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Introduction 

The literature highlights a clear link between poor health and homelessness , with rough sleeping in particular , exposing 
people to severe weather, poor nutrition and access to hygiene facilities. Homelessness can worsen the health 
problems of those who already suffer from poor health . 

Estimates of homelessness in Glasgow vary and depend on the organisation collating the information although 
estimates are consistent in ident ifying approximately one-third of homeless presentations are aged under 25. Yet, 
few health services are youth-spec ific and some of Glasgow's most vulnerable and chaotic homeless people are 
likely to be marg inalised by mainstream services and have been since drop -in health service input discont inued for 
this group along with the City Centre Initiative in 2000. Young homeless people either do not value their own health or 
find it difficult to access or communicate with health professionals. 

Aim 

This study aimed to ascertain the health related issues faced by young homeless people, aged 16-25, within Glasgow 
City Centre, identifying any problems that were specif ic to gender or within the age groups 16-18, 19-21, 22-25. 

Homelessness includes rough sleeping, staying within homeless accommodation (supported and unsupported) , 
temporary accommodation, and sleeping care of family or friend s. Its results will help the Glasgow Homel essness 
Partnership (GHP) develop health services , in accordance with Scottish Executive guidelines, for young homeless 
people. The GHP has representatives from Glasgow City Council, Greater Glasgow NHS Board and the Glasgow 
Homelessness Network . 

Method 

The study consisted of four parts. 

1. The author conducted a 12-month study, whilst on secondment from the Greater Glasgow Primary Care 
NHS Trust to Barnardo 's Street Team (BST), to build up a profile of the young people BST worked 
alongside and to identify seasonal variat ions, if any, in health needs. 

2. The autho r conducted 60 semi-structured questionnaires with young people who were experiencing 
homelessness at the point of interview. 

3. The author conducted 6 individual interviews (4 male, 2 female). 

4. The author conducted focus groups with staff from othe r relevant service prov ision agencies - supported 
accommodation units and hostels as well as BST, Young Woman 's Project, and the Homeless Addiction 
Team. 

Our study did not offer financial incentives to participants . The ethics committee from the Research & Development 
Directorate, Gartnavel Royal Hospital granted approval for the study . 

Perceptions of Health 

Respondents related health to general well-being or the presence of illness. 57% felt they were quite or very healthy, whilst 
43% felt they were not very healthy and that health promotion messages were irrelevant to them. Some also related health 
directly to drug and/or alcohol use: "My drink problem is unhealthy but I've stopped taking drugs. " 

What does health mean to you? 

"/ abuse my body at the weekend and let myself recover - I don 't have a health problem. " 

"Health is very important to me now, as I need to keep my body toned, eat proper food, go to the gym etc as I have 
been neglecting my health. Health to me is looking after yourself ." 

"When you are not well. When you have got a long term health issue." 

What does mental health mean to you? 

"How you cope with things, how you cope with your past and thoughts about the future." 

"Someone who has mental health problems - feeling depressed and suicidal. Problems become worse when no 
structure to your day." 

"Need it. " 

What does sexual health mean to you? 

"/ think sexual health means like how active you are sexually." 

"Every thing, I love sex. " 



"Hate it." 

"It 's a need. " 

"Can catch viruses e.g. AIDS, Hep. C and other diseases caused by blood -to-blood contact if having unsafe sex." 

"How you go about checking /making sure you are safe from sexual diseases. " 

Common health problems 

• 27 indicated they had physical health problems, some of which they related to alcohol or drug use , or 
specific conditions such as hepatitis C. 

• 26 indicated they had a problem with their mental health, related to living in hostels, isolation from family 
and intrusive thoughts from past events. 

• 6 indicated sexual health problems, including apprehension about STl's. 

However, it is a concern that many issues were not highl ighted until the respondents had a specific list of problems 
to identify. Problems such as pregnancy, renal problems and depress ion became more pronounced, whilst: 41 % 
had recurring headaches; 29% had asthma; 28% had gastric problems; 12% had an eating disorder; and many 
female respondents had painful or no periods. Whe n prompted, 53% identified one-off, occasional or regular self
harm , includ ing a deliberate overdose , self-cutting, and/or jumping in front of traffic. Only 3 young people indicated 
self-harm as a problem when discussing mental health issues. 

The health of all individual respondents deteriorated following homelessness . They felt more susceptible to infection 
due to tiredness, poor diet , cold conditions, and moving between unhygienic hostels . Homelessness exacerbated 
depression, anxiety, feelings of anger, and propens ity to self-harm. Focus groups suggest that mental health issues 
were most common. Many had been diagnosed with personality problems but given no further help. 

Dealing with health problems 

"Would go to the GP but would tend to leave it until it got really bad. May go to A&E if problem got really bad." 

Research shows that young people do not see health as a priority. Hence it is not surprising that whilst 28% would go 
to their GP for a health problem, 43% would only seek medical advice in emergencies and 12% would either suffer or 
take alcohol or drugs instead. 30% had a changed approach to healthcare, since many had fewer friends and family 
to persuade them to seek help , were less aware of health problems following their increase in drug use , and/or were 
no longer GP-registered. Individual interviews suggest that it is the difficulty of remaining in one place, close enough 
to the same GP, which often undermines th is contact. If they do attend, many will fail to finish courses of medication , 
or not return for the test results. 

These problems are more pronounced when respondents feel they have a mental or sexual health problem . Only 39% 
stated that they would see the ir GP for a mental health problem, with 14% stating that they would not speak to anyone. 

Who would you turn to? Physical health Mental health Sexual health 

Doctor /GP 70% 39% 58% 

Friends 53% 48% 25% 

Partner 51% 42% 36% 

Parents 48% 32% 22% 

Key worker 48% 36% 19% 

A&E 41% 10% 12% 

Sibling 32% 20% 12% 

Social Worker 15% 17% 2% 

Counsellor 12% 17% 7% 

No one 9% 14% 9% 

Focus groups suggest that women discussed sexual health more, in part because there were more services available 
or more easily accessed . Physical health problems were discussed more if they were apparent (e.g. bruises, colds) 
or diagnosed in ch ildhood (e.g. asthma) than if they were associated with homelessness (e.g. weight loss) or drug 
use. Many did not think problems such as low mood were mental health issues, or did not raise them because of the 
stigma. Many had negative experiences with psychiatric services, which they felt did not diagnose their problem 
correctly , or did not offer support at times of need. 



Eating and Fitness 

Most respondents' abilities to eat healthily or exercise were constrained by cost/ lack of facilities , but also a lack of 
motivation or the consequences of alcohol or drug use. 

"Eating a balanced diet of fresh fruit, vegetables , fish and meat. " - in response to what does eating healthily, mean to 
you. 

"Doing exercises , eating healthy meals - to improve fitness. Taking vitamins if unwell. May require dietician. " - in 
response to what 

"Good food /healthy food is more expensive. It is cheaper to get chips than salad and it keeps you content for longer." 
- in response to what prevents you from eating healthily . 

Health Advice 

The responses to the advice and information needs of young people highlight the importance of prevent ion, or the 
limits to advice without help . Most indicate the importance of advice that young people in general would benefit 
from, including drug use (85%), self-confidence (81%), alcohol use (80%) contraception (70%) and sexual health 
(64%). Yet far fewer would seek advice for similar problems (e.g . 41 % for drugs and 24% alcohol) for themse lves as 
some thought that they would not act upon it, or would prefer active assistance. 

Drug, alcohol and smoking 

88% of respondents smoked tobacco . Of this: 27% smoked up to 10, 46% smoked 11-20 and 27% smoked over 20 
cigarettes per day. 84% drank alcohol. Of this: 23% drank daily, 49% drank at least once a week , and 24% drank 
once or less per month. 

86% have used cannabis , 71 % speed , 68% ecstasy, 64% (mostly non-prescribed) valium , 54% cocaine , 51 % heroin, 
49% acid, and 46% solvents . Within the last year this figure is much lower. 44% had injected themselves with drugs , 
with 46% of this number having shared equipment. 

25% had been prescribed methadone, taken as prescribed on supervised daily dispensing and 17% dihydr ocodeine 
as part of a detox programme . 

Experiences of health services 

56% were registered locally with a GP, 25% registered in the area they were brought up, and the remainder were 
struck-off or having difficulty registering . Of those registered locally, 64% felt the GP was caring and reassuring but 
36% felt that their GP was not interested in their problems. Individual interviews offer mixed accounts of other health 
services . Positive experiences include: 

• Nurses at A&E and within hospital wards were "generally pleasant" . 

• The doctors at The Brownlee were friendly and explain things to you. 

• The Glasgow Drugs Crisis Centre (GDCC) treats patients as people. 

• One respondent was registered and had a good relationship with her GP 

However, these were outnumbered by negative experiences : 

• Short-notice GP appointments were rare, with most forced to go to A&E. 

• Waiting times in A&E were too long: "I hate the waiting at A&E. I've sat for hours with blood seeping 
through a bandage and with a broken leg". 

• Attitudes of nurses and doctors were often intimidating and unsympathetic , especially when dealing with 
drugs or self-harm. 

• Hospital staff make it difficult to continue methadone treatment. 

• Doctors are too quick to dismiss mental health concerns or to section patients . 

• Delays for psychiatric treatment are excessive. 

Focus group members also highlighted problems for young people accessing services: 

• Appointments for specialist clinics take weeks or months. By this time they may have moved out-with the 
catchment area. Times for most service appointments are inflexible and don 't suit chaotic lifestyles. 

• Many are unaware of how to access services. 

• Health services (including reception) staff tend to be officious and not user friendly for young people. 
Many react to the attitude of staff and end up appearing hostile , causing exclusion from services . 

• Sexual health services tend to be aimed at women or gay/b isexual men . 



• Poor literacy skills act as a barrier to GP registration. 

• Mental health - diagnoses of personal ity disorder or relating problems to drug use were most common. 
No support alternatives were offered. Often anti-depressants were prescribed, with no offer of support or 
counselling . One focus group indicated the local Community Mental Health Team follow ing 1 a-minute 
assessment periods, with no attempt to address underlying issues, made such diagnoses , of young residents 
in the ir supported accommodation project, rout inely. 

• Young women often examined by male doctors after assault. 

• Local health centres often refuse to register people with temporary addresses. 

• Young homeless people may not be committed to addressing their problems if they only attend appointments 
after encouragement from support staff. 

• Too few services understa nd the ir age and gender specific needs. 

• Most specialist service referrals come from GPs. 

• Cum ulative dispiriting effect of services: these barriers are also appare nt in services such as social wor k, 
housing, benefits, legal services etc. 

Suppo rt staff intervention was felt helpful in reducing some of these barriers (e.g. , by providing safe, supportive 
accommodatio n or accompanying the young person to appointments) . However, this does not always guarantee 
success: "Staff had escorted a young person to the GP for assessment. The GP initially offered a three-month registration. 
By the end of the consultation this was reduced to one week because the comple x needs of the client were too 
expensive to treat" . 

Individual interviews 

Young people who participated in the individual interviews were asked to describe their experiences when accessing 
health services. There was a difficulty recruiting people for the individual interviews , mainly due to the transient 
nature of many of the group and other priorities. Many of the young people who agreed to participate further failed to 
attend for arranged interview or respond to requests to contact the author on the free phone to arrange interview. The 
author visited one hostel without prior arrangement and interviewed 2 young people who had previously agreed to 
further participation. 

• Interviewee 1: 
One of the interviewees had a lot of experience with A&E departments in the last 9 months or so - mainly as a 
result of injuries following altercations with others or self-inflicted injuries. Waiting times (6-7 hours on one 
occasion) was the biggest problem that was encountered although the security guard can be problematic . 
Although the nurses are generally pleasant there are some "whose attitudes are terrible ". On one occasion 
this resulted in the police being called because the young person reacted in the same manner as the nurse. 

• Interviewee 2: 
Anothe r didn 't feel he had any problems with health services despite being unable to register with a GP 
because of long term rough sleeping. Waiting times was again a problem at A&E departments. 

On one occasion admitted to hospital with a DVT. Discharged self as wasn 't prescribed methadone - due to be 
commenced the day after admission. Eventually persuaded to return by friends, family and support workers 
and assurances that methadone would be prescribed. Eventually discharged with a course offragmin injections 
to be taken daily. Not registered with a GP and unable to access treatment room nurse. Had to self-administer 
and store the equipment , which was problematic since still rough sleeping at the time. No other problems 
during admission - staff were fine and he had a bed for a couple of days. 

Left A&E on another occasion when attended with a painful and swollen knee. Left in a room for hours so "walked". 

"I would hate to think it was because I was homeless , as it was nothing to do with drug use." 

• Interviewee 3: 
I've had a lot of contac t with health services - both mental health and general hospitals . 

The Brownlee is excellent - they treat you well , the doctors will have a laugh with you , they explain things to you 
and even shout cheerio when you 're leaving. 

I will always use the GDCC because they also treat you as a person. I've also used the doctor at Base 75 but 
only go there during the day now as it brings back bad memories when I go in the evening. 

I was in the GRI and had to fix my own bed whereas others didn 't. I decided to discharge myself but the doctor 
threatened to section me. I told him to go ahead but the other doctor said they couldn 't section me because I 
had self-harmed before so I was allowed to go . It was the way they treated me that made me want to leave. 



I was admitted with a chest infection once when I was sleep ing rough. I wasn't talking to the nurses - they 
would bring me my methadone and I would just take it and not say thanks or anything because "I had no 
thanks to give them" . 

Attitudes are bad . I was admitted to hospital with a swollen knee and the doctor didn 't know whether to 
operate or not. I wanted to discharge myself and go to the GDCC. The nurse just kept saying I would need to 
see the doctor and: 

" ... it was a stupid thing you did in the first place anyway. If you hadn't done it in the first place you wouldn't be in 
this situation ". 

They keep me wait ing till the end in the waiting room. The nurse shouts you in first and you get verbal from her 
- when they shout your name you can tell what they think of you - they say why did you do this? You're just 
wasting people's time etc. They've got no sympathy at all. 

I was admitted to Gartnavel once under section. I tried to run away and the nurses chased me. I slammed a 
door shut while try ing to run away and one of the nurses ran into it. I was caught and taken to a room and 
restrained and threatened with the head doctor for hurting one of the nurses. The nurse came in and shouted 
at them to get off me, as it was an accident. The doctor came in the next day and said he had been told to put 
a 28-day section on me but he refused because of the way I had been treated . He made them give me my 
trainers back. He wanted me to stay overnight but I refused and left. 

I've self-harmed a lot and been to the hospital. I've been referred to psychiatrists. Once when in hospital the psychiatrist 
came and asked if I had tried to kill myself. I said "no", sarcastically, and he then said "we// you are free to go. " 

I went once with a member of staff from Link-up. The doctor who was stitching my wound was being very 
rough and pulling my skin when inserting the stitches. The worker told the doctor he wanted another docto r 
and there was no need to treat me in this way. They have no time for self-harmers . 

I've never been offered any help with regards to the self-harm even though I've been to the hospital at least a 
dozen times after overdosing , cutting myself or swallowing razor blades. 

I was sectioned another t ime in the RAH in Paisley. I was 'rattling ' (withdrawal symptoms) at the time and wasn't 
getting methadone. I ran out the ward and was chased by a male nurse. He was calm and caught up with me 
and tried to persuade me to come back, but I was frightened after my last experience . He said he would try and 
get me methadone but I couldn 't go back . I said why should I go back when no one would listen to me. He 
didn 't stop me even though he could have. He listened to me. He told me the police would have to be notified 
but when they came they made sure I was all right and didn 't force me back, based on what that guy had said. 

I also attended there once after cutt ing deeply into my hand. The nurses were good there and kept telling me 
not to worry that they would fix it up . They gave me a card to return. 

I was admitted to psychiatric hospitals and referred to psychiatrists but never referred on for counselling , until 
recently, despite starting to self-harm when I was ten years old. 

• Interviewee 4: 
I've been in Leverndale - you can 't get much peace with people talking to themselves but I would like to go 
back there if that makes sense . You can't talk to the nurses because they write everything down and other 
people find out what you have said . I saw about 3 or 4 different doctors . 

I've tried to get back into hospital for help but they just keep saying there are no beds , even when referred by 
my doctor, so I just go back to normal life. I've sat waiting for two and a half hours to be told no. My brother gets 
in no problem because he hears voices - is that what I have to do to get in. 

I self-harm and now have to phone the Samaritans for someone to listen to me - its normally an old lady I get 
who talks down to me as if I'm a wee wean, which makes me more depressed. 

I hate the waiting at A&E. I've sat for hours with blood seeping through a bandage from a cut and with a broken 
leg . I couldn 't stop the bleeding - I know they are busy but they can 't just leave you to bleed . 

There was once I was waiting for ages in A&E and just left for a couple of hours and got some cider. I went back 
and was seen within half an hour - they didn 't know I had been away. 

I've been in overnight a couple of times - once with a head injury and once after I jumped in front of a van. The 
nurses were great and would get you a CPN if you needed one . 

• Interviewee 5: 
I've got no good experiences of health services . It's a struggle trying to get a CPN - I didn 't like the experience 
once I got an appointment. You also wait for hours in casualty and then when you get seen the attitude of most 
of the doctors stinks. They get dead impatient. They ask if you have any drug problems and that's it, you know 
what I mean, murder. 



On one occasion it took hours to be assessed and admitted to a psychiatric hospital after referral. I was 
referred to one hospital and waited. I was told there were no beds then referred to another and waited then told 
to return to the first to be assessed. I then returned to the first and waited to be assessed then told I would have 
to be transferred to the other hospital for admission. I would never have managed it if it weren't for BST 
supporting and escorting me. It must have cost them a fortune in taxi fares and took up two different shifts of 
workers due to the waiting and transferring to and fro . 

• Interviewee 6: 
My experiences have been humiliating . I was referred up to A&E from my GP with internal bleeding and had to 
wait for 4 and half hours . I have fainted twice in such circumstances and told to walk through for treatment. Two 
and half hours is my shortest t ime I've had to wait. 

You are normally seen by a nurse first before being sent out to wait for a doctor and then eventually sent to the 
ward where you have to wait again. 

I was seen by a doctor in casualty who queried why he was given to me - he said he didn't have the experience 
and I wou ld have to wait for a gynaecologist. 

Their attitude is poor especially if your injury is not visible . The nurses are fine once you are in the ward. 

I normally have the humiliation of getting an internal examination - a male more often than not. They say not to 
worry but it's difficult because you feel rotten - regard less of how many baths you've had or how many times 
you 've changed your sanitary towels. 

Sometimes the wait is less when my GP refers me straight to the ward - it cuts out the waiting at A&E. 

I have a good relationship with my GP since moving to current supported accommodation. I reg istered with 
the local health centre. You always see the same GP who will listen to you and appears to understand the 
needs of young people. 

Improving health service provision for young people - what can be done? 

Youth Specific Services 

39% would be more likely to use a GP service specifically for young people but 12% felt the opposite. The remainder 
were unsure/ambivalent. Focus groups suggest that it would be more realistic to help young homeless people use 
mainstream services, using young people to develop or reshape service delivery. 

Mobile health services 

Some were concerned at the lack of confidentiality in waiting rooms and would use health services more if staff 
visited their hostel/supported accommodation. Focus groups highlight the benefit of a mobile service visiting 
accommodation units since many young people move around the city and lose contact with GPs. 

One-stop shop 

Some highlighted the need for information on benefits , accommodation and health in one building. Focus groups 
identified the need for collaboration between agencies - rough sleepers or those in temporary accommodat ion 
cannot be actively engaged if their priorities are with benefits and drug support . 

Advocacy 

Some indicated the benefit of being accompanied to use services , or for some peer-group support; a young person 
within mainstream services to advocate on their behalf. 

Staff Attitudes 

Most highlighted the importance of understanding the reasons that young homeless people behave the way they do . 
They should listen and spend more time with patients rather than just give out prescriptions . 

Waiting times/opening hours - Most wanted shorter times between appointments (especially for counselling services) , 
and a service to visit or contact out of hours as an alternative to A&E. 

Prevention 

Two groups indicated that too many services were geared towards crisis intervention and helping people already 
homeless , rather than prevention work. 



Conclusion - What does a service have to be like for a young person to use? 
0 Informal, flexible, non-judgemental and user-friendly, employing staff that are enthusiastic and experienced. 

0 A drop-in facility, involving a range of services, with an outreach service and the right atmosphere . 

0 Young people should be involved in the development and maintenance of services . 

0 An escort from staff improves the chance of young people accessing health services. 

0 Areas of good practice include The Sandyford - The Place, a counsellor working part-time in a drop-in area 
of supported accommodation; the nurse at the Big Issue; some maternity services for marginalized people 
and the GDCC, especially when treating people in emergencies . 

The new services that have been developed and the expans ion of other health services for the homeless popu lation 
will address some of the barriers experienced by young people in the study. 

Recommendations 
• Review recording mechanisms of service providers to give a more accurate account of the homeless population, 

wh ich in turn will allow more accu rate planning for future service provision. 

• Further monitoring of the health needs and behaviours of the most chaotic and vulnerable young people to 
address unmet needs and encourage integration into service prov ision. 

• Health providers need to be aware of the lack of maturity of some you ng people and their ability to express 
their needs to health assessors . 

• Services specifically targeting young people who self-harm would be necessary to assist young people to 
address this behaviour and underlying issues with specialist provision created to allow meaningful follow up. 

• Review of specialist mental health service provision to ensure ease of access and a pro-active outreach model 
would be required to engage with young people experiencing homelessness . 

• Counselling services within a flexible and accessible service is recommended , with specific attention paid to 
open access youth specific sessions within new specialist provision. 

• Advice and training on the management of behaviours associated with mild/moderate personality disorders 
would be useful for many voluntary sector agencies - this would require an audit of the knowledge of the 
agencies and the gaps. 

• Review of existing protocols should be instigated for best practice in relation to ongoing drug use within 
supported accommodation units . 

• The high level of drug use within the looked after and accommodated group is note worthy and warrants 
further investigation and action to address within the local authority setting . 

• Potential development of liaison A & E posts to divert those using A & E to specialist homeless health services 
needs to be monitored to improve follow up for those who present. 

• Potential increased role for pharmacists as a health educator for those using pharmacies for needle exchange , 
methadone and advice . 

• Monitoring of the GP dedicated service to the homeless population to review effectiveness with young people. 

• Wider dissemination of information on available services is required. 

• Adolescent psychiatric provision for this client group should be improved with additional resources aimed specifically 
at the difficult to manage transient unsupported homeless young person, often with a history of self-harm. 

• There is a need for additional resources targeted at mild to moderate and co-morbid services for this client group . 

• Review of sexual health services for young people involved in sex working with particular emphasis on young males. 

• Development of a pro-active outreach model to engage directly with young people and bring them back into 
mainstream services. 

• Further investigation as to how best develop services to meet the needs of young people experiencing 
homelessness within Glasgow. 

• Ongoing education to health service providers to raise awareness of the health needs of the target group . 

Full report by Neil Thomson with key points and recommendations identified with assistance of Alice Docherty and summar ised with assistance of 
Paul Cairney. 

For further information or a copy of the full report please contact: 
Daljeet Dagon Phil White 
Barnardos Street Team Greater Glasgow Health Board 
243 St. Vincent Street Dalian House 
Glasgow 350 St. Vincent Street 
G2 SOY Glasgow 
0141 243 2393 G3 8YU 
0141 201 4444 








