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Abstract

Background: Homeless individuals have increased vulnerability to hospital
admission, mortality, mental health difficulties and substance misuse. Recent

research has also identified an increased prevalence of traumatic brain injury (TBI).

Aim: This systematic review updates that of Topolovec-Vranic et al (2012). The aim
is to re-visit questions regarding the prevalence rate of TBI within the homeless
population; injury-related details and the role that TBI may play in homelessness,

incorporating new research in this field.

Methods: A systematic literature search was conducted using Medline, PsycINFO
and Embase to identify published research on TBI and homelessness. Studies that
did not have samples comprised exclusively of homeless individuals; studies solely
examining non-TBI; review articles and studies published in a language other than
English were excluded. All other studies on TBI and homelessness were included.
The methodological quality of included studies was assessed using an adapted
version of The Downs and Black Checklist (1998). Data on prevalence of TBI,
setting, sampling, TBI assessment method, injury-related details and co-morbid

difficulties were extracted.

Results: Fourteen studies were identified. The prevalence of TBI ranged from 8-
90%. Some studies used screening tools which have been validated for assessing

TBI and others used single questions or questionnaires that have not been validated.



Moderate to severe TBI and repeat TBI were common. Methodological quality was

high in seven studies and moderate in the other seven.

Conclusions: TBI is more prevalent in the homeless than in the general population.
Care providers, health care professionals and policy makers should be made aware
of the prevalence of TBI in this population, the implications of cognitive and
emotional problems for behaviour and potential need to adapt interventions and
support. Services should screen for TBI to increase awareness and improve service

delivery to this vulnerable group.



Introduction
The United Nations (1998) categorise homelessness as ‘primary’ or ‘secondary’.
Primary homelessness (or rooflessness) refers to living on the streets or not having a
shelter that could be deemed as ‘living quarters’. Secondary homelessness includes
individuals with no place of usual residence (i.e. someone who moves between
different types of accommodation, including shelters or other living quarters) and
individuals who are resident in long-term shelters for the homeless or similar
arrangements. Crisis (a national charity for homeless people) state that there is no
overall figure for how many people are homeless in the United Kingdom. This is
because homelessness is recorded differently in each nation and is complicated by
the fact that many homeless people are not recorded in official statistics at all (Crisis,

2016).

It has long been recognised that individuals within the homeless population are
vulnerable. Research has found that people who are homeless are more frequently
admitted to hospital (often with extended hospital stays) and have a higher mortality
rate than individuals with low-income in the general population (Gilchrist & Morrison,
2005; Robertson & Winkleby, 1996). There is also a long history of research that
documents a higher prevalence of mental health difficulties (Fichter et al, 1996;
Gilchrist & Morrison, 2005; Robertson & Winkleby, 1996) and substance misuse
(Gilchrist & Morrison, 2005; Fischer & Breakey, 1991) within the homeless

population.

Spence et al (2004) conducted a systematic review of 18 studies on cognitive
impairment in the homeless. Among adults living in the general population, 2-3%

show deficits on the Mini Mental State Examination; however, most studies of the



homeless population show much higher rates, reaching 30-40%. TBI was suggested

as one possible cause.

The prevalence of TBI in the homeless has received relatively little empirical
attention. It is important to note that the terms ‘head injury’ and ‘traumatic brain
injury’ are used interchangeably within the literature. The term ‘traumatic brain
injury’ is used throughout this review. TBI is defined as ‘an alteration in brain
function, or other evidence of brain pathology, caused by an external mechanical
force from direct impact, deceleration forces, blast waves or penetrating trauma’
(Smith et al, 2016). A previous systematic review in this area (Topolovec-Vranic et
al, 2012) reported that the rate of TBI among samples of homeless individuals varied
across studies, ranging from 8-53%. A meta-analysis of papers looking at the
prevalence of TBI in the general population found that across 15 studies, 12% of
individuals had a history of TBI (Frost et al, 2013). This suggests that the rate of TBI

is elevated in the homeless population.

Common neuropsychological sequelae of TBI include: difficulties with planning,
organisation, concentration and memory (Tsaousides & Gordon, 2009), all of which
are required to gain or maintain employment and secure housing. It is therefore
plausible to consider that sustaining a TBI could contribute to the onset of
homelessness and/ or perpetuate this situation once it has occurred. A greater
understanding of the link between TBI and homelessness is required to ensure that

interventions and support offered to this vulnerable group are tailored appropriately.

Rationale and current review aims

Topolovec-Vranic et al (2012) conducted the only systematic review in this area,

identifying eight papers. They focussed on the prevalence of TBI and reported that
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homeless individuals were more likely to have experienced a TBI than individuals in
the general population. They highlighted a number of limitations within the evidence
base, including: limited use of validated screening tools to assess TBI history; small
sample sizes and sampling bias. Since then, further work has been published which
attempts to address some of these limitations. The present review is an update of
the evidence for prevalence of TBI within the homeless population. It also re-visits
injury-related details and the role that TBI may play in homelessness. This review

addresses the following questions:

What is the prevalence of TBI within the homeless population?
What are the characteristics of TBI in the homeless population (severity; repeat
injury; cause of injury)?

What role does TBI play in people becoming or remaining homeless?

11



Method

Search strategy

A systematic literature search was conducted using Medline (OVID); PsycINFO and
Embase (OVID). The search strategy replicated that of Topolovec-Vranic et al
(2012). The search was run in April 2016, using the combined search terms below:

Traumatic brain injury OR head injury OR brain injury OR head trauma OR brain

damage

Homeless OR homelessness OR roofless OR rooflessness

The electronic search identified 188 studies, 61 of which were duplicates. The title
and abstracts of the remaining papers were then reviewed for inclusion, based on

the following criteria.

Inclusion criteria:
sample must be comprised exclusively of homeless individuals
study must provide information on TBI within the homeless population

published in peer-reviewed journal

Exclusion criteria:
review articles
studies solely examining non-TBI

published in language other than English

If it was not clear from the title/ abstract if the study met the above criteria, the full

text was reviewed. The reference lists of the included studies and the review

12



conducted by Topolovec-Vranic et al (2012) were also manually searched in order to
identify any relevant papers that had been missed by the electronic search. The full

search strategy and reasons for exclusions are outlined in figure 1.1 below:

Figure 1.1: Flow Diagram of Systematic Study Selection Process

Records identified Additional
through database records found
searching (n=188) through
(Medline, n=35; reference lists,
Embase, n=102; n=2
PsycINFO, n=51)
A 4 l

Records after duplicates removed
(n=129)

,(, Excluded based on title (n=98)

A
Abstracts screened (n=31)

Excluded due to paper type:
dissertations, conference
abstracts, review articles; n=10

Excluded due to sample not
being exclusively homeless;
n=4

A 4

A 4
Full text assessed for eligibility (n=17)

Excluded outcomes:
Head injury was not
assessed, n=3

A 4

Articles included in review (n=14)

Quality rating criteria

The methodological quality of included studies was assessed using an adapted
version of The Downs and Black Checklist (1998) (Appendix 1.2). This checklist can
be used to measure the quality of both randomised and non-randomised clinical
trials. The National Collaborating Centre for Methods and Tools (2008) deemed it a

valid and reliable tool for measuring the quality of non-randomised studies. Each
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item is rated either ‘0’ (if the study does not meet the criterion or if it is not possible to

determine if the study meets the criterion) or ‘1’ (if the study meets the criterion).

This tool was used by Topolovec-Vranic et al (2012), who excluded 10 items, stating
that they were specific to intervention trials. They do not indicate which 10 items
were excluded. This review also excluded items relating to interventional trials,
however, only nine were identified (items: 4, 7, 8, 13, 14, 15, 19, 23, 24). In addition
to the writer, two other researchers were asked to check for intervention items and
independently identified (the same) nine. Attempts to contact the previous authors in
order to clarify this issue have been unsuccessful. An article could achieve a total
possible score of 18 and the higher the score, the better the methodological quality
of the study. Papers were subjectively categorised by the researcher as ‘High
Quality’ (= 75%; 14-18); ‘Moderate Quality’ (50%-74%; 9-13) or ‘Poor Quality’ (<

49%; <8).

To assess inter-rater reliability an independent reviewer rated 50% of the included
papers. Overall agreement was 92% for rating scores and 100% for overall quality
categories. Discrepancies in scores were discussed at a meeting between the two

raters and consensus achieved for each item discrepancy.
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Results
Study selection
Following the removal of duplicates, electronic database searching and scanning of
reference lists identified 129 articles for possible inclusion in the review. 98 articles
were excluded based on title, resulting in the screening of 31 abstracts. A further 14
were excluded, leaving 17 full texts to be assessed for eligibility. Three papers were
ruled out at this point. The reasons for exclusions are described in Figure 1.1.

Hence, a total of 14 studies were included in the review.

Study quality

Using the Downs and Black Checklist (Downs & Black, 1998), the median
methodological quality rating of the studies reviewed was 13.5 (range 10-17). Seven
were rated as high quality (Andersen et al, 2014; Barnes et al, 2015; Topolovec-
Vranic et al, 2014; Oddy et al, 2012; Hwang et al, 2008; McMillan et al, 2015;
Bremner et al, 1996) with ratings between 78% and 94%. The remaining seven
studies were rated as moderate quality (Mackelprang et al, 2014; Russell et al, 2013;
Hux et al, 2009; Kim et al, 2007; Solliday-McRoy et al, 2004; Gonzalez et al, 2001,

Cotman & Sandman, 1997) with ratings between 56% and 72%.

Participants

The combined sample size across the 14 studies was 6930, with a range per study
from 24 (Cotman & Sandman, 1997) to 2732 (Mackelprang et al, 2014). Of these,
5082 patrticipants were male (73%). The average age of participants ranged from 22

(Mackelprang et al, 2014) to 59 (Andersen et al, 2014). There was a slight variation
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in median sample size between studies rated as high quality (n=111) and those rated

as moderate quality (n=90).

Setting/ Location

In four studies, samples of homeless individuals were recruited from a single
homeless shelter for men: in Canada (Andersen et al, 2014; Topolovec-Vranic et al,
2014); the United States (US) (Solliday-McRoy et al, 2004) and the United Kingdom
(UK) (Bremner et al, 1996). A further three studies recruited from mixed-gender
homeless services in the US (Hux et al, 2009; Gonzalez et al, 2001; Cotman &
Sandman, 1997). In two studies, recruitment focused on two US metropolitan
veteran affairs health care systems (Barnes et al, 2015; Russell et al, 2013). In a
further three studies, participants were recruited from: homeless shelters, drop-in
centres, shelters for domestic violence survivors and the streets in the US
(Mackelprang et al, 2014); dry and wet hostels and day centres in the UK (Oddy et
al, 2012) and shelters and meal programmes in Canada (Hwang et al, 2008). The
final two studies used medical records: from 40 National Health Service (NHS)
General Practitioner (GP) services in Glasgow (McMillan et al, 2015) and the
Department of Neurosurgery at The National Medical Centre (Seoul, Korea) (Kim et
al, 2007). Overall quality ratings tended to be higher in studies recruiting from more
than one setting (median quality rating=78%) than those recruiting from a single

setting (median quality rating=70%).

Outcome measures
Seven of the fourteen studies used either single questions or questionnaires which

have not been validated to determine history of TBI (Mackelprang et al, 2014;
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Russell et al, 2013; Oddy et al, 2012; Hwang et al, 2008; Solliday-McRoy et al, 2004;
Cotman & Sandman, 1997; Bremner et al, 1996). Four studies used outcome
measures which have been validated for identifying TBI in prisoners or substance
abusers but not as yet in the homeless. These were the HELPS Brain Injury
Screening Tool (HELPS) (Hux et al, 2009); the Ohio State University TBI-
Identification Method (OSU TBI-ID) (Barnes et al, 2015) and the Brain Injury
Screening Questionnaire (BISQ) (Andersen et al, 2014; Topolovec-Vranic et al,
2014). One study used electronic medical records (McMillan et al, 2015) and
another, medical records/ radiological films (Kim et al, 2007). The median overall
quality rating of studies using validated outcome measures or hospital records to

screen for TBI was 78%, in comparison to 72% for those using other measure

17



Table 1.1: Characteristics and Quality Ratings of Included Studies

Research Quality Setting Sample size (% male); mean TBI assessment method
study rating age in years (SD); mean
duration of homelessness in
days (SD)
Barnes et al 14 (78%) Western Metropolitan Veteran Affairs N=229 (96%); 51.8 (NR); NR. OSU TBI-ID
(2015) Health Care System and Eastern
Metropolitan Veteran Affairs Health Care
System (US)
McMillan et al 17 (94%) 40 GP services in Glasgow N=1590 (78%); Males: 43 (17.9); Hospitalized head injury (identified through data
(2015) Females: 31.5 (15.8); NR. linkage with electronic health records)
Andersen et al 15 (83%) Long-term care unit of a men’s homeless | 34 (100%); 58.8 (9.7); 8760 (NR). | BISQ
(2014) shelter in Toronto, Canada
Mackelprang et | 13 (72%) Homeless shelters and drop-in centres, 2732 (36.2%); 21.8 (3.6); NR. ‘Have you ever been hit in the head so hard that

al (2014)

shelters for domestic violence survivors
and the streets in 80 communities across

Minnesota (US)

you saw stars or were knocked unconscious —
for example, from a blow, a fall or a motor

vehicle accident?

18



Topolovec- 14 (78%) Urban men’s shelter in Toronto, Ontario N=111 (100%); 54.2 (11.5); 615 BISQ
Vranic et al (Canada) (median).
(2014)
Russell et al 10 (56%) Western metropolitan Veteran Affairs N=678 (94.7%); 51.9 (9.8); NR. TBI-4
(2013) Health Care System and Eastern
Metropolitan Veteran Affairs Health Care
System (US)
Oddy et al 14 (78%) 11 homeless hostels and day centre N=100 (75%); 32.7 (12.3); NR. Have you ever had an injury to the head which
(2012) services in Leeds (UK) (dry and wet knocked you out or at least left you dazed,
hostels and day centres) confused or disorientated?
Hux et al (2009) | 12 (67%) Homeless Shelter in a Midwest state N=240 (14%); 35.6 (NR); NR. HELPS Screening Tool
(USA)
Hwang et al 16 (89%) Shelters and meal programmes in N=904 (67%); 37.4 (12.9); 1606 Have you ever had an injury to the head which
(2008) Toronto, Ontario (Canada) (2154). knocked you out or at least left you dazed,
confused or disorientated?
Kim et al (2007) | 12 (67%) Department of Neurosurgery, National N=76 (93%); 53% were over 50 Medical records and radiological films from

Medical Centre, Seoul, Korea.

years and 47% were under 50

years; NR.

hospital admission
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Solliday-McRoy | 11 (61%) Large homeless shelter in Milwaukee, N=90 (100%); 41 (9.06); 87.7 Self-report questionnaire

et al (2004) Wisconsin (US) (75.6).

Gonzalez et al 13 (72%) Health care for the homeless clinic in N=60 (60%); 39.8 (11.4); NR. Documented instance of concussion or loss of

(2001) Miami, Florida (US) consciousness (where medical records were
available) or self-report (where medical records
were not available)

Cotman & 10 (56%) Homeless residents of an 18-month N=24 (54%); 30.6 (6.5); NR. Self-report (no details regarding specific question

Sandman residential program in Orange County, asked)

(1997) California (US)

Bremner et al 14 (78%) Hostel for men, Westminster, London N=62 (100%); NR; NR. Semi-structured questionnaire. Head injury was

(1996)

(UK)

defined as ‘sufficient to lose consciousness at

some point in their life’
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Prevalence of TBI

The rate of TBI among homeless individuals sampled varied across studies, from 8%
to 90%. The median sample size is 106. Prevalence rate in samples of 100 or less
ranged from 8-48%. In samples greater than 100, the prevalence rate ranged from
14-90%, suggesting increased prevalence in studies with larger samples. However, it
should be noted that the study reporting a prevalence rate of 90% (Barnes et al,

2015) was an outlier, with the next highest rate 53% (Hwang et al, 2008).

Injury-related details

Six of the fourteen studies looked at the severity of TBIs sustained within the
homeless population. Of those identified as having a TBI, the number of individuals
reported to have sustained a moderate to severe TBI ranged from 19% (Oddy et al,
2012) to 94% (Topolovec-Vranic et al, 2014). However, it should be noted that Oddy
et al (2012) only looked at injury-severity for the first TBI. Excluding the results of this
study, the prevalence rate of moderate to severe TBI ranged from 23% to 94%.
Severity of TBI was assessed by Glasgow Coma Scale score (3-12 = moderate to
severe) at hospital admission in one study (Kim et al, 2007) and period of
unconsciousness (>30 mins = moderate to severe) in the other five studies (Barnes
et al, 2015; Andersen et al, 2014; Topolovec-Vranic et al, 2014; Oddy et al, 2012;
Solliday-McRoy et al, 2004).

The same six studies also looked at repeat TBI within the homeless population. Two
found that 50% of their sample reported three or more TBIs (Andersen et al, 2014;
Topolovec-Vranic et al, 2014) and Barnes et al (2015) identified that the median
number of TBIs reported within their sample was three. The lowest frequency

reported for individuals sustaining three or more TBIs was 17% (Oddy et al, 2012);
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however, this paper noted that 13% of the sample was unsure about the number of
TBIs they had sustained.
Two studies provided information about cause of TBI, both indicating that assault

was most common (Barnes et al, 2015; Topolovec-Vranic et al, 2014).

What role does TBI play in people becoming or staying homeless?

Temporal relationship between TBI and homelessness

Five studies looked at the relationship between first TBI and onset of homelessness.
Between 51% (Mackelprang et al, 2014) and 90% (Oddy et al, 2012) of individuals
sustained their first TBI before becoming homeless. Five studies reported mean age
at first injury. This ranged from 15 (Barnes et al, 2015; Mackelprang et al, 2014) to

20 (Oddy et al, 2012).

Co-morbid difficulties

Three studies looked at co-morbid difficulties (Mackelprang et al, 2004; Topolovec-
Vranic et al, 2014; Hwang et al, 2008). All found that homeless individuals with a TBI
were more likely to have co-morbid mental health difficulties and substance misuse
than homeless individuals with no TBI history. None of these studies included a
control group from the general population; therefore, homeless individuals with a TBI

and individuals in the general population could not be compared.

The information outlined above (mean age at first injury; temporal relationship
between TBI and homelessness and co-morbid difficulties) were the only areas
investigated in papers looking at the role that TBI may play in individuals becoming

or remaining homeless. This information is detailed in table 1.2.
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Table 1.2: Prevalence of TBI, Injury-related Details and Co-morbid Difficulties

Research Prevalence | Severity  of | Number of | Cause of injury TBI preceded | Mean age | Co-morbid difficulties
study of TBI most severe | TBIs homelessness | at first TBI
TBI (in those
reporting a
TBI)
Barnes et al | 90% 30.4% Median: 3; | 33.5%  assault; 27.9% | 83% 15 NR
(2015) moderate  to | range 1-9. transportation-related,
severe. 15.1% fall; 13% sport-
related; 2.2% blasts; 0.6%
self-inflicted and 7.6%
other.
McMillan et al | 14% 78.5% 55.8% = 1; | NR NR NR NR
(2015) intracranial 20.9% = 2;
injury; 9% | 10.7% = 3;
skull fracture; | 8.8% = 4-6;
9% 38% = 7-
concussion. 12.
Andersen et al | 35% 8.3% mild; 33.3% = | NR NR NR NR
58%




(2014) moderate; one; 16.7%
33.3% severe | _ two: 50%
= three or
more.
Mackelprang et | 43% NR NR NR 51% 15 Those with TBI more often reported
al (2014) mental health diagnoses (34%-77%
greater than among those without a
history of TBI), substance use,
suicidality, victimization (exposure to
violence during a homeless episode
was more prevalent among
participants with a history of TBI) and
difficulties with ADL'’s.
Topolovec- 45% 6% mild; 63% | 50% 66% assault; 44% sports | 87% 16.5 Participants with TBI were significantly
Vranic et al moderate; reported 3 | and recreation; 42% road more likely to have been arrested and
(2014) 31% severe. or more. traffic accident; 42% fall. to have a lifetime history of mental

illness. Rates of substance abuse and
seizures were also higher in the TBI

group but were not statistically
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significant.

Russell et al | 47% NR NR NR NR NR NR
(2013)
Oddy et al| 48% 81% Mild; 354% = 1; | NR 90% 19.9 NR
(2012) 19% Moderate | 35.4% = 2;
to severe 16.7% =
(severity of | between 3
first head | and 8;
injury) 12.5% =
unsure.
Hux et al | 20% NR NR NR NR NR NR
(2009)
Hwang et al | 53% 66% Mild; 40% = 1;|NR 70% 17.8 Participants with TBI had a
(2008) 23% Moderate | 21% = 2: significantly higher lifetime prevalence
to Severe 12% = 3; of seizures (8% v 22%, p<0.001);
11% Unknown | 7% = 4; higher prevalence of mental health
(severity of | 20% = 5+. problems (33% v 43%, p=0.001);

most  severe

alcohol problems (28% v 42%,
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head injury)

p<0.001) and drug problems (40% v

57%, p<0.001).

Kim et al (2007) | NA? 36% mild; | NR NR NR NR
38%
moderate;
26% severe.
Solliday-McRoy | 48% 63% mild; | NR NR NR NR NR
et al (2004) 14%
moderate;
23% severe.
Gonzalez et al | 38% NR NR NR NR NR NR
(2001)
Cotman & | 8% NR NR NR NR NR NR
Sandman
(1997)
Bremner et al | 46% NR NR NR NR NR NR

(1996)

L All participants had sustained a TBI as they were recruited from a neurosurgical department




Discussion

Prevalence of TBI

The studies identified estimated a wide range in prevalence of TBI among the
homeless (8-90%). The different prevalence rates may be explained by variance in
methodology. The lowest (8%) was found by Cotman and Sandman (1997). They
recruited from a residential programme with the strictest entrance criteria, whereby
individuals with mental health difficulties or developmental delay were not accepted.
The highest prevalence of TBI (90%) was proposed by Barnes et al (2015). This
elevated rate of TBI may be partially explained by the fact that this sample was
comprised solely of veterans, with 30% of injuries occurring on active duty. This
highlights heterogeneity between different study samples, contributing to variable

prevalence rates of TBI.

There were also discrepancies between studies using hospital records to determine
history of TBI and those relying on self-report. Research has found that homeless
individuals do not always attend hospital following TBI (Oddy et al, 2012). This
provides some explanation for the reduced rates of TBI found by McMillan et al

(2015) and Gonzalez et al (2001).

Four of the studies only included males (Andersen et al, 2014; Topolovec-Vranic et
al, 2014; Solliday-McRoy et al, 2004; Bremner et al, 1996). In these studies, the
prevalence of TBI ranged from 35% to 48%. In contrast, Hux et al (2009) included
the fewest males (14% of sample) and found a prevalence rate of 20%. These sex-
related differences align with findings of increased rates of TBI amongst males in the
general population (Bruns & Hauser, 2003). Only five of the studies included

homeless individuals who were not sheltered (Mackelprang et al, 2014; Oddy et al,
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2012; Hwang et al, 2008; Kim et al, 2007; Gonzalez et al, 2001), with prevalence
rates ranging from 38% to 53%. Previous research has suggested that there may be
differences in the physical health of individuals who use shelters and those who do
not (Gelberg & Linn, 1989). It therefore seems plausible to consider that there may
also be differences in the prevalence of TBI. These issues raise questions regarding
the generalisability of some study findings; samples that only include males or
exclude unsheltered individuals are not representative of the wider homeless

population.

Injury-related details

There was also variability in the prevalence rates of moderate to severe TBI reported
(19-94%). Oddy et al (2012) cited the lowest prevalence rate; however, they only
looked at the severity of the first TBI sustained. It could be the case that some
individuals sustain a mild TBI and subsequently incur more severe injury. It has
previously been reported that an initial TBI doubles the risk of another and a second
TBI increases the risk of sustaining a third injury eightfold (Gualfieri & Cox, 1991).
This finding is consistent with the current review, whereby repeat injury was found to
be common. Andersen et al (2014) found the highest prevalence rate of moderate to
severe TBI (94%) in the homeless. This should be understood in relation to their
sample. 34 males (average age: 57.8) were recruited from the long-term care unit of
a homeless shelter. The long-term unit was chosen as these individuals were less
likely to leave the shelter during the day (making recruitment more straightforward).
However, it results in recruitment bias, whereby participants are older and require
more support. Hence, it is likely that there would be a higher rate of moderate to

severe TBI within this sample.
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The role of TBI in individuals becoming or remaining homeless

Studies examining the temporal relationship between TBI and homelessness
indicated that a large proportion of individuals sustained their first TBI before
becoming homeless and that the first TBI often occurred before the age of 20. These
findings suggest that, in some cases, TBlI may contribute to the onset of
homelessness. However, additional research is required to explore this hypothesis

further.

Co-morbid difficulties (for example, mental health problems and substance misuse)
were more common in homeless individuals who had sustained a TBI than in
homeless individuals with no history of TBI. None of the studies explored the
temporal relationship between TBI and other difficulties, making it difficult to
determine what came first. Nonetheless, other research has suggested an increased
risk of psychiatric diagnoses following TBI (Hesdorffer et al, 2009). Of particular
interest was the finding that even for individuals with a lifetime history of psychiatric
diagnoses before injury, the risk of subsequent difficulties is increased. This
suggests that pre-existing mental health difficulties could be exacerbated following

TBI, contributing to the perpetuation of homelessness.

Limitations of the included studies

The methodological quality of studies, as determined by the Downs and Black (1998)
checklist was equally split between moderate and high quality. The most commonly
identified limitations of the studies were: limited external validity; lack of a matched
control group and uncertainty regarding the validity and reliability of measures used

to determine history of TBI. As previously mentioned, a number of issues have been
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raised regarding whether study samples were representative of the entire homeless
population. These include: individuals being recruited from a single setting; over-
representation of males and limited recruitment of unsheltered individuals. In
addition, only two studies (Oddy et al, 2012; Kim et al, 2007) employed a matched
control group. The varying methods of assessing TBI across studies and resulting
difficulties in comparing results were highlighted above. In order to assess whether
rates of TBI in a specific group differ from those in the general population, matched
control groups should be used. Finally, the method used to determine TBI history
was identified as a limitation in half of the studies. This was due to the use of single

guestions or questionnaires which had not been validated.

There is also a lack of qualitative research within the literature. It is thought that
qualitative exploration of TBI and homelessness would provide a deeper insight into

the lived experience of this complex client group.

Comparison with previous review

This review employed the same inclusion/ exclusion criteria as the only other review
in this area (Topolovec-Vranic et al, 2012). As a result, the eight papers that they
reviewed were included, supplemented by six new papers.

There is more discrepancy in rate of TBI in this review (8-90%) than in the previous
review (8-53%). However, the median prevalence rates are 45% (current review) and
46% (previous review), indicating a level of consistency in the results. In addition,
excluding one outlier (Barnes et al, 2015) from the current review, results in the
same estimation of TBI rate (8-53%). The current review adds weight to previous
findings as four of the studies used validated tools to screen for TBI and three used

hospital records. Topolovec-Vranic et al (2012) were only able to identify one paper
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which used a validated tool to screen for history of TBI and one paper which used
medical records.

The current review provides additional information regarding injury-severity in the
homeless population, with double the number of studies investigating this. The
previous review found a high proportion of mild injuries in community samples and
high numbers of moderate to severe injury in the neurosurgical setting, illustrating
the importance of considering context when looking at this data. However, these
conclusions were drawn from a small number of studies. This review illustrated that
high rates of moderate to severe TBI were not limited to studies conducted in
medical settings. Two studies set in the community identified that over 80% of their
sample had a history of moderate to severe TBI. It is well documented that severe
cognitive impairment (for example: impaired memory, concentration and information
processing abilities) are typically associated with greater severity of injury (Hellawell
et al, 1999). These findings highlight the potential implications of moderate to severe
TBI on the functioning of homeless individuals.

The previous review raised questions regarding the relationship between TBI and
homelessness and specifically, whether TBI plays any part in individuals becoming
or remaining homeless. They identified two papers exploring the temporal
relationship between TBI and homelessness and found that for the majority of
participants, the first incidence of TBI occurred before the onset of homelessness.
They concluded that TBI may be a risk factor for homelessness. These results are
consistent with the findings of this review, which drew on the results of five studies.
In addition, both reviews found that the average age at first TBI was before the onset
of adulthood, again suggesting that TBI may have influenced the route to

homelessness.
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Limitations of current review

A possible limitation of this review was that only studies available in English were
included. This may have resulted in some relevant studies being excluded. In
addition, time restraints meant that it was only possible to include studies which had
been published in peer-reviewed journals. Consequently, there may have been a

subsection of unpublished research which was not included.

Future research

Future research should aim to validate TBI screening tools for use within the
homeless population. It would also be interesting for the OSU TBI-ID; Helps
screening tool and BISQ to be compared in order to assess which tool should be
viewed as the ‘gold standard’ within this area. It would be easier to compare results
of different studies if there was more consistency in the methodology used. It would
also be useful for future research to look at the association between severity of TBI
and duration of homelessness. Additional studies determining the exact timeline of
TBIs in relation to homelessness would allow further exploration of the links between

these two negative life events.

Conclusion

Despite varying rates of TBI found in the homeless, all of the results suggest that the
prevalence of TBI is higher than in the general population. Studies exploring injury-
related details highlighted that a large proportion of individuals who were homeless
and had a history of TBI had sustained a moderate to severe TBI and that repeat TBI
was common. Care providers, health care professionals and policy makers should

be made aware of the prevalence of TBI in this population and the cognitive and
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behavioural implications that this may have. Support and interventions may have to
be adapted in order to be successful. Services should screen for TBI in order to

increase awareness and improve service delivery for this vulnerable group.
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Plain English Summary

Background

Recent research has found that head injury (HI) is more common in homeless
individuals than in the general population. McMillan et al (2015) reported that over a
30-year period, the incidence of hospitalised HI was 5.4 times higher in a homeless
sample than in the general population. This research has raised questions about the
relationship between HI and homelessness. Other studies have found that between
51% and 90% of individuals sustain their first HI before becoming homeless
(Mackelprang et al, 2014; Oddy et al, 2012). These findings suggest that HI may be

a risk factor for homelessness.
Aims

This study explores the perceptions of homeless adults who have sustained a HI and

their views regarding the relevance of HI to their homeless status.
Methods

Participants were recruited from homeless supported accommodation in Lanarkshire
and Glasgow. To be included, individuals had to be aged over 18; registered
homeless and have had a moderate or severe HI. This is any HI which resulted in at
least 30 minutes of unconsciousness. Participants were excluded if they could not

communicate proficiently in English or if unable to give informed consent?

Staff within services provided potential participants with an information sheet. If
interest was expressed, the staff member ensured that the individual met the

inclusion criteria and then liaised with the researcher. Before the interview,

2 Funding was not available for interpreter
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participants were invited to ask further questions and provide written informed

consent.

The study used a qualitative design through in-depth interviews. This allowed the
researcher to review the stories of participants; their views about what led them to
become homeless and what they felt was maintaining this problem. Of particular

interest was their perception about the impact of HlI.

Main findings and conclusions

Homeless individuals with a moderate or severe HI also have several other
difficulties. Exploring their perceptions of the relationship between HI and
homelessness produced four recurring themes: impairment following HI; substance
misuse; feeling let down by services and difficult relationships with family.
Participants identified HI as a trigger for becoming homeless and for maintaining
homelessness. They also emphasised the role of other difficulties. Four out of seven
participants identified substance misuse as their primary difficulty, highlighting that HI
and homelessness cannot be studied in isolation. Individuals who are homeless and
have sustained a HI should receive an in-depth assessment which considers the
effects of their HI (cognitive/ physical impairment or emotional difficulties) alongside
other co-morbid problems (e.g. substance misuse/ mental health difficulties). This is
necessary in order to ensure that supports/ interventions are adapted to suit

individual needs.
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Abstract

Background and aims

Head injury (HI) is a cause of cognitive impairment within the homeless population
(Hwang et al, 2008). One study reported that over a 30-year period, the prevalence
of hospitalised HI was 5.4 times higher in the homeless than in the general
population (McMillan et al, 2015). This study explores the perceptions of homeless
adults who have sustained a HI and their views regarding the relevance of HI to their

homeless status.

Methods

Participants were seven homeless adults with a moderate or severe HI. They were
asked to talk about their journey to homelessness and in particular, to reflect on any
perceived links between HI and their homeless status. The data were analysed using

Interpretative Phenomenological Analysis (IPA).

Results and conclusions

Emerging themes included: impairment following HI; substance misuse, feeling let
down by services and difficult relationships with family. Evidence for the role of HI in
precipitating and maintaining homelessness was found. Despite this, co-morbid
difficulties complicate the picture. Four out of seven participants viewed substance
misuse as their primary difficulty. This illustrates the need for in-depth assessment
within this population in order to ensure that difficulties are fully understood and that

the correct supports/ interventions are offered.
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Introduction

Homelessness

Homelessness is essentially a culturally defined term based on concepts such as
‘adequate housing’, ‘minimum community housing standard’ and ‘security of tenure’.
The definition of homelessness varies from country to country because these
concepts are perceived in different ways by different communities (United Nations,
1998). The United Nations (1998) categorise homelessness as primary or
secondary. Primary homelessness (or rooflessness) refers to living on the streets or
not having a shelter that is within the scope of living quarters. Secondary
homelessness includes individuals with no place of usual residence who move
between different types of accommodation (including shelters or other living
guarters) and individuals who are resident in long-term shelters for the homeless or
similar arrangements. It is well recognised that homelessness is prevalent; however,
it is notoriously difficult to assess its true extent. Crisis (a National charity for
homeless people) state that there is no national figure for how many people are
homeless in the United Kingdom. This is because homelessness is recorded
differently in each nation and is complicated by the fact that many homeless people

are not recorded in official statistics at all (Crisis, 2016).

Cognitive impairment in the homeless

An increasing evidence base suggests that there is greater cognitive impairment
among homeless people than in the general population. Gonzalez et al (2001)
interviewed 60 ‘higher functioning’ homeless individuals and found that 80%
displayed cognitive impairment. Gilchrist and Morrison (2005) assessed 266

homeless individuals and 82% showed cognitive impairment. This may explain why
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some homeless people find it difficult to find or retain permanent accommodation

and to benefit from supportive services (Spence et al, 2004).

Prevalence of HI in the homeless population

Moderate to severe HI has been suggested as one possible cause of high rates of
cognitive impairment in the homeless population (Hwang et al, 2008). Oddy et al
(2012) conducted a study in Leeds, estimating the prevalence of HI in homeless
people against a control group from the general population. They found that 48% of
the homeless sample self-reported HI compared to 21% of controls. McMillan et al
(2015) investigated the prevalence of hospitalised HI in a population of homeless
people in Glasgow compared to the general population. The rate of hospital
admission with HI in a 30-year period was 5.4 times higher in the homeless than in
the general Glasgow population. Hwang et al (2008) surveyed 904 individuals
attending shelters and meal programs (2004-2005) and found a lifetime prevalence

of 53% for all HI and 12% for moderate or severe Hl.

The relationship between HI and homelessness

The research described above indicates a high prevalence of HI in the homeless
population. It therefore seems important to consider the relevance of HI to becoming

or remaining homeless.

Common neuropsychological sequelae of HI include: difficulties with planning,
organisation, concentration and memory (Tsaousides & Gordon, 2009), all of which
are required to gain or maintain employment and secure housing. Consequently, it is
plausible to consider that sustaining a HI could contribute to the onset of
homelessness. Nevertheless, it is well documented that this population experience

high rates of injury of all types and are frequently victims of assault (Kushel et al,
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2003). Therefore, it could also be the case that being homeless increases the risk of

sustaining a HI.

The few published studies investigating the temporal relationship between HI and
homelessness found that initial HI occurred before the onset of homelessness in 51-
90% of cases (Mackelprang et al, 2014; Topolovec-Vranic et al, 2014; Oddy et al,
2012; Hwang et al, 2008). These findings support the argument that sustaining a Hl

is a risk factor for becoming homeless.

Aims

Research on HI and homelessness to date has been quantitative and consequently,
limited in detailed information about experiences in this population. This study aims
to explore the perceptions of homeless adults who have sustained a HI and their

views regarding the relevance of HI to their homeless status.
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Method

Ethical approval

Ethical approval was obtained from the University of Glasgow, Medical, Veterinary

and Life Sciences College Ethics Committee (Ref no: 200140173) (Appendix 2.1).

Participants

Participants were recruited from homeless supported accommodation (The Village

Project, East Kilbride; The Glasgow Simon Community; The Blue Triangle Housing

Association and Loretto Housing). A demographics form (Appendix 2.2) was used to

supplement the information collected from the interview in order to describe the

sample. Inclusion and exclusion criteria are given in table 2.1:

Table 2.1: Inclusion and Exclusion Criteria

Inclusion Criteria

Exclusion Criteria

Aged over 18

Meet the following definition of
homelessness: ‘Living within the last
7 days at a shelter, public place,
vehicle, abandoned building or
someone else’s house, and not
having a home of one’s own’. This
definition was used by Oddy et al
(2012) (p1060) and Hwang et al
(2008) (p780).

Have sustained a moderate/ severe
HI defined as: ‘a HI that resulted in
unconsciousness for more than 30

minutes’. Again, this definition was

cannot communicate
proficiently in the English
language (due to limited
funds)

cannot provide informed

consent
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used by Oddy et al (2012) (p1062)
and Hwang et al (2008) (p781).

Justification of sample size

Qualitative research tends to use smaller samples than quantitative research (Braun
& Clarke, 2013, p.55). Smith et al (2009) indicate an awareness of the many
demands on the time of those working for a practitioner doctorate. They state that
between four and ten interviews are adopted for such projects (Smith et al, 2009,
p.52). These numbers are considered reasonable and likely to produce valuable
information. Therefore, it was anticipated that six to ten participants would be

recruited.

Settings and Equipment

The principal researcher met individually with participants and conducted interviews
in private rooms within the buildings of the services where they were recruited.
Interviews were recorded using a digital voice recorder. Interview scripts were then
transcribed verbatim by the researcher. At this point, any identifiable information was

removed from the transcript.

Recruitment Procedures

The researcher contacted services for homeless people. The aims of the study and
interview process were explained to senior staff who then provided potential
participants with the information sheet (Appendix 2.3). If interest was expressed,

staff members used the information sheet for service managers (Appendix 2.4) to
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ask questions regarding the individual’s history of HI. If they met the inclusion
criteria, the researcher liaised with staff to arrange an appointment for the interview,
at a time convenient for the participant. Before the interview, participants were
invited to ask any further questions and to provide written informed consent
(Appendix 2.5).

A £10 supermarket voucher was given to participants to thank them for taking part.
This was initially planned as an incentive; however, some service managers felt that
this might lead individuals to provide invalid information regarding their history of Hl.

Therefore, the participants were not informed of this before taking part.

Interview

Semi-structured interviews lasting approximately 45 minutes were conducted with
each participant. An interview schedule (developed through discussion between the
researcher and research supervisor) was used to structure the interviews (Appendix
2.6). Braun and Clarke (2013) (p. 78) identify that participants should be given the
opportunity to discuss issues that are important to them, that the researcher has not
anticipated. Therefore, the researcher ensured that each interview was flexible.

A potential issue raised in development of the research proposal (Appendix 2.7) was
that participants might over-emphasise the importance of HI on their homelessness
when they understood this to be the focus of the study. This issue was explicitly
addressed in the construction of the interview schedule, in that the interview did not
initially focus on HI and only explicitly addressed this if the participant did not

mention it during the initial part of the interview.
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Assessment of HI

The Ohio State University TBI Identification Method (OSU TBI-ID) (Corrigan &
Bogner, 2007) (Appendix 2.8) is a short, structured interview designed to elicit self-
report of lifetime history of HI. It explores multiple dimensions of an individual’s HI
history, including: number of injuries; severity of injuries; initial and persistent
sequelae and age at injury. The OSU TBI-ID has been validated for identifying HlI
within forensic populations (Bognor & Corrigan, 2009) and with substance abusers
(Corrigan & Bognor, 2007). Due to the overlap between these populations and the
homeless population, this was deemed an appropriate measure for use in this study.

No HI screening tool has been validated for use within the homeless population.

Design

The study used a retrospective qualitative design through the completion of in-depth

interviews.

Data Analysis

Interpretative Phenomenological Analysis (IPA) was used to analyse the narratives.
The main aim of IPA is to explore peoples’ lived experiences and the meanings that
they attach to these experiences (Braun & Clarke, 2013, p.181). As this study is
addressing individuals lived experience of HI and homelessness, IPA was

considered appropriate.

Analysis followed a six step process (Smith et al, 2009): immersing oneself in the
data and noting any recollections of the interview experience and initial striking

observations of the transcript; examining the content and language of the transcript
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and developing a conceptual understanding of the data; developing emergent
themes in the data and considering how these themes were connected. The process
was then repeated with subsequent transcripts, allowing new themes to emerge. The

final stage focussed on identifying themes across cases.

Following analysis, a second experienced qualitative researcher checked four of the

scripts to ensure that appropriate themes had been identified.
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Results

Eight individuals agreed to participate and were interviewed. During one interview
(participant three), it became clear that the participant did not meet the inclusion
criteria. The interview was discontinued and has not been included in analysis.
Consequently, data from seven participants was analysed. Participant characteristics

are summarised in table 2.2. This information was gained through self-report.

Table 2.2: Participant Information

Participant | Age | Gender | Age when | Longest | Age | Number Age at Cause of
number first period of at of HI's first moderate
became time first moderate | —severe
homeless | homeless HI —severe HI
HI
1 45 Male 39 6 years 19 6 40 Assault
2 37 Male 15 10 years 16 3 34 Assault
4 25 Male 16 11 months | 17 4 21 Assault
5 45 Male 43 5 months 31 2 43 Assault
6 42 Male 30 3 weeks 20 3 42 Assault
7 41 Female 37 4 years 24 1 24 Fall
8 44 Female 39 5 years 39 1 39 Fall

The demographic forms indicated that: all participants were unemployed; 71% (five
out of seven) had co-morbid physical health problems; 71% (five out of seven)
described co-morbid mental health problems and 86% (six out of seven) reported
previous substance misuse. Of the six individuals with a history of substance misuse:
one was continuing to abuse alcohol; two had been ‘sober’ for less than four weeks

and one was using methadone.
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All participants reflected on their life journey, in particular what had influenced their
route to homelessness and the impact that current homelessness had on their lives.
If they did not mention HI within their initial narrative, they were asked to reflect on
whether they felt that there were any links between having sustained a HI and being
homeless. Four superordinate and several subordinate themes were identified from
the participant narratives (table 2.3). Quotes from the participant transcripts are
presented to illustrate the themes. They have been anonymised to protect the

identity of participants.

Table 2.3: Emergent Themes

Superordinate themes Subordinate themes

Impairment following HI Psychological impact
Mobility/ physical difficulties
Cognitive difficulties
Requiring support

Link to homelessness

Substance misuse Contributing to Hi
Negative influence of others within
homeless population

Maintaining homelessness

Let down by services Feeling unsupported

Unfair allocation of housing

Difficult relationships with | Being asked to leave family home
family Impact of breakdown in family

relationships
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Theme 1: Impairment following HlI

All participants acknowledged impairment following HI. This ranged from mild
difficulties to long-standing psychological, physical and cognitive impairment. Three

participants received input from specialist HI rehabilitation services.

4.1: Psychological impact

Two participants spoke of the psychological impact of HI. They both made reference

to feeling paranoid, having sustained Hls through assault.

‘Paranoia just rips out of me. Know what | mean? Like, see if I'm
walking down the road and | see, say for instance it’s a rainy day and |
would be walking up - say up there (points out of the window) and I'd

jJust turn back round. I'd just come back home’
Participant 2 (P7:L25)

‘I get dead paranoid now when | go out. See at certain times if there’s

somebody walking behind me, | always stop’
Participant 5 (P1:L9)

Another participant talked about feeling embarrassed regarding the paralysis of one

side of her body following HI.
‘It's embarrassing — that full side is just away with it”

Participant 8 (P5:L34)
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4.2: Mobility/ physical difficulties

Three participants made reference to on-going physical/ mobility difficulties following

HI.

One spoke about difficulties walking and the effort this requires. He also made
reference to his altered gait (legs wide apart) and explained that this was caused by

HI.

‘See even to walk, it’s an effort’

Participant 1 (P4:L33)

‘See, see when | walk...... my legs are wide apart... that's my brain

telling my legs for my balance’

Participant 1 (P5:L23)

Another participant highlighted her distress at life-changing physical impairment

following HI:

‘I'm just not the way | used to be. | wish | could run. | wish I could jog. |
used to walk everywhere. | had the money for my bus fare but | would
say ‘no I'll just walk it’. | had the money but | used to just love walking,

love it. And erm, now | can’t walk from here to across the road’

Participant 8 (P3:L11)

4.3: Coqgnitive difficulties

Two participants spoke of memory difficulties following HI.

One individual found impairment in his memory very distressing:
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I forget like, oh, | forget everything man. Appointments, anything,
things that people are like, like — are you serious? Are you really telling
me that you forgot to do that? and I'm like, | never even knew that it
existed. If I never knew it existed, how am | meant to know about it?

Know what | mean?

Participant 2 (P8:L7)

‘Yeah, | notice my memory. Well my memory is excellent compared to
the pummelling | did to my body but it’s just fine, | just forget things,

certain things’

Participant 7 (P7:L8)

4.4: Requiring support

Three transcripts revealed changes in independence following HI and acknowledged

a need for support with everyday activities.
One participant talked about his need for housing adaptations after Hi:

‘'m more needing a house now and | need adaptations as well — walk

in shower and maybe a wee banister thing, low down, no stairs’

Participant 1 (P10:L11)
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Another participant talked about difficulties in organising his everyday affairs, finding

it difficult to converse via telephone and requiring support in this area.

‘I was struggling with like, like, like authorised, like talking on the phone
n like | got nervous like trying to speak to people, like on a phone. |

needed to get somebody to do it for me’

Participant 5 (P2:L6)

The same participant spoke of an internal struggle in asking for help.

‘The way | looked at it, I'll deal with it myself. | wouldn’t go to like people

and ask for help. That’s one thing, I, | can’t, | hate doing’

It is hard — getting used to asking your family for help’

Participant 5 (P2:L33/P7:L38)

Another participant reflected on needing extensive support post-injury due to being

unable to do things for herself.

1 just need help, the way | am just now, just because of the accident’

‘I can’t really do much for myself just now. I'm just not the way | used to

be’

Participant 8 (P3:L6/ P3:L11)

4.5: Link to homelessness

Three participants identified links between HI and their ‘homeless’ status.

One talked about losing her tenancy due to being in hospital for a long period

following HI, highlighting this as a precipitating factor to homelessness.
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I had to give my house up. Oh, | didn’t know it was given up until |

came out of it, because | died about four times in the Royal’

Participant 8 (P2:L8)

Another believes that sustaining a HI has perpetuated homelessness. He feels
unable to fight his corner, resulting in the housing department simply forgetting about

him.

‘No, the truth is .... | think they have just forgot about me. | mean, I'm no
phoning, no outside. | mean, he's no here so why should we worry
about him? Cause he's no up... see see see before my injury, if
something like this happened to me, I'd have been there hounding them

every f***ing day’

‘So probably if | hadn’t got the doing, I'd be in a house by now but....

the way | look at it, | need the house more now than I did then’

Participant 1 (P13:L8/ P10:L10)

Another participant acknowledged the impact of substance misuse and HI,
concluding that they had both contributed to the development and maintenance of
her current situation. She reflected that alcohol was the main difficulty but that HI

also had an impact.

‘I think erm, the alcohol is 80% and the Hl is 20%’

Participant 7 (P9:L3)

Two participants had never considered this link and struggled to answer the

guestion:
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1, I canny say it's hingmy, caused me to become homeless. It might

have had a, the way | look at it, | don’t know, know what | mean?’
Participant 5 (P14:L5)
‘Maybe. | don’t know. I've never asked’

Participant 2 (P9:L3)

Theme 2: Substance misuse

This reflects the impact of substance misuse on the lives of the participants. Six out

of seven participants made reference to difficulties with substance misuse.

1.1: Contributing to HI

Three patrticipants talked about being under the influence of alcohol or drugs at the

time of HI:

‘I got pushed down a set of stairs and | got cleaned out. Ach, | was full
of Valium and vodka and | don’t know man, | can’t remember much

about it’
Participant 4 (P6:L8)

1 fell down the stairs paralytic and banged my head off a radiator. | was

drinking two bottles of vodka every day and my veins were so thin’

Participant 7 (P5:L35)
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I fell aff, you know | was drunk and | sat on a wall, went over the other

side that was red stanes’

Participant 5 (P5:L5)

1.2: Negative influence of others within the homeless population

Four participants voiced concerns about mixing with other individuals living in
supported accommodation, stating that these individuals were likely to be abusing

substances:

‘Everybody is drinking in here — it’s really doing my head in. | thought
that when | came here it was to get you off the drink. | didn’t know

everybody was drinking’

Participant 8 (P3:L32)

‘This place was a dumping ground for alcoholics and drug abusers’

Participant 6 (P16:L10)

‘It’s all druggies and alkies. Sorry, not particularly politically correct’

Participant 7 (P2:L21)

The participants then reflected on the impact that their peer group has on their
wellbeing, particularly around efforts to abstain from substances. There was an
underlying feeling of frustration regarding being placed in supported accommodation

which was supposed to aid recovery but was perceived to perpetuate difficulties.
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‘See once you’re in the cycle and there’s a few people round about you
getting drink and whatever else is going on, you just, you get involved

in it. It’s kind of hard to break the cycle’
Participant 4 (P3:L1)

‘It makes it hard to stay away from drugs because you last a few days

and then the only folk that you are seeing are intoxicated’.
Participant 6 (P15:L32)

‘As soon as | got out of the hospital | came back in and I’'m on the
booze again because of everybody in here that’s drinking about me. Do
you want a drink? Do you want a drink? No, | really need to get out of

here. | really need to’

Participant 8 (P3:L36)

One participant talked about the benefits of living in a supervised flat which was

outwith the main building of the supported accommodation. He had clearly identified

that associating with other people within the accommodation would increase his risk

of relapse.

‘That appealed to me because | don’t need to see all of these other folk
that have got a substance issue, do you know what | mean? | still see
them and say hello but I try not to associate with them, do you know
what | mean because | know that all they are interested in is going to

score drugs or going to get alcohol and then score drugs’

Participant 6 (P16:L27)
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1.3: Maintaining homelessness

Three participants identified substance misuse as a perpetuating factor to their

homeless status.

One participant was asked ‘What do you think is stopping you from getting your own

tenancy?’ and responded:

‘Because I've not been sober for a long enough period’

Participant 4 (P5:L16)

Another participant expressed regret at having made herself ‘intentionally homeless’,

highlighting that her difficulties with alcohol have made it impossible to be rehoused:

‘I shouldn’t have made myself homeless. I've been homeless for four
years and erm, if you want to get a flat you have to be sober but erm,

I’'m working at that’
Participant 7 (P1:L24)

The final comment made by participant six reflected his beliefs regarding the

relationship between homelessness and substance misuse:

‘It's nine times out of ten, it's a substance issue, from my experience
anyway’

Participant 6 (P19:L24)

This was re-iterated by another participant, who attributed a large proportion of her

difficulties with homelessness to alcohol misuse:

‘I think erm, the alcohol is 80% and the Hl is 20%’

Participant 7 (P9:L3)
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Theme 3: Let down by services

Five out of seven participants made negative reference to support received from
services. This included: social work; the housing department; the care sector and the

government.

2.1: Feeling unsupported

The theme of feeling unsupported by services came across strongly in the majority of

participant narratives.

One participant expressed the view that he had been completely overlooked by
housing services. He believed that impairment following HI had left him unable to

fight his corner and therefore, easily forgotten about.

‘No, the truth is .... | think they have just forgot about me. | mean, I'm
no phoning, no outside. | mean, he's no here so why should we worry
about him? Cause he's no up... see see see before my injury, if
something like this happened to me, I'd have been there hounding them

every f***ing day’

‘They know I've been in rehabs, here, there and everywhere so they've

just washed their hands of me’

‘They can't even be bothered being in contact with me. So, they

deserted me as well. Every c*** deserted me’

Participant 1 (P13:L8/ P13:L16/ P11:L2)
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Another participant talked about the lack of input from her social worker:

‘I don'’t really see my social worker much. I'll need to give her a phone
and tell her to get her bum out here again, so that | can — you know

what I'm talking about, get my own place again’

Participant 8 (P4:L11)

Another spoke extensively of his interactions with the housing department. He felt his
concerns were ignored, resulting in the housing he was offered being unsuitable and

likely to fail, perpetuating the difficulty of homelessness:

‘They just don't listen to you,; do you know what | mean? | mean the fact
that they gave me that house that | was only in for four days and had to

move out through violence’

They never house you anywhere reasonable or anywhere next to
where you stay. If they were to put people back into the area that they
come from or nearer their family and friends, there wouldn’t be much

bother because that’s where they live, do you know what | mean?’

It's like from the frying pan into the fire. They will never give you a

decent area, you’re a single guy so you're bottom of the s*** heap’

Participant 6 (P15:L18; P7:L20; P10:L2)
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2.2: Unfair allocation of housing

There was a perception that allocation of council housing is unfair:

'm born and bred in Scotland.... so why are they housing other people

and no housing me?’

Participant 1 (P9:L5)

It is unfair because we should be getting the houses’

Participant 2 (P4:L11)

Three participants linked their difficulties in regaining housing to immigration. They
talked about the Scottish government offering housing to immigrants, resulting in

prolonged homelessness for individuals from Scotland.

‘My final thought is: when the f*** do | get a house? OK right, it just
seems like it's gone on forever and ever and ever so my thought is:
who's giving a f***? because it seems to me that no c*** is giving a fuck
about me and I'm homeless, so | don't want to keep banging on but like
| said earlier on if | was a refugee, I'd be housed. So, what's the

difference between them and me?’

Participant 1 (P14:L12)

‘Just too many immigrants to give people houses. So, eh, they can't
give us houses.... The way | put it is, erm have you ever came across,
eh, a homeless Asian person or a homeless, eh, Chinese person?........

Never. You never will come across one because they get houses’

Participant 2 (P4:L1)
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‘My friend said that | should pretend that I'm Syrian, then | would get a

house’

Participant 7 (P4:L23)

Theme 4: Difficult relationships with family

Five out of seven participants made reference to difficult family relationships. This
included being asked to leave the family home (‘kicked out’) and a lack of support/

contact from family.

3.1: Being asked to leave the family home

One participant spoke of moving back to Glasgow for support following his HI and
then having to declare himself homeless when his family stated that there was no

room for him in the family home.

‘Yeah, it was, it was when | moved back, back fae Manchester, the
20th. | was staying with ma sister n that and ma mam and they were
like that, you canny stay, we've nae room, so | had to go homeless

then. Know what | mean? and I've been homeless since’.

Participant 5 (P7:L6)

Two participants described being asked to leave the family home during
adolescence. In both cases there was some reticence when revealing this

information, possibly due to strong emotional feelings.

‘My mum kicked me out’ .... ‘eh, 15’ (aged 15)

Participant 2 (P2:L9/12)
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‘My maw's, aye. | got kicked out of there and then my Da - | left a
homeless unit to go back and stay with him in 2011 but he ended up

dying man’

Participant 4 (P2:L20)

3.2: Impact of breakdown in family relationships

One participant reflected on the break-up of his parents, stating that this precipitated

his substance misuse. He talked about never getting back on track after this:

‘My maw and da split up and | turned to the drink and drugs. | never

ever got out of it, kind of thing’

Participant 4 (P2:L15)

Another participant spoke about being encouraged to live with family members. He

indicated that this was not possible as he does not have any family:

‘You need to live with a family member but if you haven't got any family

members, you can't do it’

Participant 2 (P4:L2)

Two participants talked about their loss of contact/ negative contact with family

members and the distress that this caused.

One participant made reference to her father’'s new wife:

‘She said ‘Don't tell ****** where you live (to my dad) because she
might rock up and demand money off us’...... but erm, that really, erm,

it offends me’

66



Participant 7 (P5:L17)

‘I got my wee boy took off me.... | just want to see my son again’

Participant 8 (P7:L35)

‘I've not seen my brother in years and years. It’s terrible’

Participant 8 (P6:L18)
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Discussion

This study explored the life-journey of homeless adults with moderate or severe Hl.
In particular, their perceptions regarding any links between these two negative life
events. Four superordinate themes emerged through participant narratives:
impairment following HI; substance misuse; let down by services and difficult
relationships with family. There were differences in the presentation of participants
and their ability to reflect. Two participants were very reticent and required prompts
or additional questions; three responded fully to questions and two were garrulous
and repetitive (possibly as a consequence of HI). Four out of seven participants
spontaneously mentioned HI and three were prompted. This illustrates that despite
having sustained a moderate or severe HI, some of the participants did not view this
as central to their life story. As a consequence, two of the emergent themes (‘let
down by services’ and ‘difficult relationships with family’) have only a slight
connection to HI and homelessness. There was a clear difference in the narratives of
the three participants who had received input from HI neurorehabilitation services.
They appeared to have more understanding of the effects of HI and were the only
participants to perceive a link between HI and homelessness. The other four
participants said that they had never considered this link and some seemed to have
limited insight into the effects of HI. This had an impact on their commentary, in that

detailed, insightful reflection was limited in some cases.

All participants identified difficulty following HI. This ranged from mild problems to
life-changing effects on psychological, physical and cognitive functioning. Three
participants indicated that they required increased support as a result of disabling
effects of their HI. This fits with previous research suggesting that HI is a leading
cause of disability (Thurman et al, 1999). Despite identifying on-going difficulties (for
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example, severe paranoia; memory problems; the requirement for continued
support), some participants were unable to see how these problems could influence
their homeless status. It appeared easier for individuals to identify more concrete
links; for example, one participant talked about having to give up her tenancy due to
being in hospital for a prolonged period following HI. A participant who displayed
more insight into the impact of his HI talked about cognitive and emotional
impairment making it difficult for him to engage in the processes required to gain a
new tenancy. This is in line with previous research, highlighting that cognitive
impairment in this population could affect an individual’s ability to benefit from many

of the services and supports offered (Solliday-McRoy, 2004).

Substance misuse was found to be extremely pertinent in this sample. This is in-line
with previous research, finding that substance misuse is more prevalent in the
homeless with HI than in the homeless without HI (Mackelprang et al, 2014; Hwang
et al, 2008). In four out of seven participants, substance misuse was perceived as
the primary problem, leading to further difficulties. Participants talked about finding it
difficult to gain sobriety whilst living in supported accommodation surrounded by
drug-abusers and other addicts. Neale (2001) conducted qualitative research
exploring the perceptions of homeless, drug users in Glasgow. Participants in this
study also complained about the high incidence of alcohol consumption and drug
taking that occurred in these premises. Despite being drug-users themselves, the
respondents did not like being in close contact with other addicts as this increased
their own temptation to use. The extent of substance misuse within this population
provides some explanation of why HI (often referred to as a ‘hidden disability’) may
become lost amongst more pressing difficulties. Pluck et al (2007) found that 58% of

a sample of homeless individuals living in shelters had started taking at least one
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new drug since becoming homeless. This raises questions regarding what could be

done differently to support individuals presenting with chronic homelessness.

There was a dearth of HI knowledge within the staff groups involved in supporting
recruitment. They often lacked awareness that their residents had sustained a HI
and had limited knowledge of the implications of this. Difficulties were attributed to
substance misuse, possibly contributing to individuals not receiving
neurorehabilitation for HI. It is hypothesised that this lack of awareness/ knowledge
of HI may be replicated in other professional groups. Participants talked about
receiving inadequate support from statutory services (mainly social work and
housing). Solliday-McRoy et al (2004) acknowledged that homeless individuals often
seek treatment in crisis, with complex difficulties, chaotic lifestyles and little social
support. It is therefore understandable that subtler issues (for example, mild or
moderate cognitive problems) are ignored or missed. One participant expressed the
view that he had been cast aside by housing services due to being unable to fight his
corner as a result of cognitive and physical impairment following HI. This fits with
previous research, highlighting that HI may affect an individual’s ability to engage in

or benefit from treatment/ support (Starkstein & Pahissa, 2014; Langlois et al, 2006).

Difficult relationships with family members were also common. This is of little
surprise as research has documented the negative impact that substance misuse
(Greenblatt & Robertson, 1993) and the neurobehavioural sequelae of HI (Wood et
al, 2005) often has on family members. However, it could also be the case that early
life family problems; for example, conflict, violence and/ or abuse predisposed these

individuals to difficulties (Eddin et al, 2012).
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This study emphasises the complex nature of this client group. There are multiple
presenting difficulties, making it difficult to determine what is the primary problem

and of particular relevance to this study — what the contribution of HI is.

Reflection

During the proposal phase of this research, concerns were raised regarding the
focus of the project (HI and homelessness) leading individuals to over-emphasis the
role of HI on their homeless status. As a result, the interview schedule was
constructed in a way which allowed individuals to talk about what they felt had
influenced their route to homelessness. If HI was not mentioned initially, this was
then explored. Individuals were asked if they felt that there were any links between
HI and homelessness. However, they were not asked if they felt that HI was linked to
every other difficulty that they described (e.g. ‘difficult relationships with family’ or ‘let
down by services’) as it was felt that this would be leading and might bias their

responses.

Strengths and Limitations

It would appear that the sample is largely representative of the head-injured,
homeless population. The majority of participants were male and the range of co-
morbid difficulties reflect those documented in the literature. In addition, this is the
first qualitative study in this area and provides a deeper insight into the experience of
being homeless and having a HI. The study also uses a validated tool to screen for

HI.

The study is limited by a lack of ‘unsheltered’ individuals in the sample. This is
noteworthy as there may be significant differences in the physical and mental health

of those who use shelters and those who do not (Nyamathi et al, 2000).
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Clinical implications and future research

This research gives a voice to individuals who are often overlooked and perceived
negatively within society. It highlights the complex nature of this client group and
illustrates the need for in-depth assessment of homeless individuals who have
sustained a HI. Presenting problems need to be considered in relation to their HI but
also in the context of other difficulties (for example, substance misuse or mental
health issues). This is vital in order to ensure that the correct supports/ interventions

are offered.

Future research would benefit from further use of qualitative methods, that: i) gain
access to medical records to investigate HI history; and (ii) include other homeless
individuals; for example, individuals sleeping rough or living in temporary

accommodation.

Conclusions

This study found that homeless individuals who have sustained a moderate or
severe HI are a complex group, with an array of co-morbid difficulties. Exploring
perceptions of the relationship between HI and homelessness identified four
recurring themes: impairment following HI; substance misuse; feeling let down by
services and difficult relationships with family. Participants identified evidence of Hl
precipitating homelessness and maintaining this difficulty once it has occurred.
However, it was clear that HI and homelessness are not isolated from other
problems. This research illustrates the need for in-depth assessment within this
population in order to ensure that difficulties are fully understood and that supports/

interventions are adapted appropriately.
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Please note that Brain Injury uses CrossCheck™ to screen papers for unoriginal material. By submitting your paper to
the journal you are agreeing to originality checks during the peer-review and production processes.
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File preparation and types

Manuscripts are preferred in Microsoft Word format (.doc files). Documents must be double-spaced, with margins of
one inch on all sides. Tables and figures should not appear in the main text, but should be uploaded as separate files
and designated with the appropriate file type upon submission. References should be given in Council of Science
Editors (CSE) Citation & Sequence format (see References section for examples).

Manuscripts should be compiled in the following order: title page; abstract; main text; acknowledgments; Declaration
of Interest statement; appendices (as appropriate); references; tables with captions (on separate pages); figures;
figure captions (as a list).

Title Page

A title page should be provided comprising the manuscript title plus the full names and affiliations of all authors
involved in the preparation of the manuscript. One author should be clearly designated as the corresponding author
and full contact information, including phone number and email address, provided for this person. Keywords that are
not in the title should also be included on the title page. The keywords will assist indexers in cross indexing your
article. The title page should be uploaded separately to the main manuscript and designated as “title page - not for
review” on ScholarOne Manuscripts.

Abstract

Structured abstracts are required for all papers, and should be submitted as detailed below, following the title and
author's name and address, preceding the main text.

For papers reporting original research, state the primary objective and any hypothesis tested; describe the research
design and your reasons for adopting that methodology; state the methods and procedures employed, including where
appropriate tools, hardware, software, the selection and number of study areas/subjects, and the central experimental
interventions; state the main outcomes and results, including relevant data; and state the conclusions that might be
drawn from these data and results, including their implications for further research or application/practice.

For review essays, state the primary objective of the review; the reasoning behind your literature selection; and the
way you critically analyse the literature; state the main outcomes and results of your review; and state the
conclusions that might be drawn, including their implications for further research or application/practice.

The abstract should not exceed 200 words.

Tables and Figures: Tables and figures should not be embedded in the text, but should be included as separate
sheets or files. A short descriptive title should appear above each table with a clear legend and any footnotes suitably
identified below. All units must be included. Figures should be completely labeled, taking into account necessary size
reduction.

Captions should be typed, double-spaced, on a separate sheet. All original figures should be clearly marked with the
number, author’s name, and top edge indicated.

Illustrations: Illustrations submitted (line drawings, halftones, photos, photomicrographs, etc.) should be clean
originals or digital files. Digital files are recommended for highest quality reproduction and should follow these
guidelines:

300 dpi or higher

sized to fit on journal page

EPS, TIFF, or PSD format only

submitted as separate files, not embedded in text files

Color Reproduction: Color art will be reproduced in color in the online publication at no additional cost to the author.
Color illustrations will also be considered for print publication; however, the author will be required to bear the full cost
involved in color art reproduction.
Please note that color reprints can only be ordered if print reproduction costs are paid. Print Rates: $900 for the first
page of color; $450 per page for the next three pages of color. A custom quote will be provided for articles with more
than four pages of color. Art not supplied at a minimum of 300 dpi will not be considered for print.
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Authors are responsible for obtaining permission to reproduce copyrighted material from other sources and are
required to sign an agreement for the transfer of copyright to the publisher. As an author you are required to secure
permission if you want to reproduce any figure, table or extract text from any other source. This applies to direct
reproduction as well as "derivative reproduction" (where you have created a new figure or table which derives
substantially from a copyrighted source).

Letters to the Editor

Letters to the Editor will be considered for publication subject to editor approval and provided that they either relate to
content previously published in the Journal or address any item that is felt to be of interest to the readership. Letters
relating to articles previously published in the Journal should be received no more than three months after publication
of the original work. Pending editor approval, letters may be submitted to the author of the original paper in order that
a reply be published simultaneously.

Letters to the Editor can be signed by a maximum of three authors, should be between 750 and 1,250 words, may
contain one table/figure and may cite a maximum of five references. All Letters should be submitted via ScholarOne
Manuscripts and should contain a Declaration of Interest statement.

Notes on Style

All authors are asked to take account of the diverse audience of Brain Injury . Clearly explain or avoid the use of
terms that might be meaningful only to a local or national audience.

Some specific points of style for the text of original papers, reviews, and case studies follow:

Brain Injury prefers US to 'American’, USA to 'United States', and UK to 'United Kingdom'. Brain Injury uses
conservative British, not US, spelling, i.e. colour not color; behaviour (behavioural) not behavior; [school]
programme not program; [he] practises not practices; centre not center; organization not organisation; analyse not
analyze, etc.

Single 'quotes' are used for quotations rather than double "quotes", unless the 'quote is "within" another quote'.
Punctuation should follow the British style, e.g. 'quotes precede punctuation'.

Punctuation of common abbreviations should follow the following conventions: e.g. i.e. cf. Note that such
abbreviations are not followed by a comma or a (double) point/period.

Dashes (M-dash) should be clearly indicated in manuscripts by way of either a clear dash (-) or a double hyphen (- -
).

Brain Injury is sparing in its use of the upper case in headings and references, e.g. only the first word in paper titles
and all subheads is in upper case; titles of papers from journals in the references and other places are not in upper
case.

Apostrophes should be used sparingly. Thus, decades should be referred to as follows: "The 1980s [not the 1980's]
saw ...". Possessives associated with acronyms (e.g. APU), should be written as follows: 'The APU's findings that ...',
but, NB, the plural is APUs.

All acronyms for national agencies, examinations, etc., should be spelled out the first time they are introduced in text
or references. Thereafter the acronym can be used if appropriate, e.g. 'The work of the Assessment of Performance
Unit (APU) in the early 1980s ...". Subsequently, 'The APU studies of achievement ...", in a reference ... (Department
of Education and Science [DES] 1989a).

Brief biographical details of significant national figures should be outlined in the text unless it is quite clear that the
person concerned would be known internationally. Some suggested editorial emendations to a typical text are
indicated in the following with square brackets: 'From the time of H. E. Armstrong [in the 19th century] to the
curriculum development work associated with the Nuffield Foundation [in the 1960s], there has been a shift from
heurism to constructivism in the design of [British] science courses'.

The preferred local (national) usage for ethnic and other minorities should be used in all papers. For the USA, African-
American, Hispanic, and Native American are used, e.g. 'The African American presidential candidate, Jlesse
Jackson...' For the UK, African-Caribbean (not 'West Indian'), etc.

Material to be emphasized (italicized in the printed version) should be underlined in the typescript rather than
italicized. Please use such emphasis sparingly. n (not N), % (not per cent) should be used in typescripts.

Numbers in text should take the following forms: 300, 3000, 30 000. Spell out numbers under 10 unless used with a
unit of measure, e.g. nine pupils but 9 mm (do not introduce periods with measure). For decimals, use the form 0.05
(not .05).
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Appendix 1.2: Quality Rating Criteria (modified Downs and Black Checklist, 1998)
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Appendix 2.1: Ethical approval letter

University ‘ College of Medical,
. #G]a.sgow Veterinary & Life Sciences

16™ September 2015

Dear Gemma Findlay, Professor Tom McMillan and Dr Sarah Wilson
MVLS College Ethics Committee

Project Title: Relationships between homelessness and head injury: A qualitative study
Project No: 200140173

The College Ethics Committee has reviewed your application and has agreed that there iz no
objection on ethical grounds to the propoged study. It iz happy therefore to approve the
project, subject to the following conditions:

* Project end date: August 2016

& The data should be held securely for a period of ten years after the completion of the
research project, or for longer if specified by the research funder or sponsor, in
accordance with the University’s Code of Good Practice in Research:

(http-hwwnw.gla.ac. ukimediaimedia 227599 en._pdf)

= The research should be carried out only on the sites, and/or with the groups defined in the
application.

= Any proposed changes in the protocol should be submitted for reassessment, except
when it is necessary to change the protocol to eliminate hazard to the subjects or where
the change involves only the administrative aspects of the project. The Ethics Committee
should be informed of any such changes.

= “You should submit a short end of study report to the Ethics Commitiee within 3 months of
completion.

Yours sincerely

A
Prof. Andrew C. Rankin
Deputy Chair, College Ethics Committes

Andrew C. Rankin

Professor of Medical Cardiology

BHF Glasgow Cardiovascular Research Centre
College of Medical, Veterinary & Life Sciences
University of Glasgow. G12 BTA

Tel: 0141 211 4833

Email: andrew_rankini@glasgow_ac.uk
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Appendix 2.2: Demographics form

Untersty
ofGlasgow

Relationships between homelessness and head injury: A qualitative study

Demographics Form
Participant ID number: Current age:
Gender:

Sernvice recruited from:

Current living arangements:

Current occupation/ employment status:

History of homelessness
Age at which you first became homeless?

Is this the first episode of homelessness?

[f not, how many imes has the individual been deemed ‘homeless'?

What's the longest period of time that you have been homeless?

Co-morbid problems

How would you describe your physical health?

Any specific physical health problems?

Version 3 15/07/2015
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How would you describe your mental health?

Any issues with drugs/ alcohol?

Version 3 15/07/2015
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Appendix 2.3: Participant Information sheet

Uty it

Institute of Health and Wellbeing
Administration Building (1" floor)

Vil EEEE

Glasgow, G12 0XH

Relationships between homelessness and head injury: A qualitative study
PARTICIPANT INFORMATION SHEET

We would like to invite you to take part in a research study. Before you decide you
need to understand why the research is being done and what it would involve for
you. Please take time to read the following information carefully. You may also wish
to talk to others about the study. Please ask if there is anything that is not clear or
that you would like more information about.

Whao is conducting the research?

The research is being carried out by Gemma Findlay (Trainee Clinical Psychologist)
and is being supervised by Professor Tom McMillan and Dr Sarah Wilson from the
University of Glasgow.

What is the purpose of the study?

The aim of the study is to leam more about what leads individuals to hecome
homeless and what makes it difficult to regain housing. We are interested in hearing
the stories of homeless adults who have had a head injury. This research may
contribute to helping to improve and adapt services for similar individuals.

This study will be submitted as part of the main researcher's (Gemma Findlay)
paortfolio for examination by the University of Glasgow, as part of the Doctorate in
Clinical Psychology.

Why am | being invited to take part?

We are looking for people who are aged over 18, have experienced a moderate to
severe head injury {unconsciousness for more than 30 minutes) and are deemed to
be ‘homeless’. We believe that you may fit this criteria and this is why we have
invited you to take part.

Do | have to take part?

It is up to you to decide whether you would like o take pari. If you are interested then
Gemma Findlay (Principal Researcher) will meet with you to go through the
information sheet and answer any questions that you may have. If you decide that
you would like to take part then you will be asked to sign a consent form to show that

Version4 07/09/2015
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you have agreed to take part. You are free to withdraw from the research at any time
without giving a reason. This would not affect the care that you receive or any future
support that you may require.

What does taking part involve?

If you agree to take part, yvou will be asked to meet with Gemma Findlay (Principal
Researcher). The study involves you talking to the interviewer about what led you to
become homeless and the impact that this has had on your life. It is thought that this
discussion will last for approximately 45 minutes (up to one hour), during which you
may take breaks if required. The interview will be audio recorded to allow the
researcher to listen back to the conversation and identify key points that you made.
Some quotes from your interview may be included in the research paper; however,
all information will be anonymised. Following the interview, you will also be asked
some addifional questions. These will relate to your history of homelessness and
general wellbeing.

What happens to the information?

Your identity and personal information will remain confidential and be known only to
the researchers. The information obtained will be kept in accordance with The Data
Protection Act, meaning that it will be stored safely and cannot be revealed to other

people without your permission.

However, if you disclose anything that gives the researcher cause for concem, such
as reason to believe that you may harm yourself or others, the researcher will have a
duty to report this to the relevant agencies. This would be discussed with you first.

What are the possible benefits of taking part?

[t is hoped that by taking part, you will be providing an insight into what it is like to be
homeless and the things that make it difficult to regain housing. It is also hoped that
this research will highlight gaps in curmment senvice provision and that services for
individuals in a similar situation to yourself could be improved.

Who has reviewed the study?
The study has been reviewed by the MVLS College Ethics Committee, University of
Glasgow.

If you have any further questions?

We will give you a copy of the information sheet and signed consent form to keep. If
you would like more information about the study and wish to speak to someone not
closely linked to the study, please contact:

Professor Jonathan Evans

Email: Jonathan. Frans@ glasgow.ac.ak
Telephone Number: 01412113978
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Researcher Contact Details

Gemma Findlay (Trainee Clinical Psychologist)

Email: 0502705 @student gla_ac.uk

Professor Tom McMillan (Professor of Clinical Meuropsychology)
Email: i
Telephone Number: 0141 211 3820

Dr Sarah Wilson

Email: Sarah. Wilsoni@glasgow.ac. uk

Telephone Mumber: 01412113821

If you have a complaint about any aspect of the study?

If you are unhappy about any aspect of the study and wish o make a complaint,
please contact the principal researcher (Gemma Findlay) in the first instance. You
can also contact either of the research supervisors or Professor Jonathan Evans
(contact details above), who is not closely linked with the study.

Thank you for your time and co-operation
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Appendix 2.4: Information sheet for service managers

Ol =emam

‘r
Relationships between homelessness and head injury: A qualitative study

Information sheet for service managers

Please inform your sernvice users of our study by giving them a copy of the
participant information sheet. If they are interested in taking part, please ask them
question 1 (below). If they answer “yes', please ask them question two. If they
answer “yes' fo guestion 2 then they meet the inclusion criteria for the study and
would be eligible to take part.

If the service user answers ‘yes' to guestion one but does not know the answer to
question 2, ask them question 3. If the service user answers "yes' to question 3 then
they may meet the inclusion criteria and their details should be passed onto the
researcher.

Please contact the researcher if a senvice user meets the inclusion criteria and would
like to take part in the study.

Questions

1. Hawve you ever had an injury to the head which knocked you out or at least left
you dazed, confused or disorientated?

If the individual answers ‘no’, stop here. They do not fit the inclusion
criteria for the study. If they answer yes, please ask them question 2.

2. Have you ever been knocked out for a period of 30 minutes for more following
an injury to your head?

If the individual answers ‘yes’ or ‘no’, stop here. If they answer ‘yes’,
they meet the inclusion criteria for the study. If they answer ‘no’, they do
not meet the inclusion criteria.

If the individual does not know the answer to the question, please ask
question 3.

Version 3 07/09/2015
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3. Have you ever been kept in hospital for longer than 48 hours following an
injury to your head?

If the service user answers 'yes' to question 3 then they may meet the
inclusion criteria and their details should be passed to the researcher.

Version 3 07/09/2015
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Appendix 2.5: Consent form

] []
i U T Principal Researcher: Gemma Findlay
wi mx, erSI I Trainee Clinical Psychologist
b Email: g.findlay.1@research.gla.c.uk
+ Institute of Health and Wellbeing

"_ Administration Building (1* floor)
] N, Gartnavel Royal Hospital
1 [ 1055 Great Western Road
ﬁ i Glasgow, G12 0XH
Research Supervisors: Professor Tom McMillan and Dr S5arah Wilson
Relationships between homelessness and head injury: A qualitative study
EARTICIEANT CONSENT EORNM

Please
initial the
BOX

| confirm that | have read and understand the information sheet dated
130772015 (version 3) for the above study. | have had the opportunity
to consider the information, ask questions and have had these answered
satisfactorily.

| understand that my paricipation iz voluntary and that | am free to
withdraw at any time without giving a reason, without my medical
care or legal rights being affected.

| understand that the interview | participate in will be audio recorded and
that anonymised quotes may be included in the research paper.

| understand that | will be asked to answer some additional questions following
the interview. These will relate to my history of homeleszness and general
wellbeing.

| understand that if | disclose anything that causes concemn for the
researcher {in terms of my safety or the safety of others) during the
course of the interview then there is a duty of care to report such

a disclosure to the appropriate agencies.

| agree to take part in the above study

Mame of Paricipant Date Signature

Mame of Researcher Date Signature
1 copy to the participant, 1 original for the researcher

Version 5 07/09/2015



Appendix 2.6 Interview Schedule

Unversity

of Glasgow

Relationships between homelessness and head injury: A qualitative study

Interview Schedule
General introduction

The aim of the research iz to learn more about what leads individuals to become homeless
and what makes it difficult to get out of this situation.

We want to hear your story.

Owr interview today will be recorded to allow me to listen to it later and identify key points
that you have made. | may take some quotes from your interview to include in the research
paper; however any information used will be anonymised so that anything you say cannot be
identified as coming from you.

Introduction to interview

| am interested in hearing your story. Why don't you start by telling me a bit about your
current circumstances? How did you become homeless? Do you think that there were
particular events that influenced this?

Specific prompts
What impact has being homeless had on your life?
What do you feel is keeping you in this situation? (What is maintaining it?)
If head injury is not covered, discuss this at the end.
| am aware that you have had a head injury — can you tell me a bit more about this?

How many head injuries have you had where you have been knocked out? When did the
first one occur? (if they have had several ask if they have had a parficulary bad head injury
and use this as the reference point) Do you have still have difficullies caused by the head
injury?

Do you think that the head injury has had any major effect on your life?

Has the head injury had any impact on your homelessness; either causing it or keeping you
homeless?

Version 2 31/05/2015
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Closing question:

That's everything that | wanted to ask you about. Have you any final thoughts about what we
have been discussing?

Version 2 31/05/2015
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Appendix 2.7: Major Research Project Proposal

Title:

Relationships between head injury and homelessness: a qualitative study
Abstract
Background

An increasing evidence base suggests that there are higher levels of cognitive
impairment among homeless people than in the general population, with studies
reporting prevalence rates of around 80% (Gonzalez et al, 2001, Gilchrist &
Mormison, 2005). Head injury has been suggested as one possible cause of this
phenomenon (Hwang et al, 2008). One study reported that over a 30 year period, the
incidence of hospitalised head injury was 5.4 times higher in the homeless than in
the general population (McMillan et al 2015). This research has caused questions to
be raised regarding the relationship between head injury and homelessness. Studies
have found that between 70 — 90% of their sample expenenced their first head injury
before becoming homeless (Hwang et al, 2008; Oddy et al, 2012). These findings
support the argument that sustaining a head injury may be a risk factor for becoming

homeless.
Aims
The aim of this study is to explore the perceptions of homeless adults who have

sustained a head injury and their views regarding the relevance of this head injury to

their current ‘homeless' status.
Method

Participants will be adults who are deemed to be ‘homeless’ and have sustained a

moderate to severe head injury. An Interpretative Phenomenological Analysis (IPA)
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approach will be implemented with paricipants taking part in semi-structured
interviews to explore how they perceive the relationship between being head injured

and becoming homeless.
Applications

If the cognitive sequelae of head injury is leading to homelessness then there is a

need for services to re-evaluate the support that is being offered to this vulnerable

group.

Introduction
The potential problem of head injury and homelessness

An increasing evidence base suggests that there are higher levels of cognitive
impairment among homeless people than in the general population, with studies
reporting prevalence rates of around 80% (Gonzalez et al, 2001; Gilchrist &
Momison, 2005). Moderate fo severe head injury (an injury which results in
unconsciousness lasting at least 30 minutes) has been suggested as one possible
cause of this phenomenon (Hwang et al, 2008). One study reported that over a 30
year period, the incidence of hospitalised head injury was 5.4 times higher in the
homeless than in the general population (McMillan et al 2015). This research has
caused guestions to be raised regarding the possible relevance of sustaining a head
injury in the journey to becoming homeless. It is thought that the cognitive sequelae
of head injury could make it difficult to sustain a tenancy and/ or perpetuate the
situation once it has occurred. If this is the case, then work need to be done to

provide appropriate support to this vulnerable client group.

2|Page
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Homelessness

[t is well recognised that homelessness is a prevalent problem. However, it is
notoriously difficult to estimate the true extent of the problem. The national charity
‘Homeless Link' categorise homeless people into three groups: rough sleepers;
statutory homeless and hidden homeless, each of which is measured by a different
technigue and complicated by the fransient nature of this lifestyle. The term ‘statutory
homeless’ is applied by local authorities. This means that a person is: (i) eligible for
public funds; (i) has some sort of connection fo the area covered by the local
authority; (iii) can prove that they are ‘unintentionally homeless’ and (iv) can prove
that they are in ‘priority need’ of housing. Only people who meet these criteria are
entitled to local authonty housing. The varying estimations of homelessness within
the literature should be interpreted with caution due to the amay of different
definiions of homelessness imposed. Hwang et al (2008, p.780) define
homelessness as ‘living within the last 7 days at a shelter, public place, vehicle,
abandoned building or someone else's house, and not having a home of one’s own’,
whereas Fichter et al (1996) only included subjects who were literally ‘roofless’ in

their calculations.
Incidence of head injury in the homeless population

Moderate to severe head injury has been suggested as one possible cause of the
high rates of cognitive impairment seen in the homeless population (Hwang et al,
2008). Oddy et al (2012) conducted a study in Leeds, comparing the proporion of
homeless people who had sustained a head injury to a control group. They found
that 48% of the homeless pariicipants self-repored head injury in comparison to

21% of the control group. McMillan et al (2015) investigated the prevalence of
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hospitalised head injuries in a population of homeless people within Glasgow and
compared them to those within the general population. Over a 30 year period, it was
found that the prevalence of admission to hospital with a head injury was 5.4 times
higher in the homeless than in the Glasgow population. Hwang et al (2008) surveyed
804 individuals at shelters and meal programs in 2004-2005 and found a lifetime
prevalence of 53% for any traumatic head injury and 12% for moderate or severe
traumatic head injury. However, these studies have a number of limitations. Firstly,
both Oddy et al (2012) and Hwang et al (2008) rely on the self-report of paricipants
regarding the history of head injury. In addition, there were variations in the manner
by which paricipants were asked about head injury. Hwang et al (2008) enguired
about ‘an injury to the head which knocked you out or at least left you dazed,
confused or disorientated’, possihly leading to more affirmative responses. However,
they did not then ask for further details of the injury to ensure that the initial indication

was comect

The relationship between head injury and homelessness

The research described above indicates that there may be a high prevalence rate of
head injury in the homeless population. It therefore seems imperative to consider the
relevance of head injury to becoming or remaining homeless. Oddy et al (2012)
highlighted two possibilities, namely that (i). Sustaining a head injury may be a risk
factor for becoming homeless or (i), being homeless may he a nisk factor for

sustaining a head injury.

Common neuropsychological sequelae of head injury include: difficulties with
planning, organisation, concentrating and memaory, all of which are required to gain

or maintain employment and secure housing. It is therefore plausible to consider that
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sustaining a head injury could contribute to an individual becoming homeless. It has
however, been well documented that this population experience high rates of injury
of all types and are frequently victims of assault (Kushel et al, 2003). Therefore, it
could be the case that being homeless in itself, may increase the risk of sustaining a

head injury.

A small number of studies have been conducted in order to investigate the
relationship between homelessness and head injury. Hwang et al (2008) surveyed
904 homeless individuals in Toronto and found that 70% of their sample sustained
their first traumatic brain injury before the onset of homelessness. Oddy et al (2012)
found that 90% of their sample who had sustained a traumatic brain injury indicated
that this had occurred before they were homeless. These findings support the

argument that sustaining a brain injury may be a risk factor for becoming homeless.

Cognitive impairment in the homeless population

An increasing evidence base suggests that there are higher levels of cognitive
impairment among homeless people than in the general population. Gonzalez et al
(2001) assessed the neuropsychological functioning of 60 ‘higher functioning'
homeless individuals and found that 80% of their sample displayed signs of cognitive
impairment. Solliday et al (2004) assessed 90 homeless men and again detected
cognitive impairment in 80% of their sample. Gilchrist and Morrison (2005) assessed
266 homeless individuals and found an even higher prevalence rate, with 82% of
their sample displaying cognitive impairment. Spence et al (2004) queried whether
the presence of cognitive impaiment (ie. memory, attention and executive
functioning difficulties) could partially explain why homeless people may find it

difficult to find or retain permanent accommodation.
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Aims

There is limited research regarding the links between head injury and homelessness.
Previous studies have highlighted that head injury is common within the homeless
population and that the majorty of initial head injures occur before individuals
become homeless (Hwang et al 2008). However, all of the research to date has been
quantitative in nature and consequently, limited by a lack of detailed information
about the population in gquestion. Therefore, this study aims to explore the
perceptions of head-injured adults who are deemed to be ‘homeless’ and their views

regarding any potential links between these two life events.

Plan of investigation

Participants

Participants will be recruited from homeless supported accommodations (The Village
Project, East Kilbride, Eva Burmmows Centre, Cambuslang and The Glasgow Simon

Community). The demographics form will supplement the information collected from
the interview, providing a deeper understanding of the participant group.

Inclusion and Exclusion Criteria

1. Participants will be aged between 18 and 65

2. Participants are reguired to meet the following definition of homelessness:
‘Living within the [ast ¥ days at a shelter, public place, vehicle, abandoned
huilding or someone else’s house, and not having a home of one's own'. This

definition was also utilised by Oddy et al (2012) (p1060) and Hwang et al
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(2008) (p780).

3. Participants must have sustained a moderate/ severe head injury defined as:
‘a head injury that resulted in unconsciousness for more than 30 minutes’.
Again, this definition was also ufilised by Oddy et al (2012) (p1062) and
Hwang et al (2008) (p781).

4. Participants will be excluded if they cannot communicate proficiently in the
English language (due to limited funds) and if they cannot provide informed

consent.

Recruitment Procedures

The ressarcher will contact varous services who support homeless people. The
aims of the study and interview process will be explained to senior staff members.
They will provide potential paricipants with the information sheet. If interest in then
expressed in taking part, staff members will utilise the information sheet for service
managers to ask some initial questions regarding the individuals history of head
injury. This will allow the researcher to determine if they meet the inclusion criteria.
The staff member will seek consent to pass the individuals details onto the principal
researcher. Participants who meet the inclusion criteria will then be contacted by the
researcher and an appointment will be made to conduct the interview. Before the
interview takes place, paricipants will be invited to ask any further questions and
provide written informed consent. Recruitment will continue until the required number

of participants have been interviewed.

During the appointment, consent will be sought to access the person’s medical

records in order to confirm the presence of a moderate/ severe head injury. Hwang
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et al (2008) highlights that most of the research in this field to date is limited by

relying on the participants self-report.

This client group have been identified as potentially difficult o engage. Therefore, a

£10 supemarket voucher will be offered as an incentive for taking part in the study.

Interview

A semi-structured interview lasting approximately 45 minutes will be conducted with
each participant and will be recorded using a digital voice recorder. An interview
schedule (developed through discussion between the principal researcher and
research supervisor) will be utilised to structure the interviews. Braun and Clarke
(2013) (p. 78) identify that participants should he given the opportunity to discuss
issues that are imporant to them and that the researcher has not anticipated.

Therefore, the interview will be flexible.

One potential issue is that the study aims to explore the impact of head injury on
homelessness and only people who have had a head injury are being recruited and
this is explicit on the information sheet. Therefore, there is the possibility of leading
participants to over-emphasise the importance of head injury on their homelessness.
This issue has been explicitly addressed through the construction of the interview
schedule, in that the interview will not initially focus on the head injury and only
explicitly address this if the parficipant does not mention it during the more open

initial discussion.
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Design
The study will ufilise a retrospective qualitative design through the completion of in-

depth interviews.

Data Analysis

Interpretative Phenomenological Analysis (IPA) will be used to analyse the namratives
obtained. The main aim of IPA is to explore people’s lived expenences and the
meanings people attach to these experiences (Braun & Clarke, 2013, p.181). As this
study is addressing a number of experience-type questions, IPA is considered to he

an appropriate method of analysis.

The analysis will follow a six step process outlined by Smith et al (2009) of:
immersing oneself in the data and noting any recollections of the interview
experience and initial striking observations of the transcript; examining the content
and language of the transcript and developing a concepiual understanding of the
data; developing emergent themes in the data and considering how these themes
are connected. The process is then repeated with subsequent transcripts, allowing
new themes to emerge. The final stage focusses on identifying themes across

cases.

Following analysis, a second experienced researcher will check some of the scripts

to ensure that appropriate themes have been identified.

Justification of sample size

Qualitative research tends to ufilise smaller samples than quantitative research

9|Page

105



{(Braun and Clarke, 2013, p.55). Smith et al (2009) indicate an awareness of the
many demands on the time of those working for a practitioner doctorate. They go on
to state that between four and ten interviews are adopted for such projects (Smith,
Flowers and Larkin, 2009, p.52). These numbers are considered reasonable and
likely to produce valuable information. Therefore, it is anticipated that between six
and ten participants will be recruited to this study, dependant on respondent rates.
Settings and Equipment

The principal researcher will meet individually with paricipants and conduct
interviews in private rooms within the buildings of the services from which they have
been recruited. The interview will be recorded using a digital woice recorder.
Interview scripts will then be transcribed verbatim by the principal researcher. At this

point, any identifiable information will be removed from the transcription.

Project considerations

Health and safety issues:

Researcher Safety Issues

This project may involve going into setfings out with the NHS. Managers will he
informed that the interviews are taking place. In addition, the researcher will check-in
with administrative staff immediately before and after the interview, ensuring that
someone within the building is aware of her whereabouts. The researcher will be
made aware of any risk assessment paperwork which is in place for the participants.
Interviews will be conducted during normal working hours and comply with standard

safety procedures.
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Participant Safety Issues

Written consent will be sought before the interview and the opportunity to opt out at
any point will be made clear. In the event of a participant becoming distressed during
the interview, the researcher will assist in managing this distress. However, if the
distress persists the researcher will offer to contact the participants GP and inform
their key worker within the supported accommodation. If it is felt that the participant
is at risk of harm to themselves or others, the appropriate agencies will be contacted.
Participants will be informed of this limit to confidentiality during the consenting

process.
Ethical issues

Potential participants will only be contacted by the researcher when they have shown
interest in taking part and consented fo their contact details being passed on.
Information regarding the aims of the research and what will be involved will be
provided before informed consent is sought. Paricipants will be informed that they

can withdraw from the research (with no repercussions) at any point.
In addition, audio recordings will be stored on an encrypted laptop.

Ethical approval will be sought through the Integrated Research Application System

({IRAS). R & D management approval will also be sought for each site.
Financial issues

Equipment required will include a digital voice recorder and transcribing kit (provided
by Mental Health and Wellbeing, University of Glasgow). Photocopying costs will

also he incurred. The principal researcher will also require travel expenses to and
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from appointments. In addition, funds will be required to provide an incentive

{between £60 and £100 dependant on respondent rates).
Timetable

Dec 2014: Two page proposal to Research Supervisor

Jan 2015: Preliminary proposal to Research Supenvisor

March 2015: Research proposal to University

Juby 2015 Ethics submission

September 2015: Recruitment and data collection

September 2015 Systematic Review outline

September 2015: Research agreement/ research loghook initiation

May 2016: Data analyses and write up

July 2016: Submit research to University

August 2016: Draft paper for publication

September 2016: Viva

Practical applications

If the cognitive sequelas of head injury is leading to and/ or contributing to the
persistence of homelessness then there is a need for services to re-evaluate the

support that is being offered to this vulnerable group.
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Appendix 2.8: Ohio State University TBI Identification Method (OSU TBI-ID)

MHame: Cusrrenit Auge: Interviewer Initials: Date:

Ohio State University TBI Identification Method — Interview Form

Step 1

Ask Quastions

Step 2
dnterwewor INstruc pon: i the answer is “yes” to oy of e
Quastiofs M Step 1 ask the folfowing edditichal Juastiofs
about each reported mjury and add detatis to the dhart badow.

Step 3

Interviawer MEtrcson: Ask the followmg questions tohelp
identify a bustary that May Mcluds Ml Mitd TBs and
compiate the chart below:

fow. Retord the Couse of sach reported ijuay
aid afty details provided spoifltaiecu sy A0 e Ohart at tise Dohtom

page. Toudo not Need to esk further aboumt of
Coftsdioushass or otfier iMjery details dunmg tis s

1am going to ask you about Injuries to your head or Were you knocked out or did you lose consdiousness Hawve you ever had a period of time in which you

neck that you may have had anytime in your life. (Loo? ?qne;hmd;mlﬁﬁgr@mmjirmﬁmw
e.g. history of abuse, contact sports, T
1. In your lifetime, have you aver been hospitalized or If yes, how long? i the typical or usual e
treated in an emergency room following an injury to - - yes, what was the typical or usual effect—were you
wurhmdﬂred?ﬁnkmnwdnigdhuulﬂmuriu Hm,mywmufqldyinuhaﬁeawn knocked out (Loss of Consciousness - LOC)?
you ber or toid st your memaory from the injury? . 5 )
ONo O e n Haw cid you? ni, were you dazed or did you have a gap in your

miemiory from the ingury?

2. Inyour lifetime, have you ever injured your head or
neck in a car accident or from orashing some other
mawing vehicle like a bicyde, motoncpdle or ATV?

O Mo [ Yes—Recoed cause in chart

L

. Inyour lifetime, have you ever injured your head or
nieck in a fall or from being hit by something for
example, falling from a bike or horse, rollerblading,
falling on ice, being hit by a rock)? Have you ever
imjured head or neck playing sports or on the

ONo [ Yes—Racoed cause in chart

4. In your lifetime, have you ever injured your head or
neck in a fight, from being hit by someone, or from
being shaken violently? Hawe you ever been shotin
the head?

ONo O Yes—Record cause in chart

5. Inyour lifetime, have you ever been when an
explosion or a blast ooourred? IF you served in the
military, think about any combat- or training-related
incidents.

Mo [ Yes—Reoord cause in chart

Interviewer Instruction:

IF the arswers to any of the gbove guestions are “yes,” go o
Step 2. If the answers to aif of the above questions are “ma,”
then proceed to Step 3

‘What was the most severe effect from one of the times
you had an impact to the head?

How old were you when these repeated injuries began?
Ended?

Step 3

Cause of repeated injury

LOC
< 30 miln

Adopted with permission from the Ohio Shate Unaersity TBI Identifostion Metfod (Convgan, )0 Bogner, LA, (2007, Initicl reliebilty and validity of the 050U TE ldent iiootion Method. ) Heod Trowmna Refakbil 22061:318-329.
D Resarved 2007, The Ofvio Valley Cerster for Brain injery Prevention and Rehabilitation




onhinuation from reverse side, i needed)

Date:

Step 2

Loss of consclousness (LOC Vknocked out
Mo LOC < 30 min 30 min-24 hrs = 34 s

Interpreting Findings

A person may be more likely to have ongoing
probdems if they have any of the following:

- WORST
One moderate or severe TBI

RST
TBI with loss of consdowsness before age 15

« MULTIFLE
2 or more TBls dose together, including a period
of time when they egperienced multiple blows
to the head

« RECENT

A mild TBlin the last weeks ora more severe TBI
in the last months

+ OTHER SOURCES
Any TBI combined with another way that their
brain function has besn impaired

IF more injuries with LOC: How mamny? Longest knodeed out? How many = 30 mins.?. Youngest age?

Step 3

Most Severe Effect

LOC L
Cause of repeated injury = 30 min -

< 30 min 24 hrs

For more information about TBI
or the OSU TBI ldentification
Method visit:

- Ohio Valley Center at OSU
www.ohiovalley.org/informationeducation

= BrainLine.org
www.brainline.org

{Updated Jufy 2013)
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Appendix 2.9: Sample of analysed transcript

Emergent themes

Original transcript

Exploratory comments

Let down by services — feeling
unsupported

Impairment following HI

Impairment following HI
Let down by services — feeling
unsupported

Let down by services — feeling
unsupported

I: So, in terms of the head injury and the
homelessness... you've said that you were
classed as homeless before the head injury (aye)
but you feel like if you had not had the head
injury, you would have got housing much quicker
(ach aye) but your just not sure what the reason is
for that?

P: No, the truth is .... | think they have just forgot
about me. (ok). I mean, I'm no phoning, no outside. |
mean, he's no here so why should we worry about
him? Cause he's no up... see see see before my
injury, if something like this happened to me, I'd have
been there hounding them every f**king day.

I: You would have been hounding them every
day?

P: Aye, pester, pester, pester, pester until | got
somewhere (right) but | can't do that (ok). Know what
I mean? And plus the fact, they know that right? They
know I've been in rehabs, here, there and everywhere
so they've they've just washed their hands of me.

I: Ok, that's what it feels like?

P: Aye, aye they just don't give a f**k. Sorry for
swearing but they don't give a f**k.

Summary of previous interview content

Cast aside by services.

HI maintaining homelessness? Can’t fight his corner
resulting in longer homeless period?

Change in capabilities/ behaviour following Hl
Swearing emphasises strong feeling

Acknowledging limitations following HI
Feeling that professionals are treating him differently
due to HI? Sense of being unsupported/ disregarded.

Frustrated by lack of support/ belief that no one cares
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Change in perception of self
following HI (‘disabled’)

Impairment following HI —
requiring support

Impairment following HI —
motor/ physical difficulties;
requiring support

I: But, you've got this re-scheduled appointment
S0 you're going to go again...

P: Friday, aye. case work team in ******** ht see that
place, * Hkkkkk [ *rreekkkk they they seem more
sensible, more on the ball, know what | mean? Cause
they care for disabled people as well so they might
look at my needs more.

I: Ok, so is that a place where ... you have your
own flat but there's staff there or how...

P: No, no no... erm...I have my own house but.. |
can... if needed | can get, what do you call it... | can
get help, like home help or whatever you call it but it's
called *rx**xx *xxkkx (right 0k) So, they can help you
out.

I: Ok so they are not in the same building as you
but you can get them in?

P: Aye, they can come and see me (0k) and see my
mate **** - we go out for a cup of tea or whatever. He
says "**** see when you, see when you do get a
house, when you leave here, they they they will come
and check on you' (right). They will make sure (the
staff from here?) Aye, cause cause this is, people
stay here but they do outreach work as well (oh ok),
so so when | have my own place they will come and
make sure I'm settling in and that I'm showering and
all that. Know what | mean?

I: Ok, that sounds like a good support (aye).
I: Erm.. well | suppose we have talked about loads

Awareness of adaptations required following HI. More
comfortable with staff who work with ‘disabled’ people

Acknowledging desire for own space but aware that he
needs additional support.

Desire to stay in touch with current staff team? Sense of
belonging in current accommodation?

Possibly feeling apprehensive about moving on?
Reassured by thought that current staff team will remain
in contact?
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Let down by services: feeling
unsupported/ unfair allocation
of housing

of different things ***** and everything you have
said is really helpful. You have answered all my
questions (nae bother, nae bother). Is there
anything else you want to say about what we have
been talking about? Any final thoughts?

P: No no really, just my final thought is: when the f**k
do | get a house? (ok) Ok right, it just seems like it's
gone on forever and ever and ever so my thought is:
whao's giving a f**k? (ok) cause it seems to me that no
c**t is giving a f**k about me (ok) and I'm homeless,
so | don't want to keep banging on but like | said
earlier on if | was a refugee, I'd be housed. So, what's
the difference between them and me?

Swearing highlights frustration
Extended period of time ‘homeless’/ Passage of time
Sense of abandonment/ professionals as uncaring

Perception of housing system as unfair/ unjust
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