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Abstract

‘Specialist Scheme’ models of health care provision have been set up in order
to facilitate better access to health care for marginalised groups. One such
scheme operates at Merchants Quay Ireland which aims to address the health
care access needs of homeless people. Through the utilization of one-to-one
interviews with service users, health care staff and policy makers, this study
assesses the model in terms of (a) how and whether the special scheme
addresses the primary health care needs of homeless people and (b) the gaps
in service provision that exist in both the special scheme service and broader

mainstream services.

Findings demonstrate that access to primary health care is greatly enhanced
as a result of the ‘Specialist Scheme’. However gaps in services were found
to persist at the level of primary and secondary care and in particular for
clients who present with complex needs. Issues around discharge planning
and follow-on care continue to present challenges for the provision of primary
care to homeless people. Study findings are used to identify best practice in
primary care access for homeless people in the context of the National

Primary Care Strategy.

Homelessness; Primary Care Access; Best Practice

Disclaimer

This report was funded by the Combat Poverty Agency under its Poverty
Research Initiative. The views, opinions, findings, conclusions and/or
recommendations expressed here are strictly those of the author(s). They do
not necessarily reflect the views of the Combat Poverty Agency, which takes
no responsibility for any errors or omissions in, or for the accuracy of, the
information contained in the Working Paper. It is presented to inform and
stimulate wider debate among the policy community and among academics
and practitioners in the field
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Section 1: Introduction

1.1 Background to the Project

The aim of Government Health Care policy as set out in Quality and Fairness
and in the Primary Health Care Strategy is to have equitable access to health
care for all. In terms of ensuring access for particularly marginalised groups,
such as homeless persons, drug users, Travellers etc., the traditional
approach has emphasised integrated service provision whereby the health
needs of the target group are met by existing mainstream or generalist
services (i.e. their healthcare is integrated with general population healthcare).
Yet marginalised groups find it difficult to access mainstream services which
are often criticised for inflexibility. More recently some ‘Special Schemes’
have been developed for marginalised groups. The focus of the Special
Schemes model is on advocating on behalf of the target group for access to
mainstream services on an integrated basis and providing direct transitional

primary health and social care services.

One such Special Scheme is the multi-disciplinary primary health care service
for homeless persons operated by Merchants Quay Ireland (MQI) in
partnership with the Health Services Executive (HSE). The core aims of this
study are to carry out an assessment of the effectiveness of that service in
addressing the primary health care needs of homeless people and in
improving access to mainstream services for this group. In so doing it will
document best practice in making primary care accessible to the target group
and will contribute to a greater understating of homeless people’s health

services access needs in the context of the National Primary Care Strategy.

More specifically, the objectives of the study are:

e To profile the background, and health care needs of homeless persons
availing of the Primary Health Care Service at MQI

e To see if the service is attracting the target group and is effectively
addressing their health care needs

e To examine the strengths and weaknesses of the ‘special services’ model

of health care delivery
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e To examine the links between the specialised service and generalist
service providers with a view to exploring whether the service provides a
pathway towards inclusion in generalist service provision, or if it tends to
marginalise and ghettoise homeless service users by leaving generalist
providers ‘off the hook’

e To document the uptake of mainstream primary care services by those
using the existing services related to the primary health care needs of
homeless people and identify gaps in statutory and voluntary services

e To investigate any issues and barriers for the service users in accessing
mainstream services

e Toinfluence policy development regarding accessibility of primary care

services for homeless people.

1.2 The Primary Health Care Unit at Merchants Quay Ireland
MQI in partnership with the HSE run a primary health care unit for homeless

people at the premises on Merchants Quay in Dublin. The service is primarily

nurse-led, and also has a GP, a dentist, a counselor, and a chiropody service.

It is located in close vicinity to the needle exchange service and facilitates a

shared care, low threshold model for working with clients’ general health

needs and/or those who are engaged in both unsafe injecting and sexual risk

behaviour. In addition to these services, an acupuncture service is also

available at the project. Key to the model of working is making primary care

services accessible to the target group, and advocating on behalf of clients for

referral to mainstream services. The table below presents the number of

visits to each of the services including the needle exchange service during the

year 2006.

Table 1.1 Visits to MQI Primary Care Services and Needle Exchange -

2006

Nursing | Counselling | Dental | GP Chiropodist | Acupuncture | Needle
Staff Service | Service Exchange
3,228 300 500 940 100 324 39,460

Source: Merchants Quay Ireland Annual Report, 2006.

The Primary Health Care Unit and needle exchange are within close proximity

of the Open Access Homeless services at MQI. The Open Access service is
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a drop-in service offering a range of interlinked services meeting the day-time
needs of clients with the twin purpose of minimizing harm associated with life
on the streets and offering clear pathways towards settlement and
reintegration. The MQI primary care service is linked in with a primary care
network and state support services that are particular to Dublin. These are
set out in Appendix 1.

1.3 Structure of the Report

Section 2 reviews the literature in relation to the health issues and health
services access issues experienced by homeless people. It examines these
issues in the context of a broad concept of health that encompasses health
and well-being. Key policy documents relating to both homelessness and
health are also examined. Section 3 presents an outline of the methods
employed in the study and is followed by Section 4 which details participating
service users general profile, housing status, and drug and alcohol use, along
with an examination of associated risk behaviour. Section 5 presents
participants feedback regarding self-reported physical and psychiatric health
status, while Section 6 explores service users perspectives of service
provision in both specialist and mainstream settings. Following this Section 7
explores the issue of service provision from the perspectives of health care
providers. The report concludes in Section 8 with an identification of best
practice in health care access for homeless people based on the report’s

findings.
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Section 2: Literature Review

2.1 Homelessness and Health

People living in poor social and economic circumstances become sick more
often and continue to die younger. Homeless people are one such group of
people who experience extreme forms of poor social and economic
circumstances. The link between homelessness and health is well
established although national and international literature demonstrates that
poor health can be both a precursor to as well as a consequence of
homelessness (Holohan, 2000, Quilgars & Pleace, 2003). In comparison to
general population statistics, higher rates of mortality and morbidity have been
found among homeless persons in cities throughout the world (O’Connell,
2007; Bond et al, 2004). Mortality rates have been found to be three to four
times higher than housed persons of the same age. While the literature
presents evidence that homeless people suffer worse health than the general
population, it also warns against generalising health characteristics and need
among the homeless population as they are a diverse group (National Health
Scotland, 2002).

2.2 Defining Homelessness

There is no universal definition of homelessness. In Ireland the legal
definition of homelessness is set out in the Housing Act 1988. It is as follows:
A person shall be regarded by a housing authority as being homeless if —

(a) there is no accommodation available which, in the opinion of the authority,
he, together with any other person who normally resides with him or who
might reasonably be expected to reside with him, can reasonably occupy or
remain in occupation of, or

(b) he is living in a hospital, county home, night shelter or other such
institution, and is so living because he has no accommodation of the kind
referred to in paragraph (a), and he is, in the opinion of the authority, unable

to provide accommodation from his own resources.

10
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Some authors have argued that this definition is far too narrow and does not
take account of experiences of homelessness that are not easily visible such
as people residing with friends or family, in overcrowded situations, or at risk
of homelessness when leaving an institution for example. In order to broaden
the definition of homelessness O’Sullivan outlined three categories of
homelessness which are (1) visible homelessness, (2) hidden homelessness,
and (3) at risk of homelessness. The author points out that it is important to
broaden the definition as the size of the homeless population will depend on
how we define the concept of homelessness and this in turn will determine the

policy responses to the situation (O’Sullivan, 1996:5).

2.3 Extent of Homelessness

2.3.1 National

Under the Government's Integrated Strategy on Homelessness (2000) each
local authority is now required in conjunction with the Health Boards and
voluntary bodies, to draw up a city or county level plan for addressing
homelessness. In meeting that objective local authorities have been given the
responsibility for carrying out homeless counts in their catchment areas,
based on the legal definition set out. Figures from the most recent all Ireland
count (2005) demonstrate that there was a total of 2,339 homeless individuals
in the country, 70% of whom reside in Dublin, the capital city. It has been
argued that these national assessments lack important detail such as
information on age, marital status, family formation, nationality, health status
and source of income (Focus Ireland et al, 2003). These details are

particularly important in terms of policy making and service planning.

2.3.2 Dublin: Number and Profile of Homeless People

A count of homelessness in Dublin is carried out every three years. The most
recent figures recorded in the 2005 count demonstrated that there were 2,015
homeless adults (1,552) and child dependents under 18 years (463) in Dublin
(see Wafer, 2005). This computed to a 19 per cent decrease in the total

number of homeless households® from the previous homeless count carried

! Households is used to refer to single persons as well as those family members who normally
reside together (Wafer, 2005)

11
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out in 2002. In the 2005 count, 63 per cent of respondents were male, and
the majority were in the 26-39 age group (46 per cent) followed by those in the
40-64 age group (32 per cent). A picture of long-term homelessness emerged
where the highest percentage of people counted were out of home for more
than 36 months (43 per cent, n=467).

A changing profile within the homeless sector has more recently been
highlighted in Irish literature where growing numbers of migrants are
presenting to homeless services, particularly within the Dublin area (Bergin &
Lalor, 2006; O’Sullivan, 2007). The literature points to the need for
adaptations within services to ensure that they have the capacity to provide

support to migrant groups.

2.4 Social Determinants of Health

The wide and complex range of factors which determine health demonstrate
how health is an issue for all public policies and service sectors. The
Dalghren and Whitehead model (1991) of health determinants illustrates the

need to think about good health in broad terms.

Fig. 2.1 Social Determinants of Health (Dalghren & Whitehead, 1991)

National and international literature profiling homeless people consistently
demonstrates that this group have high levels of unemployment, low levels of
education, and high levels of dependence on state benefits (Feeney et al,
2000; Smith et al, 2001; NHS Argyll & Clyde, 2002; Adcook, G., 2003; Corr,

12
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2003; Lawless & Corr, 2005, among others). Homeless people experience
health inequalities according to a range of factors and not only due to a lack of
appropriate housing. This will inform a broader understanding of the health

issues set out below.

2.5 Health Issues of Homeless People

2.5.1 Acute and Chronic Physical & Mental Health Issues

Homeless adults contend with both acute and chronic physical conditions
(McMurray-Avila et al, 1998). About two thirds of the physical problems
homeless people present to primary health care sites are acute in nature.
These include upper respiratory tract infections due to exposure to the
elements and crowded shelters; trauma due to life on the streets; minor skin
ailments due to exposure to the elements, shelter conditions, lack of hygiene,
and foot problems associated with inappropriate footwear and long periods of
walking (Holohan, 1997). The other third are chronic in nature. These include
seizures, chronic obstructive pulmonary disease, arthritis and other
musculoskeletal disorders. Hypertension, gastrointestinal diseases, vascular
disease, diabetes, anaemia, and TB are also prevalent and are found to be
often inadequately controlled or undetected for long periods of time as a result
of being homeless (Hwang, 2001). European-wide statistics demonstrate that
dental health among homeless people tends to be below the norm for the
general population and research suggests that this type of care is particularly
difficult to access for homeless people (Feantsa, 2005). Poor mental health
such as depression, schizophrenia, personality disorders and anxiety
disorders have been found to affect between 30 per cent and 50 per cent of
the homeless population internationally (Warnes et al, 2003, Rowe, 2003).
McKeown (1999) estimated that there were about 1,500 people in Ireland who
are both mentally ill and homeless. Along with the constant unrelenting
demands to source safety and shelter, factors compounding the risks
associated with mental iliness include long term homelessness, and alcohol
and/or drug use (Crisis, 2003, O'Neill et al, 2007; Holohan, 1997).

13
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A number of cross-sectional studies have been carried out with homeless
people in Ireland over the last ten years. These studies have found high rates
of acute and chronic physical disease among adult homeless populations
(Holohan, 1977; Feeny et al, 2000) along with high rates of mental health
complaints (Feeny et al, 2000; Hourigan & Evans, 2003). Mental health
issues among a sample of homeless women were also found to be high
(70%), half of which was found to be untreated (O’Brien, et al 2000). Links
between long term homelessness and deteriorating health status have been
found (Holohan, 1977), as have associations between accommodation and
health issues, Feeny et al (2000) noted that health complaints among hostel
dwellers were associated with lifestyle risk behaviours, including alcohol use,
drug use, and poor diet. The detrimental effects on the physical and
emotional development of children living in temporary, unsettled or
overcrowded accommodation has also been demonstrated (O’Brien et al
2000). Similarly, associations between rough sleeping and poor health status
are well documented and are not only due to coping with the elements, but
also as a result of the constant threat of violence, and risk behaviours
associated with the high levels of drugs and alcohol use found among this
group (Griffiths, 2002; Lawless & Corr, 2005). Street based sex workers are

also particularly vulnerable to poor health (Rowe, 2003)

Although causal relationships between homelessness and health cannot be
determined from these studies the data generated demonstrates the high level

of need for accessible health and social care services.

2.6 Access to Primary Care

The nature of homeless people’s lives means that they invariably have a
range of health care needs. But their personal circumstances are such that
they are often the least able to attend to these needs through traditional
medical services (Rowe, 2003). Even where they have rated their health as
poor homeless people may not be any more likely to use health services,
perhaps indicating that something beyond simple recognition of health need is

required for services to be used by this group (Holohan, 1997).

14
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The barriers to primary care services experienced by homeless people are
well documented and are often found at both the individual and structural
level. The lack of flexibility in the healthcare system to address the mobile
lifestyle of homeless people has been identified as major barrier for this group.
Institutional barriers such as opening hours, appointment procedures, and
location of services in primary care settings and in hospital departments have
all been identified as presenting access difficulties for various groups of
homeless people (Griffiths, 2002). In an Irish context in particular catchment
based mental health services present obvious difficulties for this transient
population. Co-occurring mental health problems and substance abuse
problems can complicate the pathway towards mental health treatment
(McKeown, 1999). Similarly, difficulties obtaining a medical card due to the
lack of an address, full GP medical card lists, and as a result of experiences of
negative attitudes to the target group present barriers for homeless people
(Holohan, 1977). Homeless drug and alcohol users have been found to
experience difficulties accessing appropriate services due to an insufficient
amount of services and resulting long waiting lists (O’Sullivan, 2007; Lawless
& Corr, 2005).

The literature also points out that homeless individuals themselves often do
not prioritise their health which also acts as a barrier to accessing health care
(Griffiths, 2002). Homeless people may face more immediate ‘survival’ needs,
such as food and shelter, which can mean that all but the most pressing

healthcare needs are ignored (Quilgars and Pleace, 2003).

Literature from the UK and Ireland has highlighted how poor access to primary
care services has also been found to have a direct impact on other health
care services, with an increased likelihood of people using A&E as a
surrogate for a GP (Crisis, 2003, Griffiths, 2002, Holohan, 1997). This often
means that homeless people are not getting timely and appropriate care and
has extra cost implications for hospital services (Griffiths, 2002; Crane and
Warnes, 2001).

2.7 Irish Policy Context

15
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2.7.1 Health

Inequalities in health and health services access have been recognised at
national policy level (Department of the Taoiseach, 2006 and 2007;
Government of Ireland, 2007) and targets have been set out to address these
issues. Two key health strategy documents that reinforce the policy
commitment to meet these targets are the Health Strategy, Quality and
Fairness: a Health System for You, (2001), and Mental Health Strategy A
Vision for Change (2006). These documents include actions aimed at
improving the health of homeless people and drug users by delivering existing
national strategies such as Homelessness — An Integrated Strategy (2000),
and the National Drugs Strategy 2001-2008.

2.7.2 Primary Care Strategy

In 2001 the Government document Primary Care, A New Direction was
published which set out policy concerning the roll out of primary care as a key
component of the Government’s Health Strategy “Quality and Fairness A
Health System for You”. Equity is one of the key principles of the National
Health Strategy and is taken to mean that health inequalities are targeted and

people are treated fairly and according to need.

The definition of health in the National Health Strategy is adopted from that
used by the World Health Organisation which states that health is,

a complete state of physical, mental and social well-being and not merely the
absence of disease of infirmity.... A resource for everyday life, not the
objective of living; it is a positive concept emphasizing social and physical

resources as well as physical and mental capacity.

Primary Care is defined as an “approach to care that includes a range of
services designed to keep people well, from promotion of health and
screening for disease to assessment, diagnosis, treatment and rehabilitation
as well as personal social services. The services provide first-level contact
that is fully accessible by self-referral and have a strong emphasis on working

with communities and individuals to improve their health and social well-

16
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being.” The policy document argues that a properly integrated primary care
service can lead to better outcomes, better health status, and better cost-
effectiveness, particularly as it aims to reducing the current reliance on the
hospital A&E and outpatient departments. It also states that primary care
should be readily available to all people regardless of who they are and where
they live. Specialist primary care services for specific groups are referred to in

the document but details of how these will operate are not set out.

2.7.3 Homelessness Policies

In the Government’s policy documents Homelessness — An Integrated
Strategy (2000), The Homeless Preventative Strategy (2002), and The Youth
Homelessness Strategy (2001) it is recognised that the issue of
homelessness is complex; that being homeless is not only an accommodation
issue, but that health, care and welfare, education and training, and
prevention all need to be addressed simultaneously if homelessness is to be

tackled effectively.

17
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Section 3: Methodology

3.1 Study Design

Quantitative and qualitative methods were employed in this study. A client
guestionnaire was compiled and administered, and one-to-one semi-
structured interviews were conducted with health professionals and policy

makers.

3.2 Data Collection

3.2.1 Sampling Strategy. A convenience sample was employed, involving
32 clients who avalil of the primary care services at MQI. Of those interviews 2
surveys were deemed incomplete and as a result the total number of
questionnaires utilised was 30. The criteria for inclusion in the project was
that participants were currently homeless (using a broad definition employed

in this study) and access the primary health care unit at MQI.

The sample size in this study is small and consequently it should be noted
that inferences to the MQI client group more generally, nor to the homeless
population in Dublin or nationally can be made from the findings that have
emerged.

In terms of recruiting service providers for participation in the study it was
decided to interview five health care providers who work out of MQI, and five
additional interviewees, either health care providers in mainstream settings or

policy makers to provide perspectives.

3.2.2 A client questionnaire was designed to gather both quantitative and
qualitative information. It was decided that using a quantitative approach with
service clients would facilitate comparisons between this and other cross-
sectional studies in the literature. A demographic profile of the survey
participants was gathered along with information concerning alcohol and drug
use, risk behaviour, sexual health, use of mainstream health services and

barriers to same. An assessment of service provision at MQI explored the

18
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degree to which respondents were aware of and used the services at MQI,
along with an assessment of clients’ attitudes concerning the accessibility of
the services across a range of measures. Throughout the questionnaire
provision was made for additional comments and responses that participants
wished to include.

Payment of Respondents: Respondents were given €15 as an

acknowledgement for their time given to the research process.

3.2.3. One to one semi-structured interviews were carried out with service
providers. The semi-structured approached allowed for flexibility in the context
of a number of differences among the service providers who participated.
Each of the health professionals interviewed who provide services at MQI,
worked different hours each week, provided different services and supports,
and while some were direct employees of MQI, others provided in-reach
services that were funded directly by the HSE. The flexibility of the semi-
structured approach also meant that it facilitated the inclusion of health
professionals/policy makers who were not based at MQI. A total of ten one-to
one interviews were carried out, five with staff working in the MQI Primary
Care Unit and five with mainstream healthcare providers and/or policy

makers.

The one-to-one interviews with service providers examined a range of service
issues relevant within the special services setting and for the delivery of
mainstream health services. Interviews were approximately one hour in

duration and were structured around the following key areas:

e Existing policy and practice in working with people who are homeless

e The perceived capacity of existing services to work with homeless people
and drug users

e The issues surrounding health care provision for people who are homeless

e Gaps in health care policy that impact on homeless people

19
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3.3 Data Analysis
The quantitative data collected was entered into SPSS, the Statistical
Package for the Social Sciences which was utilized for the analysis of the

survey data.
The qualitative data gathered from service providers and policy makers were

analysed with the assistance of the Nud*st 6 software package. The

interviews were analysed thematically.

20
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Section 4: Client Profile

4.1 Introduction

This section will present background details of the 30 participants who took
part in the study. This section is divided into four main sub-parts which will set
out key issues in relation to their socio-demographics, housing status, drug
and alcohol use, and an examination of both injection and sexual risk

behaviour.

4.2 Socio-demographics

4.2.1 Gender, Age & Family Status

Male participants made up 77 per cent (n=23) of the study sample. In terms
of age most of the sample were in the 26-39 years age group (43 per cent,
n=13) and 37 per cent (n=11) were in the 40 — 64 years age category. The

graph below demonstrates the findings.

Figure 4.1 Age Profile

45%
40%
35%
3026
25%0
20%
15%
10% -

5%

0%

20 yrs or less 21-25 yrs 26-39 yrs 40-64 yrs

N=30

The majority of respondents were single (60 per cent, n=18), and a further 20
per cent (n=6) were living with a partner. 3 per cent (n=4) were separated,
one person was married (3 per cent), and one person was divorced (3 per

cent).?

2 This study did not have the resources/capacity to produce questionnaires in languages other
than English, or to recruit interpreters, and as a result it was not possible to include non-
English speaking clients in this study who were accessing the primary care service at MQI.
This will have had an impact upon the findings reported here.

21
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4.2.2 Country of Origin & Ethnicity

The majority of respondents (83 per cent, n=25) were from the Republic of
Ireland. Of those who responded to a question on ethnicity (N=27) 96 per

cent (n=26) identified themselves as white and one respondent (4 per cent,
n=1) reported that they were a member of the Travelling community.

4.3 Housing Status

4.3.1 Main Place Stayed Last Month

Emergency accommodation was identified the most often (37 per cent, n=11)
as the main place that respondents stayed in the last month. Rough sleeping
(17 per cent, n=5), B&B accommodation (17 per cent, n=5), and long term
hostel accommodation (17 per cent, n=5) were identified as the second most
frequent ‘main places’ stayed in the last month. One participant identified

transitional housing (3 per cent, n=1). The remaining 10 per cent (n=3) stated

‘other’.
Table 4.2 Main Place Stayed Last Month
cent
Emergency Accommodation 11 | 37%
Rough Sleeping 5 17%
B&B Accommodation 5 17%
Long-Term Hostel Accommodation 5 17%
Transitional Housing 1 3%
Other 3 10%

4.3.2 Length of Time Homeless
The majority reported being currently homeless for more than 36 months (65
per cent, n=17), while only two people (8 per cent) reported being homeless

for under six months.

4.4 Drug & Alcohol Use
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4.4.1 Current Alcohol Use

When asked how long ago they had consumed alcohol, 40 per cent (n=12)
replied ‘in the last week’. Over one quarter of the sample (27 per cent, n=8)
reported that they would consume alcohol in a typical week, each of those
reporting that they would consume alcohol on a daily basis. Analysis revealed
that over one quarter also (27 per cent) drank over the recommended weekly

limits of alcohol consumption®.

4.4.2 Current Drug Use*

Table 4.2 below sets out detail of participants reported current licit and illicit
drug use. 23 (77 per cent) respondents reported current licit® drug use and 25
(83 per cent) respondents reported current illicit drug use. A total of 70 per
cent (n=21) of the sample reported they were currently using both licit and
illicit drugs. Four respondents (13 per cent) out of the total study sample did

not report using either licit or illicit drugs.

Table 4.3 Current Drug Use

Current Drug Use | n Per

cent
Licit Drug Use 23 77%
lllicit Drug Use 25 83%
Both Licit and lllicit Drug Use 21 70%
N=30

87 per cent (n=26) of the total study sample reported that they were using
prescription and/or non-prescription drugs during the four weeks prior to
interview. The most commonly used drug in those 4 weeks prior to interview
was heroin (70 per cent, n=21). This was followed by the number of people
who reported using methadone (60 per cent, n=18). All 18 respondents who

reported using methadone were receiving it on prescription. The mean

® The recommend weekly units of alcohol consumption are 14 for women and 21 for men.

“ Current Drug Use refers to use ‘in the last four weeks'.

® Licit drugs here are inclusive of any drugs that are available on prescription, which are inclusive of
methadone, sedatives/tranquilisers/anti-depressants, and steroids. Tobacco use and alcohol use are
not included here.
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amount of methadone prescribed to participants per day was 68 millilitres.

Table 4.3 details participants’ current drugs of use.

Table: 4.4 Current Drugs Used
Prescription Drugs n Per
cent

Methadone 18 60%
Sedatives/Tranquilisers/Anti- 10 33%
depressants

Other 9 30%

Non-Prescription Drugs

Cannabis 17 57%
Ecstasy 3 10%
Heroin 21 70%
Cocaine Powder 10 33%
Crack 0 0%
Hallucinogens 0 0%
Amphetamines 0 0%

4.4.2.1 Polydrug Use®

There was a high level of polydrug use found among the study sample. Ten
respondents reported currently using four different drug types. One third of
the total sample (n=10) reported using both heroin and cocaine powder. All of
the respondents who reported being on prescription methadone (n=18) also

reported using one or more other drug.

4.5 Risk Behaviour

4.5.1 Current Injection Use and Practices
Twenty-two respondents (74 per cent) reported that they had ‘ever’ injected
their drugs, and nearly two thirds of the sample (n=19, 63 per cent) reported

‘current’ injection drug use (i.e. use of injection in the last four weeks). Poor

6 Polydrug use is the concurrent use of more than one drug.
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injection use related practices were reported by a high percentage (58 per
cent, n=11), and 53% of injectors reported experiencing difficulty finding an
injection site. A minority reported involvement in injection sharing practices
(26 per cent, n=5), but over half reported injecting alone (59 per cent, n=10) a
practice which increases risk of fatal overdose.

4.5.2 Sexual Risk Behaviour

40 per cent of participants (n=12, 10 men and 2 women) reported being
sexually active at the time of the study and over half of them (58 per cent,
n=7) were also current drug injectors. Half of those who were sexually active
(50 per cent, n=6) stated that they had a regular sexual partner and 2 (17 per
cent) reported having more than one sexual partner in the last 3 months, both
of those respondents being male. Three respondents (2 male, 1 female)
reported not using any contraception. Five respondents from the total sample
(17 per cent) reported having had an Sexually Transmitted Infection (STI) at
some point in their lives, and only one reported having had an STl in the last

year.

4.6 Summary and Conclusions

The profile of the target group demonstrates that the majority are male,
between the ages of 26 and 39 years and from the Republic of Ireland. Just
under half left home between the ages of 15 and 24, while 26 per cent (n=7)
reported leaving home for the first time under the age of 15. The duration of
the current episode of homelessness was reported as being for longer than 36
months for the majority of participants (65 per cent, n=17). In terms of the
‘main place stayed last month’, emergency accommodation was reported the
most often (37 per cent, n=11). 87 per cent (n=26) of the total sample
reported currently using licit and/or illicit drugs and 70 per cent of the sample
reported using both licit and illicit drugs. Heroin was the drug most commonly
used in the four weeks prior to interview, and was identified as being the
primary drug of use by the majority of the sample (62 per cent, 62%). A
considerable amount of polydrug use was also found. A high rate of current
injection drug use was found (63 per cent, n=19), as were high rates of risky
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injection use practices such as the use of more dangerous injection sites, and

injecting alone in public places.
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Section 5: Health Issues

5.1 Introduction

An examination of participants’ self-reported HIV and Hepatitis status will be
presented in this section along with details of participants’ self-reported
physical and psychiatric health status. Physical health status will consist of an
examination of a self-rating on a five point scale as well as a more detailed
exploration of a range of health complaints. Detail on participants’ self-
reported psychiatric health status will also be presented. A health information
needs assessment will be carried out to identify which areas of health that

participants feel they would like to know more about.

5.2 HIV and Hepatitis Status

All respondents were asked if they had ever had been tested for or vaccinated
against hepatitis B. Over half of respondents (57 per cent, n=17) reported
that they had received the test, and two thirds (60 per cent, n=18) reported
that they had received the vaccination. Of those that had received the
vaccination 3 (17 per cent) people reported that they did not finish the course.
Hepatitis B vaccinations are given in three stages in quick succession
necessitating three separate visits to health service providers. Barriers to
health services may present challenges for service users in terms of the need
to attend for follow-up vaccinations.

One third of respondents (33 per cent, n=10) reported that their hepatitis B
status was negative, while 17 per cent (n=5) stated that it was positive. 2 (7
per cent) individuals did not know what their status was.

Asked if they ever had a hepatitis C test, 21 participants (70 per cent) stated

that they had. Of those tested, 18 respondents (86 per cent) reported being
hepatitis C positive, and of those, 2 (11 per cent) were receiving treatment.

Fig. 5.1 Hepatitis C Status
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@ Positive 86%
m Negative 14%

19 respondents (63 per cent) stated that they had previously been tested for
HIV. Participants were asked if they wished to volunteer their HIV status. 2 (7
per cent) participants reported being HIV positive and 5 (17 per cent) stated

that they were HIV negative.

5.3 Physical Health Status — Self Reported

Respondents were asked to rate their physical health on a five point scale.
Just over half of the sample perceived their health to be either ‘good’ (43 per
cent, n=13) or ‘very good’ (10 per cent, n=3). 7 participants perceived their
health to be ‘bad/very bad’ (23 per cent) and a further 23 per cent (n=7) felt

that their health was ‘okay’.

Fig 5.2 Self-Rated Physical Health Status
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Even though the majority of participants perceived their health as being ‘good’
or ‘very good’, all reported at least one health complaint. Just under one third
of the sample (30 per cent) reported having between 8 and 13 of the health
complaints inquired into below, and a further 15 (50 per cent) reported having
between 4 and 7 complaints. The mean number of complaints reported was

6. The table below presents the list of complaints reported.
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Table 5.1 Self-Reported Health Complaints

Health Complaint Per Health Complaint

Sleep problems 24 80% | Urinary tract 7 23%
Dental problems 19 63% | Eye/Ear complaints 7 23%
Weight problems 16 53% | Rheumatic disease 6 20%
Poor appetite 16 53% | Asthma 6 20%
Bones/Joints 14 47% | Foot problems 5 17%
Headache 13 43% | Bronchitis/Emphysema | 4 13%
Stomach pains 11 37% | High blood pressure 3 10%
Nausea/Vomiting 9 30% | Gastro-Intestinal 2 7%
Skin 9 30% | Epilepsy 1 3%
wounds/infections

Dizziness/faintness 8 27% | Peptic ulcer disease 1 3%
N=30

5.4 Smear Tests
Of the seven female participants in the study four (57 per cent) reported ever
having had a cervical smear. Two woman reported having had their last tests

between 1 — 2 years ago, and one other reported that it was 2-3 years ago.

5.5 Injection Related Health Issues - Self Reported

18 patrticipants supplied feedback to a question about injection related health
issues. Of those 18, 78 per cent (n=14) reported experiencing one or more
injection related complaint. A mean of 2.85 complaints were reported by
thel4 participants. The figure below demonstrates the findings.

Table 5.2 Injection Related Health Issues
Injection Related

Issues
Scarring/bruising 13 72%
Collapsed Veins 12 67%
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Abscesses/skin 7 39%
Infections

Dirty Hit 5 28%
Overdose 3 17%
N=18

5.6 Psychiatric Health Status - Self Reported

Eleven participants (37 per cent) reported having concerns about their mental
or psychiatric health. An equal number of participants reported that they had
‘ever sought’ (45 per cent, n=5) and had ‘never sought help’ (45 per cent, n=5)
about mental health issues, while the remaining 1 respondent (9 per cent)
reported that ‘did source help but could not get it’. Participants were also
asked if they had experienced any symptoms of mental iliness. The table
below details the findings.

Table 5.3 Psychiatric Health Symptoms
Psychiatric Health

Symptoms

Depression 20 68%
Anxiety 13 45%
Felt unable to cope 14 48%
Felt isolated 13 44%
N=29

Twenty three respondents (79 per cent) reported having at least one of the
symptoms listed above. Of those ten (43 per cent) stated that they had
experienced all four complaints on the list in the last six months and a further
four (17 per cent) identified between 3 and 4 complaints.

12 (41 per cent) participants reported that they had undergone a psychiatric
assessment previously, while 7 (24 per cent) respondents stated that they had
been admitted to a psychiatric hospital at some point. Only one respondent
reported that they had ever been diagnosed with a psychiatric health illness,

also reporting that they were currently receiving treatment for the illness.

5.7 Summary and Conclusions
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Over half of respondents (57 per cent) reported having being tested for
hepatitis B and 70 per cent were tested for hepatitis C. High reported rates of
being hepatitis C positive were found among the sample. A high percentage
of respondents (53 per cent) rated their physical health as ‘good’ or ‘very
good’ on a five point scale while the mean number of health complaints
reported among the total sample was 6 with high rates of sleep problems (80
per cent), dental problems (63 per cent), weight problems (53 per cent) and
poor appetite (53 per cent). Injecting related health issues were also found to
be high among the sample. Psychiatric health concerns were reported by
approximately one third of the sample and 68 per cent (n=20) reported
experiencing depression. One person reported ever having been diagnosed

with a psychiatric illness.
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Section 6: Service Provision — Client Perspectives

6.1 Introduction

This section will look at health services accessibility issues in a range of
settings from the perspectives of participating service users. Firstly feedback
relating to the special scheme primary care setting at MQI will be examined.
This will then be followed by participant perspectives relating to mainstream
primary care services accessible to the general population and secondary/
tertiary care services, or those services based either in the community or

hospital based that patients are referred to via primary health care settings.

6.2 Primary Care

6.2.1 Special Scheme Primary Care Service (Merchants Quay Ireland)

6.2.1.1 Awareness /Use of Primary Care Special Scheme Service
Participants’ awareness of the range of services available and their use of
those services was examined. The findings are set out in Table 6.1.

Table 6.1 Awareness/Use of Primary Care Services (MQI

Primary Care Unit Aware of Use of Service
Services Service (Ever)
n Per n Per
cent cent
GP 29 100% 21 72%
Nurse 28 97% 22 76%
Dentist 27 93% 12 41%
Chiropodist 25 86% 5 17%
Counselor 22 76% 4 14%
Needle Exchange 28 97% 18 62%
Acupuncturist 25 86% 14 48%
Multi-Disciplinary Team 8 28% 3 10%

(each percentage is based on N=29)

All participants reported being aware of 3 or more services available at MQI
while 24 (83 per cent) reported being aware of 6 or more of the services on

the list. In terms of service use, 5 people (17 per cent) reported using just one
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of the services listed, 3 of those reporting that the needle exchange was the
one service they had ever used. The mean number of services used by

respondents was 3.34 services.

6.2.1.2 Attitudes to Primary Health Care Access (Merchants Quay
Ireland)

An attitudinal assessment was carried out in order to gather a picture of
clients’ views of the accessibility of the primary care services at MQI. A range
of indicators were examined as set out in the table below. Respondents were
asked to rate their opinion of the statements on a scale from 1 to 5, one being
that they did not agree with the statement at all and five meaning that they
were in full agreement with it. The table below presents the mean score for
each of the 13 statements based on the number of answers given for each

statement (N).

Table 6.2 Access/Accessibility to Primary Care Services (MQI

Indicators of Accessibility Mean Range
Staff are welcoming and friendly 30 4.70 3-5
You have not experienced 30 4.57 1-5
prejudice/discrimination

Waiting times are not too long 30 4.57 1-5
The service could address your needs 28 4.79 3-5
You have trust in the service 26 4.54 1-5
It is easy to understand the staff 28 4.96 4-5
The staff have sufficient skills to work with

homeless people 29 4.69 1-5
You do not feel embarrassed to use the

service 29 4.14 1-5
The service is confidential 29 4.28 1-5
The service hours are suitable 28 4.64 2-5
The location is easy to get to 28 5.00 5-5
Enough time is given to health care visits 30 4.83 1-5
You are referred onwards appropriately 11 5.00 5-5

The findings demonstrate that clients rate the process of service provision
highly. The issue that received the lowest rating was ‘you do not feel

embarrassed to use the service’ (mean 4.14, range 1-5) and suggests that
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accessing health care can be challenging for homeless people, even where

services are set up to target this specific group.

Respondents were then asked if they had any suggestions for making the

health services at MQI more accessible. The following issues were raised:

e More regular GP and dental clinics

e The need for longer needle exchange (NEX) hours, particularly earlier
NEX opening hours (e.g. 6:30am) to accommodate rough sleepers, and
emergency hostel dwellers.

e Aninjecting facility

6.2.2 Mainstream Primary Care Services
The following sub-section will present feedback from clients in relation to

general population primary care services.

6.2.2.1 Medical Card Access

One of the services offered at MQI is fast track access to medical cards for
clients. Table 6.3 below details that only 46 per cent of the sample were in
possession of a current medical card. This would suggest that homeless
people continue to experience barriers to accessing medical cards.

6.2.2.2 GP Services

19 (63 per cent) respondents stated that they were currently registered with a

mainstream GP service. Of those 13 (68 per cent) reported the length of time

it took to complete the registration process. 5 stated that they were always

registered with their GP. The remaining eight participants reported that it took

‘less than 2 weeks’ (n=3), ‘between 4 and 6 weeks’ (n=2), and ‘6 weeks or

more’ (n=3) to get registered.

Table 6.3 Medical Card Status

Medical Card Status | n Per

cent
Yes 13 46%
Yes, out of date 5 18%
No, can’t get one 5 18%
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No, don’t need one 2 7%
Process of applying 1 4%
n=28

The difficulties with GP registration experienced by participants included
(a) ‘being on methadone’, (b) full GP medical card lists, and not being able to
find a GP that would take them on, and (c) feeling intimidated going into a
GP’s surgery because of being homeless and sometimes being unclean
because of living circumstances. Of the 8 respondents who reported having
had difficulties registering with a GP, 3 reported that they were currently

registered with a GP.

GP attendance and satisfaction rates found that of the 22 respondents who
supplied answers to a question on GP attendance in the last 6 months, seven
reported that they had attended. Of those the majority reported that they were

extremely satisfied’ with their last visit (71 per cent (n=5).)

6.2.2.3 Methadone Programmes

Of twenty respondents who provided feedback in relation to accessing
methadone programmes seven (35 per cent) reported experiencing
programme access difficulties. Difficulties were related to the length of time it
took or is taking to get onto either a bus or clinic programme. Waiting times of
4-6 months were reported by two participants, while another reported a two

year waiting duration.

6.2.2.4 Addiction Related Counselling

17 participants (57 per cent of the total population) reported ever having had
counselling for their drug or alcohol use. Of those 13 (76 per cent) stated that
they felt there were benefits gained from those links, for example, the
importance to individuals of ‘having someone to talk to’. Three respondents
associated their links to a counsellor with periods of ‘cleaning up’ or ceasing

their drug use. According to one participant,
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Yes, [there were benefits], | cleaned up completely, I did a holistic detox in the
UK. (Male, 37 years).

Counselling was also identified as having an impact on accessing methadone
maintenance programmes for two respondents. One respondent stated that

the support of a counsellor in a prison was very helpful and,

it meant that I linked in with a methadone programme [in the community] when
| came out [of prison]. (Male, 36 years)

Four respondents reported having difficulties accessing a counsellor. The
main difficulty reported was a lack of knowledge of where to access a
counsellor, particularly during the time prior to being linked in with methadone
maintenance services. One participant said that the difficulties experienced

were as a result of having to be on a waiting list for counselling services.

6.2.2.5 Pharmacy
Ten people reported use of a pharmacy in the last 6 months. Three of those
reported doing so to pick up their methadone.

6.3 Secondary Care Health Services

6.3.1 Accident & Emergency Services

A high percentage of participants reported Accident and Emergency (A & E)
attendance in the last 6 months (43 per cent, n=13). In terms of referral
routes to A & E, self-referral was reported the most often (38 per cent, n=5).
This was followed by those who reported being brought to A & E by
ambulance (30 per cent, n=4). The remaining 4 respondents reported being

referred by their GP, their drugs clinic or MQI services.
Reasons given for accessing A&E included suicidal ideation, depression,

broken bones, accidents, pneumonia, wounds requiring stitches or treatment

or blood clots.
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Fig. 6.1 Satisfaction Rating - Most Recent A & E Visit
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In the chart above the majority reported being either ‘extremely dissatisfied’
(47 per cent, n=6), or ‘quite dissatisfied’ (15 per cent, n=2) with their A&E
experience. Length of time waiting was the primary reason for participant’s

dissatisfaction, followed by ‘poor treatment’.

6.3.2 Outpatients Department

8 respondents reported that they had accessed hospital outpatients
departments in the last six months. Most referrals were as a result of follow-
up appointments, while one each was made on the clients’ behalf by MQI
services, their drugs clinic, and by their GP. The reasons for outpatient visits
were in connection with testing for and monitoring of blood borne viruses
(BBVs). Three were follow-up visits relating to bone breakages and wound

treatment.

Outpatient satisfaction ratings found that of the eight respondents who
had accessed the outpatients department 3 (38 per cent) were ‘extremely
dissatisfied’, 2 (24 per cent) were ‘neither satisfied nor dissatisfied’ and 3 (38

per cent) reported being ‘quite satisfied’.

Fig. 6.2 Satisfaction Rating — Most Recent Outpatients Department Visit
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6.3.3 Other Secondary Care Services Accessed in the Last 6 Months

18 patrticipants supplied answers to a question about other secondary care
services that they had accessed during the 6 months prior to interview, 6
respondents reported accessing 2 or more of the services listed. Percentages
therefore do not add up to 100 per cent.

Table 6.4 Other Secondary Care Accessed
Last 6 Months

Service | Per

cent

GUM/GUIDE Clinic 4 22%
In-patient in hospital 4 22%
Psychiatrist 1 6%
Physiotherapist 1 6%

n=18

6.4 Summary & Conclusions

Service users demonstrated that th