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Abstract
Background People experiencing homelessness (PEH) are known to be at higher risk of adverse health outcomes 
and premature mortality when compared to the housed population and often face significant barriers when 
attempting to access health services. This study aimed to better understand the specific health care needs of PEH 
and the barriers and facilitators associated with their timely and equitable access to health services in the European 
context.

Methods We conducted an exploratory cross-national qualitative study involving people with lived experience 
of homelessness and health and social care professionals in Austria, Greece, Spain, and the UK. A total of 69 semi-
structured interviews comprising 15 social care professionals, 19 health care professionals, and 35 PEH were 
completed, transcribed, and analysed thematically.

Results Findings were organised into three overarching themes relating to the research question: (a) Health care 
needs of PEH, (b) Barriers to health care access, and (c) Facilitators to health care access. Overall, the general health of 
PEH was depicted as extremely poor, and mainstream health services were portrayed as ill-equipped to respond to 
the needs of this population. Adopting tailored approaches to care, especially involving trusted professionals in the 
delivery of care, was identified as a key strategy for overcoming existing barriers.

Conclusions The results of this study indicate there to be a high degree of consistency in the health care needs of 
PEH and the barriers and facilitators associated with their access to health care across the various European settings. 
Homelessness in itself is recognized to represent an essential social determinant of health, with PEH at risk of unequal 
access to health services. Changes are thus required to facilitate PEH’s access to mainstream primary care. This can 
also be further complemented by investment in ‘in-reach’ services and other tailored and person-centred forms of 
health care.
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Background
Over the last 20 years, homelessness has received 
increased attention as a concern for the public health 
community and policymakers worldwide. The relation-
ship between homelessness and health is complex and 
bi-directional, with poor health known to be both a pre-
dictor and a consequence of homelessness [1, 2]. Chronic 
illnesses, infectious diseases, and mental health condi-
tions have all been shown to be over-represented among 
people experiencing homelessness (PEH) [3], with rates 
of tuberculosis and hepatitis C much higher when com-
pared with people living in secure housing [4, 5]. PEH are 
subsequently at higher risk of premature mortality and 
have a lower life expectancy than the housed population 
[6].

Poor health among PEH may be partially explained by 
a high prevalence of environmental and behavioural risk 
factors among them. However, a growing body of litera-
ture has also drawn attention to the barriers encountered 
by PEH when attempting to access and navigate what 
are often complex and fragmented health care systems 
[7, 8]. It has been found that PEH are less likely to utilise 
mainstream primary care services [9, 10]; that is, those 
which are available to the general population through 
‘standard’ primary care pathways and not specifically tai-
lored to meet the complex needs of marginalised com-
munities [11]. Instead, evidence suggests that PEH often 
rely on acute health care services such as emergency 
departments in hospitals [3, 12, 13]. As a result, previ-
ous studies have indicated that health-related issues often 
go untreated within this population, and diagnosis of 
severe conditions may be delayed [1], while in emergency 
admissions, long-term conditions are often managed in 
crises leading to more readmissions [14].

Within this context, there is growing recognition 
that the health outcomes of PEH should be understood 
through the framework of social determinants [1, 15], 
emphasizing the structural and societal factors that 
advantage or disadvantage specific populations and shape 
individuals’ access to and experiences of health care. 
Housing status, for example, has been clearly identified 
as a social determinant of health by the World Health 
Organisation [16]. Homelessness is also known to inter-
sect with other forms of ‘deep social exclusion’, including 
psychological trauma, unemployment, food insecurity, 
substance use and experiences of institutional care  – 
each of which has the potential to further exacerbate 
health inequalities [17].

The need to account for these social determinants of 
health and improve the inclusivity of health care services 
for socially excluded populations has been a named pri-
ority in the European context and beyond [13, 18]. The 
pressing need to improve the effectiveness of health care 
provision for PEH, in particular, is further reinforced 
when we look at the current scale of homelessness across 
Europe. While inconsistencies in definition and measure-
ment make estimating the exact number of PEH difficult, 
the sharp upward trend across almost all EU member 
states and the UK over the last decade is irrefutable [19, 
20].

Exploring how PEH explain their own needs, prefer-
ences, and concerns around health is essential for devel-
oping meaningful person-centred interventions and 
improving engagement with primary care and preven-
tative services [21]. As well as this, we must document 
examples of best practices already in place so that these 
may be replicated more widely. While PEH and front-
line professionals often have a significant understanding 
of ‘what works’, this knowledge is frequently overlooked 
within health care policy and research discourses [22].

With this in mind, this qualitative study aimed to better 
understand the health care needs of PEH and the barri-
ers and facilitators that prevent and enable their access to 
health care services from the perspective of those ‘on the 
ground’ – that is, people with direct experience of home-
lessness, staff working in homelessness-related support 
services and frontline health and social care professionals 
-in four European countries. Of the different health care 
systems in the countries included, all follow a model of 
either universal health insurance (Spain and the UK), ser-
vice coverage (Greece), or nearly universal coverage for 
health care (Austria), financed through taxation or social 
insurance schemes [23]. While there are a small number 
of existing qualitative studies on this topic, these have 
tended to focus specifically on a single locality [24, 25]. 
This qualitative study is therefore understood as relatively 
novel in its scale and use of cross-national data and its 
inclusion of PEH, social care professionals and health 
care professionals together within one study. It sits within 
a larger-scale project funded by the European Commis-
sion’s Horizon 2020 Programme entitled “Cancer preven-
tion and early detection among the homeless population 
in Europe: Co-adapting and implementing the Health 
Navigator Model” (CANCERLESS). CANCERLESS aims 
to develop, pilot, and evaluate a community-based inter-
vention to improve primary and secondary cancer pre-
vention among PEH in the four countries named above.

Trial registration This study was registered retrospectively on June 6, 2022, in the registry of ClinicalTrials.gov under 
the number NCT05406687.
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Methods
Study design
This study employed a qualitative research design, with 
data collected through a series of semi-structured inter-
views conducted by members of the research team in 
field settings across the four partner countries (Austria, 
Greece, Spain, and the UK) between August and Octo-
ber 2021. The choice to adopt a qualitative research 
design reflected the exploratory aims of the study and 
ensured that participants were offered a level of freedom 
to share what they felt to be most important or relevant. 
Given the sensitive nature of the research topic, the non-
prescriptive nature of qualitative interviews was deemed 
most appropriate as they allow for rapport-building and 
increase the likelihood that participants feel comfortable 
disclosing personal experiences and opinions [26].

Data collection
In each of the four countries, PEH were recruited with 
the assistance of a specific health and social care pro-
fessional or homelessness organisation with whom an 
established partnership had already been established for 
the purposes of the CANCERLESS project. Each of these 
organisations works directly with a population of PEH, 
meaning that staff representatives were able to assist in 
making appropriate introductions between researchers 
and potential participants. Participants were defined as 
experiencing homelessness if their living situation cor-
responded with the European typology of homelessness 
and housing exclusion [27]. This typology encompasses 
a range of circumstances, including literal rooflessness, 
living within institutions, services, or shelters, and living 
in insecure or inadequate housing. All participants were 
required to be over the age of 18 and be able to provide 
informed consent.

Professional participants were also drawn from these 
partner organisations, combined with an element of 
‘snowball’ sampling across professionals. The professional 
participant group encompassed two groups: health care 
professionals (including nurses, oncologists, psychia-
trists, and primary care physicians/general practitioners) 
and psycho-social professionals working in public and 
voluntary sector organisations (including support work-
ers and social workers). Research teams utilised local 
knowledge in identifying which professionals would be 
most appropriate depending on how service provision 
operated in the specific setting. In some cases, there 
were established relationships between the professional 
participants and the PEH included in the study – for 
example, where both members of staff and service users 
were interviewed within the same organisation. How-
ever, information pertaining to specific relationships 
between participants was not recorded nor required for 
participation.

Interviews took place within the partner organisations, 
in either private or semi-private settings (e.g. an office or 
a quiet area of a communal space) depending on the par-
ticipants’ preferences and were conducted by research-
ers experienced in qualitative interviewing and research 
with vulnerable populations. Topic schedules were used 
to guide the interviews and encourage a level of consis-
tency in the cross-national data collection. These were 
developed in consultation with the staff of a homeless-
ness organization to ensure the suitability of language 
and content. Specific topic schedules were tailored to 
PEH and professional participant groups and included 
questions on the perceived health of PEH and the barri-
ers and facilitators associated with accessing health care 
(see Appendix 1).

Data analysis
Interviews were audio-recorded and transcribed ver-
batim in their respective languages, either manually or 
using assistive software. Transcripts were analysed itera-
tively using the guidelines for thematic analysis set out by 
Saldaña [28] and aided by either NVivo v12 or Atlas.ti v8 
software.

In the first cycle of analysis, researchers in each coun-
try worked through their respective datasets by system-
atically attaching codes to capture meaning in the text on 
a line-by-line basis. Here, using an inductive approach 
ensured that the participants’ language, perspectives, and 
priorities were foregrounded in the analytical process. 
In the second coding cycle, researchers in each country 
reviewed, merged, and condensed initial codes to fur-
ther focus their analysis [28]. Based on the outcomes of 
coding, a thematic framework was developed by the first 
author which was used by the teams in each country to 
proceed with their country-specific analyses. Then, the 
work was finalised through ongoing discussion and col-
laboration with the entire research team. This consisted 
of a series of tentative themes that aimed to best capture 
the outcomes of the focused coding. These themes were 
then organised under three main headings reflective of 
the study aims (Health care needs of PEH, Barriers to 
health care access, and Facilitators to health care access). 
Working through and structuring the data in this way 
allowed the researchers to remain open to unexpected 
lines of inquiry whilst maintaining a focus on the spe-
cific aims of the study. Although coding was completed 
on a country-by-country basis, researchers met regularly 
to discuss the data analysis, and the themes presented in 
this paper are reflective of the full dataset; where particu-
lar points of difference were identified in the data, these 
have been noted in the Results section.

Data were analysed in each respective language, but 
illustrative quotations have been translated into Eng-
lish. Where required, translation was completed by 
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researchers with high proficiency in both the local lan-
guage and English and internally checked by another 
member of the research team to ensure accuracy. Uncer-
tainties or differences in interpretation were resolved 
through consultation with the initial translator, foster-
ing collaborative decisions to achieve the most precise 
translation.

Ethical practice
As the lead institution, the Ethics Committee of the 
Medical University of Vienna approved the overall study, 
and each partner country’s research team obtained addi-
tional approval from their designated ethical review 
board or institution before beginning data collection. 
Prior to the start of the interviews, all participants were 
provided with an information leaflet about the study 
and given the opportunity to ask questions before decid-
ing whether they would like to participate. In all cases, 
participants were reminded that their participation was 
entirely voluntary and that they did not need to answer 
any questions that made them feel uncomfortable. PEH 
were also specifically reminded that refusal to participate 
would not result in any negative ramifications or hinder 
their access to health and social care services in any way. 
Informed consent was sought from and provided by all 
participants through the use of a signed form; this was 
also checked verbally at the start of the interview.

All interviews were audio-recorded and subsequently 
transcribed, omitting all identifiable details, with ref-
erence codes used in place of names. Throughout this 
paper, quotations have been carefully considered to 
ensure they do not reveal an inappropriate level of 
detail about specific participants. Data have been stored 
securely in line with data protection regulations.

Results
Overall, 69 interviews were conducted across the four 
countries, typically lasting between 20 and 45  min. 
The PEH participant group comprised 35 participants, 
including 13 women and 22 men, with ages ranging from 
25 to 71 and a mean age of 50. The reported housing cir-
cumstances of the participant group varied and included 
individuals experiencing literal rooflessness, those living 
in temporary or supported accommodation, and those 
staying with friends or family. All PEH were also asked to 
self-report any health conditions, further details of which 
are provided in Table 1.

The professional participant group included 15 profes-
sionals working in social care and homelessness support 
services and 19 health care professionals, including pri-
mary care physicians, oncologists, nurses, and psycholo-
gists. Details of the professional participant group are 
provided in Table 2.

Health care needs of PEH
Prevalence of poor health among PEH
The self-reported data from PEH (Table  1) indicated a 
high prevalence of both physical health conditions and 
chronic illnesses and this was further reiterated through 
the interview accounts across all settings:

“Respiratory issues, vascular issues, trench foot 
issues … that’s the majority of the people that I see 
… A lot of bacterial endocarditis … and a lot of bac-
terial neuropathy, from sleeping rough. Things like 
Hepatitis C, a lot of people have.” (Nurse, UK).
“People who have problems with alcohol and heart 
diseases usually come here to the centre. There are a 
lot of liver diseases, poorly controlled diabetes, and 
associated problems such as amputations and vision 
loss.“ (PEH5_ES).

Mental ill health was also recognised as being extremely 
commonplace within the homeless population. Many of 
the PEH explained that they were diagnosed with a men-
tal health condition or multiple co-occurring mental 
health conditions. In contrast, others alluded to mental ill 
health without mention of any formal diagnosis:

“It was really, really bad, not so much anything 
physical, just me in myself … I was sleeping rough, 
and yeah, wasn’t looking after myself, didn’t have 
any interest in anything at all.” (PEH2_UK).

This was reiterated by social care professionals who high-
lighted the prevalence of undiagnosed mental health 
issues amongst the service users they worked with and 
that mental ill health was often interwoven with harmful 
substance use and addictive disorders, which raised fur-
ther health concerns:

“If they’re injecting, ulcerated legs do come up quite 
a lot, and they can get infected … Yeah, addiction, 
alcoholism, mixing their prescribed medication with 
alcohol, that’s a big thing.” (Support Worker, UK).

However, many of the professional participants were 
also keen to highlight the heterogeneous nature of the 
homeless population and the wide range of health pro-
files they encountered in their work. Here, it was felt that 
PEH’s health care needs depended on how and whether 
an individual’s experience of homelessness was interwo-
ven with other forms of vulnerability and social exclusion 
(for example, migrant status, harmful substance use, and 
experience of institutionalisation). Notably, this hetero-
geneity was explained as creating additional challenges 
for health and social care services as a ‘one size fits all’ 
approach was rarely suitable:
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Table 1 Participant information – People Experiencing Homelessness
ID Location Age Gender Ethnicity Housing circumstances (ETHOS 

category)
Self-reported health conditions

PEH1_AT Vienna, Austria 40 Male Iraqi 8.1. Temporarily with family/friends Several burns, stress
PEH2_AT Vienna, Austria 50 Female Georgian 8.1. Temporarily with family/friends Occasional headaches
PEH3_AT Vienna, Austria 56 Male Austrian 2.1. Night shelter Diabetes, leg pain
PEH4_AT Vienna, Austria 29 Male Arabic 8.1. Temporarily with family/friends No health issues reported
PEH5_AT Vienna, Austria 47 Male Serbian 7.2. Supported accommodation for 

formerly homeless people
Respiratory/lung problems

PEH6_AT Vienna, Austria 42 Male Bangladeshi 8.2. No legal (sub)tenancy Hip pain
PEH7_AT Vienna, Austria 55 Male Austrian 11.3. Temporary structure No health issues reported
PEH8_AT Vienna, Austria 54 Female Slovakian 11.3. Temporary structure Cervical carcinoma
PEH1_GR Athens, Greece 56 Male Pakistani 13.1. Highest national norm of 

overcrowding
Hepatitis C, psoriasis, cirrhosis of the 
liver, ophthalmological and orthopaedic 
problems

PEH2_GR Athens, Greece 56 Male Greek 1.1. Public space or external space Regurgitation, gastritis, gallstones in the 
gallbladder

PEH3_GR Athens, Greece 32 Female Congolese 
(DRC)

11.2. Non-conventional building Menstrual cycle abnormalities, uterine 
cancer under investigation

PEH4_GR Athens, Greece 49 Female Congolese 
(DRC)

8.1. Temporarily with family/friends Cardiac blood pressure, gastritis

PEH5_GR Piraeus, Greece 61 Male Greek 1.1. Public space or external space Diabetes, cardiological issues
PEH6_GR Piraeus, Greece 58 Male Greek 3.2. Temporary accommodation Skin cancer
PEH7_GR Athens, Greece 71 Female Greek 3.2. Temporary accommodation Asthma
PEH8_GR Piraeus, Greece 62 Female Finnish 11.2. Non-conventional building Oesophageal cancer, recovered from anal 

cancer, problem in the spinal column
PEH9_GR Athens, Greece 57 Male Iranian 1.1. Public space or external space Depression
PEH10_GR Athens, Greece 60 Male Greek 3.1. Homeless hostel No health issues reported
PEH1_ES Madrid, Spain 65 Male Spanish 3.1. Homeless hostel Non-specified cancer, inguinal hernia, vision 

problems in the right eye, former alcoholic, 
former smoker

PEH2_ES Madrid, Spain 56 Male Spanish 3.1. Homeless hostel Wheelchair-bound, leg orthosis, diabetic 
foot

PEH3_ES Madrid, Spain 51 Male Spanish 3.1. Homeless hostel Post-COVID19, leg pain
PEH4_ES Madrid, Spain 51 Male Spanish 3.1. Homeless hostel Severe heart disease, heart surgery, chronic 

high cholesterol
PEH5_ES Madrid, Spain 50 Female Bolivian 3.1. Homeless hostel Former cancer patient (colon), diabetes
PEH6_ES Madrid, Spain 52 Female Spanish 3.1. Homeless hostel Recovering from a fractured tibia and fibula, 

hypertension, historical substance addiction 
– currently in relapse

PEH7_ES Madrid, Spain 59 Male Spanish 3.1. Homeless hostel Reduced mobility, chronic pain
PEH8_ES Madrid, Spain 49 Female Moroccan 3.1. Homeless hostel Breast cancer, hypertension, high cholesterol
PEH9_ES Madrid, Spain 61 Male Senegalese 3.1. Homeless hostel Post-COVID19, respiratory problems, high 

blood pressure
PEH10_ES Madrid, Spain 49 Female Uruguayan 3.1. Homeless hostel On crutches, thyroid condition, reduced 

mobility, spinal problems, fibromyalgia
PEH11_ES Madrid, Spain 48 Female Spanish 3.1. Homeless hostel Bone metastases, asthma
PEH1_UK Norfolk, UK 25 Male British 7.2. Supported accommodation for 

formerly homeless people
Epilepsy

PEH2_UK Norfolk, UK 34 Male British 7.2. Supported accommodation for 
formerly homeless people

No health issues reported

PEH3_UK Norfolk, UK 42 Male British 3.1. Homeless hostel Multiple mental health conditions
PEH4_UK Norfolk, UK 45 Female British Own tenancy (formerly 3.1. Home-

less hostel)
Multiple mental health conditions

PEH5_UK Norfolk, UK 42 Female British 8.1. Temporarily with family/friends Emphysema, kidney issues, chronic pain
PEH6_UK Norfolk, UK 39 Male British 7.2. Supported accommodation for 

formerly homeless people
Lung cancer
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“The homeless population is a population that has 
rather mixed characteristics … some people that are 
homeless due to economic reasons, there are some 
people that are homeless as a result of the use of 
drugs, with dependency, and there are some home-
less people with severe mental illness … they have 
very different health needs.” (Psychologist, Greece).

Impact of living conditions
PEH consistently described how their living conditions 
while experiencing homelessness had directly impacted 
their physical and mental health and resulted in the 
development of new health issues and the exacerbation 
of pre-existing conditions. Factors cited included the 
poor quality of accommodation, the lack of sleep, the 
lack of nutritious meals, and limited access to personal 
hygiene facilities. The social isolation and loneliness asso-
ciated with being homeless were also explained as hav-
ing a direct negative impact on PEH’s mental health and 
increased likelihood of harmful substance use:

“It’s very hard not to have a place to live … People 
who live on the street can catch a lot more diseases, 
you know, due to not having good health, due to not 
having a clean home.” (PEH3_ES).
“Absolutely, homelessness does [have an impact on 
health]. Not only on mental health but also physi-
cal health. Because people are constantly moving. 
Whether it’s cold, warm, or sub-zero, they’re con-
stantly outside and of course, that affects the body. 
… When something hurts, many people solve it with 
alcohol.” (PEH5_AT).

From the professional perspective, the impact of home-
lessness on health was recognised as being particularly 
pronounced for those with pre-existing and chronic 
physical health conditions, which are often reported 
to have worsened due to the living conditions and life-
styles associated with homelessness. For example, sev-
eral professionals explained that PEH often struggle to 
self-manage their diet or medication whilst experiencing 
homelessness:

“Their eating habits on the street are basically 
whatever they can get their hands on. So, let’s say a 
diabetic, a heart patient or a person with high cho-
lesterol… they may not have access to food that is 
beneficial to their condition.” (Psychologist, Greece).

Barriers to health care access
Support needs of PEH
Across all settings, it was recognized that the extent of 
poor health, and particularly mental ill health, among 
PEH, was in itself a barrier to accessing health care. This 
was explained in terms of the inability of mainstream 
health services to respond appropriately to patients pre-
senting with complex support needs, but also in terms of 
the capacity of individuals to take active steps to engage 
with services:

“People are mentally ill, and their conditions are 
not treated, but it is not that they are not treated 
because there is no help available, but because 
people are simply so ill that they cannot accept any 
help.” (Social Worker, Austria).

Several participants also noted that PEH could struggle 
with social interactions and may face difficulties when 
attempting to communicate their needs to unfamiliar 
professionals:

“Sometimes I’ve thought … are they understand-
ing me? Sometimes I’ve got nervous, my mind goes 
blank, I get really confused … it’s just really stressful.” 
(PEH4_UK).

Language barriers were described as posing a major chal-
lenge in Austria and Greece, reflecting the significant 
numbers of migrants and refugees experiencing home-
lessness within these settings. For example, several health 
care professionals in Austria spoke of being forced to 
enlist cleaning staff and children to facilitate communi-
cation with homeless patients, leading to inappropriate 
diagnosis and care. Participants also reported similar 
situations in Greece, where the availability of interpreters 
within public hospitals was described as “non-existent”.

Table 2 Participant information – Health and Social Care 
Professionals
Location Job role n (%)
Vienna, Austria General practitioner 5 (15)

Social worker 4 (12)
Oncologist 1 (3)
Support worker 1 (3)

Athens, Greece Child and adolescent psychiatrist 1 (3)
Nurse 1 (3)
Oncologist 1 (3)
Patients’ organisation professional 1 (3)
Primary care practitioner 1 (3)
Psychiatrist 1 (3)
Social worker 1 (3)
Sociologist 1 (3)

Madrid, Spain Nurse 2 (6)
Primary care practitioner 2 (6)
Social worker 2 (6)

East of England, UK Nurse 3 (9)
Primary care practitioner 1 (3)
Support worker 5 (15)
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Preventative health care as ‘non-priority’
Participants explained that for PEH – and especially for 
those experiencing literal rooflessness – engagement 
with preventative and primary health care is not gener-
ally treated as a priority. Instead, the time and energy of 
PEH were seen to be taken up with meeting more imme-
diate and ‘basic’ needs, such as accessing shelter, food, 
substances, and welfare benefits. Notably, and across the 
participant group, meeting these sorts of basic needs did 
not appear to be conceptualised as a part of or a form 
of health care, but instead as something that prevented 
health care from taking place:

“The priorities of a person living in a house can be 
taking care of themselves, going to the doctor … but 
when you are living on the street, your priority is to 
eat something and not have your belongings stolen.“ 
(PEH3_ES).
“Homeless people worry about their health when 
they are already very sick … but normally they 
worry more about drugs, food … their priorities are 
very different from the rest of the people.“ (N2_ES).

From the perspective of several of the professionals, the 
perceived barrier was not only that PEH were faced with 
these competing demands but that, in some cases, their 
understanding of how to self-manage their health and 
recognise potential symptoms was also very limited:

“Because they are faced with so many other prob-
lems in their life, sometimes they don’t even realise 
that there is a problem, or even if they do, they don’t 
really realise the need to address that.” (Primary 
Care Physician, UK).

As a result of this, health care professionals working in 
mainstream services explained that by the point that they 
had actually engaged with PEH, the extent of their condi-
tion had often worsened to the point that primary or pre-
ventative services were no longer the most appropriate 
option for care, and instead intervention by acute health 
services was required:

“[Health-related issues] are usually left until things 
have got a lot worse … So when we do see chest infec-
tions, they are well-established, and when we see 
wounds, they are well-established, and when we see 
people with drug and alcohol issues, their addictive 
behaviours are well-established.” (Nurse, UK).

Social stigma
While some accounts included examples of positive rela-
tionships between PEH and health care professionals, the 

majority of participants agreed that PEH were generally 
treated poorly in comparison to the general public, with 
many of the professional participants perceiving PEH to 
be actively discriminated against. For example, several 
secondary accounts provided by social care profession-
als recalled instances where PEH had been turned away 
from health services due to the way they looked or pre-
sented or where staff had been rude or dismissive:

“Some of them have not even been allowed into GP 
surgeries because they do not correspond to the ideal 
patient image of ‘freshly showered’, ‘comes to the 
appointment well-groomed and on time’, ‘has every-
thing you need’, but are perhaps not freshly washed, 
are perhaps slightly drunk or more heavily drunk at 
times, are perhaps loud, are perhaps unpleasant … 
[they] notice that they are looked at strangely, that 
they are either not treated or are treated much later.” 
(Social Worker, Austria).

Here, it was also reported that health care professionals 
would often make assumptions about the health needs 
and required treatment of PEH, specifically in terms 
of presumed substance abuse. The potential that health 
care professionals were disregarding symptoms of severe 
health conditions was raised as a specific concern:

“It’s a real second-class citizen system for homeless 
people … There’s an expectation that the patient 
is usually more needy and drug seeking. So, every 
presentation usually comes back to a behaviour or 
addiction illness as the diagnosis, rather than pursu-
ing it.” (Nurse, UK).

From the perspective of PEH, the fear of mistreatment, 
and a desire to preserve and protect their dignity, were 
described as actively dissuading them from attending 
mainstream health care services in their local area. It was 
also that, for some PEH, there also existed an element of 
self-stigma, whereby feelings of shame about their cir-
cumstances had been internalised and further deterred 
them from engaging with health care services:

“The main barrier [in accessing health care services] 
is unfortunately created by us, the people who are 
homeless because it is very shameful to say that I 
have no home.“ (PEH11_ES).

Inflexible and fragmented systems
Across all settings, the inflexible and often fragmented 
nature of health care systems was identified as a key 
barrier to timely access to health care for PEH. In par-
ticular, the need to attend various appointments or 
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services located in different settings was described as 
being incompatible with the chaotic and often transient 
lifestyles of PEH. As a result, from the point of view of 
primary care physicians, there was felt to be minimal 
opportunity for implementing continuity of care:

“At the time of follow-up, a homeless person is seen 
as “uncomfortable” for us … I say this because we 
will not be able to have a follow-up, and there may 
be difficulties in coordinating with social workers, 
firstly because there is not always one in a health 
care centre, or because you have to refer them [the 
homeless patient] to another place and you don’t 
know if that person is going to attend for any reason.“ 
(Primary Care Physician, Spain).

Expressly, in the UK context, participants also indicated 
that mainstream health services generally have a defi-
cient level of tolerance towards missed appointments 
and ‘non-standard’ behaviours (for example, style of lan-
guage). In some cases, this resulted in homeless patients 
being excluded from services or facing an extended wait 
for care:

“Rather than saying ‘I’ve been waiting two hours’, 
they say ‘I’ve been waiting two fucking hours’ and 
that’s then classed as verbal aggression and then 
they’re removed for the sake of a little bit of street 
vernacular.” (Nurse, UK).

In a similar vein, professionals in the Greek context 
explained that PEH would often only be seen by health 
services when accompanied by a homelessness or social 
care professional, thus reducing their opportunities to 
access health care promptly:

“[Health services] were saying ‘he’s on his own so we 
can’t care for him, he needs to have an assistant’” 
(Primary Care Physician, Greece).

Practical and financial barriers to health care access
The lack of flexibility within mainstream health systems 
was also made apparent in the many examples of prac-
tical and bureaucratic barriers that PEH had faced when 
attempting to access local health services. Several of the 
participants experiencing homelessness recalled that 
they had been refused access to primary care services or 
denied prescription medication because of a lack of fixed 
address or photo identification and had struggled to navi-
gate appointment booking systems without a phone or 
email address:

“Most of the time, they say they will send the infor-
mation to your mobile, but you do not have a mobile 

… or they will send the letter to your house, but you 
do not have a house” (PEH8_ES).

Participants in Austria, Greece, and Spain also explained 
that a central barrier was the absence of health insurance 
or appropriate documentation (i.e., a health card) among 
PEH, which was effectively excluding them from access-
ing mainstream health and social care systems. Indeed, 
while some alternative services for uninsured persons 
were mentioned, professional participants in these set-
tings emphasized significant gaps in the framework of 
provision. This issue was described as being particu-
larly problematic for migrants and refugees experienc-
ing homelessness, where instances of being turned away 
from health services were common.

Resource scarcity
Finally, participants consistently explained that many 
of these other barriers exist and should be understood 
against a backdrop of resource scarcity within European 
health care systems, which has further intensified since 
the start of the COVID-19 pandemic. This was particu-
larly pronounced in Spain, Greece, and the UK, where 
long waiting periods for appointments and treatment 
were commonly vocalised as a source of frustration for 
PEH. While this as a barrier is not unique to PEH, it 
seemed from the accounts that this was having a notably 
negative effect on individuals already in critical circum-
stances. Indeed, there was a palpable sense of defeat and 
hopelessness among some participants who were seeing 
their health worsen, but at the same time, struggling to 
access the care they needed:

“Many months have gone by, and my condition 
remains the same. I am not being seen. And when 
the time comes to do the fourth test, because I feel 
that my condition is getting worse, I will be told to 
do the other three tests all over again.” (PEH3_GR).
“A few days ago, I was going up the wall, I was hys-
terical … Then I called my doctor and told him, 
and he told me that he was going to send me to the 
psychologist … They gave me an appointment on 
December 23rd, and we are currently at the begin-
ning of September … the length of time between the 
moment when you have the problem and when they 
attend to you is absurd.” (PEH10_ES).

Facilitators to health care access
Positive patient-professional relationships
While most experiences of accessing health care were 
described in negative terms, several of the PEH singled 
out a specific professional or professionals – for example, 
their local primary care physician, nurse, or social worker 
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– with whom they had developed a positive and trusting 
relationship. Where this was the case, it was made clear 
that these relationships had helped to encourage these 
PEH to engage with health care services and made them 
feel more comfortable about the prospect of continuing 
to do so in the future. When asked what they appreci-
ated about these relationships, the importance of famil-
iarity, transparency, continuity, and availability were all 
emphasised:

“There was this social worker … I kept her, only her, 
I sent away all the others who came. She came and 
found me at my spot, but instead of canned food or 
bread or food, she left a thermometer, painkillers, 
and Niflamol for my teeth. She listened to me. It was 
not about what she gave me, but that she listened to 
me.” (PEH2_GR).
“They [health care professionals] were very clear 
with me from the beginning, they care about tell-
ing me about everything that is happening to me.” 
(PEH3_ES).

Tailored approaches to service delivery
Participants repeatedly emphasized the value of adopting 
tailored and person-centred approaches to health care 
delivery and spoke positively about services that operated 
in ways that were responsive to the needs of PEH. These 
included examples of in-reach, whereby health care pro-
fessionals visited and operated within homelessness 
shelters and day centres; services that did not require 
pre-booked appointments but instead allowed patients 
to ‘drop in’ as they needed; and mobile health care units 
which moved around the local area and provided easy-
to-access care:

“The most important thing is that the contact [with 
PEH] is direct … one must approach the affected 
persons directly. Also, offer continuous care or treat-
ment by way of a low-threshold approach.” (Primary 
Care Physician, Austria).
“The service [mobile health care unit] was there, and 
they [health care professionals] offer it to you … you 
don’t have to go looking.” (PEH5_UK).

In both Greece and the UK, examples were also provided 
of health care being delivered less formally, for example, 
by adapting the language used by professionals or by 
including someone with lived experience of homeless-
ness in the appointment. These sorts of approaches were 
felt to reduce feelings of anxiety and intimidation that 
many PEH associate with mainstream health services:

“When I talk to drug and alcohol users, I always use 
the street terminology … and I dress like this for a 

reason, I think uniforms are a barrier … if I’m wear-
ing a uniform, people won’t engage.” (Nurse, UK).
“Our best practice was exactly this … having a per-
son who belongs to or used to belong to this group. It 
is fundamental for them to feel that a person is like 
them, understands them, or “speaks their language”, 
their slang. This makes communicating with them 
much easier.” (Nurse, Greece).

Involvement of non-clinical professionals
Linked both to the need for tailored approaches to care 
and the importance of trusting relationships, partici-
pants repeatedly indicated that attempts to engage PEH 
in health care were most successful when mediated by 
professionals working in social care and homelessness 
support services who understand the needs of this pop-
ulation and with whom PEH were already familiar. The 
involvement of support staff was felt to increase the con-
fidence of PEH to address and manage their health and 
improve adherence in attending appointments, as well as 
promote understanding of the needs of homeless patients 
among health care professionals:

“We’ve got one young lady, she’s terrified of the doc-
tor, and she just wants you there, she’ll say, ‘please 
hold my hand,’ and then she’ll talk to the doctor 
because you’re with her … I know how to talk to 
them to encourage them to tell the doctor the symp-
toms.” (Support Worker, UK).

However, in the Austrian setting, it was also emphasized 
that there should not be this level of reliance on social 
and support workers. Instead, health services should take 
steps to ensure that PEH can access affordable health 
care whether or not they are engaged with non-clinical 
professionals:

“For me, the most burning point is that there should 
be health care for all, and we have to be serious 
about it. Not only on paper and in theory but also 
the actual design of the services. This means that the 
services have to be implemented in such a way that 
people can make use of them even if they have no 
one to take them by the hand.” (Primary Care Physi-
cian, Austria).

Discussion
This paper has provided an exploratory qualitative 
account of the perceived health care needs of PEH across 
four European settings and barriers and facilitators asso-
ciated with their timely access to health care. A series of 
themes were generated from the data that best captured 
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and summarised professionals’ and PEHs’ perspectives 
and experiences.

Across all of the settings included in the study, and 
consistent with existing literature, the general health of 
PEH was portrayed as being very poor [25, 29]. Many 
of the PEH included in the study suffered from chronic 
physical health conditions, mental ill health, and sub-
stance-related disorders, and these were often described 
as being either exacerbated by or a direct product of their 
experience of homelessness [1, 3]. For example, poor 
mental health outcomes were often explicitly attributed 
to the social isolation and exclusion that comes with the 
experience of homelessness, which is recognized else-
where to be a direct indicator of harmful substance use 
[30, 31]. It was also explained that preventative ‘longer-
term’ forms of health care rarely formed a priority for 
PEH, with their focus instead placed on meeting more 
immediate needs. As such, health-related issues and con-
ditions were described as often being neglected until the 
point that primary health care was no longer appropriate 
and attendance at acute services was required [32].

It is, therefore, of genuine concern that our find-
ings indicated that PEH face an extensive range of bar-
riers when seeking access to timely health care. Taken 
together, these barriers suggest that mainstream primary 
health care services are often not sensitised to respond to 
PEH and, at times, operate with rigid procedures that are 
entirely compatible with the lifestyles and needs of mem-
bers of this population. In line with comparable studies, 
this was seen through a lack of flexibility and tolerance 
around appointment structures and unconventional 
behaviours [33], the need to provide identification or 
have a fixed address to access health care services, and 
the use of systems that operate on the assumption that 
patients will have phone or internet access [34]. In some 
European settings, there exist major additional barri-
ers for uninsured migrants who, as the findings of this 
study indicate, can find themselves denied access to basic 
health services even in instances of emergency [35] and 
face language barriers that have the potential to hinder 
the quality of their care [34]. For example, a study con-
ducted in Spain found that migrants experiencing home-
lessness had higher rates of being uninsured, faced more 
barriers to health care access, and visited primary care 
and hospital services less frequently [36]. The importance 
of taking account of the interaction between homeless-
ness and migrant status is a notable finding from this 
study and an essential recognition for health care service 
provision. Indeed, in a recent review of the health care 
experiences of homeless migrants, it was found that while 
harmful and discriminatory experiences can serve to dis-
suade the general homeless population from attending 
health services, this problem is particularly intensified for 
those who also have a migration history [37].

A particularly notable barrier across all settings was the 
perceived presence of stigmatized attitudes towards PEH 
and resultant instances of discrimination on the part of 
health care professionals working in mainstream service 
provision. This mirrors findings from a number of other 
recent studies, which have also highlighted how direct 
experiences of stigma, or even the expectation of being 
treated poorly in health care services, can serve to further 
deter PEH from engaging with health care services [35, 
38]. To address this, additional training and resources 
for frontline health care professionals aimed at improv-
ing their understanding of the health needs of PEH are 
urgently needed [24, 38]. In particular, increasing the 
ability of professionals working in mainstream health 
services to facilitate signposting and linkage to wider 
health providers has the potential to reduce fragmenta-
tion within service provision and thus improve continu-
ity in care [25]. A better understanding of homelessness 
among health care professionals would also likely allow 
them to build more trusting relationships with PEH and 
subsequently support their maintained engagement and 
continuity in their care.

The multitude of difficulties around access to health 
care was recognized as being further compounded by the 
broader socio-economic context, in which many Euro-
pean health care systems are under-resourced and under-
staffed – an issue that has further intensified during the 
COVID-19 pandemic [39–41]. There was a clear sense in 
the data that issues such as long waiting times and high 
thresholds for access were serving to intensify feelings of 
hopelessness and isolation among PEH and risking their 
disengagement from health care services entirely. At a 
national policy level, one potential strategy to address 
this would be to allocate a specific proportion of statu-
tory funding or GDP to health care programmes for PEH 
[3].

Although the overall findings of this study indicate that 
experiences of accessing health care for PEH are often 
problematic, participants did recall several examples of 
facilitatory practice already in place. Here, the data’s most 
consistent theme was the importance of trusting and 
empowering relationships between PEH and health care 
professionals. Indeed, previous research has indicated 
that PEH often face difficulties with social interactions 
and thus can struggle in communicating their personal 
needs to unfamiliar health care professionals [42]. The 
pivotal role played by professionals working in homeless-
ness support services, who often mediate PEH’s access to 
health care, was also consistently evident across the par-
ticipants’ accounts [43, 44], again reaffirming the impor-
tance of trust and familiarity in delivering health care to 
this population [42]. This suggests that using multidis-
ciplinary teams containing professionals or peers with 
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a specific understanding of homelessness is a promising 
approach in this context [45, 46].

While improving access to mainstream health care ser-
vices should be a priority, the examples of best practices 
set out by participants in this study also indicated the 
value of complementing this with tailored approaches to 
health care delivery explicitly aimed at PEH. Examples of 
this include the use of ‘walk-in’ centres, in-reach services, 
and mobile health care units. Although these sorts of 
alternative services have been evidenced to combat many 
of the barriers noted above [42, 47], they are seemingly 
sporadic in both their coverage and longevity and are, 
therefore, not routinely available to all PEH and instead 
dependent on what are often short-term local initia-
tives [24]. As such, this finding is indicative of the need 
for more cohesive national and cross-national policies 
regarding the provision of health care for PEH, whereby 
examples of best practices may be shared and scaled up 
[38].

This study’s findings reinforce that homelessness must 
be consistently acknowledged as an essential social deter-
minant of health; as Stafford and Wood [1] have previ-
ously asserted, addressing homelessness is “an important 
form of health care, not a separate ‘non-health’ issue”. 
While this has long been recognised in academic dis-
courses, public health communities, and by organisations 
advocating for underserved populations, it does not con-
sistently translate into policy agendas in the European 
context; the issues faced by PEH – including access to 
housing – are treated as distinct and separate to health 
[1] and the scale and health profile of homelessness is not 
well-monitored [48]. Moreover, the results of this study 
indicate that this disconnect also exists at a level of health 
care systems, evidenced by (a) health care services being 
unprepared to meet the needs of PEH; (b) the discrimi-
nation experienced by PEH when attending health care 
services, and (c) the conceptualisation of health care as 
being distinct from PEH’s ‘other’ needs, such as shelter 
[15].

Fundamentally, what is most needed are further mea-
sures aimed at intervening and preventing homelessness 
where a person is at risk and facilitating quicker access 
to secure accommodation where a person does become 
homeless. Therefore, the findings of this study align with 
growing calls for the implementation of Housing First 
(HF) approaches across Europe, whereby PEH are pro-
vided with rapid and non-conditional housing, which 
allows them the space and security to address other 
issues they may be facing [49, 50]. While specific evalu-
ations of the health-related outcomes associated with 
HF have been limited to date, evidence has shown that 
the HF model is associated with a reduction in non-
routine use of health care services, which could indicate 
a general improvement in health [51]. As stated above, 

and although the value of this approach is now widely 
accepted among academic and non-governmental audi-
ences, the extent of political and financial support for the 
implementation of HF remains varied across Europe [52].

Strengths and limitations
The exploratory qualitative design is an evident strength 
of this study as it allowed for a thorough investigation of 
the perceptions, experiences, and priorities of the par-
ticipants of the study, including PEH, who are seldom 
heard within policy and practice dialogue. The system-
atic approach to analysis, along with the involvement of 
multiple researchers, also ensures the confirmability and 
credibility of the findings presented [53].

This study included a robust and highly varied selection 
of participants and is thought to be novel in its inclusion 
of participants from four different European countries. 
However, it is noted that in relying on homelessness 
support services to recruit participants, the experiences 
and needs of the ‘hidden’ homeless population who are 
not engaged with services are not fully represented in 
this study. Sampling was also focused predominantly on 
urban areas and therefore did not include the experi-
ences of more rural homeless populations. In addition, 
it is recognised that in conducting interviews cross-
nationally, the research teams in three of the four coun-
tries were required to translate original data into English; 
as a result, it is possible that some cultural meanings (for 
example, colloquialisms and metaphors) may have been 
‘lost in translation’ [54].

Finally, the diversity in national health and care sys-
tems and homelessness service provision may mean that 
the findings presented here are not indicative of what is 
happening elsewhere. That being said, the commonality 
and consistency in the themes identified across the four 
settings are certainly notable and indicate that these find-
ings have a high degree of transferability beyond the spe-
cific contexts where data was collected.

Conclusion
Our findings reveal a substantial level of uniformity in 
the health care needs of PEH and the factors that either 
impede or facilitate their access to health care across 
diverse European contexts. As PEH are at a heightened 
risk of experiencing significant health disparities, a need 
exists for transformative changes aimed at improving this 
population’s access to mainstream primary health care 
systems in Europe. Augmenting this effort, investments 
should also be channelled into developing ‘in-reach’ 
services and other personalized, patient-centred health 
care approaches. In this regard, the findings of this study 
reaffirm that people with lived experience of homeless-
ness and frontline professionals should be more consis-
tently and directly involved in the design, delivery, and 
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evaluation of health care services, as both groups hold 
unique insights and knowledge in terms of ‘what works’, 
and increasing their involvement has the potential to 
inform the development of more effective health-related 
provisions moving forward.

List of abbreviations
HF  Housing First
PEH  People experiencing homelessness

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/s12939-023-02011-4.

Supplementary Material 1

Acknowledgements
The authors would like to thank all members of the CANCERLESS consortium 
for their help in conducting this study. We would also like to thank the Global 
Alliance of Chronic Disease for their support of the implementation science-
based projects focusing on prevention in vulnerable communities.

Authors’ contributions
Conceptualization, CC and TS; Data curation, CC, TS, ADM, TAB, MK, and PK; 
Formal analysis, CC, TS, MM, IT, ADM, TAB, MK, and PK; Investigation, CC, TS, 
MM, and IT; Methodology, CC and TS; Software, CC, ADM, TAB, MK, and PK; 
Visualization, CC and TS; Funding acquisition, LS, AGS, and IG; Resources, LS, 
AGS, and IG; Supervision, LS, AGS, and IG; Validation, LS, AGS, and IG; Writing of 
the original draft, CC and TS; Review and editing of the draft, all authors.

Funding
This project has received funding from the European Union’s Horizon 2020 
Research and Innovation Programme under grant agreement no. 965351. 
This publication reflects the author’s views. The European Commission is not 
responsible for any use that may be made of the information it contains.

Data availability
The datasets used or analysed during the current study are available from the 
corresponding author upon reasonable request.

Declarations

Ethical approval and consent to participate
The study was approved by the Ethics Committee of the Medical University of 
Vienna (1702/2021), which served as the lead ethics committee for the project 
with which this qualitative study is associated. Additionally, each partner 
country obtained approval from its designated ethical review board. Informed 
consent was obtained from all participants involved in this study.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details
1Centre for Health, Performance and Wellbeing, Anglia Ruskin University, 
East Rd, Cambridge CB1 1PT, UK
2School of Psychology, University of East Anglia,  Norwich Research Park, 
Norwich  NR4 7TJ, UK
3Centre for Public Health, Department of Social and Preventive Medicine, 
Medical University of Vienna, Kinderspitalgasse 15, Vienna 1090, Austria
4PRAKSIS – Programs of Development, Social Support and Medical 
Cooperation, Stournari 57, Athens 104 32, Greece
5Polibienestar Research Institute, University of Valencia, Carrer del Serpis, 
29, Valencia 46022, Spain

6Environmental and Occupational Health, PROLEPSIS – Institute of 
Preventive Medicine, Fragoklisias street 7, Athens 151 25, Greece
7International Foundation for Integrated Care, Linton Road,  
Oxford OX2 6UD, UK
8International University of Valencia, Calle del Pintor Sorolla, 21,  
Valencia 46002, Spain

Received: 19 October 2022 / Accepted: 12 September 2023

References
1. Stafford A, Wood L. Tackling Health Disparities for people who are Homeless? 

Start with Social Determinants. Int J Environ Res Public Health. 2017. https://
doi.org/10.3390/ijerph14121535.

2. Funk AM, Greene RN, Dill K, Valvassori P. The impact of homelessness on 
mortality of individuals living in the United States: a systematic review of 
the literature. J Health Care Poor Underserved. 2022;33:457–77. https://doi.
org/10.1353/hpu.2022.0035.

3. Fazel S, Geddes JR, Kushel M. The health of homeless people in high-income 
countries: descriptive epidemiology, health consequences, and clinical 
and policy recommendations. The Lancet. 2014;384:1529–40. https://doi.
org/10.1016/S0140-6736(14)61132-6.

4. Beijer U, Wolf A, Fazel S. Prevalence of tuberculosis, hepatitis C virus, and HIV 
in homeless people: a systematic review and meta-analysis. Lancet Infect Dis. 
2012;12:859–70. https://doi.org/10.1016/S1473-3099(12)70177-9.

5. Masson CL, Fokuo JK, Anderson A, Powell J, Zevin B, Bush D, Khalili M. Clients’ 
perceptions of barriers and facilitators to implementing hepatitis C virus care 
in homeless shelters. BMC Infect Dis. 2020;20:386. https://doi.org/10.1186/
s12879-020-05103-6.

6. Aldridge RW, Menezes D, Lewer D, Cornes M, Evans H, Blackburn RM, et al. 
Causes of death among homeless people: a population-based cross-sec-
tional study of linked hospitalisation and mortality data in England. Wellcome 
Open Res. 2019;4:49. https://doi.org/10.12688/wellcomeopenres.15151.1.

7. Lebrun-Harris LA, Baggett TP, Jenkins DM, Sripipatana A, Sharma R, Hayashi 
AS, et al. Health status and health care experiences among homeless patients 
in federally supported health centers: findings from the 2009 patient survey. 
Health Serv Res. 2013;48:992–1017. https://doi.org/10.1111/1475-6773.12009.

8. Paisi M, March-McDonald J, Burns L, Snelgrove-Clarke E, Withers L, Shawe J. 
Perceived barriers and facilitators to accessing and utilising sexual and repro-
ductive healthcare for people who experience homelessness: a systematic 
review. BMJ Sex Reprod Health. 2021;47:211–20. https://doi.org/10.1136/
bmjsrh-2020-200799.

9. Homeless Link. The Unhealthy State of Homelessness 2022: Findings from the 
Homeless Health Needs Audit. 2022. https://homelesslink-1b54.kxcdn.com/
media/documents/Homeless_Health_Needs_Audit_Report.pdf. Accessed 16 
Aug 2023.

10. Kaushal R, Jagpal P, Khanal S, Vohra N, Lowrie R, Johal J, et al. Representation 
of persons experiencing homelessness and coding of homelessness in gen-
eral practices: descriptive evaluation using healthcare utilisation data. BJGP 
Open. 2021. https://doi.org/10.3399/BJGPO.2021.0050.

11. ANDERSON I. Re-conceptualising approaches to meeting the Health needs 
of Homeless People. J Soc Pol. 2012;41:551–68. https://doi.org/10.1017/
S0047279412000220.

12. Ní Cheallaigh C, Cullivan S, Sears J, Lawlee AM, Browne J, Kieran J, et al. Usage 
of unscheduled hospital care by homeless individuals in Dublin, Ireland: a 
cross-sectional study. BMJ Open. 2017;7:e016420. https://doi.org/10.1136/
bmjopen-2017-016420.

13. Field H, Hudson B, Hewett N, Khan Z. Secondary care usage and charac-
teristics of hospital inpatients referred to a UK homeless health team: a 
retrospective service evaluation. BMC Health Serv Res. 2019;19:857. https://
doi.org/10.1186/s12913-019-4620-1.

14. Lewer D, Menezes D, Cornes M, Blackburn RM, Byng R, Clark M, et al. Hospital 
readmission among people experiencing homelessness in England: a cohort 
study of 2772 matched homeless and housed inpatients. J Epidemiol Com-
munity Health. 2021;75:681–8. https://doi.org/10.1136/jech-2020-215204.

15. McNeil R, Guirguis-Younger M, Dilley LB, Turnbull J, Hwang SW. Learning to 
account for the social determinants of health affecting homeless persons. 
Med Educ. 2013;47:485–94. https://doi.org/10.1111/medu.12132.

https://doi.org/10.1186/s12939-023-02011-4
https://doi.org/10.1186/s12939-023-02011-4
https://doi.org/10.3390/ijerph14121535
https://doi.org/10.3390/ijerph14121535
https://doi.org/10.1353/hpu.2022.0035
https://doi.org/10.1353/hpu.2022.0035
https://doi.org/10.1016/S0140-6736(14)61132-6
https://doi.org/10.1016/S0140-6736(14)61132-6
https://doi.org/10.1016/S1473-3099(12)70177-9
https://doi.org/10.1186/s12879-020-05103-6
https://doi.org/10.1186/s12879-020-05103-6
https://doi.org/10.12688/wellcomeopenres.15151.1
https://doi.org/10.1111/1475-6773.12009
https://doi.org/10.1136/bmjsrh-2020-200799
https://doi.org/10.1136/bmjsrh-2020-200799
https://homelesslink-1b54.kxcdn.com/media/documents/Homeless_Health_Needs_Audit_Report.pdf
https://homelesslink-1b54.kxcdn.com/media/documents/Homeless_Health_Needs_Audit_Report.pdf
https://doi.org/10.3399/BJGPO.2021.0050
https://doi.org/10.1017/S0047279412000220
https://doi.org/10.1017/S0047279412000220
https://doi.org/10.1136/bmjopen-2017-016420
https://doi.org/10.1136/bmjopen-2017-016420
https://doi.org/10.1186/s12913-019-4620-1
https://doi.org/10.1186/s12913-019-4620-1
https://doi.org/10.1136/jech-2020-215204
https://doi.org/10.1111/medu.12132


Page 13 of 14Carmichael et al. International Journal for Equity in Health          (2023) 22:206 

16. Europe WROf. Closing the gap in a generation: Health Equity through Action 
on the Social Determinants of Health. Geneva: World Health Organization; 
2008.

17. Fitzpatrick S, Bramley G, Johnsen S. Pathways into multiple exclusion 
homelessness in seven UK Cities. Urban Stud. 2013;50:148–68. https://doi.
org/10.1177/0042098012452329.

18. Luchenski S, Maguire N, Aldridge RW, Hayward A, Story A, Perri P, et al. What 
works in inclusion health: overview of effective interventions for margin-
alised and excluded populations. The Lancet. 2018;391:266–80. https://doi.
org/10.1016/S0140-6736(17)31959-1.

19. Baptista I, Marlier E. Fighting homelessness and housing exclusion in Europe: 
A study of national policies. 2019. https://op.europa.eu/en/publication-
detail/-/publication/2dd1bd61-d834-11e9-9c4e-01aa75ed71a1/language-
en. Accessed 3 Sep 2022.

20. Abbé Pierre Foundations & FEANTSA. Sixth overview of housing exclusion 
in Europe 2021. 2021. https://www.feantsa.org/public/user/Resources/
reports/2021/6th_Overview_of_Housing_Exclusion_in_Europe_2021_
EN.pdf. Accessed 3 Sep 2022.

21. Collins SE, Jones CB, Hoffmann G, Nelson LA, Hawes SM, Grazioli VS, et al. In 
their own words: content analysis of pathways to recovery among individuals 
with the lived experience of homelessness and alcohol use disorders. Int J 
Drug Policy. 2016;27:89–96. https://doi.org/10.1016/j.drugpo.2015.08.003.

22. Paisi M, Crombag N, Burns L, Bogaerts A, Withers L, Bates L, et al. Barriers and 
facilitators to hepatitis C screening and treatment for people with lived expe-
rience of homelessness: a mixed-methods systematic review. Health Expect. 
2022;25:48–60. https://doi.org/10.1111/hex.13400.

23. Jakubowski E, Busse R, HEALTH CARE SYSTEMS IN, THE EU: A COMPARATIVE 
STUDY. 1998. https://www.europarl.europa.eu/workingpapers/saco/pdf/101_
en.pdf. Accessed 16 Aug 2023.

24. Cernadas A, Fernández Á. Healthcare inequities and barriers to access for 
homeless individuals: a qualitative study in Barcelona (Spain). Int J Equity 
Health. 2021;20:84. https://doi.org/10.1186/s12939-021-01409-2.

25. Gunner E, Chandan SK, Marwick S, Saunders K, Burwood S, Yahyouche A, Pau-
dyal V. Provision and accessibility of primary healthcare services for people 
who are homeless: a qualitative study of patient perspectives in the UK. Br J 
Gen Pract. 2019;69:e526–36. https://doi.org/10.3399/bjgp19X704633.

26. Bryman A. Social research methods. Oxford: Oxford University Press; 2016.
27. FEANTSA. ETHOS: European Typology of Homelessness and Housing Exclu-

sion. 2017. https://www.feantsa.org/download/ethos2484215748748239888.
pdf. Accessed 16 Aug 2023.

28. Saldaña J. In: Angeles L, editor. The coding manual for qualitative researchers. 
4 ed. London, New Delhi, Singapore, Washington DC, Melbourne: SAGE; 2021.

29. Levorato S, Bocci G, Troiano G, Messina G, Nante N. Health status of homeless 
persons: a pilot study in the Padua municipal dorm. Ann Ig. 2017;29:54–62. 
https://doi.org/10.7416/ai.2017.2132.

30. Winetrobe H, Rice E, Rhoades H, Milburn N. Health insurance coverage and 
healthcare utilization among homeless young adults in Venice, CA. J Public 
Health (Oxf ). 2016;38:147–55. https://doi.org/10.1093/pubmed/fdv001.

31. Kertesz SG, Larson MJ, Horton NJ, Winter M, Saitz R, Samet JH. Home-
less chronicity and health-related quality of life trajectories among adults 
with addictions. Med Care. 2005;43:574–85. https://doi.org/10.1097/01.
mlr.0000163652.91463.b4.

32. Wood L, Wood NJ, Vallesi S, Stafford A, Davies A, Cumming C. Hospital collab-
oration with a Housing First program to improve health outcomes for people 
experiencing homelessness. HCS. 2019;22:27–39. https://doi.org/10.1108/
HCS-09-2018-0023.

33. Peters L, Hobson CW, Samuel V. A systematic review and meta-synthesis 
of qualitative studies that investigate the emotional experiences of staff 
working in homeless settings. Health Soc Care Community. 2022;30:58–72. 
https://doi.org/10.1111/hsc.13502.

34. Omerov P, Craftman ÅG, Mattsson E, Klarare A. Homeless persons’ experiences 
of health- and social care: a systematic integrative review. Health Soc Care 
Community. 2020;28:1–11. https://doi.org/10.1111/hsc.12857.

35. Dickins KA, Buchholz SW, Ingram D, Braun LT, Hamilton RJ, Earle M, Karnik NS. 
Supporting Primary Care Access and use among homeless persons. Soc Work 
Public Health. 2020;35:335–57. https://doi.org/10.1080/19371918.2020.18095
89.

36. Gil-Salmeron A, Smith L, Yang L, Rieder A, Grabovac I. Differences in health 
status, health behaviour and healthcare utilisation between immigrant and 
native homeless people in Spain: an exploratory study. Health Soc Care Com-
munity. 2021;29:856–66. https://doi.org/10.1111/hsc.13313.

37. Kaur H, Saad A, Magwood O, Alkhateeb Q, Mathew C, Khalaf G, Pottie K. 
Understanding the health and housing experiences of refugees and other 
migrant populations experiencing homelessness or vulnerable housing: 
a systematic review using GRADE-CERQual. CMAJ Open. 2021;9:E681–92. 
https://doi.org/10.9778/cmajo.20200109.

38. Armstrong M, Shulman C, Hudson B, Stone P, Hewett N. Barriers and 
facilitators to accessing health and social care services for people living in 
homeless hostels: a qualitative study of the experiences of hostel staff and 
residents in UK hostels. BMJ Open. 2021;11:e053185. https://doi.org/10.1136/
bmjopen-2021-053185.

39. Bedmar MA, Bennasar-Veny M, Artigas-Lelong B, Salvà-Mut F, Pou J, Capitán-
Moyano L, et al. Health and access to healthcare in homeless people: 
protocol for a mixed-methods study. Med (Baltim). 2022;101:e28816. https://
doi.org/10.1097/MD.0000000000028816.

40. Corey J, Lyons J, O’Carroll A, Stafford R, Ivers J-H. A scoping review of the 
Health Impact of the COVID-19 pandemic on persons experiencing home-
lessness in North America and Europe. Int J Environ Res Public Health. 2022. 
https://doi.org/10.3390/ijerph19063219.

41. Howells K, Burrows M, Amp M, Brennan R, Yeung W-L, Jackson S, et al. Explor-
ing the experiences of changes to support access to primary health care ser-
vices and the impact on the quality and safety of care for homeless people 
during the COVID-19 pandemic: a study protocol for a qualitative mixed 
methods approach. Int J Equity Health. 2021;20:29. https://doi.org/10.1186/
s12939-020-01364-4.

42. Magwood O, Leki VY, Kpade V, Saad A, Alkhateeb Q, Gebremeskel A, et al. 
Common trust and personal safety issues: a systematic review on the accept-
ability of health and social interventions for persons with lived experience of 
homelessness. PLoS ONE. 2019;14:e0226306. https://doi.org/10.1371/journal.
pone.0226306.

43. D’Souza MS, Mirza NA. Towards Equitable Health Care Access: Community 
Participatory Research Exploring Unmet Health Care needs of home-
less individuals. Can J Nurs Res. 2021;8445621211032136. https://doi.
org/10.1177/08445621211032136.

44. Ramsay N, Hossain R, Moore M, Milo M, Brown A. Health Care while Home-
less: barriers, facilitators, and the lived experiences of homeless individuals 
accessing Health Care in a canadian Regional Municipality. Qual Health Res. 
2019;29:1839–49. https://doi.org/10.1177/1049732319829434.

45. Carmichael C, Smith L, Aldasoro E, Gil Salmerón A, Alhambra-Borrás T, 
Doñate-Martínez A, et al. Exploring the application of the navigation model 
with people experiencing homelessness: a scoping review. J Social Distress 
Homelessness. 2022;1–15. https://doi.org/10.1080/10530789.2021.2021363.

46. Jego M, Abcaya J, Ștefan D-E, Calvet-Montredon C, Gentile S. Improving 
Health Care Management in Primary Care for Homeless People: a Literature 
Review. Int J Environ Res Public Health. 2018. https://doi.org/10.3390/
ijerph15020309.

47. Whelan C, Chambers C, Chan M, Thomas S, Ramos G, Hwang SW. Why 
do homeless people use a mobile health unit in a country with universal 
health care? J Prim Care Community Health. 2010;1:78–82. https://doi.
org/10.1177/2150131910372233.

48. Develtere P. Data Collection Systems and Homelessness in the EU – An 
Overview. Eur J Homelessness. 2022;16:207–28.

49. Tainio H, Fredriksson P. The finnish homelessness strategy: from a staircase 
model to a Housing First Approach to Tackling Long-Term Homelessness. Eur 
J Homelessness;3:181–99.

50. Johnsen S, Teixeira L, Staircases. Elevators and Cycles of Change ‘Housing 
First’ and Other Housing Models for Homeless People with Complex Support 
Needs. 2010. https://www.crisis.org.uk/media/20498/staircases_elevators_
and_cycles_of_change_es2010.pdf. Accessed 3 Sep 2022.

51. Baxter AJ, Tweed EJ, Katikireddi SV, Thomson H. Effects of Housing First 
approaches on health and well-being of adults who are homeless or at 
risk of homelessness: systematic review and meta-analysis of randomised 
controlled trials. J Epidemiol Community Health. 2019;73:379–87. https://doi.
org/10.1136/jech-2018-210981.

52. Pleace N, Baptista I, Knutagård M. Housing First in Europe: An Overview of 
Implementation, Strategy and Fidelity. 2019. https://housingfirsteurope.eu/
wp-content/uploads/2019/10/2019-10-10-HFinEurope_Full-Report2019_
final.pdf.

53. Korstjens I, Moser A, Series. Practical guidance to qualitative research. Part 4: 
trustworthiness and publishing. Eur J Gen Pract. 2018;24:120–4. https://doi.
org/10.1080/13814788.2017.1375092.

https://doi.org/10.1177/0042098012452329
https://doi.org/10.1177/0042098012452329
https://doi.org/10.1016/S0140-6736(17)31959-1
https://doi.org/10.1016/S0140-6736(17)31959-1
https://op.europa.eu/en/publication-detail/-/publication/2dd1bd61-d834-11e9-9c4e-01aa75ed71a1/language-en
https://op.europa.eu/en/publication-detail/-/publication/2dd1bd61-d834-11e9-9c4e-01aa75ed71a1/language-en
https://op.europa.eu/en/publication-detail/-/publication/2dd1bd61-d834-11e9-9c4e-01aa75ed71a1/language-en
https://www.feantsa.org/public/user/Resources/reports/2021/6th_Overview_of_Housing_Exclusion_in_Europe_2021_EN.pdf
https://www.feantsa.org/public/user/Resources/reports/2021/6th_Overview_of_Housing_Exclusion_in_Europe_2021_EN.pdf
https://www.feantsa.org/public/user/Resources/reports/2021/6th_Overview_of_Housing_Exclusion_in_Europe_2021_EN.pdf
https://doi.org/10.1016/j.drugpo.2015.08.003
https://doi.org/10.1111/hex.13400
https://www.europarl.europa.eu/workingpapers/saco/pdf/101_en.pdf
https://www.europarl.europa.eu/workingpapers/saco/pdf/101_en.pdf
https://doi.org/10.1186/s12939-021-01409-2
https://doi.org/10.3399/bjgp19X704633
https://www.feantsa.org/download/ethos2484215748748239888.pdf
https://www.feantsa.org/download/ethos2484215748748239888.pdf
https://doi.org/10.7416/ai.2017.2132
https://doi.org/10.1093/pubmed/fdv001
https://doi.org/10.1097/01.mlr.0000163652.91463.b4
https://doi.org/10.1097/01.mlr.0000163652.91463.b4
https://doi.org/10.1108/HCS-09-2018-0023
https://doi.org/10.1108/HCS-09-2018-0023
https://doi.org/10.1111/hsc.13502
https://doi.org/10.1111/hsc.12857
https://doi.org/10.1080/19371918.2020.1809589
https://doi.org/10.1080/19371918.2020.1809589
https://doi.org/10.1111/hsc.13313
https://doi.org/10.9778/cmajo.20200109
https://doi.org/10.1136/bmjopen-2021-053185
https://doi.org/10.1136/bmjopen-2021-053185
https://doi.org/10.1097/MD.0000000000028816
https://doi.org/10.1097/MD.0000000000028816
https://doi.org/10.3390/ijerph19063219
https://doi.org/10.1186/s12939-020-01364-4
https://doi.org/10.1186/s12939-020-01364-4
https://doi.org/10.1371/journal.pone.0226306
https://doi.org/10.1371/journal.pone.0226306
https://doi.org/10.1177/08445621211032136
https://doi.org/10.1177/08445621211032136
https://doi.org/10.1177/1049732319829434
https://doi.org/10.1080/10530789.2021.2021363
https://doi.org/10.3390/ijerph15020309
https://doi.org/10.3390/ijerph15020309
https://doi.org/10.1177/2150131910372233
https://doi.org/10.1177/2150131910372233
https://www.crisis.org.uk/media/20498/staircases_elevators_and_cycles_of_change_es2010.pdf
https://www.crisis.org.uk/media/20498/staircases_elevators_and_cycles_of_change_es2010.pdf
https://doi.org/10.1136/jech-2018-210981
https://doi.org/10.1136/jech-2018-210981
https://housingfirsteurope.eu/wp-content/uploads
https://housingfirsteurope.eu/wp-content/uploads
https://doi.org/10.1080/13814788.2017.1375092
https://doi.org/10.1080/13814788.2017.1375092


Page 14 of 14Carmichael et al. International Journal for Equity in Health          (2023) 22:206 

54. McKenna L. Translation of research interviews: do we have a problem with 
qualitative rigor? Nurse Author Editor. 2022;32:1–3. https://doi.org/10.1111/
nae2.31.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations. 

https://doi.org/10.1111/nae2.31
https://doi.org/10.1111/nae2.31

	Barriers and facilitators to health care access for people experiencing homelessness in four european countries: an exploratory qualitative study
	Abstract
	Background
	Methods
	Study design
	Data collection
	Data analysis
	Ethical practice

	Results
	Health care needs of PEH
	Prevalence of poor health among PEH


	Impact of living conditions
	Barriers to health care access
	Support needs of PEH

	Preventative health care as ‘non-priority’
	Social stigma
	Inflexible and fragmented systems
	Practical and financial barriers to health care access
	Resource scarcity
	Facilitators to health care access
	Positive patient-professional relationships

	Tailored approaches to service delivery
	Involvement of non-clinical professionals
	Discussion
	Strengths and limitations

	Conclusion
	References


