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Abstract
Aim To map existing research on homelessness and health in the Republic of Ireland, and to synthesize the evidence on 
housing-related disparities in health.
Methods Peer-reviewed articles and conference abstracts published in English between 2012–2022 were retrieved from 
11 bibliographic databases if they contained empirical data on homelessness and health in Ireland, and – in a subsequent 
screening stage – at least one measure of health disparity between the homeless and general populations. Reviewers extracted 
relative risks (RR), 95% confidence intervals (CI), and calculated pooled RR of comparable health disparities using pairwise 
random-effects meta-analyses.
Results One hundred four articles contained empirical data on the health of homeless individuals residing in Ireland, address-
ing primarily substance use, addiction and mental health. Homelessness was associated with increased risk of illicit drug 
use (RR 7.33 [95% CI 4.2, 12.9]), reduced access to a general practitioner (GP) (RR 0.73 [CI 95% 0.71, 0.75]), frequent 
emergency department (ED) presentation (pooled RR 27.8 [95% CI 4.1, 189.8]), repeat presentation for self-harm (pooled 
RR 1.6 [95% CI 1.2, 2.0]) and premature departure from hospital (pooled RR 2.65 [95% CI 1.27, 5.53]).
Conclusions Homelessness in Ireland is associated with reduced access to primary care and overreliance on acute care. 
Chronic conditions amongst homeless individuals are understudied.

Keywords Homelessness · Republic of Ireland · Health Disparities · Evidence Map · Substance Use · Mental Health

Introduction

Homelessness levels continue to rise in most parts of Europe 
with children and adolescents, migrants, ethnic minorities, 
women, and families at increasing risk (European Commis-
sion 2022). The Republic of Ireland is unique in the sever-
ity of recent national spikes in homelessness (Allen et al. 
2020). According to official administrative data, the number 
of people staying in overnight emergency accommodation 
more than doubled in Ireland since 2015, reaching a record 
high of 7917 adults and 3480 children in October 2022 
(Department of Housing, Local Government and Heritage 
2022). The number of families who are homeless increased 

by 300% (Long et al. 2019). These figures do not account 
for ‘hidden homelessness’ (Allen et al. 2020); an estimated 
290,000 adults slept in their cars, in squats, on the floors or 
sofas of family and friends, or in unsafe accommodation in 
2022 (~6% of Irish population) (RED C and Simon Com-
munity 2022). Such trends come at high social and personal 
cost. Individuals and families experiencing homelessness 
face discrimination, isolation, barriers to accessing public 
services, and in turn, health disparities (European Commis-
sion 2022).

Health disparities are chains of events signified by dif-
ferences in environment, access to, utilization of, and qual-
ity of care, overall health status, or a particular health out-
come (Carter-Pokras and Baquet 2002). These differences 
encompass health inequalities (i.e. variation in health status 
or outcomes) and inequities (i.e. variation in the distribution 
or allocation of resources), and adversely affect groups of 
people who experience greater social or economic obstacles 
to health based on race or ethnicity, religion, socioeconomic 
status (SES), gender, age, disability, geographic location, 
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sexual orientation, or other characteristics historically linked 
to discrimination or exclusion (Klein and Huang 2010). 
The mechanisms leading to disparities in health are com-
plex. Structural, place-based, and individual factors such as 
concentrated poverty, proximity to environmental hazards, 
access to healthcare, stress and lifestyle risk factors intersect 
and contribute to adverse health outcomes in marginalized 
populations (Fazel et al. 2014; Ingram et al. 2021). Social 
exclusion, by determining access to education and employ-
ment opportunities, impedes economic opportunity. SES, in 
turn, shapes material circumstances and health risk behav-
iours contributing to overall health and well-being (World 
Health Organization 2010). Woodward and Kawachi (2000) 
argue that resulting health inequalities are unjust, avoidable, 
expensive and detrimental to all members of society (Wood-
ward and Kawachi 2000).

Health disparities amongst individuals experiencing 
homelessness have been widely documented. Homeless indi-
viduals in high-income countries have higher rates of suicide 
and unintentional injuries and an increased prevalence of a 
range of infectious diseases, mental disorders and substance 
misuse (Fazel et al. 2014). High rates of age-related condi-
tions (functional and cognitive impairments and falls) have 
been documented (Brown et al. 2012), as have increased 
morbidity and mortality from cardiovascular diseases linked 
with behavioural risk factors such as illicit drug and/or 
tobacco use, and poor access to early care (Jones et al. 2009). 
Homeless individuals have higher rates of hospital admis-
sion and longer stays once admitted (Hwang et al. 2013) 
but are less likely to engage with preventive health services 
or adhere to medication (Fazel et al. 2014). These factors 
contribute to premature mortality. In Dublin, standardized 
mortality ratios (SMRs) were 3–10 times higher in homeless 
men and 6–10 times higher in homeless women compared 
with the general population between 2011 and 2015, with 
overdose related to substance use the leading cause of death 
(Ivers et al. 2019).

In Ireland, because there is currently no mechanism for 
linking homelessness and health outcomes data, understand-
ing housing-related health disparities requires synthesizing 
empirical evidence from individual studies. To date, only 
one review of literature has been conducted relating to 
homelessness and health in the Republic of Ireland. McNeill 
et al. (2022) reviewed access to healthcare for people expe-
riencing homelessness in the UK and Ireland (McNeill et al. 
2022), identifying a need for improved staff education, flex-
ibility of systems, service coordination, patient preparedness 
and holistic care across the two countries. Also in 2022, 
Health Service Executive Ireland (HSE) documented a need 
for improved supports across healthcare services for home-
less people who experience chronic and complex health 
conditions, especially those persistently homeless, sleep-
ing rough, or with substance use disorders (Health Services 

Executive Ireland 2022). Meeting and monitoring these 
needs first requires understanding baseline differences in 
health and healthcare outcomes; a task of particular urgency 
in light of Ireland’s ongoing housing crisis and sustained 
increases in homelessness (Department of Housing, Local 
Government and Heritage 2022), evidence that disparities in 
mortality between homeless and housed people are worsen-
ing over time (Ivers et al. 2019), and the recent entrenchment 
of said disparities during the COVID-19 pandemic (Corey 
et al. 2022).

To facilitate discussion regarding directions for targeted 
research and interventions, the two primary aims of this 
study are to provide an overview of research on the rela-
tionship between homelessness and health in the Republic of 
Ireland, and to synthesize the existing evidence on housing-
related disparities in health status, and health care access and 
use. We include both objectives because – in addition to the 
identification of health disparities – the review will identify 
the extent to which research exists to address them.

Methods

Search strategy

This systematic review was registered to PROSPERO (ID: 
CRD42022348943) (Ingram and Perrotta 2022), conducted 
in accordance with Cochrane guidelines (Higgins et al. 
2022), and reported according to the Preferred Reporting 
Items for Systematic reviews and Meta-Analyses (PRISMA) 
statement (Additional File 1) (Page et al. 2021). Articles 
were retrieved on 18 November 2022 through a keyword 
search in 11 bibliographic databases: PsychInfo, PsychAr-
ticles, Cochrane library, PubMed, Embase, CINAHL, Web 
of Science, Social Sciences (Full Text), Econlit, Scopus, and 
Academic Search Complete. Search terms related to health 
(health* OR risk OR disease OR mortality), homelessness 
(homeless* OR ‘insecure housing’ OR ‘unstable housing’ 
OR ‘precarious housing’), and the Republic of Ireland (Ire-
land* OR Irish). Searches were restricted to articles pub-
lished since January 2012 to correspond with the dates for 
which official homelessness data exists in Ireland (Depart-
ment of Housing, Local Government and Heritage 2022).

Study selection

Identified citations were collated, uploaded into Rayyan 
(Ouzzani et al. 2016), and duplicates removed. Initial screen-
ing included any peer-reviewed article or conference abstract 
in English with empirical data on health status, or health 
care access or use, of individuals experiencing homelessness 
in Ireland. Under Ireland’s Housing Act 1988, homelessness 
is defined as (1) having no accommodation available that can 
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reasonably be stayed in or living in a hospital, county home, 
night shelter or other such institution, and (2) being unable 
to provide accommodation from one’s own resources (Gov-
ernment of Ireland 1988). One researcher screened titles 
and abstracts and two researchers independently screened 
remaining full texts to exclude articles conducted outside of 
the Republic of Ireland, without an empirical component, 
or not related to homelessness and health. References from 
relevant articles and systematic reviews were reviewed for 
eligibility. The aim of this initial screen was to map existing 
qualitative and quantitative evidence on the health of indi-
viduals experiencing homelessness in Ireland.

In a second screening stage, two researchers indepen-
dently re-examined the full texts of included articles to iden-
tify quantitative studies containing a method for comparing 
at least one health indicator between individuals experienc-
ing homelessness and the general population in Ireland. As 
the measurement of health disparities requires accounting 
for group size (Penman-Aguilar et al. 2016), studies with 
incomplete denominators in the homeless and/or reference 
group were excluded. Complete study selection criteria 
are shown in Additional File 2. Disagreements that arose 
between reviewers at each stage of the selection process 
were resolved through discussion.

Data extraction and analysis

Data from all studies meeting first-round inclusion crite-
ria were extracted into a database in Excel describing study 
design and location, sample size, health topic(s) addressed, 
whether articles focused on health status or health care 
access, quality, or use, and additional keywords (Additional 
File 3). Reasons for inclusion/exclusion in further quantita-
tive synthesis were marked as ‘include’, ‘qualitative’, ‘no 
comparison data’, or ‘missing denominator(s)’. A separate 
database was created for articles meeting second-round 
inclusion criteria in which the sampled population, study 
design, health indicator of interest, and method for meas-
uring and analysing disparity were recorded (Additional 
File 4). Where possible, reviewers extracted two-by-two 
table contents for relevant indicators and calculated relative 
risk (RR), absolute risk reduction (ARR) and 95% confi-
dence intervals (CI). Continuous measures of effect were 
recorded as mean and standard deviation (SD) in the home-
less and non-homeless groups, or recorded as reported by 
study authors (e.g. SMR, incidence rate ratio (IRR), percent 
increase over time).

Studies with comparable outcome measures and study 
populations were included in meta-analyses. Pairwise ran-
dom-effects meta-analyses were performed using the Der-
Simonian–Laird method to estimate the pooled RR of com-
parable health outcomes in the homeless vs. non-homeless 
population. Cochran’s Q test was performed to estimate 

whether total variation differed significantly from expected 
variation. τ2 (T2) and  I2 statistics estimated between-study 
variance, with  I2 > 75% indicating ‘high’ heterogeneity 
(Deeks et al. 2022). All data were analysed in R version 
4.0.2 (Balduzzi et al. 2019).

Quality assessment

Strength of study design was assessed using a quality check-
list adapted from other systematic reviews (Harden et al. 
2004; De Silva et al. 2005; Cook et al. 2013). Studies meas-
uring health disparities were given a score from 0 to 5 based 
on the following criteria: (1) sample selected was something 
other than a convenience sample to reduce sample selection 
bias and allow for generalizability to a larger population; (2) 
clear description of methods used to collect, analyse data, 
and assess disparities; (3) attempt made to establish non-
self-reported/objective assessment of the data; reliability and 
validity of the data; (4) sampled from multiple sites/com-
munities/localities (rather than one site) to increase sample 
representativeness; and (5) sufficient sample size and stand-
ard errors accurately reported.

Results

Map of existing research on homelessness 
and health in Ireland

Of the 584 non-duplicate records published since 2012 iden-
tified via bibliographic databases, 104 contained empirical 
data on the health of homeless individuals residing in the 
Republic of Ireland (Fig. 1). These are listed and numbered 
M1 to M104 in Additional File 5.

One fifth of included records were conference abstracts 
(N = 20). Studies were primarily cross-sectional (N = 33), 
retrospective reviews (N = 20), or of qualitative design (N = 
23). Ten studies employed mixed methods (e.g. quantitative 
surveys and interviews) [M1, M7, M13, M46, M51, M53, 
M68, M70, M72, M90]: nine studies designed, piloted, and 
assessed new interventions [M2, M18, M22, M25, M36, 
M50, M66, M77, M100]. Other study designs included 
prospective cohort studies [M6, M24, M37, M73], a case-
control study [M76], epidemiological investigation [M75], 
follow-up study [M12], policy analysis [M19], and prospec-
tive clinical audit [M99]. The median number of studies pub-
lished per year was 10 (min: 4 in 2014, max: 19 in 2019) 
with a noticeable jump in annual number of publications 
after 2016.

Figure 2 maps the existing research by health topic, and 
article topic (i.e., focus on health status or health care access, 
quality, or use). In order of descending frequency, topics 
addressed included substance use and addiction (N = 27), 
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mental health (N = 20), general health (N = 19), infectious 
disease (N = 13), social determinants of health (SDOH) (N 
= 11), physical and developmental conditions (N = 10), and 
ageing/end of life (N = 4).

Specific health topics addressed in each article are dis-
played in Table 1 and can be summarised as follows:

• Substance Use/Addiction: Studies reported rates of 
illicit drug overdose [M1–3], gambling [M4], relapse 
[M6], and sleep disturbances [M5] amongst homeless 
people who inject drugs (PWID). The quality of various 
harm reduction strategies was assessed [M17–21], spe-
cifically housing first vs. traditional staircase approaches 
[M9–16]. Singular studies reported on methadone use 
[M23], cervical screening uptake [M25], access to con-
traception [M26] and availability of addiction treatment 
programmes [M27].

• Mental Health: The prevalence and severity of men-
tal illness amongst Ireland’s homeless population was 
reported generally [M28–30], and relating specifically 
to suicide, self-harm [M31, M32] and complex post-

traumatic stress disorder (CPTSD) [M33]. Studies 
reported on factors associated with the quality of men-
tal health services [M34], the effectiveness of mindful-
ness training and psychologically informed approaches 
[M35, M36], and discrepancies in medicines recon-
ciliation for homeless individuals with mental illness 
[M38]. The frequency of homeless emergency depart-
ment (ED) mental health presentations [M39, M40], 
hospital treated self-harm [M41, M42], and psychiatric 
inpatient care [M43–45] was reported, as were barriers 
to accessing mental health care [M46, M47].

• General Health: Studies that reported on the general 
health of homeless individuals looked into mortal-
ity rates [M48], perceived quality of life [M49], and 
how mobile health clinics, integrated care approaches 
[M50–52], and doctor–patient interactions [M53–55] 
affected homeless individuals’ experiences with health 
care. Studies reported on ED utilisation [M57–62], pri-
mary health care utilisation [M63, M64], and access to 
primary care [M65, M66].

Fig. 1  PRISMA flowchart

1082 records identified from:
PsychInfo (N = 54)
PsychArticles (N = 1323)
Cochrane (N = 1)
PubMed (N = 128)
Embase (N = 481)
CINAHL (N = 55)
Web of Science (N = 211)
Social Sciences (Full Text) (N = 13)
EconLit (N = 0)
Scopus (N = 121)
Academic Search Complete (N = 123)

498 duplicate records removed

584 studies screened by title and abstract

222 screened in full text review 118 records excluded:
Systematic Review (relevant studies 
included individually) (N = 26)
Non-homeless population (N = 34)
Not in Ireland (N = 19)
No empirical data (N = 11)
Wrong topic (e.g., tool, policy, or 
course evaluation, cost 
effectiveness) (N = 11)
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• Infectious Diseases: Ten studies focused on hepati-
tis C (HCV), of which eight reported results from the 
HepCare Ireland HCV screening and linkage to care 
program targeting the homeless [M67–74]. A separate 
study looked at the success of telementoring as an HCV 
intervention [M77], and another at barriers to HCV 
treatment in PWID. Studies also looked at the preva-
lence [M75, M76] and use of HIV care among home-
less PWID [M78].

• SDOH: Qualitative studies explored how lack of 
secure housing impacted child development, adoles-
cent health, women’s health, family relationships and 

overall physical and mental health [M80–87]. Levels 
of social exclusion [M88] and access to nutritious food 
[M89, M90] were investigated.

• Physical/Developmental Conditions: Studies looked 
into rates of autism [M91], venous thromboembolism 
[M92], and diabetes [M94]; physical functioning [M93] 
and oral health [M95]; and access to/use of dermatol-
ogy [M96], lung cancer [M97], epilepsy [M100] and 
rehabilitation services [M99].

• Ageing/end of life: Four studies assessed the availability of 
and satisfaction with palliative care services for homeless 
individuals in Ireland [M101–104].

Fig. 2  Quantity of Existing 
Research on the Health of Indi-
viduals Experiencing Homeless-
ness in the Republic of Ireland 
by (A) Health Category, and (B) 
Article Topic: 2012 – 2022
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The complete database of included studies is available as 
Additional File 3 along with descriptions of included variables.

Health disparities amongst individuals experiencing 
homelessness

Study characteristics

The second-screening stage identified 14 peer-reviewed stud-
ies and three conference abstracts with indicators of health 
disparities published between 2014 and 2022 (Table 2). 
Study designs were primarily cross-sectional [M39, M45, 
M79, M80, M84, M88] or retrospective reviews of hospi-
tal data [M32, M41, M42, M48, M57, M58, M62, M92, 
M98]. One prospective cohort study [M37] and case con-
trol study [M76] were identified. Eleven studies took place 
in Dublin (capital city metropolitan area with a population 
of circa 1.25 million) [M37, M39, M48, M57, M58, M76, 
M79, M80, M84, M92, M98], one in Limerick (third larg-
est city nationally with a population of circa 0.09 million) 
[M45], and one in Cork (second largest city nationally with 
a population of circa 0.22 million) [M62]. Four studies used 
national data [M32, M41, M42, M88]. Data were collected 
from hospital EDs [M39, M57, M58, M62, M80, M84] and 
psychiatric units [M37, M45], specialized epilepsy [M98] 
and fibro scanning services [M79], or public databases, 
including the National Registry of Deliberate Self-Harm 
Ireland [M32, M41] and Dublin Region Homeless Execu-
tive (DRHE) [M48]. One study requested clinician-provided 
data on HIV diagnoses [M76], and another – the only study 
conducted in a non-healthcare setting – surveyed homeless 
individuals linked with non-governmental organisations 
(NGO) [M88]. Studies lasted between 1 and 130 months 
(10 years).

In terms of study quality, publications met between zero 
[M80, M84] and all five criteria [M32, M41, M42, M48] 
(Mean = Median = 3). The most common limitations were 
using a convenience sample and sampling from one site. Com-
plete quality checklists are presented in Additional File 4.

Health disparities reported were grouped into six cat-
egories: substance misuse, mental health and self-harm, 
health care use, health care access, physical health status, 
and social determinants of health. The researchers were able 
to extract two-by-two table contents and calculate RRs and 
ARRs for all but three studies that reported disparities as 
SMR [M48], age-standardized incidence rates [M42] and 
estimates of fixed effects [M37] (Table 3). Nine studies con-
tained results that were amenable to meta-analyses of RRs, 
stratified by the following health outcomes: alcohol misuse 
amongst psychiatric inpatients [M39, M45], drug misuse 
amongst psychiatric inpatients [M39, M45], receiving an ED 
mental health referral [M39, M88], repeat self-harm presen-
tation to ED [M32, M42], frequent (> 11) ED attendances 

per year [M57, M62], and leaving the ED before being seen/
self-discharge [M41, M57, M58] (Fig. 3).

Substance misuse

Homelessness, when compared to the general population, 
was associated with a significantly higher risk of having mis-
used alcohol in one’s lifetime (N = 276; RR 5.8 [95% CI 3.5, 
9.6]; ARR –0.5 [95% CI –0.6, –0.4]) [M88]. However, pooled 
random effects meta-analysis demonstrated no significant dif-
ferences in alcohol misuse between homeless and housed 
psychiatric inpatients (N = 159; pooled RR 1.11 [95% CI 0.7, 
1.7]; Fig. 3). Homelessness was significantly associated with 
history of illicit drug use in both a non-healthcare setting (N 
= 276; RR 7.33 [95% CI 4.2, 12.9]; ARR –0.5 [95% CI –0.6, 
–0.4]) [M88] and amongst psychiatric inpatients (N = 159; 
pooled RR 1.38 [95% CI 1.04, 1.84]). Doran et al. (2021) 
found that of those presenting to ED for seizure, homeless 
individuals were more likely to experience seizure related to 
substance abuse (N = 176; RR 13.0 [95% CI 1.7, 97.3]; ARR 
–0.1 [95% CI –0.2, –0.06]) [M98].

Mental health and self‑harm

Reported disparities in mental health outcomes varied. 
Pooled effects estimates revealed significantly higher risk 
of psychiatric admission amongst individuals experiencing 
homelessness (N = 136,980; pooled RR 11.3 [95% CI 7.9, 
16.3]; Fig. 3). Amongst those having received a psychiat-
ric referral, homelessness was not significantly associated 
with higher risk of schizophrenia, depression (N = 50) 
[M45] or affective or psychotic disorder (N = 109) [M39]. 
O’Brien et al. (2021) found homeless parents in triage 
at a paediatric ED at higher risk of indicating that their 
housing circumstances negatively impacted their child’s 
mental health (N = 312; RR 4.9 [95% CI 2.9, 8.1]; ARR 
–0.5 [95% CI –0.6, –0.2]).

Four studies assessed disparities in self-harm behav-
iours and related care [M32, M39, M41, M42]. Barrett 
et al. (2018) found the age-standardized incidence rate of 
self-harm ED presentations between 2010 and 2014 to be 
30 times higher in Ireland’s homeless population than in 
the general population (N = 57,124). Of ED presentations 
for self-harm (N = 96,426), homeless presentations were at 
higher risk of discharge (RR 1.1 [95% CI 1.0, 1.13]; ARR 
–0.04 [95% CI –0.05, –0.02]) or psychiatric admission (RR 
1.2 [95% CI 1.1, 1.3]; ARR –0.02 [95% CI –0.04, –0.01], 
and lower risk of general admission (RR 0.5 [95% CI 0.4, 
0.52]; ARR 0.18 [95% CI 0.16,0.19]) [M41]. Homeless ED 
psychiatric referrals were not significantly more at risk of 
suicidal behaviour (N = 109; RR 0.9 [95% CI 0.6, 1.3]) 
[M39]. However, generally, homelessness was associated 
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with risk of repeat self-harm presentation to ED (N = 
53,814; pooled RR 1.6 [95% CI 1.2, 2.0]).

Health care use

Seven studies used hospital electronic patient records to 
investigate the relationship between homelessness and 
emergency care. Homeless individuals were eight times 
more likely to attend one Dublin hospital ED in 2015 (N 
= 271,000; RR 8.0 [95% CI 7.8, 8.1]; ARR –0.8 [95% 
CI –0.81, –0.78]) [M57]. They were also more likely to 
attend the ED multiple times. The relative risk of frequent 
ED attendance (> 11 visits/year) ranged from 10 to 75 (N 
= 69,094; pooled RR 27.8 [95% CI 4.1, 189.8]), with an 
estimated 1 to 8% of frequent ED presentations result-
ing from homelessness (Table 3) [M57, M62]. Between 
2017 and 2019, O’Brien et al. (2022) calculated a 74% 
increase in homeless presentations to a Dublin paediatric 

ED compared to a 1% increase in housed presentations 
(N = 4638) [M57]. The same study found homelessness 
associated with higher risk of infant presentation (< 12 
months) (RR 1.6 [95% CI 1.4,1.8]; ARR –0.09 [95% CI 
–0.1,–0.07]). Doran et al. (2021) looked at Dublin ED 
attendances for seizure over five years and found aver-
age attendances (11 ±13.7 vs 3.2 ±3.5) and number of 
CT scans (3 ±4.8 vs. 1.7 ±2.3) three times more likely in 
the homeless cohort, resulting in higher rates of radiation 
exposure (N = 176) [M98].

Once admitted to hospital, homeless patients had shorter 
hospital stays on average (9.41 ±18.2 vs. 12.2 ±24.9) but 
occupied 15 times more bed days per capita of the catch-
ment population (4.4 vs. 0.3 days/person/annum) (N = 5114) 
[M57]. Across studies, homelessness was associated with a 
higher risk of leaving the ED before being seen or of self-
discharge once admitted (N = 155,269; pooled RR 2.65 
[95% CI 1.27, 5.53]; Fig. 3).

Fig. 3  Forest plots of relative 
risks of comparable health 
outcomes amongst people 
experiencing vs. not experienc-
ing homelessness in Ireland: 
2012–2022
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For ED attenders younger than 16, homelessness was 
associated with lower risk of presenting for injury or ‘being 
well’, and higher risk of presenting for respiratory viral, 
wheezing or gastro (N = 4638) [M58]. Homeless adult 
attenders were less likely to present for abdominal pain, 
chest pain or shortness of breath, and more likely to pre-
sent for head injury or collapse (N = 47,062) [M57]. Upon 
admission, homelessness was positively associated with 
diagnoses of pneumonia/bronchitis, cellulitis, and seizure 
(N = 7031; see Additional File 6 for specific effect meas-
ures) [M57].

Health care access

Only one study reported disparities in healthcare access (N 
= 4638) [M58]. Homeless children attending Dublin pae-
diatric ED were less likely to have a GP (RR 0.73 [CI 95% 
0.71, 0.75]; ARR 0.26 [CI 95% 0.24, 0.28]) and to be com-
pletely vaccinated (RR 0.88 [CI 95% 0.86,0.91]; ARR 0.09 
[CI 95% 0.07, 0.12]), but more likely to have a medical card 
(RR 1.6 [CI 95% 1.5, 1.7]; ARR –0.17 [CI –0.2,–0.14]).

Physical health status

Studies conducted by Crowley et al. (2017) and Giese et al. 
(2015) in cohorts of PWID did not reveal significant differ-
ences in the prevalence of fibrosis, liver disease (N = 59), 
nor HIV positivity (N = 53) according to housing status 
[M76, M79]. Homeless parents surveyed in ED triage were 
more likely to report that their housing situation negatively 
impacted their child’s physical health (N = 312; RR 3.9 
[95% CI 2.0, 7.5]; ARR –0.34 [95% CI –0.6, –0.07]) [M84]. 
Individuals experiencing homelessness were at greater risk 
of hospitalisation due to VTE than the adult general popula-
tion (N = 4,534,667; RR 10 [95% CI 8.9, 11.2]; ARR –0.01 
[95% CI –0.01, –0.01]) [M92]. Between 2011 and 2015, 
five-year SMR were six times higher in homeless vs housed 
people living in the Dublin region (N = 997,044), with drugs 
and alcohol the leading cause of death (38%) [M48].

Social determinants of health

Concerning non-medical factors that influence health out-
comes, three studies reported disparities in early childhood 
development [M80, M84, M88] and two relating to social 
inclusion [M37, M58]. Homeless parents surveyed in pae-
diatric hospital triage were more likely to report negative 
impacts of housing on their child’s social development (N 
= 321; RR 5.1 [MCI 95% 3.3, 7.8]; ARR –0.6 [95% CI 
–0.8, –0.3]) [M84] and ability to exercise and play (N = 
220; RR 3.0 [95% CI 1.4, 6.4]; ARR –0.2 [95% CI –0.5, 
–0.03]) [M80]. Alternatively, no significant differences in 
the frequency of fast-food meal consumption or ability to 

make and maintain friends were recorded (N = 220) [M80]. 
Homeless adults were more likely to have spent time in state 
care as a child (N = 276; RR 8.2 [95% CI 3.2, 20.3]; ARR 
–0.2 [95% CI –0.3, –0.2]) [M88] and reported fewer close 
friendships in adulthood (N = 222) [M37]. Children in one 
paediatric Dublin ED were less likely to be of Irish ethnicity 
(N = 2851; RR 0.5 [95% CI 0.47, 0.57]; ARR 0.37 [95% CI 
0.34, 0.41) [M58].

Discussion

Study scope and quality

Our initial overview of research on homelessness and health 
in Ireland identified 104 studies, nearly half of which focused 
on substance use, addiction, and mental health. Of these, 17 
studies reported disparities in health or healthcare-related 
outcomes, revealing associations between homelessness and 
substance misuse, self-harm presentations to ED, psychi-
atric admission, reduced access to GP, frequent ED pres-
entation, premature departure from hospital, and increased 
risk of hospitalisation due to VTE, pneumonia/bronchitis, 
cellulitis, and seizure. That half of studies reporting health 
disparities were retrospective reviews is not surprising given 
the availability of hospital admissions data. Population-
based health data such as disease registers can be difficult 
to access and/or to link with homelessness data due to lack 
of a unique health identifier (Moran 2016). As a result, we 
found that researchers outside of the acute care setting relied 
on surveys to assess differences in health, potentially bias-
ing results due to convenience sampling, sample size, or 
self-report data. These limitations are not unique to Ireland. 
An international umbrella review of studies investigating 
associations between homelessness and any health outcome 
found only two meeting criteria for ‘convincing evidence’ 
as of 2021 (Fornaro et al. 2022). Authors found – as did we 
– a tendency for small sample sizes and high heterogeneity 
between studies.

Without comprehensive, accessible data, our review 
reveals a currently incomplete understanding of housing-
related health disparities in Ireland. Moving forward, the 
usage of unique identifiers and linkage of health and social 
care data should be prioritized, as should the routine record-
ing of housing status in primary care, hospital datasets, and 
national disease registries. Examples of successful linkages 
of homelessness and health datasets exist from Scotland and 
the US (Waugh et al. 2018; Trick et al. 2021).

Substance misuse

Findings from our review are in line with international 
evidence, pointing to the disproportionate risk of alcohol 
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and drug misuse amongst homeless individuals compared 
to the general population (Fazel et al. 2014) [M48,M88]. 
As of 2015, disparities in SMR calculated by Ivers et al. 
(2019) were largely attributable to drug and alcohol use 
[M48]. Though the proportion of substance-use related 
homeless deaths in the US was comparable to Ireland that 
same year (~30%) it has since skyrocketed to 82% due to 
proliferation of synthetic opioids, underlining the increasing 
severity of this crisis internationally (Cawley et al. 2022). 
Encouragingly, we found a growing body of research from 
Ireland focused on improving the quality and availability of 
addiction care and supports. Studies demonstrate the suc-
cess of the Housing First vs. Traditional Staircase approach 
[M9–16], of creating a continuum of care for service users 
across all addiction and homeless services [M18], and of 
lowering thresholds to methadone provision, benzodiazepine 
provision, and naloxone availability [M19]. Less encour-
aging are lags in subsequent policy change and implemen-
tation. Ireland’s first Supervised Injection Facility was 
approved in 2015, for example, but none are operative as of 
2023 (Harm Reduction International 2022; Health Services 
Executive Ireland 2023). We identified one study examining 
barriers preventing the operationalisation of effective harm 
reduction strategies and how to overcome them [M19]. This 
remains an important direction for future research.

Mental Health

The fact that the association between homelessness and sub-
stance use was reduced/attenuated in cohorts of psychiatric 
inpatients (Fig. 3) aligns with evidence that a relationship 
between mental illness and substance use exists indepen-
dently from homelessness (Maremmani et al. 2017). This 
brings to light the issue of dual diagnosis. The Irish mental 
health care system currently delineates between general and 
addiction psychiatric services, preventing individuals with 
both a substance misuse and mental health condition from 
accessing general mental health care (O’Carroll 2020). Indi-
viduals with a dual diagnosis are at higher risk of suicide, 
undoubtedly contributing to the disproportionate and increas-
ing risk of self-harm and repeat self-harm presentation to ED 
identified amongst homeless cohorts included in this review 
[M32, M42]. However, homeless individuals presenting for 
self-harm (despite vulnerability to comorbid risk factors and 
repeat presentation) more frequently leave the ED without 
being seen [M41]. With a national model of integrated ser-
vice provision for individuals with a dual diagnosis under 
development (Health Service Executive Ireland 2022), our 
review reveals a need for evidence relating to appropriate 
mental health care and support for homeless individuals with 
co-occurring substance use and mental health conditions.

It is also of note that studies reporting disparities in men-
tal health status looked at risk of ED psychiatric referral 

(Fig. 3) or differences in psychiatric inpatients according 
to housing status, but that mental health disparities were 
not assessed outside of the healthcare setting. Prinsloo et al. 
(2012) found that only 24% of residents surveyed in a Dub-
lin homeless hostel with a mental disorder diagnosis were 
attending psychiatric or addiction services, indicating the 
potential for hospital/health care data to miss individuals less 
inclined or able to engage with the mental health care system 
[M28]. Globally, homeless individuals are at elevated risk 
of personality disorder, bipolar disorder, and post-traumatic 
stress disorder (Fazel et al. 2014) and approximately half 
suffer from depressive symptoms and/or psychosis (Ayano 
et al. 2021). This suggests the likely scope and severity of 
mental health inequalities in Ireland. However, because 
estimates differ substantially by study and by demographic 
factor, our review reveals a need for better quality measure-
ments that identify inequity in mental health outcomes in 
order to target appropriate, early interventions. Critically, 
this too could contribute to the prevention of suicide and 
unintentional overdose.

Health care use

The most frequently reported disparities are related to ED 
presentations and hospital admissions. Included studies 
reported significantly elevated risk of ED attendance and 
frequent ED attendance, of leaving the ED without being 
seen, and – if admitted – of longer hospital stays amongst 
homeless individuals. Similar disparities have been widely 
reported internationally (Fazel et  al. 2014; Vohra et al. 
2022). However, a systematic review of homelessness and 
ED use found that the rate ratio of homeless vs housed ED 
visits reported by Ní Cheallaigh et al. (2017) was more 
than five times higher than results from comparable studies 
conducted in the US (Vohra et al. 2022). One explanation 
might be that the Dublin study was conducted most recently 
[M57], and that rates of ED attendance are increasing faster 
in homeless populations both in Ireland and abroad (Vohra 
et  al. 2022) [M58]. Regardless, consensus across Irish 
studies regarding disproportionate rates of frequent ED 
attendance and premature departure (Fig. 3) demonstrate a 
problematic overreliance on acute care in a population with 
access to free primary and secondary healthcare [M63].

Studies in our evidence map offer some explanation. Peo-
ple experiencing homelessness have recurrent interactions 
with health professionals that leave them feeling excluded, 
discouraged, and more inclined to self-exclude from pri-
mary care [M54]. Once in hospital, homeless patients have 
reported lack of mental stimulation, insufficient detoxifica-
tion programmes, poor communication by healthcare profes-
sionals, perceived discrimination associated with addiction, 
and lack of mental health supports as barriers to remaining 
in care [M55-56]. Dual diagnosis and substance use disorder 
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are associated with after-hours visits to ED (Stenius-Ayoade 
et al. 2017), wait times can be long, and homeless patients 
may exhibit challenging behaviour that prevents staff from 
getting to examine underlying causes of repeat presentation 
[M54,M62]. Despite this evidence – and despite national 
recommendations for the identification of potential frequent 
attenders and development of patient-specific care plans as 
early as 2012 – our review confirms that stark disparities 
persist in the use of emergency care as of 2022 [M58].

Physical health

That only a small number of studies (N = 5) reported 
disparities in physical health reveals – as with mental 
health outcomes – a need for better quality measurements. 
Studies revealed the disproportionate risk of diagnoses 
associated with injecting drug use [M57, M92]. Nation-
ally, risk of hospitalisation due to VTE was 10 times 
higher in homeless individuals compared to the general 
population in 2019 [M92]. Beyond mortality risk, this is 
of particular consequence as Carroll et al. (2021) reported 
shortages in availability of rehabilitation services in Ire-
land to treat mobility issues that may be brought on by 
VTE [M99]. That the risk of seizure diagnosis was four 
times greater in homeless individuals may be indicative 
of increased rates of traumatic brain injury [M57,M98]. 
Internationally, homelessness is associated with dispro-
portionate rates of chronic liver disease, HIV, HCV, and 
tuberculosis (TB) (Fazel et al. 2014; Hashim et al. 2022). 
However, when controlled for intravenous drug use, stud-
ies included in our review revealed no significant differ-
ences in HIV positivity or risk of liver disease according 
to housing status [M76,M79]. We identified a significant 
body of literature on ‘HepCare Ireland’, a project that 
has been improving national HCV outcomes through 
multiple-level testing and treatment interventions since 
2016 [M70], but did not find information on TB. The 
prevalence of diabetes is comparable to general popula-
tion estimates (8%) [M94]. Whereas cardiovascular diag-
noses in hospital are less common [M57] despite evidence 
from Europe and Canada that homeless individuals have 
high rates of morbidity and mortality from cardiovascular 
disease (Fazel et al. 2014). Ní Cheallaigh et al. (2017) 
report increased risk of pneumonia/bronchitis diagnosis 
in hospital, but no differences in diagnoses of COPD or 
asthma [M57]. Rather than demonstrating baseline risk, 
disparities measured in an acute care setting may repre-
sent the fact that chronic conditions are more likely to 
be poorly controlled in homeless populations. Outside of 
the acute care setting, common physical health problems 
in homeless individuals include skin, dental, eye, joint, 
and asthma [M63, M95-96]. These rates have not been 
compared to the general population.

Social Determinants of Health

Studies included in this review demonstrate higher rates 
of social exclusion amongst homeless cohorts [M37, M80, 
M84]. In Ireland as abroad, lack of housing reportedly nega-
tively impacts child social development and levels of social 
support in adulthood, both factors that impact health and are 
aggravated by health status (Hwang et al. 2009) [M37,M84]. 
While not the aim of this review, it is imperative to rec-
ognize how SDOH lead to homelessness. Myriad factors 
– unemployment and poverty, migration, ageing, health or 
relationship difficulties, lack of affordable housing, and/or 
inadequate support when leaving care facilities or public 
institutions – can drive someone into precarious housing. In 
Ireland, for example, young people are discharged from care 
at age 18 and face sudden withdrawal of supports (Mayock 
et al. 2013). Many have developed drug and alcohol depend-
encies by this time and may struggle to find permanent hous-
ing [M81], beginning to explain the relationship between 
being in state care as a child and homelessness identified in 
this review [M88]. Encouragingly, we found a number of 
studies addressing homelessness as a combined medical and 
social issue in Ireland [M80-87]. One promising result is a 
national shift towards Housing First models of care [M9-16]. 
As well, research and practice can benefit from considering 
the health enabling traits related to homelessness such as 
high resiliency and survival skills (Lee et al. 2011).

Further exploration of the finding that homelessness is 
associated with non-Irish ethnicity in child ED presentation 
reveals overrepresentation of Roma, Black, and – to a lesser 
extent – Irish Traveller presentations in the homeless cohort 
[M58]. This is in stark contrast with demographics of the 
general homeless population which is primarily White Irish 
(Central Statistics Office 2016). In 2018, a Roma national 
needs assessment identified barriers to accessing social and 
medical services due to lack of documentation to prove resi-
dency, language barriers, not knowing about services or how 
to access them, and experiences of discrimination (Pavee 
Point and Department of Justice and Equality 2018). These 
findings, coupled with disproportionate rates of ED attend-
ance, reveal a manifest need to better understand the health 
care needs and patterns of use specific to homeless members 
of ethnic minority communities. Even more so because there 
is limited national data collection of ethnicity, and ethnic/
birth information is often missing from electronic medical 
records (Hannigan et al. 2019)[M58]. Our review identi-
fied no studies focused on the intersectionality of ethnicity, 
homelessness, and health in Ireland.

Limitations & Strengths

It is important to note the limitations inherent to the 
exclusion of grey literature from this review. HSE Social 
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Inclusion, Regional Homeless Executives, and non-profit 
organisations such as Simon Communities, Focus Ireland, 
the Ana Liffey Drug Project, and Partnership for Health 
Equity are leading the charge in homeless health equity 
and regularly publish reports on the state of housing and 
health in Ireland that complement findings from peer-
reviewed literature. Another limitation is that this review 
did not report disparities in health according to age, gender, 
length of homelessness, or family status (single vs family 
homelessness); four factors known to significantly influence 
health outcomes (Ivers et al. 2019; O’Carroll 2020). Readers 
should be aware that the disparities reported apply predomi-
nately to homeless individuals linked with healthcare and 
may underestimate the severity of health difficulties facing 
those who are not. Finally, only a small number of studies 
could be included in meta-analyses due to variability of out-
come variables and study populations. This resulted in small 
pools of comparable health outcomes (≤ 3) due to which 
meta-analytic results should be interpreted with caution.

Despite these limitations, this systematic review is an 
important contribution to the field as it provides the first 
map of evidence relating to homelessness and health in Ire-
land that can be used to inform and monitor future trends 
in research. By synthesizing existing evidence on housing-
related health disparities, the review can facilitate cross-
country and temporal comparisons in health outcomes and 
help guide the allocation of resources. Importantly, we have 
created two tools that can accelerate future searches for evi-
dence. The first is a database of all relevant peer-reviewed 
studies and conference abstracts published since 2012 on 
homelessness and health in Ireland, indexed by Health Topic 
(Additional File 3). The second is a database containing all 
published, quantitative measures of homeless health dispari-
ties (Additional File 4).

Conclusion

This review provides the first overview of research on home-
lessness and health conducted in Ireland, revealing a grow-
ing body of evidence on substance use, mental health status 
and access to/quality of related care. Studies reporting health 
disparities reveal associations between homelessness and 
substance misuse, self-harm presentations to ED, psychiatric 
admission, reduced access to GP, frequent ED presentation, 
premature departure from hospital, and increased risk of 
hospitalisation due to VTE, pneumonia/bronchitis, celluli-
tis, and seizure. While lack of routinely collected, accessible 
data prevents a complete understanding of Ireland’s status 
vis-à-vis homelessness and health equity, review findings 
shed light on an urgent need for more extensive harm reduc-
tion programmes, more appropriate mental health supports, 

and improved strategies for the identification and care of 
frequent ED attenders. Moving forward, national homeless-
ness and health datasets should be expanded, linked, audited, 
and made more accessible. This will facilitate analysis of 
under-examined disparities in health relating to comorbid 
conditions, chronic and infectious diseases, and how ethnic-
ity and SDOH interact with homelessness and health.

Supplementary Information The online version contains supplemen-
tary material available at https:// doi. org/ 10. 1007/ s10389- 023- 01934-0.

Data transparency Data extracted from studies included in this system-
atic review are available online as Supplemental Materials.

Registration This systematic review was registered to PROSPERO (ID: 
CRD42022348943).

Author contributions Conceptualization: Carolyn Ingram; Methodol-
ogy: Carolyn Ingram, Conor Buggy, Carla Perrotta; Literature search: 
Carolyn Ingram, Darin Elabassy; Data extraction: Carolyn Ingram; 
Quality assessment: Carolyn Ingram; Formal analysis: Carolyn Ingram; 
Writing - original draft preparation: Carolyn Ingram; Writing - review 
and editing: Carolyn Ingram Conor Buggy, Darin Elabassy, Carla Per-
rotta; Supervision: Conor Buggy, Carla Perrotta.

Funding Open Access funding provided by the IReL Consortium

Declarations 

Ethics approval Not applicable as this review retrieved and analysed 
data from published studies for which informed consent was obtained 
by primary investigators.

Consent to participate Not applicable as this review retrieved and 
analysed data from published studies for which informed consent was 
obtained by primary investigators.

Consent for publication Not applicable as manuscript does not contain 
data from any individual person.

Competing interests The authors have no competing interests to 
declare that are relevant to the content of this article.

Open Access  This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long 
as you give appropriate credit to the original author(s) and the source, 
provide a link to the Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are 
included in the article's Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in 
the article's Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a 
copy of this licence, visit http:// creat iveco mmons. org/ licen ses/ by/4. 0/.

References

Allen M, Benjaminsen L, O’Sullivan E, Pleace N (2020) Trends in 
homelessness in Denmark, Finland and Ireland. In: Ending home-
lessness?, 1st edn. Bristol University Press, pp 73–102

https://doi.org/10.1007/s10389-023-01934-0
http://creativecommons.org/licenses/by/4.0/


1875Journal of Public Health (2024) 32:1855–1876 

1 3

Arensman E, Griffin E, Daly C, Corcoran P, Cassidy E, Perry IJ (2018) 
Recommended next care following hospital-treated self-harm: pat-
terns and trends over time. PLOS ONE 13(3):e0193587. https:// 
doi. org/ 10. 1371/ journ al. pone. 01935 87

Ayano G, Belete A, Duko B, Tsegay L, Dachew BA (2021) Systematic 
review and meta-analysis of the prevalence of depressive symp-
toms, dysthymia and major depressive disorders among homeless 
people. BMJ Open 11(2):e040061. https:// doi. org/ 10. 1136/ bmjop 
en- 2020- 040061

Balduzzi S, Rücker G, Schwarzer G (2019) How to perform a meta-
analysis with R: a practical tutorial. BMJ Ment Health 22(4):153–
160. https:// doi. org/ 10. 1136/ ebmen tal- 2019- 300117

Barrett P, Griffin E, Corcoran P, O’Mahony MT, Arensman E (2018) 
Self-harm among the homeless population in Ireland: a national 
registry-based study of incidence and associated factors. J Affect 
Disord 229:523–531. https:// doi. org/ 10. 1016/j. jad. 2017. 12. 040

Brown RT, Kiely DK, Bharel M, Mitchell SL (2012) Geriatric syn-
dromes in older homeless adults. J Gen Intern Med 27(1):16–22. 
https:// doi. org/ 10. 1007/ s11606- 011- 1848-9

Carroll A, O’Brien S, Harrington D, Ní Cheallaigh C, Lawlee AM, 
Sukumar P (2021) The unmet rehabilitation needs in an inclusion 
health integrated care programme for homeless adults in Dublin, 
Ireland. Int J Environ Res Public Health 18(15):7917. https:// doi. 
org/ 10. 3390/ ijerp h1815 7917

Carter-Pokras O, Baquet C (2002) What is a “health disparity”? Public 
Health Rep 117(5):426–434. https:// doi. org/ 10. 1093/ phr/ 117.5. 
426

Cawley C, Kanzaria HK, Zevin B, Doran KM, Kushel M, Raven MC 
(2022) Mortality among people experiencing homelessness in San 
Francisco during the COVID-19 pandemic. JAMA Netw Open 
5(3):e221870–e221870. https:// doi. org/ 10. 1001/ jaman etwor 
kopen. 2022. 1870

Central Statistics Office (2016) Census of Population 2016 – Profile 
5 Homeless Persons in Ireland. https:// www. cso. ie/ en/ relea sesan 
dpubl icati ons/ ep/p- cp5hpi/ cp5hpi/ nat/. Accessed 2 Feb 2023

Cook B, Wayne GF, Valentine A, Lessios A, Yeh E (2013) Revis-
iting the evidence on health and health care disparities among 
the Roma: a systematic review 2003-2012. Int J Public Health 
58(6):885–911. https:// doi. org/ 10. 1007/ s00038- 013- 0518-6

Corey J, Lyons J, O’Carroll A, Stafford R, Ivers JH (2022) A scoping 
review of the health impact of the COVID-19 pandemic on per-
sons experiencing homelessness in North America and Europe. 
Int J Environ Res Public Health 19(6):3219. https:// doi. org/ 10. 
3390/ ijerp h1906 3219

Crowley D, Cullen W, Laird E, Lambert JS, Mc Hugh T, Murphy C, 
Van Hout MC (2017) Exploring patient characteristics and barri-
ers to Hepatitis C treatment in patients on opioid substitution treat-
ment attending a community based fibro-scanning clinic. J Transl 
Int Med 5(2):112–119. https:// doi. org/ 10. 1515/ jtim- 2017- 0017

De Silva MJ, McKenzie K, Harpham T, Huttly SRA (2005) Social capi-
tal and mental illness: a systematic review. J Epidemiol Commun 
Health 59:619–627. https:// doi. org/ 10. 1136/ jech. 2004. 029678

Deeks J, Higgins J, Altman D (2022) Chapter 10: Analysing data and 
undertaking meta-analyses. Cochrane Training. https:// train ing. 
cochr ane. org/ handb ook/ curre nt/ chapt er- 10. Accessed 13 Feb 2023

Department of Housing, Local Government and Heritage (2022) 
Homelessness data. Government of Ireland. https:// www. gov. 
ie/ en/ colle ction/ 80ea8- homel essne ss- data/# homel essne ss- data. 
Accessed 23 Nov 2022

Doran E, Stanila R, Healy L, Hynes SF, Doherty CP (2021) Com-
puted tomography and emergency department frequency in home-
less patients with seizures. Seizure 91:72–74. https:// doi. org/ 10. 
1016/j. seizu re. 2021. 05. 021

European Commission (2022) Employment, social affairs & inclusion: 
homelessness. European Union. https:// ec. europa. eu/ social/ main. 
jsp? catId= 1061& langId= en. Accessed 5 Jan 2023

Ewins K, Ni Ainle F, Dunlea E, Kelliher S, Sandys V, Rooney H, 
Macken L, Ni Cheallaigh C (2019) Socially excluded per-
sons in Ireland have an increased annual risk of hospitalisation 
due to venous thromboembolic disease. Blood 134(Supple-
ment_1):4702–4702. https:// doi. org/ 10. 1182/ blood- 2019- 130371

Fazel S, Geddes JR, Kushel M (2014) The health of homeless people 
in high-income countries: descriptive epidemiology, health con-
sequences, and clinical and policy recommendations. The Lancet 
384(9953):1529–1540. https:// doi. org/ 10. 1016/ S0140- 6736(14) 
61132-6

Fornaro M, Dragioti E, De Prisco M et al (2022) Homelessness and 
health-related outcomes: an umbrella review of observational 
studies and randomized controlled trials. BMC Med 20(1):224. 
https:// doi. org/ 10. 1186/ s12916- 022- 02423-z

Giese C, Igoe D, Gibbons Z, Hurley C, Stokes S, McNamara S et al 
(2015) Injection of new psychoactive substance snow blow associ-
ated with recently acquired HIV infections among homeless peo-
ple who inject drugs in Dublin Ireland 2015. Eurosurveillance 
20(40). https:// doi. org/ 10. 2807/ 1560- 7917. ES. 2015. 20. 40. 30036

Government of Ireland (1988) Housing Act. Government of Ireland, 
Dublin

Hannigan A, Villarroel N, Roura M, LeMaster J, Basogomba A, Brad-
ley C, MacFarlane A (2019) Ethnicity recording in health and 
social care data collections in Ireland: where and how is it meas-
ured and what is it used for? Int. J. Equity Health 19:2. https:// doi. 
org/ 10. 1186/ s12939- 019- 1107-y

Harden A, Garcia J, Oliver S et al (2004) Applying systematic review 
methods to studies of people’s views: an example from public 
health research. J Epidemiol Commun Health 58(9):794–800. 
https:// doi. org/ 10. 1136/ jech. 2003. 014829

Harm Reduction International (2022) The Global State of Harm Reduc-
tion 2022. Harm Reduction International, London

Hashim A, Bremner S, Grove JI et al (2022) Chronic liver disease 
in homeless individuals and performance of non-invasive liver 
fibrosis and injury markers: VALID study. Liver International 
42:628–639. https:// doi. org/ 10. 1111/ liv. 15122

Hayes AM, Joyce B, McNamara R, Okafor I (2019) Impact of home-
lessness on children presenting to a tertiary emergency depart-
ment. Arch Dis Child 104:A262–A262. https:// doi. org/ 10. 1136/ 
archd ischi ld- 2019- epa. 614

Health Service Executive Ireland (2022) Sharing the vision: a mental 
health policy for everyone 2022–2024. Government of Ireland, 
Dublin

Health Services Executive Ireland (2022) National Service Plan. Gov-
ernment of Ireland, Dublin

Health Services Executive Ireland, National Social Inclusion Office 
(2023) Supervised injecting facilities. Government of Ireland. 
https:// www. hse. ie/ eng/ about/ who/ prima rycare/ socia lincl usion/ 
addic tion/ super vised- injec ting- centr e/- super vised- injec ting- centr 
es. html. Accessed 18 Jan 2023

Higgins J, Thomas J, Chandler J, Cumptson M, Li T, Page MJ, Welch 
VA (2022) Cochrane handbook for systematic reviews of interven-
tions version 6.3. Cochrane Training. www. train ing. cochr ane. org/ 
handb ook. Accessed 14 Dec 2022

Hwang SW, Kirst MJ, Chiu S, Tolomiczenko G, Kiss A, Cowan L, Lev-
inson W (2009) Multidimensional social support and the health 
of homeless individuals. J Urban Health 86:791–803. https:// doi. 
org/ 10. 1007/ s11524- 009- 9388-x

Hwang SW, Chambers C, Chiu S, Katic M, Kiss A, Redelmeier D, 
Levinson W (2013) A comprehensive assessment of health care 
utilization among homeless adults under a system of universal 
health insurance. Am J Public Health 103(Suppl 2):S294–S301. 
https:// doi. org/ 10. 2105/ AJPH. 2013. 301369

Ingram C, Perrotta C (2022) Health and health care disparities among 
marginalised populations in the Republic of Ireland: systematic 
review registration. PROSPERO. https:// www. crd. york. ac. uk/ 

https://doi.org/10.1371/journal.pone.0193587
https://doi.org/10.1371/journal.pone.0193587
https://doi.org/10.1136/bmjopen-2020-040061
https://doi.org/10.1136/bmjopen-2020-040061
https://doi.org/10.1136/ebmental-2019-300117
https://doi.org/10.1016/j.jad.2017.12.040
https://doi.org/10.1007/s11606-011-1848-9
https://doi.org/10.3390/ijerph18157917
https://doi.org/10.3390/ijerph18157917
https://doi.org/10.1093/phr/117.5.426
https://doi.org/10.1093/phr/117.5.426
https://doi.org/10.1001/jamanetworkopen.2022.1870
https://doi.org/10.1001/jamanetworkopen.2022.1870
https://www.cso.ie/en/releasesandpublications/ep/p-cp5hpi/cp5hpi/nat/
https://www.cso.ie/en/releasesandpublications/ep/p-cp5hpi/cp5hpi/nat/
https://doi.org/10.1007/s00038-013-0518-6
https://doi.org/10.3390/ijerph19063219
https://doi.org/10.3390/ijerph19063219
https://doi.org/10.1515/jtim-2017-0017
https://doi.org/10.1136/jech.2004.029678
https://training.cochrane.org/handbook/current/chapter-10
https://training.cochrane.org/handbook/current/chapter-10
https://www.gov.ie/en/collection/80ea8-homelessness-data/#homelessness-data
https://www.gov.ie/en/collection/80ea8-homelessness-data/#homelessness-data
https://doi.org/10.1016/j.seizure.2021.05.021
https://doi.org/10.1016/j.seizure.2021.05.021
https://ec.europa.eu/social/main.jsp?catId=1061&langId=en
https://ec.europa.eu/social/main.jsp?catId=1061&langId=en
https://doi.org/10.1182/blood-2019-130371
https://doi.org/10.1016/S0140-6736(14)61132-6
https://doi.org/10.1016/S0140-6736(14)61132-6
https://doi.org/10.1186/s12916-022-02423-z
https://doi.org/10.2807/1560-7917.ES.2015.20.40.30036
https://doi.org/10.1186/s12939-019-1107-y
https://doi.org/10.1186/s12939-019-1107-y
https://doi.org/10.1136/jech.2003.014829
https://doi.org/10.1111/liv.15122
https://doi.org/10.1136/archdischild-2019-epa.614
https://doi.org/10.1136/archdischild-2019-epa.614
https://www.hse.ie/eng/about/who/primarycare/socialinclusion/addiction/supervised-injecting-centre/-supervised-injecting-centres.html
https://www.hse.ie/eng/about/who/primarycare/socialinclusion/addiction/supervised-injecting-centre/-supervised-injecting-centres.html
https://www.hse.ie/eng/about/who/primarycare/socialinclusion/addiction/supervised-injecting-centre/-supervised-injecting-centres.html
http://www.training.cochrane.org/handbook
http://www.training.cochrane.org/handbook
https://doi.org/10.1007/s11524-009-9388-x
https://doi.org/10.1007/s11524-009-9388-x
https://doi.org/10.2105/AJPH.2013.301369
https://www.crd.york.ac.uk/prospero/display_record.php?RecordID=348943


1876 Journal of Public Health (2024) 32:1855–1876

1 3

prosp ero/ displ ay_ record. php? Recor dID= 348943. Accessed 14 
Dec 2022

Ingram C, Min E, Seto E, Cummings BJ, Farquhar S (2021) Cumula-
tive impacts and COVID-19: implications for low-income, minor-
itized, and health-compromised communities in King County, 
WA. J Racial Ethn Health Disparities 9:1210–1224. https:// doi. 
org/ 10. 1007/ s40615- 021- 01063-y

Ivers JH, Zgaga L, O’Donoghue-Hynes B, Heary A, Gallwey B, Barry 
J (2019) Five-year standardised mortality ratios in a cohort of 
homeless people in Dublin. BMJ Open 9:e023010. https:// doi. 
org/ 10. 1136/ bmjop en- 2018- 023010

Jones CA, Perera A, Chow M, Ho I, Nguyen J, Davachi S (2009) Car-
diovascular disease risk among the poor and homeless – what we 
know so far. Curr Cardiol Rev 5:69–77. https:// doi. org/ 10. 2174/ 
15734 03097 87048 086

Klein R, Huang D (2010) Defining and measuring disparities, inequi-
ties, and inequalities in the Healthy People Initiative. National 
Center for Health Statistics, Centers for Disease Control and Pre-
vention, Maryland

Larkin C, Corcoran P, Perry I, Arensman E (2014) Severity of hospital-
treated self-cutting and risk of future self-harm: a national regis-
try study. J Ment Health 23(3):115–119. https:// doi. org/ 10. 3109/ 
09638 237. 2013. 841867

Lee SJ, Liang LJ, Rotheram-Borus MJ, Milburn NG (2011) Resiliency 
and survival skills among newly homeless adolescents: Implica-
tions for future interventions. Vulnerable Child Youth Stud 6:301–
308. https:// doi. org/ 10. 1080/ 17450 128. 2011. 626468

Long AE, Sheridan S, Gambi L, Hoey D (2019) Family homelessness 
in Dublin: causes, housing histories, and finding a home: execu-
tive summary. Focus Ireland, Dublin

Maremmani AGI, Bacciardi S, Gehring ND, Cambioli L, Schütz C, 
Jang K, Krausz M (2017) Substance use among homeless indi-
viduals with schizophrenia and bipolar disorder. J Nerv Ment Dis 
205:173–177. https:// doi. org/ 10. 1097/ NMD. 00000 00000 000462

Mayock P, Corr ML, O’Sullivan E (2013) Moving on, not out: when 
young people remain homeless. J Youth Stud. 16:441–459. https:// 
doi. org/ 10. 1080/ 13676 261. 2012. 725837

Mcloughlin A, Feeney A, Cooney J (2021) Homelessness emer-
gency care and mental health. Inner-city emergency depart-
ment psychiatry referrals: a retrospective descriptive analy-
sis.  Ir J Med Sci 190(3):1201–1204. https:// doi. org/ 10. 1007/ 
s11845- 020- 02392-3

McNeill S, O’Donovan D, Hart N (2022) Access to healthcare for peo-
ple experiencing homelessness in the UK and Ireland: a scoping 
review. BMC Health Serv Res 22:910. https:// doi. org/ 10. 1186/ 
s12913- 022- 08265-y

Moloney N, O’Donnell P, Elzain M, Bashir A, Dunne CP, Kelly BD, 
Gulati G (2022) Homelessness amongst psychiatric Inpatients: 
a cross-sectional study in the mid-west of Ireland. Ir J Med Sci 
191(1):321–326. https:// doi. org/ 10. 1007/ s11845- 021- 02546-x

Moran R (2016) Proposals for an enabling data environment for health 
and related research in Ireland. Health Research Board, Dublin

Ní Cheallaigh C, Cullivan S, Sears J, Lawlee AM, Browne J, Kieran 
J et al (2017) Usage of unscheduled hospital care by homeless 
individuals in Dublin Ireland: a cross-sectional study. BMJ Open 
7(11):e016420. https:// doi. org/ 10. 1136/ bmjop en- 2017- 016420

O’Brien N, Joyce B, Hayes AM, Bedford H, Quinn N (2021) Parental 
perceptions regarding the impact of housing on health. Arch Dis 
Child 106(Suppl 1):A1–A514. https:// doi. org/ 10. 1136/ archd ischi 
ld- 2021- rcpch. 434

O’Brien N, Quinn N, Joyce B, Bedford H, Crushell E (2022) Emer-
gency department utilisation by homeless children in Dublin Ire-
land: a retrospective review. BMJ Paediatrics Open 6(1):e001368. 
https:// doi. org/ 10. 1136/ bmjpo- 2021- 001368

O’Carroll A (2020) Interim Report on mortality in single homeless 
population 2020. Dublin

O’Donnell P, Hannigan A, Ibrahim N, O’Donovan D, Elmusharaf K 
(2022) Developing a tool for the measurement of social exclusion 
in healthcare settings. Int J Equity Health 21(1). https:// doi. org/ 
10. 1186/ s12939- 022- 01636-1

Ouzzani M, Hammady H, Fedorowicz Z, Elmagarmid A (2016) 
Rayyan—a web and mobile app for systematic reviews. System-
atic Reviews 5:210. https:// doi. org/ 10. 1186/ s13643- 016- 0384-4

Page MJ, McKenzie JE, Bossuyt PM et al (2021) The PRISMA 2020 
statement: an updated guideline for reporting systematic reviews. 
BMJ 372:n71. https:// doi. org/ 10. 1136/ bmj. n71

Pavee Point, Department of Justice and Equality (2018) Roma in Ire-
land - a national needs assessment. https:// www. pavee point. ie/ wp- 
conte nt/ uploa ds/ 2015/ 04/ RNA- PDF. pdf. Accessed 20 Jan 2023

Penman-Aguilar A, Talih M, Huang D et al (2016) Measurement 
of health disparities, health inequities, and social determinants 
of health to support the advancement of health equity. J Public 
Health Manag Pract. 22:S33. https:// doi. org/ 10. 1097/ PHH. 00000 
00000 000373

Prinsloo B, Parr C, Fenton J (2012) Mental illness among the home-
less: prevalence study in a Dublin homeless hostel Irish. J Psychol 
Med 29(1):22–26. https:// doi. org/ 10. 1017/ S0790 96670 00175 60

RED C, Simon Community (2022) Simon Community - Hidden Home-
lessness Poll

Renwick L, Owens L, Lyne J, O’Donoghue B, Roche E, Drennan J 
et al (2017) Predictors of change in social networks support and 
satisfaction following a first episode psychosis: a cohort study. 
Int J Nurs Stud 76:28–35. https:// doi. org/ 10. 1016/j. ijnur stu. 2017. 
08. 015

Stenius-Ayoade A, Haaramo P, Erkkilä E, Marola N, Nousiainen K, 
Wahlbeck K, Eriksson JG (2017) Mental disorders and the use of 
primary health care services among homeless shelter users in the 
Helsinki metropolitan area, Finland. BMC Health Serv Res 17. 
https:// doi. org/ 10. 1186/ s12913- 017- 2372-3

Trick WE, Rachman F, Hinami K et al (2021) Variability in comor-
bidites and health services use across homeless typologies: 
multicenter data linkage between healthcare and homeless 
systems. BMC Public Health 21:917. https:// doi. org/ 10. 1186/ 
s12889- 021- 10958-8

Uí Bhroin S, Kinahan J, Murphy A (2019) Profiling frequent attenders 
at an inner city emergency department. Ir J Med Sci 188(3):1013–
1019. https:// doi. org/ 10. 1007/ s11845- 019- 01964-2

Vohra N, Paudyal V, Price MJ (2022) Homelessness and the use of 
Emergency Department as a source of healthcare: a system-
atic review. Int J Emerg Med 15:32. https:// doi. org/ 10. 1186/ 
s12245- 022- 00435-3

Waugh A, Clarke A, Knowles J, Rowley D (2018) Health and home-
lessness in Scotland: research. Government of Scotland. http:// 
www. gov. scot/ publi catio ns/ health- homel essne ss- scotl and/. 
Accessed 2 Feb 2023

Woodward A, Kawachi I (2000) Why reduce health inequalities? J 
Epidemiol Community Health 54:923–929. https:// doi. org/ 10. 
1136/ jech. 54. 12. 923

World Health Organization (2010) A conceptual framework for action 
on the social determinants of health

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

https://www.crd.york.ac.uk/prospero/display_record.php?RecordID=348943
https://doi.org/10.1007/s40615-021-01063-y
https://doi.org/10.1007/s40615-021-01063-y
https://doi.org/10.1136/bmjopen-2018-023010
https://doi.org/10.1136/bmjopen-2018-023010
https://doi.org/10.2174/157340309787048086
https://doi.org/10.2174/157340309787048086
https://doi.org/10.3109/09638237.2013.841867
https://doi.org/10.3109/09638237.2013.841867
https://doi.org/10.1080/17450128.2011.626468
https://doi.org/10.1097/NMD.0000000000000462
https://doi.org/10.1080/13676261.2012.725837
https://doi.org/10.1080/13676261.2012.725837
https://doi.org/10.1007/s11845-020-02392-3
https://doi.org/10.1007/s11845-020-02392-3
https://doi.org/10.1186/s12913-022-08265-y
https://doi.org/10.1186/s12913-022-08265-y
https://doi.org/10.1007/s11845-021-02546-x
https://doi.org/10.1136/bmjopen-2017-016420
https://doi.org/10.1136/archdischild-2021-rcpch.434
https://doi.org/10.1136/archdischild-2021-rcpch.434
https://doi.org/10.1136/bmjpo-2021-001368
https://doi.org/10.1186/s12939-022-01636-1
https://doi.org/10.1186/s12939-022-01636-1
https://doi.org/10.1186/s13643-016-0384-4
https://doi.org/10.1136/bmj.n71
https://www.paveepoint.ie/wp-content/uploads/2015/04/RNA-PDF.pdf
https://www.paveepoint.ie/wp-content/uploads/2015/04/RNA-PDF.pdf
https://doi.org/10.1097/PHH.0000000000000373
https://doi.org/10.1097/PHH.0000000000000373
https://doi.org/10.1017/S0790966700017560
https://doi.org/10.1016/j.ijnurstu.2017.08.015
https://doi.org/10.1016/j.ijnurstu.2017.08.015
https://doi.org/10.1186/s12913-017-2372-3
https://doi.org/10.1186/s12889-021-10958-8
https://doi.org/10.1186/s12889-021-10958-8
https://doi.org/10.1007/s11845-019-01964-2
https://doi.org/10.1186/s12245-022-00435-3
https://doi.org/10.1186/s12245-022-00435-3
http://www.gov.scot/publications/health-homelessness-scotland/
http://www.gov.scot/publications/health-homelessness-scotland/
https://doi.org/10.1136/jech.54.12.923
https://doi.org/10.1136/jech.54.12.923

	Homelessness and health-related outcomes in the Republic of Ireland: a systematic review, meta-analysis and evidence map
	Abstract
	Aim 
	Methods 
	Results 
	Conclusions 

	Introduction
	Methods
	Search strategy
	Study selection
	Data extraction and analysis
	Quality assessment

	Results
	Map of existing research on homelessness and health in Ireland
	Health disparities amongst individuals experiencing homelessness
	Study characteristics
	Substance misuse
	Mental health and self-harm
	Health care use
	Health care access
	Physical health status
	Social determinants of health


	Discussion
	Study scope and quality
	Substance misuse
	Mental Health
	Health care use
	Physical health
	Social Determinants of Health
	Limitations & Strengths

	Conclusion
	References


