leave health and social problems behind them led some to 
stay in precarious and temporary circumstances, making them vulnerable, particularly to 
substance abuse. 
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"There is a large population that do not have a home as such, moving from place to place 
who have lots of problems .. . " (Part II) 

Although numbers are not known, this phenomenon was observed in different areas of Argyll 
and Clyde. It leads to a gradual shift of medical and social problems and homelessness from 
large urban centres to coastal areas where resources and services are more limited. This issue 
was not found in the literature reviewed but the phenomenon may be related to geographical 
characteristics of the west of Scotland. 

Safe and reliable access 

Health professionals were also concerned about recurrent difficulties in making contact and 
gaining access to homeless patients for treatment or follow-up care. Even once this had been 
secured and was effective, the lines of access for services were again broken when homeless 
patients moved to other accommodation, sometimes away from the area. 

A&E departments also reported difficulties regarding access to homeless patients directly after 
discharge. These patients could not be followed -up and were effectively 'lost' if they were not 
registered with a GP or had moved to accommodation outwith the area. The implications on the 
quality and continuity of care are clear and again may lead to a shift to, or repeat of, some 
problems in other areas and parts of the health service. This particularly applies to homeless 
patients requiring on-going treatment or rehabilitation for addictions or mental health problems. 

Role of A&E departments and homeless people 

Our findings for Argyll and Clyde are consistent with results from the review of literature and 
seem to support the findings that a large number of A&E attendances are inappropriate and 
could be treated at a general practice 60

. This and the general increase in workload in many A&Es 
were cited as a limiting factor when caring for the homeless. 

Observations made by A&E providers emphasised the high number of 'inappropriate' 
attendance's to their departments, particularly at night. Difficulties or barriers encountered when 
attempting to access primary health care services eventually lead homeless patients who do not 
fit standard criteria to use the most direct and accessible point of entry to the health service: 
A&E department. 

"They tend to come to us for everything" ( Part II) 

" .. . Because they tend to come in very regularly for periods of time ... So you obviously get 
feel up dealing with the same problem or the same, their perception of a problem because 
you now that they are just looking for a bed because it is cold or they are looking for bed 
because it is wet, all that kind of such" ( Part II) 

Poor confidence and life skills and unstable life circumstances make it difficult for homeless 
people to adjust to a relatively inflexible health care system requiring consistency, appointments 
and clear lines of contact and communication. As a result, this may limit: 

1. the way they are accommodated by these services without an address and 

2. their access to mainstream services. 
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"Our systems have difficulty connecting/coping". ( Part I) 

The focus groups in particular revealed concern for the ability of providers to deliver health care 
to groups of people unable to comply with specific requirements and formalities of the system. 
The lack of flexibility of services, especially in the absence of address and the appointments 
system in health centres, GP surgeries and outpatient departments in particular are found by a 
number of studies to be inappropriate 15

;
42

• The responsibility therefore falls on providers who are 
not are not always in a position to help the system and the homeless patients meet half-way. 

Difficulties in gaining access to primary care services were highlighted by the somewhat lower 
figures o~ homele~s people re~istered and actually maki~g use of GP services. T~~ W?fortion of 
those registered with a GP vaned from 30% to 96% makmg use of the service 10

•
15

·-
6

·-
7

•
3 

. 

Communication and co-ordination between services 

Links with other non-health services existed but were often not systematic or fully functional. 
Many larger A&E departments in particular, could contact a hospital-based social worker but 
communication was limited to certain times. Health care providers also raised the problem of 
poor communication and co-ordination between services in a study by Timms and Balazs46

. 

What may be sufficient when dealing with patients in general was clearly not adequate in the 
case of homeless patients. 

Some health professionals working in A&E frequently found themselves without specialised 
support (e.g. psychiatry) when dealing with homeless patients with drug and alcohol problems 
who became aggressive or hostile. Health professionals in the community also stated feeling 
isolated when dealing with complex problems since other agencies, such as housing, were 
unable or unwilling to deal with people under the influence of alcohol or other substances. 

Long waiting lists, communication difficulties and the mobility of homeless patients make it 
difficult to admit even vulnerable patients into alcohol or drug treatment in a timely manner. The 
difficulties encountered when health staff attempt to get homeless patients onto appropriate 
treatment programmes increases the likelihood of an added burden in the form of multiple 
admissions to other services (e.g. A&E) . 

System issues 

A clear assumption of many organised welfare systems is that people in need are proactive in 
seeking and asking for help. Homeless people, paiticularly older age groups, do not necessarily 
have the skills or motivation to ask and can rarely rely on an advocate to help43

• Furthermore, 
there is no requirement in the health service to 'case -find' and seek vulnerable individuals in the 
community who do not present for help. Crane and Warnes 43 suggest that the way forward 
requires a clear definition and allocation of the responsibility to identify and respond to 
exceptional needs. 
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The way forward : 

Actions and suggestions from the focus groups 

The major barriers to the adequate provision of healthcare for the complex needs of the 
homeless were linked to poor communication between statutory services , the absence of formal 
communication channels , a lack of planning and co-ordinating and a degree of fragmentation of 
services. In order to overcome these difficulties, two options to improve access to services and 
facilitate joint working gained the greatest support: 

❖ a focal point , 'link person' or ' link place' to help homeless people access services 

❖ a dedicated multi -disciplinary, multi -agency team. 

The 'problem -solving clinic' or 'link person' aims to ensure a joint access point for health, 
housing, social work and benefits agency. It should be complemented by clear referral pathways 
amongst voluntary and statutory agencies, social services and mental health service providers 43

. 

This option is likely to be more cost effective, particularly in Argyll and Clyde where the 
population is spread over a wide geographical area. The 'link place' option could also help solve 
the issue of suitable premises to treat homeless people. The George Street (Paisley) and Solas 
(Oban) projects were cited as examples of successful 'link places' . 

The dedicated multi-disciplinary, multi -agency team approach could address problems specific 
to the homeless. However evidence shows that such services can create a parallel system and 
they are likely to mobilise significant human and financial resources board-wide. Furthermore 
they may offer only a limited range of services and coverage, both geographically and in time 
and that they have no obvious way of influencing other local health services 36

. 

The following options were also cited but gained less overwhelming support: 

❖ A single tool for joint agency assessment 

❖ Hand-held records. 

The single tool for joint agency assessment was also considered a useful action and was seen to 
facilitate the exchange of information and the tracing of patients . It would necessarily have to be 
combined with other measures. There are advantages to the use of joint assessment but practical 
barriers related to confidentiality issues would need to be addressed. 

Hand-held records were considered by some to be a useful solution to some of the barriers to 
access . This solution finds support in the literature45

;
56 but a number of health professionals in 

this study, particularly those in mental health and addictions , were wary of this option. Despite 
the possible benefits to patients holding these records, it was regarded by some as an 
unnecessary duplicate of medical records . Others felt that such a system would leave room for 
abuse, particularly amongst drug dependent patients , or may be damaging to mental health 
patients if they had access to details in their records . 

Health and homele ssness Needs Assessment. NHS Argyll & Clyde 2002 87 



There is no unique solution that will improve the health and health care for the homeless. The 
way forward requires a combination of areas to be acted upon and could include some of the 
actions identified above. 

The diversity within the homeless population and their different needs have been highlighted 
throughout the focus groups and interviews . This needs to be taken into account, as it is 
particularly relevant in a large area such as Argyll and Clyde. As a result, different approaches 
within the strategy may need to be considered in order to address the needs of distinct sub
groups. Finally, it is essential that these actions are co-ordinated with other non-health services. 
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Recommendations 

General 

❖ It is recommended that the links, communication and co-ordination between education, 

housing, social work and health need to be strengthened and supported. This is 

particularly important for the homeless population, which often has a multiplicity of 

complex problems that span all of these areas. (A possible way forward in this area is to 

develop more link-people or places that provide a joint access point for all these disciplines 

for example the 'HELP' project in Dunoon (Housing, Education, Life-skills Project) and the 

'Youthbuild' Project in Paisley. This is likely to be more cost-effective within Argyll and 

Clyde, than other options as the population is spread over a wide geographical area.) 

❖ Strengthening partnership working with the voluntary sector ( especially those that are 

already heavily involved with the homeless) is recommended in order to make best use of 

current available resources. 

❖ It is recommended that there is joint agency assessment or a system that promotes more 

formalised partnership working and referral pathways for the homeless. 

❖ It is recommended that training and support be provided, not just for professionals, but 

anyone involved in dealing with the homeless population. Training and support could help 

improve communication between service providers and help avoid problems of negative 

attitudes and stereotypes when dealing with homelessness. 

❖ More effective tracing of and communication with the homeless population within Argyll 

and Clyde is recommended. 

❖ It is recommended that in the area of health promotion the homeless should be targeted 

and pro-active involvement in health and lifestyle issues encouraged and facilitated. This 

should ideally incorporate prevention and working with the homeless and other agencies 

in order to plan and develop strategies for prevention. 

❖ It is recommended that instead of developing a specific strategy for the homeless 

population that each relevant health service strategy e.g. alcohol & drugs; women's 

health; children's health, incorporates a section on homelessness. 
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❖ It is recommended that funding for the homeless services are ring-fenced and sustained 

for a longer term to ensure effective inclusion of the homele ss within strategies in all 

areas. 

❖ It is recommended to help ensure the involvement of the homeless in the p lanning and 

development process . 

❖ It should be recognised that the health needs assessment process is not a static one, but is a 

dynamic process that is continuous and developmental in order to make best use of the 

information gained. It is therefore recommended that there be ongoing research into the 

best possible way of assessing needs and planning, developing and improving services for 

the homeless population within Argyll and Clyde. 

Employment and Homelessness 

Our survey showed that employme nt was low among the homeless population in Argyll and 
Clyde, with only one tenth in employme nt (most of whom were between 16 and 34 years). This 
is comparable with other studies that suggest that unemployment is a long-term problem among 
the homeless population. It is therefore recommended that projects that encourage 
employment training and support for young homeless people are more widely available. 

Addictions, health and homelessness 

Smoking, alcohol use at problem atic levels and drug use in the homeless, have been identified as 
being causes for concern especia lly the high numbers of young homeless that use drugs. Health
care providers said that they were often not sure of how to help the homeless when they were 
under the influence of alcohol (or drugs). It is often difficult to find a suitable environment (safe 
and where the homeless person is consistently available) in order to provide treatment where 
needed. 

❖ It is recommended that there is pr ovision of direct 'wet access ' accommodation, where 
app ropriate, f or homeless p eopl e that have alcohol pro blems within Argyll and Clyde. 

Female homelessness 

This health needs assessment highlighted the fact that over a half of the health and homeless 
population within Argyll and Clyde are made up of females which is a high proportion when 
compared to the evidence from other areas of the country. However, there is only a limited 
provision of organisations or agencies that provide suitable accommodation for women in 
particular, as compared with those that support men. One such organisation is Women's Aid that 
help place women in accommodation, however, they only support those women that have 
suffered domestic violence or abuse. The report also showed that just over a quarter of the 
homeless females had never had a smear test (all in the 16-34 age group). 

90 Health and homelessness Needs Assessment. NHS Argyll & Clyde 2002 



❖ It is therefore recommended that there is separate provision of homeless services for 
females within Argyll and Clyde, where appropriate. This may include for example a more 
concerted attempt to include homeless women into current health promotion and 
screening campaigns. 

Children and homelessness 

Our survey showed that at least one quarter of the homeless within Argyll and Clyde had 
children living with them, approxim ately two-thirds of whom were single, separated or divorced. 
Of those who had children under 5 years of age, just less than half had a health visitor visit them 
in their current accommodation and that approximately a quarter of children under 16 years of 
age were not registered with a dentist. The health care workers also identified that homeless 
children are often lost in the system due to problems of mobility and tracking children within 
families, as well as a lack of communication and co-ordination between services that deal with 
the homeless and children. 

❖ It is recommended that there is more support for appropriate housing for the homeless 
with children and co-ordination between services to allow children to be traced as well as 
prevention of homelessness at an earlier stage. 

Mental health and homelessness 

The problems associated with addictions are also true of mental health. One of the major barriers 
for the homeless in gaining access to health services is the assumption that the homeless possess 
the necessary confidence and life-skills needed to successfully negotiate the health-care system. 
Mental health has been shown to be a problem for the homeless, especially in families and our 
study showed that just over a third regarded themselves as suffering from mental health 
problems. 

❖ Homeless people may need support and facilitation in gaining access to appropriate health 
care services such as psychiatry. In addition training should not just focus on healthcare 
and social work professionals and voluntary workers. Training should include the 
homeless themselves, for example assertiveness training to facilitate access to appropriate 
services for their often complex needs. 
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Appendices 

Appendix 1 - Scottish Executive working definition of homelessness 

Health & Homelessness Guidance 
Homelessness Task Force 
Working Draft Description of Homelessness 
The Task Force has identified a range of housing situations which describes the meaning of 
homelessness for the purposes of its work. This description embraces the following categories. It 
is acknowledged that the various categories are not mutually exclusive, but in the interests of 
clarity, all have been specified. 
1. Those persons defined in current legislation as homeless persons and persons threatened 

with homelessness - i.e. those: 
• Without any accommodation in which they can live with their families; 
• Who cannot gain access to their accommodation or would risk domestic violence by 

living there; 
• Whose accommodation is 'unreasonable '; or is overcrowded and a danger to health; 
• Whose accommodation is a caravan or boat and they have nowhere to park it. 

2. Those persons experiencing one or more of the following situations, even if these situations 
are not covered by the legislation: 

Roofless: 
• Those persons without shelter. This includes people who are sleeping rough , victims of 

fire and flood, and newly-arrived immigrants (see footnote) . 
Houseless: 

• Those persons living in emergency and temporary accommodation provided for 
homeless people . Examples of such accommodation are night shelters, hostels and 
refuges; 

• Households residing in accommodation, such as bed and breakfast premi ses, which is 
unsuitable as long-stay accommodation because they have no where else to stay; 

• Those persons staying in institutions only because they have nowhere else to stay. 
Insecure accommodation: 

• Those persons in accommod ation that is insecure in reality rather than simply, or 
necessarily, held on an impermanent tenure. This group includes: 

• tenants or owner-occupiers likely to be evicted (whether lawfully or unlawfull y); 
• persons with no legal rights or permission to remain in accommod ation, such as 

squatters or young people asked to leave the family home; 
• persons with only a short-term permission to stay, such as those moving around 

friends' and relatives' houses with no stable base. 
Involuntary Sharing of Housing in Unreasonable Circumstances 

• Those persons who are involunt arily sharing accommodation with another household on 
a long-term basis in housing circumstances deemed to be unreasonable. 

Footnotes 
1. Beyond the above specific categories of persons in situations of homelessnes s or 'near' 

homelessness, the Homelessness Task Force recognises a range of other vulnerable persons (to be 
described in the HTF report) at particular risk of homelessness, who are also the subject of 
proposed preventative action . 

2. The responses to newly-arrived immigrants are governed by separate UK legislation and rules 
administered by the Immigration Service and are not a focus for the Homelessness Task Force . 
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Appendix 2 - Service mapping paper 

Introduction 
For completion of the Health & Homelessness Act ion Plan , it is important that NHS Argyll & 
Clyde enhances and develops services already established . A mapping exercise of what is 
available in the Board area was therefore unde1taken as part of the project to develop the Action 
Plan and the following information, obtained from our planning partners, reflects the current 
services supporting homeless people. This report will form an integral component of the health 
needs assessment as well as help to inform future planning processes to develop local services. 

Communities.Scotland: ' . ,. !. ., "''' ,, 
rontacts 

--.,, 
/';}i:, -- {' ·"' ~ ~ "'· ' - ,,,~ •~, ' ' - '•. -· "' 

Impli cations of Housing Act Alex Robertson 
0141 889 8896 

Identified mortgage defaulting 
Work/initiatives on prevent ion of homelessness 
Promotion of best practice 
Enhance access opportunities 
Link housing and employment initiatives(e.g. Paisley Youthbuild) 
Research into homelessness 
Regulation and inspection issues for local authoriti es and housing associati ons 
Young tenants pack 
Re-prov isioning for YMCA, Paisley 

LOCAL AUTHORITIES 
Ahrvll & Bute Council "' .;~, ., ',;f\. ,, 0 ' ,, <' ,, ,, tt.{IY f .• ,:f< .;;di% Contacts " ,}::!}~ ::,,.i;;xf~ 5 .; 

Ohan: 
PCT provision of a 4 bedded drop -in centre (Solas) in Oban and 3 move- Beverly Vincent, Solas -
on flats 01631 565575 
PCT funded outreach workers (x3) Beverly Vincent, Solas -

01631 565575 
20 roomed hostel (Kerrera Lodge) managed by Haven Housing Julie Belascoe, HHA -
Association (HHA) 01631 564929 
Westbay (8 move -on flats from Kererra Lodge) Brian Kupris, HHA- 01631 

564951 
Rooftop flats for young people (3 flats - 12 bedspaces and 2x 1 person part Maureen Evans, HHA -
furn ished move -on flats) - Housing, education , training and life skills 01631 565613 
prnject. Flats managed by HHA and jointly staffed by HHA and Quarriers 
Dunoon: 
HELP Project (Housin g, Education, Life skills Project) is closely linked Housing dept 
with area housing office - 4 supported scatter flats for young single 01369 703735 
homeless from Feb 2002 plus a drop -in facility 
4 furnished flats for homeless families . No support provided . Housing dept 

01369 703735 
Women's Aid refuge for up to 5 women and their children Women's Aid - 01369 

706636 
Council dependent on use of Bed & Breakfast accommodation in the Hou sing dept - 01369 
Cowal region 703735 
Public Health Capacity post Shirley McLeod 
Helens burgh: 
5 furn ished bed-sit flats for young single homeless. To be managed by Housing dept - 01436 
NCH as supp orted accommodation . Estimated start date Dec 200 I 658700 
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Ar2vll & Bute Council (cont'd) 
" 

Contacts 
Joint working with West Dunbartonshire Council PCT Housing dept -

01436 658700 
4 RSI funded posts targeting prevention and recurrence of rough sleeping Housing dep/swd 1)01389 
(Youth support worker, Advice worker, Addiction/accommodation 757822 2)01389 608490 
worker, Health support Worker) . Also rent deposit scheme 3) 01389 7653 45 
Council dependent on use of Bed & Breakfast accommodation in Housing dept - 01436 
Helen sburgh and Lomond 658700 
Mid Ar~yll/Kintyre/lslay /Jura/Colonsay/Mull /Coll/Tiree/Bute: 
Campbeltown - Next Step Project (SIP funded) provides supported SIP/Housing dept 01586 
housing, education, life skills training to 16-25 year olds, 2x3 apartment 552659 
shared occupancy flats 
Mull - Mull and Iona Information Service provides advice and Alison MacDonald, Vol. 
information on housing and homelessness issues. org - 01688 302022 
Women's Aid provides an outreach service in Mid-Argyll and Kintyre Women's Aid - 01369 

706636 
Council dependent on use of Bed & Breakfast accommodation in these Housing dept - 01586 
areas. Not cost effective to provide hostels or in view of lengthy waiting 552659 
lists, retain housing vacancies for temporary accommodation for homeless 
people or families 

East Renfrewshire Council 
'H 

,_ ,,, 
' - - :!.'!"$!' ff'• .. ,. 

Contacts 
,,. 

t ·-
Public Health Capacity post x 2 Gillian Grant/ Lesley 

Sherwood 
0141 -577 -6100 

Homeless Strategy Group and 3 associated sub groups for housing advice, Housing dept 
education and accommodation & joint assessment protocols Gary Norman 

0141-577 -4993 
Housing providers forum and inter agency substance misuse forum Housing dept /SW Dept 
(discuss homelessness and related issues) Bill Eadie 

0141 -577-3843 
Throughcare supported housing project in Barrhead for children who have SWD 
been looked after 0141 -577 -3392 
Young tenants support worker Housing dept, Phil Daws 

0141 -577- 3186 
Support worker for occupants of temporary accommodation for homeless Housing dept 
people Phil Daws 

Housing support to indiv iduals with mental health problems offered by Ayr Road, 
Causeway proj ect, primarily NHS Greater Glasg ow (link ed to Newton Mearns 
Renfrewshir e Assoc iation for Mental Health) 
Substance misuse team in social work offer support to homeless SWD, Doris Aitken 

0141 -577- 3382 
PCT funding of £26k per annum has paid for hom eless strat egy work to Housing dept, 
date - in future this will be used to provide enhanced support for homeless Liz Currie 
people and those at risk of becoming homeless 0141 -577- 3172 
Mort gage rescue scheme Housing dept Liz Currie 
You ng tenants informa tion pack targeted at preventing homelessness Housing dept Liz Currie 
Housin g advice includ ing advocacy service provided by Citizens Advice Vol. Org, T O'Hara-
office in Barrhead C.A.B. 

0141 -881-2032 
Housing edu cation sessions held with pupils in Barrhead and St Luke's Education /Housing 
schools Liz Currie 
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East Renfrewshire Council (cont'd) 
. " 

,v Contacts 
. . . ., 

Directory of private landlords compiled and available Housing dept Phil Daws 

Housing options guide developed for use by housing advice providers Hou sing dept 
Gary No rman 

Joint assessment protocols in place for hous ing and socia l work spec ific to Housing dept/S WD 
homeles s people and vulnerable groups Phil Daws 
Pool of 14 tempora ry furnished flats which are used as temporary Hous ing dept 
accommodation for homeless families and indi vidua ls Phil Daws 
Council make s minimal use of Bed & Breakfas t accommo dation for Housing dept 
homeless people Phil Daws 
Project targeting young people with substance mis use problems SW Dept, D Aitke n 

0141 577 3392 
Dis abled persons housing service to help people with a physical disabil ity Housing dept/SWD 
find suitable accommodation 

Inverclyde Council /!! ? 
.. . .. . _·c;--,·· .. ,, ' :iii >· . Contacts •Ji i' :; , ____ ,.. ' .,_,:-,-,,;. 

"' > 
{' 

!!:t "' ·< 

Integrated housing service, addressing issues such as repeat homelessness Housing dept 
and provision of resettlement support 
Supporting young people (see SIP reference) Karen McNiven, 

0 1475 731700 
PCT outreach workers x 2 (funding secured for next 2 yrs) Lesley Kerr, Housing dept 

01475 712784 
Inverclyde Centre, Dalrymple Street, Greenock - self contained temporary Housing dept 
emergency accommodation i.e. only short term to assess clients housing 
and support needs . Karen Malloch, Homeless Services Mgr now in post 
Provision of social work homecare service helps to sustain tenancies Bob McLean, SWD 

01475 714000 
Inverclyde Women ' s aid provide refuge and supp011 for women and their Women's Aid 
children 01475 781689 
PCT Multi -agency Steering Group Lesley Kerr, Housing dept 
Public Health Capacity post Sharon Bendry 

Renfrewshire ' Council · *" ';t;,,. ~«ixT,!•k./jJ+;ift<i\ .. 1:1-- +!I ,<;-. y •l'f'!' · Contacts ,.-_ "\\i;G,. ,:Lz.t , V '\f,f ! V .. , ,,. 
Supp ort for young people/adult offenders/ ex-offenders in the criminal SWD 
justi ce system 0141 842 5957 
Public Health Capacity post Duncan Goldie 
Women's Aid provide refu ge and support for women and their chi ldren Women's Aid 

0141 561 7030 
local auth ority in partn ership with Renfrew Council on Alcoh ol (RCA) RCA 
provides a number of flats that are managed by the agency 0141 887 0880 
Social Work Department (SWD) Throughcare Team have a number of Alista ir Sinclair, SWD 
tenancies used for young people that have been looke d after by the local 0141 842 5 I 65 
authority 
Community Care Pan el is a multi -agency panel set up to address the Multi -agency 
provision of and access to housing with support which includes ability for 
pla nned discharge from hospitals etc 
Care Programme Approach (CPA) adopted Multi-agency 
Merchiston Hospi tal Discharge Programme Multi-agency 

98 Health and homele ssness Needs Assessment. NHS Argy ll & Clyde 2002 



Renfrewshire Council (cont'd) Contacts ~ 

Housing Advice Centre, Paisley : 
Offers advice and assistance to all members of the public and private Jane Royston, Housing 
sector on housing issues dept 
Training/advice to agencies, housing clinic at Charleston Centre 0141 840 3367 
Homelessness prevention is a key area of work and links with housing 
providers in local authority, Housing Associations, Private Landlords etc 
establ ished 
Regular contact also made with SWD, Education, Health, Women's Aid, 
RAMH etc 
Normal and out of hours homeless adv ice service provided 

Housing Advice centre accommodations section provides: 
Temporary accommodation and support for homeless people i.e. fully Housing dept 
furnished and equipped scatter flats 
Bruce Court and Fitzalan Court (furnished temporary accommodation in Vol. org 
Paisley) has 24 hour s staff supervision. Light support from housing staff 
on duty. Additional support provided by other agencies as required 
Supported temporary accommodation provided by YMCA (Glasgow) in John Cleary, YMCA 
Renfrew and Blue Triangle Housing Association in Linwood. Both (Glasgow) 
projects are managed on behalf of the local authority and provide 0141 557 2355 
accommodation for single people age range 16-25 yrs. Regular liaison at Ian Batt, 
all levels is well established with the local authority. Blue Triangle (Glasgow) 

Housing Assoc. 0141 221 
8365 

Rough Sleepers Initiative: 
Re-settlement Officers identify client s who have chaotic lifestyles , history Housing dept 
of rough sleeping etc. and assist with finding suitable temporary/permanent 
accommodation 
George St, Paisley - One Stop Shop for rough sleepers or those of no fixed 
address in Renfrewshire. Provides facility for basic health care, washing 
facilities, change of clothing etc 
Prevention Officer supports existing tenants to sustain their tenancies and Housing dept 
Iiases with the Council and other agencies as required 
Multi-agency Domestic Abuse group offer advice /support to women Multi agency 
Health and Social Care Officer based at RAMH to provide support and George St, Paisley 
advice to those with health problems 

West Dunbartonshire Council 
., - '" -,, ... 

Contacts 
,,-

. .• .;_ V ..... . .. , 

Homelessness Forum Jeff Stobo 
01389 738350 

Preparation for Life, Bridge Street, Alexandria (16-21 yrs) NCH Project - Sarah 
Kielty 01389 757822 

PCT Social Work and Housing 
dept 
01389 737513 

Rough Sleepers Joint Health Support Worker based within Homelessness Social Work and Housing 
team of the Social Work and Housing Dept dept 

01389 737513 
Women's Aid, provide refuge and support for women and their children Women's Aid 

Public Health Capacity post Bobby Jones 
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SOCIAL INCLUSION PARTNERSHIPS (SIPs) 
Inverclyde Re2eneration Partner ship i>I 

' 

Contacts 
Inverclyd e SIP workin g with local authority & Communities Scotland to local authority Housing 
provide supported accommodation for young people. Dept 

0 1475 7 17 17 1 
Young home makers project local authority Housin g 

Dept 
Youth strategy highlights key priorit ies for action Karen McNiven 

01475 73 1700 
Ope rational plan on housing & homelessness Karen McNiven , local 

authority Housing Dept 
Housing & Young people task group (multi agency group which aims to Karen McNiven, local 
improve services for young people) authority Housing Dept 

Paisley Threads Project - support for young people and young parents ( ages 16- Elizabeth McShane 
21) who are moving into or are currently in tenancies. Also supports homeless 01418404086 
people into tenancies. Project runs 3 drop -in centres; pre-natal drop-in, baby drop-
in and a dro -in based in Foxbar rovides tenanc su ort for oun eo le 
Youthbuild - Project designed to help young people gain recognised construction Jim Lister 
related qualifications and guaranteed employment. Candidates receive budgeting 0141 847 4645 
and housing advice as well as on and off site training to work towards achieving a 
building qualification. The project is run on the New Deal model and is being run 
in artnershi with Federation of Local Housin Associations in Renfrewshire 
Paisley partnership is developing contacts with staff in Greenock and Polmont Jim Lister 
prisons with a view to Youthbuild, tailoring its activity to assist the transition of 0141 847 4645 
young prisoners to employment. The project proposal recognises the key features 
in achieving the transition from custody to employment, training and other 
appropriate forms of support. Housing need and support to establish and sustain a 
tenancy are also key. 

NHS ARGYLL & CLYDE 
1i;Rehffewsliife &.Inverclyde Primary € I re NHS tTi :0,-.. ,,x:,cz,, _''fiv0,0~1

'' "' ' .~ -, 0;, '''~(i; 
- . . - , Coritacts'.~ll,\t, r~--:~ .,rl Yf' 

Renfrewshire: 
Health project for accommodated children at Kibble school, Paisley, LHCCs/SWD/ 
compnsmg a dedicated team of professionals including Health Visitors, Trust 
Professions Allied to Medical Services (PAMs) and chiropodist. The Alan Gerrish, Dir. 
Community Dental Service (CDS) also provides dental screemng and Dental Services 0141 
treatment. 884 9098 
Community nursing/CPN/GP input and access to basic primary care services Paisley LHCC 
e.g. chiropody, podiatry at RSI Centre, George St, Paisley 0141 884 9027 
Tuberculosis (TB) nurse input to hostels in Paisley and nurse also provides TB 01505 813119 (ext. 
awareness training for hostel staff 204) 
Nursing input to Jericho hostel, Paisley LHCC/Jericho 

Brothers 
Community Psychiatrist Nurse (CPN) (employed through Renfrewshire RAMH 
Association for Mental Health) representative on Rough Sleepers committee. 0141 848 9928 
CPN links to Community Mental Health Team 
Public Health Practitioner posts attached to LHCCs x 3 PHPs 
Barnardo's Paisley Threads project - Pre-natal drop-in is run in partnership Acute Trust/ Paisley 
with a midwife from the local hospital and is run from the project's own base. LHCC/ Paisley 
The baby drop-in is run in partnership with a health visitor and covers Partnership 
children's health, parents health, nutrition, baby massage and child 
development 
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Renfrewshire & Inverclyde Primary Care NHS Trust 
"" - Contacts 

Renfrewshire: (cont'd) 
Care Programme Approach (CPA) Co-ordinator at Dykebar Hospital Multi agency 
New Communit y Dental officer in post at Barrhead Health Centre. No formal Alan Gerrish, Dir. 
arrangements for dental provisi on to homeless people , but potential for Dent al Services 0141 
involvement 884 9098 
Substance abuse clinic, Back Sneddo n Street, Paisley Moira Glasgo w, Trust 

Hattie O'Donne ll 
Senior Dental Officer based at Dykebar. No forma l referral systems for dental Alan Gerrish, Dir. 
treatment, but potenti al exists Dental Services O 141 

884 9098 
Benefits agency provide fortnightly clinics at Dykeba r Hospital and could Benefits Agency/ 
identify patients at risk of becoming homeless RenverPCT 

01418845122 
Housing links in place between local authority/health for mental health Housing 
discharges to ensure mental health patients discharged from hospital are given dept/SWD/PCTs 
priority for housing, but no flexibility of choice over location, which can 
exacerbate problems if people are housed in less desirable areas 
Health Visitor and District nursing input, as and when required, to Mount Anne Bums, 
Royale Hotel, Linwood. Have established links with Public Health Department Johnstone HC 
for BBV prevention input and environmental health 01505 320278 
Needle exchange at Renfrew Health Centre. National data suggests that 41 % of Renfrew 
25 yr old homeless people abuse drugs and 70% of 25-40 yr old homeless 01418891223 
people abuse drugs 
Inverclyde : 
TB nurse input to Fewster House, Greenock and nurse also provides TB Anne-Marie Deans 
awareness training for hostel staff dealing with people with alcohol problems 01475 745321 (ext. 

207) 
GP and nursing input to Fewster House LHCC/Trust/ 

Salvation Army 
Community Mental Health Team input to Fewster House and the Inverclyde CMHT Ravenscraig 
Centre 01475 633777, 

Inverclyde LHCC 
01475 724477 

Health project for acco mmodated children in Inverclyde due to commence LHCC/Sandra 
shortly McFady en, SWD 

01475 714090 
Community Mental Health Team (CMHT) in Inverclyd e provides support to CMHT Inverclyde 
RSI team. The team includes a housing officer who links with all housing Alan Gerrish, Dir. 
providers and those with mental health problems. CDS has inform al links Dental Services 
with CMHT and dental treatment is provided within the Elizabeth Martin 01418849098 
Clinic 
Community nursing/GP and dental input to hostels and RSI in Greenock Inverclyde LHCC 
Needle exchanges at Greenock and Boglestone Health Centres. National data Greenock 
suggests that 41 % of 25yr old (homeless people) abuse drugs and 70% of 25- 01475 705604 
40 yr old (homeless people) abuse drugs 
Health Visitors provide input to Greenock Prison including homeless people Inverclyde LHCC 
Health project to assess the prevalence and service needs of vulnerable Fiona MacDowall 
children (including homeless children) in Inverclyde 01475 74532 1 
Public Health Practitioner (PHP) post attached to LHCC Andrina Reid 

01475 724477 
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Lomond & Ar!!vll Primary Care NHS Trust ,,\ Conti:tcts "· 
·.· - -·c. -

Lomond: 
Joint social work and health project 'Parents in partnership for vulnerable SWD/Annie Hair, 
children' based at Acorn Centre, VoL. Currently the children receive their L&A PCT/ Dr C 
dental treatment within the VoL and this could be extended to homeless Smith, John Herrick, 
children A&CNHSB 
Lomond LHCC Health Visitor working with travelling families. Ellen Hudson 01389 

763000/ Maureen 
Saunders 

Travelling families can access Community Dental Services by self referral or John Herrick, Dir. 
through the Health Visitor Dental Services, 

01389 604312 
Primary Care services and psychiatry provision to young people's project in LHCC /CMHT/ 
Alexandria, 'Preparation for Life'. Young people are able to register with the John Herrick I NCH 
GP practice in Bank Street whilst resident in the suppor ted accommodation and Project - Sarah Kielty 
are also able to receive dental treatment from the CDS in Bank Street, 01389 757822 
Dumbarton Health Centre or Dumbarton Joint Hospital. 
Needle exchange at Bank Street (many client s are homele ss and it is estimated Frances Roger /Ann 
that 50% are not registered). The CPN refers people who require dental Munday 
treatment to Bank Street Dental Practice 01389 604100 
Lomond Drug s Problem Service David Greenwell/ 

Mark Garthwaite 
01389 604 100 

''";':""7?"~~-~ ~ ~-""87 P"'-7'!-= ~ . ' s,-.;•-"'"'7--,,"'~""~~~~~ 
Loniond :& Arn:vll Pririiary,Care NHS ;,Trust ,,,,";;,'.tit ,1',tf~ '.,( .. , ,,,;!~ "' lt~' 

€ .~P"-"'"'~)~~ , ontacts :. ,~,.;w~~ff/fu''~t, 
Lomond: (cont'd) 
Public Health Practitioner post attached to LHCC Margaret Carlin, 

01389 763000 
Heal th Visitor input to B&B accommodati on where there are childr en livin g, 
who are regi stered with a GP 
Two Health Visitors work with women and children in local Women's shelter 
on an as required basis 
Argyll & Bute : 
Special ist Public Health nurse working within a multi -agency team supporting Martin Murray -
rough sleepe rs in the Argyll & Bute area 0 1369 706 169 
Spec ialist Public Health nurse working with Solas rough sleepers projec t, Oban Mairi McG regor 

0163 1 565575 
Homele ss people can access dentists through the salaried dental practitione rs in John Herric k 
Kintyre based at Lochgilphead and CDS at Dunoon Hospit al also provides 01389 604312 
access for emergency treatments 
Housing links m place between local authority/health for menta l hea lth CMHT/Housing 
discharges to ensure menta l health patients discharge d from hospita l are given dept/SWD 
pr iority for housing , but no flexibility of choice over location, which can 
exace rbate problems if people are housed in less des irable areas 
Public Health Practitioner post attached to LHCC Ann Campbell, 

0 163 I 570565 
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Acute Hospitals NHS Trust Contacts . 

Draft discharge protocol out for consultation at the moment and this will have Multi -agency 
implications for housing, social work, GPs and community services. Will 
promote collaborative working and seamless care infrastructure. 
Bulk of delayed discharges in Argyll and Clyde are older people awaiting Marion McGhee, IRH 
sheltered housing and nursing /residential home places. This IS being 01475 633777 SWD 
addressed /picked up in balance of care programme and also delayed discharge 
action plans . 
Dedicated rapid response teams in place for older people compri sing social Susan Spiers, VoL, 
worker, Occupational Therapist, physiotherapist , CPN, district nurse and they 01389 754121, Mary 
facilitate dischar ge arran gements Morgan, RAH 0141 

887 9111 
Addiction s - links establ ished with other services/agencies; GPs, social work Trus t/LHCC/ 
etc . and Trust developing substance misuse strategy SWD 
Proced ures in place in local Matern ity Hospitals for identifi cation of homeless Trust/SWD 
wome n to ensure liaison with local authori ty Soci al Work Dep artment 
Long term patients in the VoL are screened for oral health pro blems and John Herrick 
offered treatme nt as part of a hospital-wide oral heal thcare policy. Follow up 013 89 604312 
arra ngements after discharge pro vided by either returning to the hosp ital or 
throug h the community dental servi ce. There is potential to extend this practice 
to short stay patient s and vulne rable groups such as the homeless 
Argyll & Clyde NHS Board ;} ···Contacts ·, iJi :' 
Health Pro motion led a Renfre wshire mult i-agency group to develop Jo Zinge r 
inform ation cards and hygiene packs for homeless people. These have now 014 1 842 7242 
been distribu ted by the vari ous voluntary organi sations 

VOLUNTARY SECTOR 
Scotti sh Council for , Sin2le Homeless 

·• 

Con tacts · 
.. 

.,,, 

Representation on Scottish Exec utive Health & Homelessness Stee ring Grou p Robert Aldridge 
013 1 226438 2 

Looking at ways to develop partnership working to address multiple comp lex 
needs of homeless people 
Currently looking at data protection issues on sharing information 

. Inverclyde '. . ,~; :/4· ~i· ;, \;;.iL"c Contacts kW's- . ,~ ,, .. _; .. . ,,! i, ''i ·'-'· -· ,. ., 
" 

3 x Jericho Brothers hostels, Greeno ck. Shanklands Road for 40 yr old Jericho Broth ers 
males (alcohol recovery), Bank Street for 40 yr old males (alcohol Shanklands 014 75 741950 
recovery), and Oran gefield Place for young males (recovering from drug Orangefield 014 75 725425 
addi ction) Inver centre 014 75 783608 
Fewster House - Dire ct acc ess hostel for men and women who have Sal vation Army 
alcohol problems and wish to start detox program. Mana ged by Salvation 01475 72 1572 
Army with input from local GP/nurse . 
Renfrewshire "' it< , .. x4Ji;ft!xtt 1''1" "' ,,, : ·;·;0- ; ;, 

<· ,, t, Contacts · " 
YM CA (Gla sgow) in Renfrew provide a number of unsupported spaces for YMCA (Glas gow) 
sing le perso ns age range 25+ yrs 0141 557 2355 
Th e Christian Social Action Church (CSAC) in paisley provides a number of CSAC Paisley 
supported flats for homele ss people . Links are well established with the local 
authority 
Renfrewshire Council on Alcohol (RCA) run flats for people with alcohol RCA 
problems and insecure accommodation 0141 887 0880 

Health and homeles sness Needs Assessment. NHS Argyll & Clyde 2002 103 



SCOTTISH PRISON SERVICE (SPS) 
Gateside Prison, Greenock - Health Centre Contacts 
SPS advise rough sleepers/ homeless people to register with a GP prior to MAT, Public Health 
liberation. SPS will contact GP re continuation of any prescriptions picking uo with SPS 
Formal links between Trust Community Mental Health Services and Mental 
Health Team in Gateside. Prison team links clients without addresses with 
CPNs/key workers 
Drug worker dedicated to Throughcare - has links with local authority housing 
and benefits depts 
Rough sleepers outreach worker - 2 ½ days a week in Gateside. Attached to 
prison drugs team. Outreach worker tries to find accommodation for those 
without a home 
No problem with continuing methadone programme after release. SPS will 
make appointments for prisoner prior to release and will give discharge letter 
forGP 
Gateside Prison Dental Services: Alan Gerrish/ David 
Dental services provided to prisoners by General Dental Practitioner Conway 
No formal continuing care pathways following liberation or Patrick Sweeney 
National Working Group (chaired by Deputy Chief Dental Officer) looking at 
Dental Services within the SPS 
Acute Hospitals: 
Advisory role re outpatient appointments & continuing hospital treatments. SPS 
arrange appointments 
Drugs/ Addictions: 
SPS has 4 Throughcare workers at present. Links with addiction workers in 
PCT 
Alcohol: 
Detoxification in prison. Linked to addictions workers in community and prison 
Community Mental Health Team (CMHT): 
People known to CMHT will be identified soon after admission to prison. Key 
worker from CMHT identified and linked with Throughcare services in prison 
Key worker informed of release date and will visit on this day if possible 
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Appendix 3 - Users survey questionnaire 

He a lth & Homelessness in Argyll & Clyde 

INTRODUCE YOURSELF AND ASK IF THE PERSON HAS ALREADY BEEN INTERVIEWED 
AS PART OF THE SURVEY. IF NOT, PROCEED WITH THIS INTRODUCTION ... . 
Argyll and Clyde NHS Board would like to improve services for people who are not in permanent 
accommodation. In order to do this, the NHS Board has to find out what people's needs are for health 
services . 

This survey is being conducted in order to understand your health needs . I would like to ask you 
questions on a range of health topics relating to your recent experiences. 
It should take about 25 minutes. I would like to stress that your replies will be treated in the strictest 
confidenc e and will not be used for any purpose other than that stated above . 

Your name will not be recorded anywhere on this form and any views you give will be completely 
unidentifiable. 

I would like to start by asking you some questions about yourself. 

A1 
A2 
A3 

Sex 
How old are you? 

Male 01 
D 

Female 02 

Which statement best describes your working or domestic circumstances? 

lifil SHOW CARD A] tt 1cK ONE Box ONL Yj 
In paid work or self-employ ed - full-time 01 

In paid work or self-employed - part-time (less than 30 hours per week) 02 

Unemployed and looking for work 03 

Intending to look fo r wo rk but prevented by temporary sickness or injury 04 

Permanently sick or disab led and not able to work 05 

Retired 0 6 

Looking after the home or family full- time 07 

Going to school, college or universi ty full- time 08 

Doing something else (Please specify) .. ..... .. ... .. . ... .. ... 0 9 

A4 Which statement best describes you at present? 

ITICK ONE BOX ONL Yj 
Single/never married 
Cohabiting/living with a partner 
Married 
Separated 
Widowed 
Divorced 
Other 
(Please specify) .. . ... . . ............. ... .. ....... ..... ...... .. ... ... . 
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A5 What is your ethnic origin? 
White 
Indian, Pakistani or Bangladeshi 
Black or Afro Caribbean 
Chinese 

Other ethnic origin 
(Please specify) ............................. ......... ...... . 

Now I would like to ask you about your present housing situation. 

01 
02 
03 
04 

05 

A6 Looking at this card, in which types of accommodation have you lived over the 

past month? 

ii@ SHOW CARD Bj /TICK ALL THAT APPL Yj 
Council Tenancy 01 

01 
01 
01 
01 
01 

Sleeping rough/skippering O 1 
Council Hostel Didn't bed down O 1 
Housing association Prison cell/police cell O 1 
Bed and breakfast 
Stayed with friend/relative 
Other accommodation 

Hospital 01 

A7 Where did you stay last night? 

/TICK ONE BOX ONL Yj 
Council Tenancy O 1 
Council Hostel 02 
Housing association 03 
Bed and breakfast 04 
Stayed with fr iend/relative 05 

(Please specify) .. .. .. .... ........ ... .. .. . 

Sleeping rough/skippering 
Didn't bed down 
Prison cell/police cell 
Hospital 

06 
07 
08 
09 

Other accommod ation O 10 (Please specify) ..... ....... ............. .... . 
AS How long have you been living in the above situation? 

!PROMPT AS NECESSARY] 

Less than a month 
1-6 months 

01 
0 2 

B - GENERAL PRACTITIONER (GP) & DENTIST 

Now some questions about seeing a GP. 

7-12 months 
More than a year 

IIN THIS SECTION, USE A SUITABLE TERM FOR GP/FAMILY DOCTOR! 

B1 When was the last time you saw a GP? 

!PROMPT AS NECESSARY] !TICK ONE BOX ONL Yj 
Within the past month O 1 
2-6 months ago 02 
7-12 months ago 03 
More than a year ago 0 4 
Not sure 0 5 

B2 Are you currently registered with a GP? 

Yes 0 1 (Please go to B3) 
No 02 (Please go to B5) 
Not sure 0 3 (Please go to B5) 
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B3 Are you satisfied with the service provided by your GP? 

Yes □ 1 (Please go to B5) 
No □2 (Please go to B4) 

B4 What would make this service better for you? 

1~ SHOW CARD c I ITICK ALL THAT APPL vJ 
Surger ies held at more conv enient times □ 1 
Surg eries in a more convenient location □ 1 
No need to make an appointment □ 1 
Better attitudes from staff □ 1 
Not sure □ 1 
Other □ 1 

(Pleas e specify) ...... . .. .. .......... . ... .................... ............................ . 

B5 Since becoming homeless, have you tried to register with a GP? 
Yes□ 1 (Please go to B6) No□2 (Please go to B7) 

B6 Did you experience any problems? 
Yes □ 1 No □2 

If YES, what were they? 

B7 What would you do if you needed to see a doctor but were unable to get the services 

of a GP? 

IDO NOT PROMPT !TICK ONE BOX ONL Yj 

Cal l an ambul ance □ 1 
Go to a cas ualty depa rtment □2 
Do nothing □3 

Not sure □4 
Oth er □5 

(Please specif y) ......... .. .. . ..... . .. .. .. ... .. . .. .. ....... . ................ .... .. ....... . 
Now some questions about seeing a dentist. 
BS When was the last time you saw a dentist? 

B9 

!PROMPT AS NECESSARYj ITICK ONE BOX ONL Yj 

Less than 12 months ago □ 1 
Between 12 and 15 months ago □2 

Between 16 and 24 months ago □3 

More than 2 years ago □4 

Have never been □5 
Not sure □6 
Are you currently registered with a dentist? 

Yes □ 1 No □2 
C-YO URH EALTH 

I would now like to ask you some questions about your health 
C 1 How would you describe your current state of health? 

1~ SHOW CARD DI ITICK ONE BOX ONL vJ 
Very healthy 
Reasonably healthy 
Sometimes well, sometimes not 
Not very healthy 
In poor health 
Not sure 

□ 1 
□2 
□3 
□4 
□5 
□6 
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C2 Do you have any Jong-standing physical or mental illness, disability or infirmity? (By 
Jong-standing I mean anything that has troubled you over a period of time or that is 
likely to affect you over a period of time.) 

Yes□ 1 No□2 

If YES, please specify ................. ......... . 

C3 Are you ever stressed? 

Always □ 1 Often □2 Sometimes □3 Rarely □4 Never D5 

C4 Are you ever depressed? 
Always □ 1 Often □2 Sometimes □3 Rarely □4 Never □5 

C5 Do you have any of the following illnesses? 

IREAD OUT EACH IN TURN! 

a. Asthma (wheezing) Yes□ 1 No□2 
b. Diabetes Yes□ 1 No□2 
c. Bronchitis (recurrent chest infections) Yes□ 1 No□2 
d. Epilepsy (fits) Yes□ 1 No□2 
e. Tuberculosis (TB) Yes□ l No□2 
f. Hepatitis (liver infection/PMH jaundice) Yes□ 1 No□2 
g. Persistent foot problems Yes□ 1 No□2 
h. Persistent headaches Yes□ 1 No□2 
i. Bladder/kidney infections Yes□ 1 No□2 
j. Skin problems Yes□ 1 No□2 
k. Eye problems Yes□ 1 No□2 
I. Problems with teeth/gums Yes□ 1 No□2 
m. Joint, muscular or skeletal problems Yes□ 1 No□2 
n. Mental Health problems Yes□ 1 No□2 

Please specify 
0. Other Illnesses Yes□ 1 No□2 

Please specify 

C6 Do you take any of the following prescribe d medicines? 

IREAD OUT EACH IN TURN! 

a. Blood pressure tablets Yes□ 1 No□2 
b. Painkillers Yes□ 1 No□2 

c. Sleeping pills Yes□ 1 No□2 

d. Tranquillise rs Yes□ 1 No□2 
e. Prescribed methadone Yes□ 1 No□2 

f. Anti-depressant tablets Yes□ 1 No□2 
g. Inhalers fo r chest problems Yes□ 1 No□2 
h. Other prescribed medicines Yes□ 1 No□2 

Please specify .... .. . . .. .. ... ... ...... ..... .. .... .... ... . .. .. .... .. 

Comments about prescription medicines (e.g. GP won't prescribe) ... ........ .. .. .... . . 
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C7 In the past year, have you ... 

IREAD OUT EACH IN TURNI 

a. Been to a casualty or A&E departmen t Yes□ 1 No□2 

b. Been to a general outpatient clin ic Yes□ 1 No□2 

c. Stayed one or more nights in a general hospital Yes□ 1 No□2 

d. Been to an outpatient clinic for psychological problems Yes□ 1 No□2 

e. Stayed one or more nights in a psychiatric unit Yes□ 1 No□2 

f. Been in contact with a Community Mental Health Team Yes□ 1 No□2 

g. Been in contact with any drug agencies Yes□ 1 No□2 

h. Been in contact with any alcohol agencies Yes□ 1 No□2 

i. Been in contact with services for sexually transmitted diseases Yes□ 1 No□2 

CB Have you had any problems with any of these services? 
Yes□ 1 No□2 

If YES, what were they? ... ......... ... ... ... .... .... ... ... .... ... ... .. .. ....... . 
I would now like to ask some questions about contraception. 

□ Please tick this box if you prefer not to answer questions on this subject. Now go to 
Question C11. 

C9 Do you use any form of contraception? 
Yes□ 1 No□2 Not appro priate □3 

If Yes, please specify ....... .. ................ ... .. .......... ..... ... .... .. .. .... ..... ..... . . 

C1 O Have you had any difficulty in obtaining contraception? 
Yes□ 1 No□2 Not appropriate □3 

If YES, what difficulties have you experienced? 

!THIS QUESTION ONLY TO BE COMPL ETED IF INTERVIEWING A WOMA Nj 

C11 Have you ever had a cervical smear test? !PROMPT AS NECESSAR Yj 

D1 

ITICK ONE BOX ONLYj 

Yes, with in the past 12 months □ 1 

Yes, between 1 and 3 years ago □2 

Yes, more than 3 years ago □3 
No, never □4 
Not sure D5 

D - FOOD AND NUTRITION 
How would you describe your diet? 

Mostly healthy □ 1 Sometimes healthy □2 Not healthy □3 

Not Sure □4 
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02 How often do you eat the following? Onc e 2-6 Once More Never 
a times a than once 

wee k a wee k day a day 
a. Fruit (fresh, frozen or tinned) □ 1 □2 □3 □4 □5 
b. Vegetabl es (fresh, frozen or tinned) □ 1 □2 □3 □4 D5 
c. Bread, Pasta, Rice, Potatoes (except chips)D1 □2 □3 □4 □5 
d. Meat, Chick en, Fish □ 1 □2 □3 □4 D5 
e. Fried food (including chips) □ 1 □2 □3 □4 D5 

f. Conveni ence food (e.g. microwav eable) □ 1 □2 □3 □4 □5 

Now some questions about children's health. 
E1 How many children under the age of 16 years do you have living with you? D 

!If NONE, Please Go To Section F - SMOKING ! 
E2 Are your children registered with a GP? 

Yes□ 1 No□2 Don't know □3 
E3 Are your children registered with a dentist? 

Yes□ 1 No□2 Don't know □3 
E4 Do any of your children have medical conditions/illnesses that require regular 

visits to a GP? 
Yes□ 1 No□2 

E5 Do any of your children require regular medication? 
Yes□ 1 No□2 

E6 In the past year, have any of your children ... 

!READ OUT EACH IN TURN ! 

a. Been to a casua lty or A&E depar tmen t Yes□ 1 

b. Been to a paediat ric outpatient cl inic Yes□ 1 

c. Stayed one or more nights in a genera l hosp ital Yes□ 1 

d. Attended a Child Developmen t Centre Yes□ 1 

e. Attended a Child and Family Unit Yes□ 1 

E7 How many children aged under 5 years do you have living with you? 

E8 Has a Health Visitor visited you in your present accommod ation? 

Yes□ 1 No□2 Don't know □3 

\ F - SMOKING · , . , . · 
; ' ' 

I would now like to ask you about cigarette smoking. 

F1 Which of the following statements best describes you at present? 
I~ SHOW CARD Ej !TICK ONE BOX ONL Yj 

No□2 

No□2 

No□2 

No□2 

No□2 

D 

I have never smoked tobacco □ 1 (Please go to Section G) 

I have tried smoking once or twice □2 (Please go to Section G) 

I have given up smoking □3 (Please go to Section G) 

I smoke some days □4 (Please go to F2) 

I smoke every day □5 (Please go to F2) 
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F2 How much do you smoke per day? 
less 

none than 1 0 1 0 - 19 20 - 29 30 - 39 
Cigarettes O 1 02 03 04 05 
Cigars 01 02 03 04 05 
Hand-rolled cigarettes O 1 02 03 04 05 
Pipe tobacco ... .. ... ...................... ounces 

I would now like to ask you some questions about alcohol. 

40 
or more 

06 
06 
06 

0 Please tick this box if you prefer not to answer questions on this subject. Now go to 
Section H. 

G1 Do you drink alcohol? 

YesO1 (Go to Question G2) NoO2 (Please go to Section H) 

G2 Have you ever been advised to cut down on your drinking? 

YesO1 NoO2 

G3 Have people ever annoyed you by criticising your drinking? 

YesO1 NoO2 

G4 Have you ever felt bad or guilty about your drinking? 

YesO1 NoO2 

G5 Have you ever had a drink first thing in the morning to steady your nerves or get rid 
of a hangover? 

YesO1 NoO2 
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I would now like to ask you some questions about drugs. 
□ Please tick this box if you prefe r not to answer questions on this subjec t. Now go to 
Section I. 
H1 Have you ever taken or tried any drugs (.except for medical reasons)? 

H2 

a. 

b. 

c. 

d. 

e. 

f. 

g. 

h. 

i. 

j. 

k. 

I. 

m. 

n. 

0 . 

Yes □ 1 (Please go to H2) 
No □2 (Please go to Section I) 
I will read out a list of drugs. For each one, please tell me which statement from 

the card applies to you. 
ii@ SHOW CARD FTICK ONE BOX FOR EACH DRUG! 

Ecstasy (E, Eccy, doves, New-yorkers) 

Amph etamin es (speed, whizz, sulph) 

Crack (freebase, rock) 

Cocaine (coke, snow) 

Cod eine Linctus 

Heroin (smoked) 

Heroin (injected) 

Street Methadone (meth, phy) 

DF118 (DFs, Diffs) 

Temges ic (Terns) 

Diazepam (Valium, vallies) 

Temazepam Uellies, rugby balls) 

Never Tri ed Used to Currently 
taken once or take but take 

twice 

□ 1 □2 

□ 1 □2 

□ 1 □2 

□ 1 □2 

□ 1 □2 

□ 1 □2 

□ 1 □2 

□ 1 □2 

□ 1 □2 

□ 1 □2 

□ 1 □2 

□ 1 □2 

have now 
stopped 

□3 

□3 

□4 

□4 

□3 □4 

□3 □4 

□3 □4 

□3 □4 

□3 □4 

□3 □4 

□3 □4 

□3 □4 

□3 □4 

□3 □4 

Natural hallucinoge ns (e.g. magic mush rooms) □ 1 □2 □3 □4 
Synthetic halluci noge ns (e.g. LSD, acid) □ 1 □2 □3 □4 

Cannabis (dope, blow) □ 1 □2 □3 □4 

p. Solvent/aerosol □ 1 □2 □3 □4 

q. Other □ 1 □2 □3 □4 

(Please speci fy) ..... ... ....... . ... ... .. . ... . ..... ..... . ......... ..... .... .. ... . . .. . . 
H3 Do you currently iniect drugs? 

Yes□ 1 (Please go to H4) No□2 (Please go to Sectio n I) 
H4 If YES, do you use a needle exchange? 

Yes□ 1 No□2 
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I - SUPPORT & SERVICES .:· •_.o •' . ' '. : '• ', ', ." ~--' ; • .. 

I will now ask you questions about what help or support you need to improve your health and 
well-being. 
11 Do you need help or support with any of the following? 
!PROMPT AS NECESSARY] ITICK ALL THAT APPLY] 

Mental health problems O 1 Eating healthy food 
Alcohol problems 02 Advice on stopping smoking 

Drug problems 03 Improving self-confidence 
Disabilities 04 Access to outreach /drop-in centres 

Other (Please specify) .......................................................................... . 

05 
06 
07 
08 

12 Do ou need he/ to see any of the following? 
PROMPT AS NECESSAR ITICK ALL THAT APPL Yj 

01 Chiropodist 04 
02 Women's health services (Well Woman clinic)05 
03 Men's health services 0 6 

GP 

J1 Do you have any comments to make especially in relation to how health services 
can be improved? 

J2 How would you like to be given health information (e.g. leaflets, TVNideo, 
nurse/GP/Health Visitor)? 

There are no more questions. Thank you for taking part in the survey. 

Argyll & Clyde NHS Board will use the results of this survey in making recommendations 
for improvements to health care services. 

END OF INTERVIEW 

!INTERVIEWERS ASSESSMEN] 
A During the interview, how would you assess the individual s literacy skills? 

Able to read the cards withou t being prompted O 1 
Able to read the cards with prompting 02 
Unable to read the cards 03 
Unable to assess 04 

COMMENTS 
Has any information or reference material been given to the respondent? 

Yes 01 
No 02 

If YES, please specify ...... . ....... ............. . ..................... . ... ................ .. ....... .. ..... .. . 

COMPLETED BY _DATE 
PLACE OF INTERVIEW? 

__ LOCAL AUTHORIT Y __ TOW N ____ _ 

Council Housing Department 
Temporary /supported accommodation 
Social Work 'Throughcare' Support T earn 
Housing Association 
Drop-in Centre 
YMCA/Salvation Army 
Other 

0 1 
02 
03 
04 
05 
06 
07 

Specify _____ _ 

Specify 
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Appendix 4 - Consent form 

RESEARCH IN FORMATION SHEET AND CONSENT FORM 

NHS Argyll and Clyde aims to provide people who are homeless with better health 
care. To be able to do this we have to understand what your needs are. The only 
people who really know about this are those who have been homeless . 
You could help us by answering questions about your health. This will take about 
20 minutes. We will provide any help you need if any questions are hard to read or 
understand. 
All information given in this interview will be treated with the strictest of 
confidence. Your identity will be protected at all times. If you do not want to be 
interviewed there is no problem. Should you wish to withdraw at any time, you can 
without having to give a reason for doing so. Your wishes will of course be 
respected and there will be no further contact with you. Your care will not be 
affected in any way. All information obtained will be fully confidential and you 
will not be identified. Taking part will not make it easier for you to get help just 
now, but it may help the Health Service to improve health services in the future for 
people who are homeless. 
This assessment will look at your needs and the care that you are receiving 
from your own point of view and we will then compare this with services 
currently available. This research will be essential in the future planning for 
better health services for the homeless in NHS Argyll & Clyde. 
If you are willing to take part in this study we would be most grateful if you could 
sign this consent letter. 
If you have any questions or if you would like to contact us please do so at the 
following: 

Yoga Velupillai Research and Development Manager, 
NHS Argyll & Clyde, Hawkhead Road. 
Paisley PA 2 7BN 
Tel No: 0141 842 7209 (office hours). 

Thanking you . 

................................................... (Tear off here) .............................................................. . 

Signed by int erviewee: 

Name of Interview er: 

Date ................ . 

................................................... Dat e ............. .. 
Headqu arters 
Ross House 
Hawk head Road, Pais ley PA2 78N 

Chairman: John G Mull in 
Chief Exec utive: Ne il A McConachie 
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Appendix 5 - Sampling frame calculations 

The following pages explain how the sampling frame was calculated. 

The first step was to review available data about the homeless populati on in Argyll and Clyde 
NHS Board area . The Board information services department carried this out by collating data 
from the 5 local authorities. The Tables 44 and 45 below represent this initial data . 

Table 44: Homeles s Statistics for Argyll and Clyde NHS Board area. 

Overall applica tions 
Total number of application households 1999/2000 
3 - year average applications 1998/99 to 2000/01 
Rate per I ,000 population 

Client Group (1999/00) 
Single person applications (%) (male:female) 

Single parent applications(%) (male:female) 

Couple with or without children applications(%) 
Reason fo r homelessness (1999/00) 

Friends , family no longer willing to accommodate(%) 
A violent or non-violent dispute with a spouse or cohabitee (%) 
Other(3) 

Category of Priority Need (1999/00) 
Dependent Children (%) 
Vulnerable (including mental illness/handicap)(%) 
No priority(%) 

Local Authority Assessment (1999/00) 
Applications assessed as priority homeless (%) 
Secured permanent accommodation(%) 
Found secure short stay accommodation(%) 

Rough Sleepers (1999/00) 
Number presentin g to the rough sleepers projects 
::,ource : Home less app 11ca t1ons H.SU/LWI/), Kougn ::,1eepers Dataoase and Loca l Authont1es . 

(I) - Sta tistics shown are for the whole of East Renfrewshire Cou ncil 

(2) - Stati s1ics shown are for the whole of West Dunbanonshire Cou ncil 

Argy ll 
and Bute 

347 
360 

4 

60% 
(47 :53) 

27% 
(20:80) 

12% 

37% 
21% 
42% 

30% 
33% 
30% 

56% 
63% 
37% 

32 

Renfre East 
wshire Renfrew 

shire0 > 

662 342 
690 300 
3.8 3.4 

47% 50% 
(54:46) (59:41) 

44% 38% 
(16 :84) (6:94) 

7% 10% 

36% 41% 
45% 26% 
19% 33% 

47% 42% 
44% 37% 

4% 14% 

71% 43% 
86% 47% 
14% 53% 

275 16 

(3) - Other reason for homelessness include mortgage or court arrears, discharge from institution, loss of tenancy, damage to propcI1y etc 

Table 45. Rate of homeless applications per household 1999/2000 

Core Area Total Households Homeless Applications 

East Renfrewshire 34,600 343 
Inverclyde 37,500 370 
Renfrewshire 77,500 662 
West Dunbartonshire 38,500 869 
Argyll and Bute 42,100 347 

Scotland 2,200,000 46,023 
Source: uRV 199~-basect house1101ct proJecllons (H~G/LWU/4). Homeless app11cat1ons (H iU/LWlt:>). 
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West Inverclyd 
Dunbartons e 

hire(2) 

869 370 
870 420 
9.2 4.9 

54% 63% 
(51 :49) (63:37) 

40% (6:94) 31% 
(12 :88) 

5% 5% 

34% 46% 
33% 19% 
33% 35% 

37% 32% 
33% 34% 
25% 24% 

35% 61% 
89% 68% 
11 % 32% 

132 63 

% 

0.99% 
0.99% 
0.85% 
2.26% 
0.82% 
2.09% 
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The total number of homeless applications for the five councils (whole councils), within the 
Argyll and Clyde area was calculated by gender split and family type as shown in Tables 46 and 
47 below: 

Table 46. Gender split 1999/00 

Househol d Type Numbe r Percentage 
Male 863 34% 
Female 1476 58% 
Couple 181 7% 
Other 40 1% 
Total 2560 100% 
Source: Scottish Executive Housing Sta1istics Branch Fom1 HL I 

Table 47. Family type 1999/00 

Household Type Number Percentage 
Single person 1380 54% 
Parent/parents with children 1069 42% 
Couple without children 71 3% 
Other 40 1% 

Total 2560 100% 
Source: :Scottish l:::.xecuuve Housrng Statisti cs Branch l'·orm I-ILi 

Note: The Local Authority figures are based on the numbers of individual case returns received. Please note that some application s will have been from households that have 

applied previously in the same year: the full extent of repeat applications is not currently known. 

From the above mentioned data an ideal sampling frame would have been as shown in the 
Tables 48 to 50 below. 

The 'Health and homelessness m Argyll and Clyde' survey was based on 1999 Registrar 
General Office data (1999) and homeless applications per household 1999/2000. Each 
household has 2.2 persons. 

Table 48. Showing ideal sample frame by household ratio 

Core Area 1999 Total Total Household % of sample Survey 
population 1999/2000 size sample 

A rg-vJI and Rute R9.730 42.100 21 42 

East Renfrewshire 24,890 11,313 6 12 
(A&C part) 
Tnverclvde R5.190 37.500 20 40 
Renfrewshire 177.230 77.500 42 R4 

West Dunbartonshire 48,560 22,072 11 22 
(A&C part) 

Total 425,600 190,485 100% 200 

The gender split for the number of homeless applications shows a female/male ratio of 60/40 
percent. 

The family type split shows a ratio of 55/45 percent for single and parent with child . 
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Table 49. Showing ideal sample frame by gender and family type 

Core Area Single Male Single Female Female parent Total 
with Child sample 

Argyll and Bute 14 8 12 34 
East Renfrewshire 4 2 6 12 
(A&C part) 
Inverclyde 19 4 15 38 
Renfrewshire 25 8 33 66 
West Dunbartonshir e 18 8 24 50 
(A&C part) 
Total 80 30 90 200 

Table 50. Showing ideal sample frame by type of accommodation 

Population sub-groups in housing categories 
Core Area Local Hostels Bed and Rough Other Total 

authority breakfasts sleepers sample 
housing 

Argyll and Bute 21 5 8 2 6 42 
East Renfrewshire (A&C 6 2 2 0 2 12 
part) 
Inverclyde 20 5 8 2 5 40 
Renfrewshire 42 11 17 2 12 84 
West Dunbartonshire 11 3 5 Nil 3 22 
(A&C part) 
Total 100 26 40 4 28 200 
1) ,\ ssumpuon: Lo uncil an.:.•.as nave tnc same proportio n u l nomc1ess persons m lnclf rcspecll vc popuiall on 

2) Assumptions used from experience in Scot land: local authority housing represents 50% of homeless population , hostels 13%, B&B s 20% and rough sleepers 2%. Va lid 

for Ar gyU and Clyde board area . 

3) With regards to types of accom moda lion. ensure that a ll types accommodation are represe nted during the interview ing process . The sample is sma ll lo stratify further ; 

res ults of an analysis of sub-gro ups wo uld not have much meanin g. 
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Appendix 6 - Analysis of homelessness questionnaire by local authority area. 

The results in this Appe ndix have been analysed by the five local authority areas in the Argyll & Clyde 
NHS Board area. 

Sample details and structure 

The total sample in this survey was 119 and the general analysis included data collected from all of them 
but 5 of the quest ionnaires did not have any data on which local authority was responsible for thei r care. 
As such all ana lysis of the data by local authority would only include 114 homeles s peoples data. Bar 
chart 16 shows this by local authori ties. 

Bar Chart 16. Interviewers by local authority area 
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Bar Chart 17. Respondents by agenocal authority area. Bar Chart 18. Responden ts by sex/local authority 
area 
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Bar Charts 17 and 18 show the respondent s by age and sex by local authority areas . Ther e were more 
males in the sample from Argyll and Bute , West Dunbartonshire and Inverclyde whil e there were more 
females in the sample from East Renfrew shire and Renfrewshire. These were significant diff erence s 
(p=<0 .001). 
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Marital status 

There were significant differences (p=0.02) between the local authority ' s in the samples marital status . 
Table 51 below shows that in Argyll and Bute , Inverclyde , West Dunbartonsh ire and East Renfrewshire 
more than half and in Renfrewshire only one third were single/never married . 

Table 51. Showing marital status of respondents by local authority area 

Local Authority 

Marital Status Argyll West Inverclyde East Renfre Total 
& Bute Dunbartonshire Renfrewshire wshire 

Single/never married 10 13 14 13 11 61 
Cohabiting/living with a partner Nil 4 4 1 3 12 

Marri ed Nil 1 Nil 2 Nil 3 
Separated 2 Nil 3 8 8 21 
Widowed Nil 1 Nil Nil Nil 1 
Divorced 2 2 Nil 1 9 14 
Other Nil 1 1 Nil Nil 2 
Total 14 22 22 25 31 114 
Employment status 

Of those in work (full and part time) Renfrewshire had 4% , East Renfrewshire had 2.5% while there was 
l % in both West Dunbartonshire and Inverclyde and none in Argyll and Bute. In the looking for work 
and intending to look for work group there were 12% from West Dunbartonsh ire, 10% from Inverclyde 
and Renfrewshire and 7% from both Argyll and Bute and East Renfrews hire (Figure 8). 

Figure 8. Working or domestic circumstances of respondents by local authority area. 
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Accommodation 

There were significant differences between the local authority ' s for Council Tenancy (p=0.01) (Bar Chart 
19), Council Hostel (p=<0.01 ) (Bar Chart 20), Housing Association (p=0 .02) (Bar Chart 21) and B&B 
(p=<0 .01) (Bar Chart 22) occupation by the homeless . 

Bar Chart 19. Residents in council tenancy Bar Chart 20. Residents in council hostels 
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Bar Chart 21. Residents in housing association Bar Chart 22. Residents in bed & breakfast 
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Bar Chart 23. Residents who stayed with friend Bar Chart 24. Residents in other accommodations 
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Bar Charts 23 and 24 show those who stayed with friends and those in other accommodations 
(refuge with Womens Aid and voluntary agency emergency accommodation) . 
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General health 

Chronic illness and health status 

There was good corre lation in the responses to questions on chronic illness and current health when 
analysed by local authority's. Fifty-two percen t of respondents in East Renfrewshire had a chronic illness 
while 52% reported good current health. 50% of respondents in West Dunbartonsh ire had with a chronic 
illness while 45% reported good current health and in Renfrewshire , 61 % had a chron ic illness with 42% 
reporting good curre nt health . In contrast , 79% of respondents in Argyll and Bute repo rted chronic illness 
and 29% reported good current health , and in Inverclyd e 73% reported chronic illness and 23% reported 
good current hea lth . (Bar Charts 25 and 26) 

Bar Chart 25. Current health of respondents by local authority area. 
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Bar Chart 26. Respondents with long standing illness by local authority area 
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Mental health 

Bar Chart 27. Respondents with stress. Bar Chart 28. Respondents with depression . 
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Both Argyll and Bute and East Renfrewshire had 64% reporting stress 'always ' or 'often' while only 
45 % of both West Dunbartonshire and Inverclyde reported stress always or often and 52% in 
Renfrewshire . For depres sion, Inverclyde had 59% , East Renfrewshire 48% and Argyll and Bute had 
43% reporting depression always or often . Renfrewshire had 30% and West Dunbartonshir e only 18% 
reporting depression always or often (Bar Charts 27 and 28). 

Table 52. Showing number of respondents with a mental health problem by local authority area. 

Local Authority 
Mental Health Problem Argyll & West Inverclyde East Renfrew Total 

Bute Dunbartonshire Renfrewshire shire 
Yes 10 4 8 10 9 41 
No 4 14 12 14 22 66 
Total 14 18 20 24 31 107 

There was a significant difference (p=0.045) between the numb ers reporting a mental health problem 
between the 5 local authority ' s. Argyll and Bute had the highest with 71 % followed by East 
Renfrews hire (42%) and Inverclyde (40%). The least were in Renfrewshire (29%) and West 
Dunbartonshire (22%) . These correspond to those report ing stress and depression by the local authority 's 
(Tab le 52 and Bar Chart 29) 

Bar Chart 29. Respondents needing help or support with mental health problems by local authority area. 
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Addictions: Smoking 

Bar Chart 30. Showing smoking status of respondents by local authority area 
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There were significant differences in the smoking pattern between the local authority ' s (p=0.025) . 
Inverclyde had the highest percentag e of daily smokers (90%) followed by Argyll and Bute (79%) and 
West Dunbartonshire (72%) . Renfrewshire had 68% who smoked daily and East Renfrewshire had 64% 
(Bar Chart 30) . Bar Chart 31 shows the number of homeless who would like help or support with advice 
on stopping smoking . 

Bar Chart 31. Respondents needing help or support with advice on stopping smoking by local authority area. 
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Bar Chart 32. Alcohol consumptio n by local authority area. Bar Chart 33. Morning drinking by local 
authority area 
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Renfrewshir e had the highest percentage of homeless who admitted to drinkin g alcohol , followed by 
West Dunb artonshire and Inverclyde . In East Renfrewshire just over half admitted to drinking alcohol 
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and in Argyll and Bute only half of respondent s (Bar Chart 32) . Three quarters of those in Argyll and 
Bute admitted to drinking in the morning while in all the other local authority' s it was around a third (Bar 
Chart 33) . In spite of problems with alcohol , the numb er of people who would like help or support with 
alcohol problem was very few (Bar Chart 34) . 

Bar Chart 34. Respondents needing help or support with Alcohol problems by local authority area. 
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There were significan t differences (p=0.01 ) between local authority' s to the response to whether the 
homeless had ever taken or tried any drugs . Argyll and Bute had the highest positive response (92%) 
followed by West Dunbartons hire and Inverclyde , where both had 86% positive response . East 
Renfrewshire had 64% and Renfrewshire had 53% positiv e response s (Bar Chart 35). The following Bar 
Charts 36 to 42 is a breakdown of the number of people currently taking the various drugs and the 
numbers in the local authority ' s with the highest usage . 

Bar Chart 35. Drug usage by local authority area. Bar Chart 36. Ecstasy usage by local authority area 
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Bar Chart 37. Crack usage by local authority area. Bar Chart 38. Heroin (smoked) usage by local authority 
area 
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Bar Chart 39. Heroin (injected) usage by local authority area. Bar Chart 40. Drug inject ion by local 
author ity area. 
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Bar Chart 41. Cannabis usage by local authority area.Bar Chart 42. Prescribed methadone usage by local 
authority area 
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Argyll and Bute was the only local authority where there were no current reported drug users for most of 
the drugs except for Ecstasy (2) and Amphetami nes ( l) (Bar Charts 36 to 40) . 

Current usage of cannabis was more wide spread and was the drug most commonly used and there was a 
56% positive response from a total of 82 responses . Breakdown by local authority found that 33% were 
from Inverclyde, 22% from West Dunbartonshire, 17% from Renfrewshire, 15% from Argyll and Bute 
and 13% from East Renfrewshir e (Bar Chart 41). Bar Chart 43 below shows the number of people who 
would like help or support with drug problems and Inverclyde had the highest and is a positi ve step 
forward . 

Bar Chart 43. Respondents needing help or support with Drug problems by local authority area. 
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Of those who responded (Yes or No) to the question on usage of contraception only 13% said Yes in 
Renfrewshi re and 36% in East Renfrewshire. The highest usage was in Argyll and Bute (56%) and 44 % 
in both West Dunbartonshir e and Inverclyde. Of the 56 women who responded to the questi on on 
cervical smear only 18% had a smear within the past 12 months (50% East Renfrewshire, 40% 
Renfrewshire and 10% Argyll and Bute). 

In the 21 % who said that they had a cervical smear more than 3 years ago, 58% were from Renfrewshire 
and 42% from East Renfrewshire . Nearly a third (30%) had never had a cervic al smear and were from 
Inverclyde (38%), Renfrewshire (31 %), West Dunbartonshire (19%) and East Renfre wshire (12%) (Bar 
Chart 44) . 

Bar Chart 44. Showing cervical smea r uptake by local authority area 
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Dental health 

More than half of the homeless had visited the dentist with in the previou s 15 months and 7 1 % of those in 
Argyll and Bute, 63% in West Dunbartons hire, 6 1 % in Renfrew shire, 56% in East Renfrewshire and 50% 
in [nverclyde had visited the dentist. A third (33 .3%) of the homele ss had not seen the dentist for over 2 
years or never been seen . This group was made up of 40% in Inverclyd e, 36% in East Renfrewshire , 32% 
in Renfrewshire, 22% in West Dunbarto nshire and 2 1 % in Argyll and Bute (Bar Chart 45) Bar Chart 46 
shows the number of homeless who would like help or support to see a dentis t. 

Bar Chart 45. Showing numbers currently registered with a dentist by local authorit y area 
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Bar Chart 47. Showing respondents with child ren below 16 years by local authority area 
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Three quarters of those with children were from Renfrewshir e (39%) and East Renfrewshire (36% ). 
There were 11 % in West Dunbartonshire and only 7% from both Inverclyde and Argyll and Bute (Bar 
Chart 47) . 

Contact with/access to services 

The various aspects of the homeless contact with the GP services were analysed by local authority areas 
and the following Bar Charts 48 to 51 and Bar Chart 52 shows the number of homeless who would like 
help or support with seeing their GP. 

Bar Chart 48. Respondents currently registered with a GP by local authorit y area 
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Bar Chart 49. Last time the respondent saw a GP 
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Bar Chart SO. Respondents satisfied with GP. Bar Chart 51. Having problem registering with GP 
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Bar Chart 52. Respondents needing help or support to see a GP by local authority area . 
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Analysing service usage by local authority shows that nearly half from each of the local autho rity ' s had 
used the casualty departm ent (highest 64% in Inverclyde and lowest 43% in Renfre wshire). General 
hospital was used most by those from East Renfrew shire and Inverclyde (41 %) and least by West 
Dunb artonshire (14%). Only 3 councils, Argyll and Bute (50%), Renfrewshire (38%) and Inverclyde 
(12%) used the psychi atric unit. Simil arly the highest users of the CMHT were Renfrew shire (31 % ), 
Argyll and Bute (25%) Inverclyde and East Renfrewshire both 19%. 

Whe n analysed by local authority the 54% who would go to a casualt y departm ent were nearly evenly 
distributed . East Renfre wshire had the highest with 68% and Renfrewshire was the lowest with 39% of 
the respondents choosing this option . Inverclyde had 59%, West Dunbartonshire had 55% and Argyll and 
Bute had 50% choosing casualty as a preferr ed option. Renfrews hire had the highest percent age (26%) of 
homeless who would call an ambul ance and the other local authority' s had less than 10% who would call 
an ambul ance.(Bar Chart s 53 and 54) 
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Bar Chart 53. What the respondent s would do if they needed to see a doctor & had no GP service 
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Bar Chart 54. Showing those who would go to the casualty department if there was no GP by local authority 
area. 
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The two areas where the respondents requested for help and support were with improving self-confidence 
and with eating healthy food and these are shown by local authority areas in Bar Charts 55 and 56 below . 

Bar Chart 55. Respondents needing help or support with improving self-confidence by local authority area. 
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Bar Chart 56. Respondents needing help or support with eating healthy food by local authority area. 
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App endix. 7 - In form at ion leaflet and invitation (Phas e 3) 

The NHS Argyll & Clyde is undertaking an assessmen t of health and health care of the 
homel ess. This will serve to develop an action plan for health and homelessness , whic h 
Health Boards throughou t Scotland are required to produ ce by the Scottish Executive . 

We would like to benefit from your experience and views as health care 
providers t hrough a series of focus groups. These will be held in June 2002 
and will involve: 

❖ General Practices, Health Visitors, 

❖ Community Mental Health Teams, Addiction s Service s, 

❖ A&E Departments 

The project aims to identify issues or difficulties encountered by providers 
when caring f or t his group, as well as to assess th e healt h needs of homeless 
perso ns. An assessment of health care provide r s wi ll be carried out in J une 
2002 and its obj ect ives are : 

❖ To improve knowledge & understa nding of issues faced by local serv ices in 

providing health care for homeless persons in Argyll & Clyde. 

❖ To ident if y gaps and possible avenues to improve th e capacity of health 
ser vices to respond to t he needs of homeless persons. 
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