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Abstract
40% of homeless people report at least 

one chronic health problem. Some medical 
problems are particularly prevalent such as 
chronic obstructive pulmonary diseases, ar-
thritis and musculoskeletal disorders. Trau-
ma is a  significant cause of disability and 
death. Homeless people are predisposed to 
infections because of their poor physical 
state and lack of hygiene; hence outbreaks 
of contagious diseases are more prevalent 
in the homeless. Tuberculosis is an im-
portant health problem among the home-
less. Homeless people are at high risk of 
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Abstract
Spectrum of infections and non-infections diseases among refuges from Syria/Iraq to Hungary/
Austria in September 2015 is analyzed. Respiratory isolates from patients with pneumonia were 
obtained from respiratory tract secretions and tested for antimicriobial susceptibility. Majority of 
ID were upper and lower respiratory tract infections, scabies and other skin and soft tissue infec-
tions. However, infections represented only about one half of cases seeking medical help – the rest 
40-60% were hypertension, exhaustion, depression, diabetes, neuropsychiatric disorders. 

bloodborne infections and disproportionate-
ly suffer from mental illness and substance 
use disorders. Homelessness negatively im-
pacts child health and development. There 
are a  number of internal and external bar-
riers to providing health care for homeless 
persons. Hospitalizations are more frequent 
and they take a longer time. The homeless 
are not registered with their Doctor and try 
to get health assistance by using emergen-
cy services. They have problems with health 
system or social insurance. The health sta-
tus is substantially worse than in other pop-
ulation. Homeless people have a  greatly 
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increased risk of death. Problems of pro-
viding health care to the homeless depend 
in every country on the existing health pol-
icy and the economy. Insufficient care for 
homeless people means not only aggrava-
tion of their health state but it could have 
negative impacts on the health of the broad-
er group of people.

Background
Definitions of homelessness vary across 

countries (1). In line with its simplified defi-
nition homeless people are the human be-
ings living on the street with no roof above 
their heads and no place to stay even for 
a short time (2). In 2005, a typology named 
ETHOS (European Typology of Homeless-
ness and Housing Exclusion) worked to 
serve the needs of the European Union. This 
typology was elaborated by another nation-
al organization called FEANTSA (Fédéra-
tion Européenne d´Associations Nation-
ales Travaillant avec les Sans-Abris) (3). 
ETHOS classifies people according to their 
living situation: 

•	 rooflessness (without a shelter of any 
kind, sleeping rough),

•	 houselessness (with a  place to sleep 
but temporary in institutions or shel-
ter), 

•	 living in insecure accomodation 
(threatened with severe exclusion due 

 to insecure tenancies, eviction, domes-
tic violence), 

•	 living in inadequate housing (cara-
vans, unfit housing, extreme over-
crowding) (4). 

The exact number of homeless pople is 
unknown. In the whole of the European Un-
ion an estimated 4.1 million people have 
a  homeless episode in a  year (5). Czech 
Republic estimates to have about 100,000 
homeless people; a census of homeless peo-
ple in Prague identified 3,096 people in this 
category (6). Slovakia accounts for about 

30,000 homeless people living mostly in 
Bratislava (approximately 3,000 people – 
data from 2006) (7, 3). 

Reasons leading to homelessness are 
Objective and Subjective. 

Objective (structural) factors including 
the general social situation, e.g. employ-
ment policy; 

 housing policy; relationship of society 
to these marginal groups. 

Subjective (individual) factors are rep-
resented by material factors (e.g. loss of 
home, loss of 

 job, insufficient incomes, loss of a prop-
erty, etc.); 

Relationship factors (e.g. family or mar-
ital problems, divorce, split up of a family, 
violence

 in a family, loneliness); 
Personal factors (e.g. mental or somatic 

disease, disability, alcoholism and other ad-
dictions); Institutional factors (release from 
hospital or   prison, departure from chil-
dren’s  home) (6). 

To conclude: negative personal rela-
tions; work or housing problems; financial 
problems; administrative-legal problems; 
health problems belong to the most serious 
problems facing homeless people (6, 8).

Chronic Diseases and Nutrition
40% of homeless persons report at least 

one chronic health problem. These chron-
ic illnesses may be silent until late in their 
courses and, because of limited medical at-
tention, often go under recognized and un-
treated. Even if the condition is detected 
and treated, lack of compliance with  con-
sistent follow-up often results in disease 
progression, disability, morbidity and pre-
mature death (9). A  Slovak study made in 
a homeless shelter demonstrated that 42.5% 
of homeless people suffered from infectious 
diseases (mostly respiratory and urinary 
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infections), while 57.4% of homeless peo-
ple suffered from non-infectious diseases; 
the most frequent being ischemic heart dis-
ease and hypertension (10). Epilepsy belongs 
to the frequent diseases, as well. Prevalence 
of active epilepsy (8.1%) in a French study 
is markedly higher than that estimated in the 
general population (< 1%). When alcohol-re-
lated seizures (ARS) are included, 14.5% of 
a study population had a history of seizures 
(11). Some medical problems are particular-
ly prevalent with homeless persons; chronic 
obstructive pulmonary diseases, arthritis and 
musculoskeletal disorders. Hypertension, di-
abetes and anemia are often insufficiently 
controlled and may be unrecognizable for 
a long period of time. Hygiene and tooth care 
are at a low level (12).

The way of life of homeless people re-
sults in problems respecting the so-called 
healthy lifestyle regimen. We can hardly 
speak of a healthy way of living in a situ-
ation when people are able to satisfy their 
biological needs just occasionally and/or in 
a substitute way (13). Homeless persons de-
pend substantially on food from municipal 
and charitable shelters, fast-food restaru-
rants, delicatesssens and garbage bins (14). 
Most studies report a high prevalence of in-
adequate or imbalanced nutritiment, vita-
min and mineral intake placing the home-
less at risk for nutrion-related disorders and 
contributing to the increased prevalence of 
poorly controlled diabetes, hypertension 
and cholesterol; all risk factors for cardio-
vascular diseases (15).  Diets of homeless 
people are often high in saturated fats and 
cholesterol and inadequate in essential nu-
trients contributing to adverse lipid profiles 
(15). 

Trauma
Trauma is a  significant cause of disa-

bility and death. The homeless are particu-
larly at risk because life in the city streets 
is unsafe and they may choose hazardous 

sleeping accommodations and suffer from 
burns caused by fires used for warmth (16). 
In a study of 581 homeless female veterans 
99% of participants endorsed at least one 
trauma item; the homeless women report-
ed being exposed to a mean of 7.40 differ-
ent types of trauma and a median of 31 to-
tal events (17). The rate of traumatic brain 
injury varied across studies, ranging from 
8%-53%. Homeless men are more likely 
to have traumatic brain injury than home-
less women (1, 18). Hwang and colleagues 
found a high prevalence of traumatic brain 
injuries that are 5 or more times great-
er than the lifetime prevalence rate of the 
general population in the United States. 
The history of traumatic brain injuries was 
strongly associated with seizures, men-
tal health problems, drug problems, and 
poorer physical and mental health states  
(19). 

Infectious diseases
Homeless people are predisposed to in-

fections because of their poor physical state 
and lack 

of hygiene; hence outbreaks of conta-
gious diseases are more prevalent in the 
homeless (20). Skin problems are the main 
reason why the homeless seek medical at-
tention, and these commonly include sca-
bies, pediculosis, tinea infections and im-
petigo (20). The louse transmitted bacteria 
Bartonella qiuntana has been found to 
cause clinical conditions in the homeless 
such as  urban trench fever, bacillary an-
gionmatosis, endocarditis, and chronic afe-
brile bacteriaemia (20). Foot problems are 
a major cause of illness and may represent 
up to 20% of the medical complaints of 
homeless people. The main cause of foot le-
sions is minor repetitive trauma because the 
homeless often walk in inappropriate shoes. 
Other factors are venous stasis and leg ede-
ma; cold (frost bite) and moisture (immer-
sion foot); peripheral neuropathy; high 
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prevalence of hypertension; heavy tobacco 
use; lack of hygiene. 

The combination of trauma, stasis and 
ischemia in the feet promotes infections 
which may result in osteomyelitis, cellulitis 
and gangrene and necessitate amputation of 
the limb (20). 

Respiratory diseases are very frequent. 
Common viral respiratory diseases are 
easily transmitted from person to person. 
Crowded shelters and food lines provide 
the ideal circumstances for the spread of 
respiratory infections (16). Minor upper 
respiratory infections have been found to 
be twice as common in homeless children 
and represent 40% of the acute medical 
complaints of the homeless (20). Homeless 
persons are at high risk of serious pneu-
mococcal infections. In Toronto, the inci-
dence of invasive pneumococcal disease 
in homeless adults was 273 infections per 
100,000 persons per year compared to 9 
per 100,000 persons in the general adult 
population. Homeless persons with inva-
sive pneumococcal disease were younger 
than other adults, more likely to be smok-
ers, to abuse alcohol and to use intravenous 
drugs. The proportion of patients with re-
current disease was five times higher in 
case of the homeless than with other adults 
(12% vs. 2.5%) (21). 

Tuberculosis 
Tuberculosis is an important health 

problem among the homeless. Persons liv-
ing in shelters are at high risk of tuberculo-
sis and also pose a potential public health 
problem (16). In systematic review and me-
ta-analysis (43 eligible surveys with a total 
population of 59,736 homeless individuals) 
authors reported that estimates of tubercu-
losis prevalence range from 0.2% to 7.7% 
(22). Tuberculosis in Prague increased 
from 2.1% in 1999 to 15.1% in 2008 (23). 
In 2002-2006, the homeless suffered from 
tuberculosis on average 10 times more 

often than the other population (24). Tuber-
culosis in the homeless has some specific 
features: 

•	 mainly men are affected;
•	 ill people in a productive age of 40-

60 years significantly prevail;
•	 tuberculosis is found in its sympto-

matic state only, active search is ap-
plied just with difficulties;

•	 a high percentage of tbc is found in 
moribund state or with dead home-
less persons; 

•	 multi-resistent forms of tuberculosis 
also appear among the homeless (23). 

Bloodborne Infections 
Homeless people are at high risk for 

bloodborne infections. HIV infection, viral 
hepatitis B, viral hepatitis C occur more of-
ten than in other populations due to more 
frequent prostitution to earn money to sur-
vive and/or get a  daily drug dose. Home-
lessness is also an important risk factor 
for acquiring HIV infection. Data from the 
USA showed that higher intravenous drug 
use, prostitution or “survival sex“ and mul-
tiple sexual partners contribute to increased 
HIV prevalence (20). AIDS and homeless-
ness co-occur at very high rates: AIDS is 
nine times more prevalent among the home-
less in Philadelphia than in the general pop-
ulation, and homelessness is three times 
more prevalent among people with AIDS 
than in the general population. Among the 
homeless, being male, having a  substance 
abuse problem and having a severe mental 
disorder were all significant risk factors for 
AIDS (25). In the above- mentioned review 
the prevalence of hepatitis C virus infection 
ranged from 3.9% to 36.2% (22). The prev-
alence of hepatitis B and hepatitis C are sig-
nificantly higher among street youth than 
among non-street persons of similar age. 
A study of the prevalence of hepatitis B in-
fection in street youth in Montreal found 
that 9.2% of the participants had markers 
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of the infection. Risk factors such as older 
age (> 18 years); injection drug use; sexu-
al partners with history of unspecified hep-
atitis, ≥ 1 tattoo and body piercing were the 
factors associated with HBV infection (26). 
In the survey of hepatitis B and C preva-
lence amongst ninety-eight individuals of 
the Prague homeless community, the au-
thors found that prevalence of both VHB 
and VHC achieved 26.5%. Risk factors 
were current or past intravenous drug users, 
higher age (21 years and older) and sharing 
paraphernalia (equipment used in the prepa-
ration of drugs for injection, e.g. spoons, fil-
ters and foil) (27). 

Mental Disorders and Addictions
Homelessness can be both a cause and 

a consequence of mental illness (31). The 
homeless disproportionately suffer from 
mental illness and substance use disorders. 
In one survey, 81% of patients had a major 
mental illness; 69% had a  substance-use 
disorder. Over 50% had co-occuring ma-
jor mental ilness and  substance-use dis-
order. (28). In systematic review and me-
ta-analysis of 29 eligible surveys with 
5,684 homeless individuals from seven 
countries, authors reported that prevalence 
estimates of psychotic illness range from 
2.8% to 42.3%; major depression from 
0.0% to 40.9%; personality disorder from 
2.2% to 71%; alcohol dependence from 
8.5% to 58.1% and drug dependence from 
4.7% to 54.2%. The most common mental 
disorders appeared to be alcohol and drug 
dependence with random effects pooled 
prevalence estimates of 37.9% and 24.4% 
respectively (29). From a  sample of 266 
hostel dwellers in Glasgow, 82% had cog-
nitive impairment and 78% were drinking 
hazardously. The prevalence of alcohol-re-
lated brain damage (spectrum of amnesic 
disorders including Wernicke´s Encefalop-
athy and Korsakoff´s Psychosis) was 21% 
(30). 

Smoking
Tobacco use is common in homeless 

populations: approximately three quarters 
of homeless adults are cigarette smokers – 
a prevalence 4 times that in the U.S. adult 
population and 2.5 times that among im-
poverished Americans in general (32, 1). 
Results from the Prague homeless popu-
lation are very similar. The authors found 
the prevalence of smoking to be signifi-
cantly higher among homeless men (93%) 
and women (83%) compared to the gener-
al Czech population, men 38% and wom-
en 35% (33). A Slovak study implemented 
in an asylum home showed that 89.4% of 
226 homeless people were smokers while 
60.6% of them consumed too much alco-
hol (34). 

Homeless Children and Youth
Homelessness negatively impacts child 

health and development in many ways (35). 
Children have shown higher rates of acute 
and chronic health problems (36). Homeless 
children were 2.5 times as likely to have 
health problems and 3 times as likely to 
have severe health problems as housed chil-
dren (37). Children without a  stable home 
have increased rates of multiple infections, 
respiratory, gastrointestinal and dermato-
logic diseases. The prevalence and severi-
ty of asthma are increased; they suffer from 
higher rate of accidents and injuries. Home-
less children are at increased risk of abuse; 
exposure to violence; suffer from higher 
rates of malnutrition, stunting and obesi-
ty (36). Street youth (teenagers and young 
people below the age of 20-25 years) are 
exposed to a  number of factors that affect 
their health. Risk of hepatitis B, hepatitis C 
and HIV infections are higher among street 
youth than among non-streeet youth. The 
prevalence of mental health problem, preg-
nancy and high levels of violence is greater 
among homeless youth (38).
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Access to Health Care
There are a number of Internal and Ex-

ternal barriers to provide health care for 
homeless persons. Internal barriers in-
clude the denial of health problems by 
many homeless persons and the pressure to 
fulfill competing non-financial needs such 
as for food, clothing and shelter. External 
barriers include unavailable, fragmented 
and costly health care services; prejudices 
and frustrations on the part of Health Profe-
sionals who care for homeless persons (9). 
Despite a system of Universal Health Insur-
ance, health care access can remain a prob-
lem for homeless people. There are finan-
cial and non-financial barriers to obtain 
health care. Non-financial barriers may in-
clude general mistrust of health care pro-
viders and lack of access to a primary care 
provider (39). Homeless individuals have 
high rates of acute health-care use, includ-
ing Emergency Department visits and In-
patient Admission to hospital (1). 44.91% 
of homeless Veterans Affairs (VA) service 
users were emergency department users, 
which is nearly three times the rate of dom-
iciled VA Services users (40). In Slova-
kia, we have similar experience. Hospital-
izations of the homeless are more frequent 
and they last a  longer time. The homeless 
are not registered with their Doctor and try 
to get health assistance by using emergen-
cy services. They have problems with any 
health system or social insurance (3). The 
most frequent problems of the health care 
for homeless are: 

•	 unclear relations between the home-
less person, health insurance compa-
ny and health care providers,

•	 missing continuity of the health care, 
•	 consequent treatment following hos-

pitalisation, 
•	 chronically ill homeless persons with 

demanding treatment, 
•	 higher homeless morbidity of some 

diseases (3). 

Older Homeless and Geriatric 
Syndromes

In the USA, the authors call the phe-
nomena “aging of the homeless popula-
tion”. The median age of the homeless in 
San Francisco increased by an average nine 
years over the 14-year period 1990-2003: 
this aging rate far exceeds that of the gener-
al population. The median total time home-
less increased from 12 to 39.5 months. This 
trend may reflect provider changes or shifts 
in service utilization (41). The trend in ag-
ing of the homeless population will lead 
to higher need and consumption of health 
care for the homeless. The American sur-
vey compares two groups: younger home-
less persons (18 to 49 years old) and older 
homeless persons (50 years and older). Old-
er homeless persons were 3.6 times more 
likely to report a chronic medical condition; 
2.8 times more likely to not have health in-
surance. Among medical conditions re-
ported, older homeless respondents were 
significantly more likely to report having 
hypertension and arthritis or other muscu-
loskeletal disorders, but comparable rates 
of chronic respiratory conditions, including 
asthma and chronic obstructive pulmonary 
disease (42). At the same time, geriatric 
syndromes among younger homeless ap-
pear more frequently. In a recent study, the 
authors compared a group of 247 homeless 
adults (mean age 56.0 years with 765 com-
munity adults (mean age 78.1 years) in three 
population-based cohorts. 30.1% of home-
less people reported difficulty performing 
at least one activity of daily living; 53.2% 
fell in the prior year. Cognitive impairment 
defined as Mini Mental State Examination 
score < 24 was present in 24.3% of par-
ticipants, impaired executive function was 
present in 28.3% of participants. Self-re-
ported hearing and visual impairment was 
present among 29.7% and 30.0%, respec-
tively. Urinary incontinence was reported 
by 49.8% of subjects. The study shows that 
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older homeless adults have higher rates of 
most geriatric syndromes compared to the 
general population (43). 

Mortality
The health status of homeless persons 

is substantially worse than in other popu-
lations. Homeless people have a greatly in-
creased risk of death (12). Among men us-
ing shelters for the homeless in Toronto, 
mortality rates are 8.3 times higher than the 
mean for 18-24 year olds; 3.7 times high-
er than the mean for 25-44 years olds; 2.3 
times higher than the mean for 45-64 years 
old (44). In another study the average age at 
death was 47 years (median, 44 years (range 
18 to 86 years). The acquired immunodefi-
ciency syndrome (AIDS) was the leading 
cause of death among persons 25 to 44 years 
of age; homicide a leading cause in persons 
18 to 24 years of age; heart disease a ma-
jor cause of death in homeless persons 45-
64 years of age. For men 25 to 44 years of 
age the rate of death from heart disesase was 
more than threefold higher than in the gen-
eral population (45). Increased cardiovascu-
lar mortality rates in the homeless are attrib-
utable to a complex interplay between risk 
factors. These risks include psycho-social 
stressors of the daily battle for the neces-
sities of life including food, shelter; safety 
which along with a decrease in diagnostic, 
preventative and remedial care results in 
an increased prevalence and poorer control 
of risk factors and the co-morbidities (15). 
Mortality of street youth is about 11 times 
the expected rate based on age and sex and 
is mainly caused by suicide and drug over-
dose (38).

Conclusions
Problems of providing health care to the 

homeless depend in every country on the 
existing health policy and economy (13). 
Given the raising number of homeless peo-
ple, our Physicians will more often also 

have to deal with problems pertaining to di-
agnostics, treatment and prevention of dis-
eases among the homeless. All of us should 
be aware that insufficient care for the home-
less people means not only aggravation of 
their health state but it could have negative 
impacts on health for a much broader group 
of people passing by with no concern (13). 
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